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In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


l/j/mf/rrop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Vs  % solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

V2%  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 

Antihistamine-decongestant  uo 


THERE 


As  hospitals’  charges  to  patients 
continue  to  rise  in  response  to  the  pres- 
sure of  the  hospitals’  own  rising  costs, 
we  cannot  look  away  from  the  greater 
and  greater  financial  problem  this  cre- 
ates for  the  patient. 

There  is  only  one  type  of  hospital- 
medical  protection  which  does  stay 
abreast  of  the  financial  need,  and  that 
is  the  plan  in  which  benefits  are  based 


on  the  actual  services  the  hospital  pro- 
vides, even  though  the  going  price  for 
those  services  is  rising. 

That  plan  is,  of  course.  Blue  Cross. 
What  greater  service  can  you  do  any 
family  than  to  urge  them  to  enroll  in 
Blue  Cross/  Blue  Shield,  and  keep  their 
hospital-medical  protection  on  a pre- 
paid basis? 


BLUE  CROSS/BLUE  SHIELD 

GROUP  HOSPITAL  SERVICE,  INC.  GROUP  MEDICAL  & SURGICAL  SERVICE 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  . DALLAS,  TEXAS  75222 
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Well,  Doctor,  it's  sort  of 

a cross  between  a smoker's  hack  and  a seal's  bark . 


It's  a wise  mother  who  realizes  there  may  be  more  to  her  child's  cough  than  meets  the  ear 
—and  brings  the  youngster  to  you  promptly  for  diagnosis  and  treatment. 

If  the  cough  is  the  useless,  exhausting  type  that  often  accompanies  respiratory  infection  or 
allergy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
action  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex. 
And  the  fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike. 

When  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
Expectorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
the  cough,  but  also  encourages  expectoration,  thus  easing  bronchial  constriction  and 
obstruction. 

Use  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
or  urinary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result. 
Continuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
may  cause  addiction. 

Each  5 ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
may  be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
2 mg.;  chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
Novahistine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 
guaiacolate,  100  mg. 


NOVAHISTINE  EXPECTORANT 


PITM  AN-MOORE 

Division  of  The  Dow  Chemical  Company,  Indianapolis 


Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine’  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D., Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98  °F,  and  with  a humidity 
of  approximately  40 %d 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.2 

flasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air  borne  bacteria.3  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.4  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses,  which  are  of  the 
order  of  1/1000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.5 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.6  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry" appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


Iff  liile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "Hare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor's cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present/  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.8 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.9 In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.10  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid.1 1 The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


keep  patients  comfortable ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 
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Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.12 Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.13  This  "jolt"  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases, 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 
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Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


Cryptenamine  1.0  mg*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine— a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —“resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


. .quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive." 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen-R  should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 
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specifically  formulated 
for  symptomatic 
relief  of  sinus  headache 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomf ort . . . an  effective  oral 
decongestant  to  reduce  mucosal  congestion... 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 


WARNER’CHILCOTT 

Morris  Plains,  N.J. 


for  sinus  headache 


occipitale 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


SQUIBB  NOTES  ON  THERAPY 


CANDIDA 
ALBICANS : 

NECESSARY 

EVIL? 


How  serious  is  monilial  infection? 

It  is  hard  to  prove;  but  when  host 
resistance  drops,  monilial  infection 
can  be  very  serious.  Consider  the 
problem  of  monilial  infection  gener- 
ally. Two  investigators  postulate  that 
secondary  thrush  of  the  bronchi 
caused  by  C.  albicans  may  pave  the 
way  for  bacterial  invasion  of  the 
lungs.2  Monilial  pyelonephrosis  in 
a young  child  presumably  was  re- 
lated to  a bloodstream  spread  of 
thrush  from  the  alimentary  tract.3 

Thus,  the  physician  browsing  in 
the  literature  may  wonder  if  C.  albi- 
cans is  not  more  pathogenic  than  he 
had  thought.  In  fact,  Seelig4  con- 


cluded, after  an  exhaustive  literature 
review,  that  this  organism,  only 
slightly  pathogenic  in  high  concen- 
trations on  the  mucosa  of  the  normal 
subject,  increases  markedly  in  patho- 
genicity when  host  resistance  drops. 


Antibiotics  and  increased  candidiasis 

Almost  20  years  of  clinical  experience 
has  established  the  usefulness  of  the 
tetracyclines  beyond  question.  All 
“. . . possess  a wide  range  of  antimi- 
crobial activity  against  gram-positive 
and  gram-negative  bacteria,  which 
overlaps  that  of  penicillin,  strepto- 
mycin, and  chloramphenicol.”5 

But. . .monilial  superinfection  as- 


sociated with  tetracyclines  and  other 
broad-spectrum  antibiotics  persists. 
Indeed,  the  incidence  of  secondary 
candidal  fungal  infections  associated 
with  antibiotic  therapy  has  continued 
to  rise.  Analysis  of  autopsies  in  a 
general  hospital  from  1919  to  1955 
showed  an  increase  in  secondary 
fungal  infections  since  1947. 6 More 
yeastlike  fungi  have  been  isolated 
from  pediatric  patients  during  the 
antibiotic  era.7  In  fact,  although  some 
investigators  question  the  clinical 
significance  of  Candida  identification 
in  clinical  studies,  “. . . the  prepon- 
derance of  evidence  indicates  that  the 
use  of  antibiotics  is  associated  with 


Monilial  overgrowth  continues  to  complicate 
tetracycline  therapy . . . yet  the  usefulness  of 
this  broad-spectrum  antibiotic  is  beyond  question. 

“The  tetracyclines  are  firmly 
established  as  very  valuable  agents 
in  the  therapy  of  a variety  of 
infectious  diseases.’’ 1 


an  increased  incidence  of  candidi- 
asis. . . .”4  Moreover,  certain  anti- 
biotics in  particular  — among  them 
the  tetracyclines  — have  been  impli- 
cated in  a variety  of  super  infections. 8 

Benefits  vs.  risks 

The  tetracyclines  are  obviously  far 
too  valuable  to  be  disregarded  — in 
spite  of  fungal  risks.  But:  the  risk 
of  secondary  monilial  infection  can 
be  greatly  minimized  in  the  tetracy- 
cline therapy  program.  The  prophy- 
lactic use  of  an  antifungal  agent 
along  with  an  antibiotic,  long  con- 
sidered logical,9  has  been  shown 
by  clinical  experience  to  exert  pro- 
tective effect  against  candidal  super- 
infection. 

Superior  protection  from  monilial 
superinfection  as  demonstrated  in 
the  laboratory 

In  particular,  Mysteclin-F,  a com- 
bination of  tetracycline  with  ampho- 
tericin B,  an  antimonilial  that  is 
significantly  more  potent  in  vitro 
against  C.  albicans  and  other  Candida 
species  than  is  nystatin,10  is  valuable 
in  preventing  monilial  overgrowth. 
Amphotericin  B has  shown  a high 
degree  of  activity  in  vitro  against 
Candida  species  found  in  the  intesti- 
nal tract.  Moreover,  it  undergoes 
virtually  no  absorption  from  the  gut, 
thus  avoiding  risk  of  systemic  side 
effects. 

Certain  patients  are  particularly 
susceptible  to  monilial  complications. 
They  are:  infants,  the  aged,  the  de- 


bilitated, diabetics,  women  (particu- 
larly during  pregnancy),  and  patients 
receiving  prolonged  or  high-dosage 
antibiotic  therapy  or  corticosteroid 
hormones.11  But,  since  it  is  impos- 
sible to  predict  infallibly  which  pa- 
tients will  develop  monilial  compli- 
cations, Mysteclin-F  is  a logical 
choice  whenever  tetracycline  therapy 
is  indicated. 

Is  Candida  albicans  a necessary 
evil?  Hardly,  with  Mysteclin-E 


Photodynamic  reactions,  although  rare  with  tetra- 
oycline,  may  occur.  Advise  photosensitive  patients 
to  avoid  direct  sunlight. 

Precautions:  Watch  for  signs  of  secondary  infection 
due  to  nonsusceptible  organisms;  discontinue  drug 
or  institute  appropriate  therapy  if  they  occur.  Use 
of  tetracycline,  particularly  long-term  use,  during 
pre-  and  post-natal  tooth  development  may  cause 
discoloration  of  teeth. 

During  long-term  therapy,  perform  periodic  renal, 
hepatic  and  hematopoietic  function  studies.  In- 
creased intracranial  pressure  with  bulging  fontanels 
has  been  observed  rarely  in  infants  taking  therapeu- 
tic doses  of  tetracycline. 

Side  Effects:  Nausea,  vomiting,  and  diarrhea. 

For  full  information,  see  Package  Insert. 
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Available  as:  Capsules  in  two  potencies:  the 
equivalent  of  250  mg.  tetracycline  hydrochloride 
with  50  mg.  amphotericin  B,  and  the  equivalent 
of  125  mg.  tetracycline  hydrochloride  with  25  mg. 
amphotericin  B,  both  buffered  with  potassium 
metaphosphate;  Syrup  (125  mg.  tetracycline 
[hydrochloride  equiv.]  buffered  with  potassium 
metaphosphate,  and  25  mg.  amphotericin  B per 
5 cc.);  Pediatric  Drops  (100  mg.  tetracycline 
[hydrochloride  equiv.]  buffered  with  potassium 
metaphosphate,  and  20  mg.  amphotericin  B 
per  cc.). 

Contraindications:  Hypersensitivity  to  either 
component. 

Warning:  If  renal  impairment  exists,  lower-than- 
usual  doses  are  indicated  to  avoid  systemic  ac- 
cumulation and  possible  liver  toxicity;  on  prolonged 
use,  tetracycline  serum  level  determinations  may 
be  advisable. 


Mystecliil-F 

Squibb  Tetracycline- 
Amphotericin  B 
(Fungizone®)  with 
Potassium  Metaphosphate 


broad-spectrum 
effectiveness 
with  superior 
antifungal 
protection 


Squibb 


‘The  Priceless  Ingredient' 
of  every  product  is  the 
honor  and  integrity 
of  its  maker. 


what 

time 


is  it? 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


ifs  time 
to  tine. 


Tuberculin, 


Tin 


(Rosenthal) 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


ABBOTT 
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THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN  Gradumet0 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  Q 15  mg.  £3 

DESBUTAL0 10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  Ff]  SIDE  t 

swr'  f 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  tf},  side  J 

1 Up 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product— amphetamine  or  non- 
amphetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG- RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

secret 

of 


controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  1 5 mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


701069 


Gradumet— Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
Strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


«snm> 
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CHILDREN 

• • Tf+Mrte**  | 


Volume  63,  JANUARY,  19 67 


25 


NorinyL** 

(no.rethindrone  2 mg.  c mestranol  %/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. 1'3’7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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TEXAS  MEDICINE 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 


day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early  * 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Bryans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.;  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M,  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6,  Rice-Wray,  E , 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7-  Goldzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8 Kempers,  R.  D : GP  29:88  (Jan.)  1964.  9.  Tyler.  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rude!,  H.  W,.  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 
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(norethindrone  2 mg.  c mestranol  1 mg.) 

for  multiple  contraceptive  action 
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P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New-Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Suites 


Nc.83J2 
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TRlSUlfATrSIMlOlWS 
FOR  ORAl  SUSPENSE 


ERYTHROCIN- SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 

In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 

87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 
clinical  cure.  70135s 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 
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ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with 


BRAND  THIPHENAMIL  HC1 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  AVAILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 

Literature  and  samples  available. 
WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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(chlordiazepoxide  HCI) 


rlPOCMEi  J-i 

if 

HI 

WHEN  ANXIETY 

IS  A SIGNIFICANT 
COMPONENT  OF  THE 

CLINICAL  PROFILE 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  Warn  against 
hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  administering  to  addiction-prone  patients  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug 
and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
child-bearing  age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective  amount,  increasing 
gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other  psychotropics  is  not  recommended.  Paradoxical 
reactions  have  been  reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function,  impending 
depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  dosage  ranges.  Syncope 
occurs  rarely.  Also  encountered  are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop  occasionally,  making  periodic 
blood  counts  and  liver-function  tests  advisable  during  protracted  therapy.  Individual  maintenance  dosages  should  be 
determined. 

Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
orq.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories*  Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.J.  07110 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request, 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Volunteei  Group  Needed 
To  Campaign  Against  VD 

QuOTE:  ‘‘SYPHILIS  is  a disease  which  should  be 
easy  to  eradicate  with  the  tools  we  have  today.  To  be 
eradicated,  syphilis  must  be  labeled  intolerable.  The 
pivot  of  an  eradication  program  is  the  doctor  in  pri- 
vate practice.”1 

(And  yet,  23  years  after  penicillin  was  introduced 
for  treatment  of  syphilis,  we  are  again  witnessing 
syphilis  sweep  the  world  in  epidemic  proportions.  At 
least  a million  new  cases  of  venereal  disease  appear 
in  America  each  year.  Every  day,  1,300  teen-agers 
are  infected.  In  1966,  two  states  showed  a significant 
increase  in  infectious  syphilis ; Texas  was  one.  Also, 
Texas  had  the  largest  number  of  venereally  infected 
teen-agers  in  the  nation.) 

Quote : “Conquering  VD  must  be  a team  effort,  in- 
volving patients,  physicians,  government,  social  and 
health  agencies,  and  the  educational  and  religious 
organizations.  High  school  and  college  students  have 
a responsibility  to  bring  the  serious  implications  of 
venereal  disease  to  the  attention  of  their  friends  and 
others  in  the  community.”2 

These  two  quotations  are  from  respected  sources. 
Calls  for  cooperative  efforts  constantly  and  urgently 
emanate  from  responsible  people:  from  governors, 
the  AMA,  the  USPHS,  and  other  agencies.  Such  calls 
are  valid.  However,  over  the  years,  all  these  calls  to 
action  and  exhortations  have  resulted  in  rather  spo- 
radic efforts.  A campaign  is  put  on,  utilizing  TV  and 
other  mass  media;  speakers  appear  before  high 
school  audiences  and  other  lay  groups;  there  is  a 
flurry  of  activity.  And  then  it  dies  down. 

One  reason,  it  seems  to  me,  is  that  earnest  and 
dedicated  though  they  are,  the  people  and  organiza- 
tions working  in  this  field  constitute  a somewhat 
amorphous  body.  Right  now,  if  a group  from  your 
church  approached  you  and  expressed  a desire  to  en- 
list in  a campaign  against  venereal  disease,  where 
would  you  send  them?  What  would  you  advise  them 
to  do? 

In  looking  about  for  a solution  to  this  dilemma,  one 
is  struck  by  the  shining  success  which  has  graced 
the  efforts  of  outstanding  volunteer  organizations  in 
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campaigns  against  other  diseases ; for  exam- 
ple, the  American  Cancer  Society,  the  Ameri- 
can Heart  Association,  The  National  Found- 
ation and  others.  These  organizations  have 
an  aura  of  such  effectiveness  that  in  the 
minds  of  most  of  us,  professional  and  lay  pub- 
lic alike,  they  have  achieved  a quasi-official 
status  and  deservedly  so.  How  did  they  do  it? 

The  Texas  Division  of  the  American  Cancer 
Society,  as  an  example,  was  first  organized 
through  the  efforts  of  the  Texas  Medical  As- 
sociation, and  the  bylaws  provide  strict  in- 
junctions that  ultimate  control  shall  always 
be  in  medical  hands.  Therefore,  cooperation 
with  the  medical  profession  has  never  been  a 
problem  and  herein  lies  much  of  the  strength 
of  this  organization. 

The  ACS  has  a spectrum  of  activity  which 
ranges  from  support  of  the  most  scientific 
and  esoteric  research  to  the  pragmatic  level 
of  providing  dressings  and  comforting  sug- 
gestions to  people  with  incurable  malignan- 
cies. All  these  activities,  plus  the  vast  educa- 
tional program  which  keeps  the  public  con- 
stantly alerted  to  the  menace  of  cancer,  we 
take  for  granted  today. 

But  remember  that  when  these  people 
started  their  crusade,  cancer,  too,  was  an  un- 
mentionable word.  Now  it  is  spoken  freely 
and  widely.  Hamstrung  as  we  are  by  ethical 
considerations  such  as  prohibitions  against 
advertising,  it  seems  almost  incredible  how 
effectively  volunteers  can  broadcast  a pro- 
gram far  and  wide.  Furthermore,  in  utilizing 
volunteers,  it  has  been  learned  that  at  times 
the  urgency  of  a need  seems  to  be  more  be- 
lievable when  it  comes  from  one’s  neighbor  or 
friend. 

These  great  organizations  have  developed 
techniques  for  utilizing  diverse  skills,  indeed 
even  raw  enthusiasm,  and  channeling  both 
with  superb  effectiveness.  They  bring  before 
their  workers  knowledgeable  people  who  in- 
still information,  credence,  challenge,  and  in- 
spiration toward  yet  greater  efforts.  Most 
importantly,  however,  they  get  people  re- 
cruited and  keep  them  aware  of  the  problem. 

This  has  never  happened  with  venereal  dis- 
ease, and  such  a force  is  greatly  needed.  In 
the  current  fight  against  VD,  we  are  losing 
— not  gaining — ground.  This  proposed  “As- 
sociation Against  Venereal  Disease”  (if  that 
is  to  be  its  name)  could  pattern  itself  after 
its  successful  predecessors ; keep  the  pot  boil- 
ing ; coordinate  various  efforts  and  spearhead 
campaigns;  and  do  the  variety  of  tasks  it 
takes  to  make  eradication  of  venereal  disease 


the  live,  vibrant,  and  constant  issue  that  it 
has  to  be  if  we  are  ever  to  overcome  it. 

Let  there  be  marches  of  indignant  mothers. 
Let  doorbells  ring.  Let  people  wear  poppies 
or  lapel  buttons.  Let’s  do  what  America  knows 
so  well  how  to  do  through  effective  volun- 
teers : generate  awareness  of  a problem,  and 
popular  support  for  measures  to  solve  it. 

Then  with  that  kind  of  backing,  public 
health  people  and  physicians  in  clinics  and  in 
private  practice  can  do  the  job  they  know 
best  how  to  accomplish,  and  these  monstrous, 
unnecessary  evils  can  be  overcome. 

—Morris  Polsky,  M.D.,  Austin. 
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Surgery  Is  Important  In 
Mesenteric  Vascular  Syndrome 

WlTH  ADVANCES  in  surgery  it  becomes 
necessary  for  diagnosticians  and  general 
practitioners  to  familiarize  themselves  with 
those  syndromes  which  are  amenable  to  sur- 
gical correction.  Such  a syndrome  is  mesen- 
teric vascular  insufficiency. 

Although  there  were  isolated  references 
in  medical  literature  concerning  vascular  in- 
sufficiency of  the  bowel,  it  was  not  until 
1936  that  Dunphy1  described  the  syndrome. 
While  reviewing  12  cases  of  mesenteric  in- 
farction and  searching  for  symptoms  that 
might  have  indicated  previous  vascular  in- 
sufficiency, he  found  such  symptoms  in  seven 
cases.  Subsequently  there  have  been  numer- 
ous publications,  mostly  in  the  surgical  lit- 
erature, elaborating  further  upon  the  syn- 
drome and  its  surgical  correction. 

This  condition  (known  by  numerous  other 
names,  including  intestinal  angina  and  vis- 
ceral angina)  usually  presents  as  abdominal 
pain,  which  is  poorly  localized  and  often 
cramping.  At  times  it  may  radiate  to  the 
back  and  simulate  pancreatic  pain.  Charac- 
teristically, the  pain  comes  on  soon  after 
meals  and  may  last  from  one  to  three  hours. 
With  the  passage  of  time,  the  pain  bears  less 
of  a relationship  to  eating  and  may  be  con- 
tinuous and  unrelenting.  As  a result  of  the 
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pain  and  its  food  relationship,  the  patient 
often  avoids  eating,  and  weight  loss  results. 
When  the  degree  of  vascular  insufficiency  is 
more  severe,  there  may  be  mucosal  damage 
resulting  in  melena  or  in  the  malabsorption 
syndrome.  Since  the  vascular  insufficiency 
is  of  atherosclerotic  origin,  it  is,  of  course, 
usually  found  in  middle-aged  or  older  indi- 
viduals and  especially  in  persons  who  have 
manifested  other  aspects  of  atherosclerosis, 
such  as  coronary  disease  or  diseases  which 
might  enhance  the  development  of  athero- 
sclerosis, such  as  diabetes  mellitus. 

In  the  absence  of  frank  mesenteric  infarc- 
tion, the  physical  and  laboratory  findings  are 
usually  unimpressive.  There  may  be  a bruit 
heard  in  the  abdomen,  which,  however,  is 
not  pathognomonic  of  this  disorder  in  the 
absence  of  other  manifestations.  At  times, 
localized  vascular  changes  in  the  small  bowel 
may  give  rise  to  ulceration  and  subsequent 
scarring,  and  an  obstruction  syndrome  sim- 
ulating Crohn’s  disease.  Because  of  the  abun- 
dant collateral  circulation  coming  from  the 
three  main  trunks  of  arterial  supply  (the 
celiac  axis,  the  superior  and  the  inferior 
mesenteric  arteries),  vascular  insufficiency 
does  not  result  unless  there  is  involvement 
of  two  or  more  of  these  major  arteries. 

Other  than  nonspecific  changes  attendant 
upon  such  causes  as  malabsorption  and  ob- 
struction, diagnostic  roentgenographic  find- 
ings are  limited  to  abdominal  aortography, 
which  is  most  informative  when  done  in  the 
lateral  projection.  This  procedure  may  indi- 
cate the  extent  of  involvement  and  the  ves- 
sels involved.  However,  exploratory  laparo- 
tomy for  abdominal  pain  and  weight  loss  in 
the  age  group  in  which  neoplasm  is  common 
is  a procedure  at  times  necessary  to  estab- 
lish a diagnosis.  Such  abdominal  exploration 
should  always  include  careful  palpation  of 
the  mesenteric  vessels  to  evaluate  the  ade- 
quacy of  circulation  and  pulsation. 

Treatment  is  primarily  surgical.  Medical 
treatment  in  the  form  of  frequent  small  feed- 
ings, vasodilators,  and  anticoagulants  usual- 
ly is  not  satisfactory.  Surgical  restoration 
of  the  vascular  supply  by  endarterectomy  or 
graft  replacement  or  by-pass  is  the  usual 
method  of  choice.  In  individuals  in  whom 
surgical  correction  is  feasible  and  practical, 
the  results  may  indeed  be  gratifying. 

— T.  Haynes  Harvill,  M.D.,  Dallas. 
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Community  Hospitals  Need 
Useful  Autopsy  Programs 

Monthly  case  book:  (d  a 21/2-year- 

old  girl  died  during  her  fourth  hospitaliza- 
tion for  pneumonia  resistant  to  all  forms  of 
therapy.  Autopsy  showed  extensive  pulmo- 
nary atelectasis  with  large  mesothelioma  in 
right  mediastinum.  (2)  A 53-year-old  man 
had  vague  but  long-standing  symptoms;  a 
test  for  lupus  erythematosus  gave  positive 
results,  and  he  received  intensive  treatment 
with  steroids.  His  condition  deteriorated 
rapidly,  fever  developed,  and  he  died.  At 
autopsy,  massive  pulmonary  and  generalized 
coccidioidomycosis  was  found.  (3)  An  IIV2- 
month-old  infant  was  brought  to  the  hospi- 
tal for  removal  of  a fishbone  stuck  in  the 
throat;  when  anesthesia  began,  the  baby 
died.  Autopsy  showed  diffuse  myocarditis. 
(4)  A 57-year-old  woman  with  a history  of 
chest  pain  and  peripheral  edema  had  con- 
gestive heart  failure,  treated  with  digitalis ; 
she  died  after  two  weeks.  Autopsy  showed 
a normal  heart,  generalized  multiple  mye- 
loma, and  a fractured  sternum. 

In  these  cases,  should  one  perform  an  “ab- 
breviated” or  “complete”  autopsy?  Or  would 
some  physicians  decide  that  autopsy  would 
be  useless?  Recently,  four  papers  and  an 
editorial1  written  to  praise  the  autopsy  and 
not  to  bury  it  succeeded  admirably  in  doing 
just  that  by  damning  it  with  faint  praise.2 

Interestingly  enough,  all  four  papers  came 
from  academic  institutions  where  the  autop- 
sy has  a hard  time  holding  its  own  against 
research,  teaching,  and  grant-supported  ac- 
tivities. Nevertheless,  it  must  be  admitted 
that  the  greatest  enemy  to  the  autopsy  is  its 
own  glorious  past.  One  should  not,  at  this 
time,  expect  the  autopsy  to  open  frontiers 
and  continue  to  provide  those  new  vistas  to 
general  medicine  which  were  created  by  the 
curious  and  adventurous  men  who  were  the 
fathers  of  modern  pathologic  anatomy  and 
thereby  the  fathers  of  modern  medicine. 
Those  days  are  over,  and  it  should  be  obvious 
that  any  investigative  method,  whether  di- 
agnostic or  therapeutic,  which  essentially 
has  been  unchanged  in  its  technique  for  the 
past  60  years  will  not  often  lead  to  new  and 
spectacular  findings.  The  same  could  be  said 
for  percussion  and  auscultation,  which  are 
still  valuable  procedures  in  day-by-day  medi- 
cine. Granted,  the  highly  gifted  and  adven- 
turous ones  should  not  choose  classical  path- 
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ologic  anatomy  for  their  field  at  the  present 
time.  The  frontiers  of  medicine  have  ex- 
panded beyond  its  scope.  However,  thorough 
and  competent  men  are  needed  in  this  field, 
as  in  all  other  fields,  be  it  auto  mechanics, 
watch  repair,  or  plumbing.  Thoroughness 
and  competence  are  hard  to  find,  and  one  so 
endowed  can  make  the  autopsy  a valuable, 
integrated  part  of  the  practice  of  medicine 
in  a community  hospital,  perhaps  even  more 
so  there  than  in  a teaching  center. 

Many  of  the  competing  demands  such  as 
teaching,  research,  administrative  duties, 
and  chasing  after  grants  do  not  exist.  The 
question  of  who  is  going  to  do  the  autopsy 
is  answered  simply:  the  pathologist,  because 
there  is  nobody  else  to  do  it.  More  important, 
why  do  my  colleagues  demand  that  an  autop- 
sy be  performed  even  though  we  are  well 
aware  that  it  will  produce  no  world-shaking 
results?  My  clinical  colleagues  consider  the 
autopsy  a valuable  medical  procedure  which 
helps  them  to  maintain  a standard  of  good 
practice  of  medicine  and  to  understand  the 
problems  of  their  individual  patients.  This 
being  so,  a fruitful  dialogue  will  develop  be- 
tween the  pathologist  and  his  colleagues,  a 
dialogue  which  can  truly  help  in  interpreting 
the  clinical  phenomena  in  elucidating  the 
causes  of  disease,  and  which  can  only  be  con- 
ducted effectively  across  the  autopsy  table. 
Then  the  autopsy  is  a stimulating  intellec- 
tual experience  both  for  the  clinician  and 
the  pathologist. 

Some  physicians  have  a nearly  100  per- 
cent autopsy  rate  of  the  cases  they  lose, 
while  others  have  practically  none.  It  shows 
in  their  quality  of  practice.  Autopsies  per- 
formed under  these  conditions  obviously 
make  more  sense  than  those  which  we  are 
forced  to  do  to  obtain  a certain  percentage, 
which  burdens  us  to  do  autopsies  with  poor 
clinical  records  and  little  interest  from  the 
treating  physician.  This  type  of  autopsy 
should  be  eliminated.  A good  autopsy  pro- 
gram can  only  be  maintained  in  the  commun- 
ity hospitals  if  the  teaching  centers  continue 
to  supply  it  with  competent  young  patholo- 
gists. Such  competence  is  not  acquired  easily. 
To  be  able  to  distinguish  the  normal  from  the 
abnormal,  to  interpret  minute  changes, 
takes  dull  and  repetitive  performance  of 
“routine  autopsies,”  and  obviously  this  train- 
ing will  not  be  successful  if  the  teachers  do 
not  supply  the  proper  motivation  and  are  not 
aware  that  some  of  their  residents  will  be 
going  to  communities  where  their  proper 


functioning  will  help  to  maintain  a level  of 
good  medicine  by  good  autopsy  practice. 

We  in  the  smaller  places,  therefore,  must 
demand  that  those  who  are  charged  with 
educating  pathologists  keep  their  pupils  in 
the  morgue  until  they  have  acquired  a 
thorough  knowledge  of  morphology  and  are 
capable  of  answering  to  their  clinical  col- 
leagues. I believe  that  under  those  circum- 
stances there  are  no  uninteresting  autopsies, 
but  only  uninterested  pathologists.  When 
the  day  comes  that  I cannot  learn  anything 
from  autopsies  (and  after  7,500  of  them,  it 
hasn’t  happened  yet),  I shall  lay  down  my 
knife. 

— Frederick  P.  Bornstein,  M.D.,  El  Paso. 
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Gononhea  Detection  Poses 
Special  Problems  Today 

UONORRHEA,  a very  old  disease,  has  had 
a recent  resurgence.  It  presents  special  prob- 
lems today  in  both  diagnosis  and  treatment 
and  also  because  of  the  differences  of  the 
disease  in  males  and  in  females  and  in 
chronic  and  acute  stages.  Gonorrhea  has 
been  held  to  be  a self-limiting  disease,  but 
by  the  duration  of  relatively  asymptomatic 
infections,  especially  those  which  are  inade- 
quately treated,  it  now  approaches  a state 
of  true  chronicity. 

The  diagnosis  of  acute  gonorrhea  in  the 
male  is  not  ordinarily  a difficult  one.  The 
diagnosis  of  gonorrhea  in  the  female  can 
be  extremely  difficult  indeed.  Even  with 
the  use  of  such  highly  sophisticated  tech- 
niques as  fluorescent  antibody  identification 
of  gonorrhea  in  the  female,  the  diagnostic 
acumen  of  the  practicing  physician  is  fre- 
quently taxed.  On  a named  female  contact, 
only  a diagnostic  rate  accuracy  of  85  per- 
cent may  be  expected  in  attempts  to  verify 
the  source  of  acute  gonorrhea  by  positive 
laboratory  findings.  It  is  probable  that  a 
careful  history  of  venereal  contact  obtained 
on  a previously  uninfected  male  victim  and 
the  female  suspect  is  more  accurate  in  diag- 
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nosing  chronic  gonorrhea  in  the  female  than 
are  present  routine  laboratory  techniques. 
This  poses  public  health  problems.  The  fe- 
male suspect  feels  that  she  is  not  infected 
because  she  is  frequently  asymptomatic. 

The  treatment  of  acute  and  chronic  gon- 
orrhea also  poses  special  problems  today  be- 
cause of  resistance  of  the  organism  to  peni- 
cillin. Penicillin  in  earlier  days  had  almost 
miraculous  efficacy  with  relatively  small 
doses.  Now,  massive  doses  of  penicillin  are 
required  to  treat  acute  gonorrhea  in  men  or 
women  adequately  and  effectively.  A further 
complication  is  posed  by  the  question  of 
whether  any  acute  gonorrhea  attack  is  also 
accompanied  by  an  incubating  primary  syph- 
ilitic infection.  Since  the  incubation  period 
for  gonorrhea  is  shorter  than  that  for  pri- 
mary syphilis,  it  therefore  is  important  to 
treat  persons  with  acute  gonorrhea  infections 
on  their  first  visit  to  the  office,  with  doses 
of  antibiotics  sufficient  to  prevent  the  de- 
velopment of  primary  syphilis. 

Communicable  disease  experts  in  vener- 
eology believe  that  only  a small  proportion 
of  cases  of  gonorrhea  are  reported  at  all.  In 
Texas,  cases  reported  do  not  ordinarily  in- 
clude name  and  address  of  the  affected  per- 
son. Contacts  are  not  always  discovered  and 
treated. 

The  physicians  of  this  state  are  faced  with 
the  probability  that  if  this  disease  is  not 
more  effectively  detected,  reported,  and 
treated  in  their  offices,  legislation  will  be 
passed  with  punitive  provisions.  I believe 
that  this  disease  should  be  reportable  by 
name  and  address  and  that  contacts  should 
be  vigorously  followed  up  on  a voluntary 
basis. 

Many  babies  are  still  being  delivered  by 
unlicensed  people  in  this  state,  and  our  courts 
have  held  that  the  practice  of  midwifery  is 
not  necessarily  the  practice  of  medicine.  Pro- 
vision has  been  made  for  the  licensing  of 
midwives  but  no  supervision  is  provided  for 
and  no  effective  prevention  of  the  unlicensed 
practice  of  midwifery  has  been  made.  Thus, 
it  is  a reasonable  assumption  also  that  ef- 
fective eye  prophylaxis  against  gonorrhea 
ophthalmia  neonatorum  is  not  always  sup- 
plied to  the  newborn. 

It  is  our  responsibility  to  solve  these  prob- 
lems. If  we  fail  in  our  responsibility,  the 
pattern  is  clear.  Government  legislation  will 
dictate  procedures  to  us.  The  Texas  State 
Department  of  Health  needs  adequate  appro- 
priations to  place  more  experts  to  work  in 


venereal  disease  detection,  treatment,  and 
contact  identification  in  the  field.  It  is  our 
responsibility  to  inform  our  legislators  of 
the  facts  of  these  interrelated  matters,  and 
to  assure  them  that  we  recognize  a responsi- 
bility to  voluntarily  assist  in  eradicating  a 
threat  to  our  public  health. 

— Harry  A.  Tubbs,  M.D.,  Post. 


Medicare  Claims  Should  Include 
Reports  of  Unusual  Circumstances 

B LUE  CROSS-Blue  Shield  of  Texas  is  to 
be  commended  for  its  roles  as  fiscal  inter- 
mediary for  Part  A and  as  carrier  for  Part 
B of  Medicare.  It  is  effectively  serving  as  a 
buffer  between  the  hospitals  and  physicians 
of  the  state  and  the  Social  Security  Admin- 
istration. 

Yet,  coupled  with  its  efforts  to  do  a good 
job  for  the  people  of  Texas,  the  hospitals, 
and  the  practicing  physicians,  it  has  respon- 
sibilities to  the  federal  government  which 
have  been  imposed  by  Public  Law  89-97. 
One  which  primarily  affects  the  practicing 
physician  is  his  responsibility  in  the  deter- 
mination of  reasonable  charges,  based  on 
the  individual  physician’s  customary  charge 
and  the  prevailing  charges  for  similar  ser- 
vices rendered  by  other  physicians  in  the 
area. 

Of  most  importance  to  physicians  and 
their  patients  is  the  fact  that  unusual  cir- 
cumstances will  be  considered  in  determin- 
ing reasonable  charges.  For  instance,  more 
of  the  physician’s  time  than  usual  may  be 
spent  in  caring  for  a patient,  for  complica- 
tions, and  for  travel.  It  is  extremely  impor- 
tant that  all  of  this  information  accompany 
the  claim  when  submitted,  regardless  of 
whether  it  is  an  assigned  or  nonassigned 
claim.  Otherwise,  the  charges  may  be  re- 
duced to  conform  with  the  customary  or 
prevailing  level  of  charges  when  perhaps 
the  total  amount  would  be  allowed  if  the 
additional  information  had  been  known. 

Indeed,  any  additional  or  substantiating 
information  should  be  submitted  at  the 
time  of  billing. 

— Doyle  W.  Ferguson,  M.D.,  Dallas. 
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hen  the  road  back  to  good 
health  is  long  and  expensive... 

Your 

Texas  Medical  Association 

MAJOR  MEDICAL  PROGRAM 

can  be  of  great  help. 


DOCTOR-SPOUSE-CHILDREN 
UP  TO  $15,000  FOR  EACH 
ILLNESS  OR  ACCIDENT. 
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DR.  JOSEPH  GLICKSMAN  is 

a resident  in  the  Department 
of  Dermatology,  Baylor  Uni- 
versity College  of  Medicine, 
Houston.  He  and  his  co- 
authors studied  575  patients 
before  evaluating  Instant 
Syphilis  Screening,  p.  46. 


MAURICE  S.  SEGAL  is  clini- 
cal professor  of  medicine, 
Tufts  University  School  of 
Medicine,  and  director.  Lung 
Station  (Tufts),  Boston  City 
Hospital.  Pulmonary  Heart 
Disease,  p.  49. 


JACK  MARGOLIS,  DAVID 
WEST,  and  EDUARDO  AR- 
GANARAS,  Departments  of 
Medicine  and  Pathology,  Vet- 
erans Administration  Hospi- 
tal, Big  Spring,  describe  the 
seventh  case  reported  in  the 
literature  of  Abscess  Forma- 
tion Complicating  Myocardi- 
al Infarction,  p.  54. 


M.  ALLEN  FORBES,  JR.,  and 
MAC  BRANNEN,  Austin;  and 
EDWARD  M.  SHAPIRO,  Pasa- 
dena, dermatologists  in  pri- 
vate practice,  report  on  Di- 
methyl Sulfoxide  in  Derma- 
tology, p.  69. 


ROBB  H.  RUTLEDGE  and  his 
coauthor  JOHN  W.  FREESE 
practice  surgery  in  Fort 
Worth.  Subclavian  Steal  Syn- 
drome; Diagnosis  and  Treat- 
ment, p.  56. 


ROBERT  C.  BOHLMANN  is 

a professional  management 
consultant  in  Dallas.  He  apt- 
ly discusses  Personnel  Man- 
agement Plan  Can  Aid  Prac- 
ticing Physician,  p.  74. 


HARRY  L.  GIBBONS,  chief, 
Federal  Aviation  Agency 
Aeromedical  Research 
Branch,  Oklahoma  City,  was 
flight  surgeon  for  the  FAA 
Southwest  Region,  Fort 
Worth,  when  he  wrote  Analy- 
sis of  Medical  Factors  in 
Fatal  Aircraft  Accidents  in 
1965,  p.  64. 


PAUL  J.  THOMAS,  clinical 
professor  of  internal  medi- 
cine, Southwestern  Medical 
School,  Dallas,  presents  the 
protocol  for  the  Clinicopath- 
ologic  Conference,  p.  81. 
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We  are  all  aware  of  the  critical  shortage  of  nurses.  The 
Texas  Hospital  Association  has  recently  estimated  that  the  state 
of  Texas  is  presently  short  some  10,500  nurses,  and  this  short- 
age has  become  even  more  acute  due  to  the  extended  care  facili- 
ties provision,  a part  of  Medicare  (Title  18),  which  became 
effective  Jan.  1. 

The  Health  Careers  program  of  the  Texas  Hospital  Associa- 
tion is  designed  to  recruit  and  train  the  bright  young  students. 
Their  $12,000,000  five-year  program  is  now  off  the  ground  and 
will  create,  enlarge,  or  even  subsidize  schools  and  students 
going  into  health  careers. 

Operation  Re-Cap  is  a new  and  interesting  program  devised 
by  nurses  and  hospitals  to  stimulate  "inactive  nurses"  to  re- 
turn to  practice.  It  is  estimated  that  some  2,000  "inactive 
nurses"  would  be  available  for  such  a program  in  Texas.  Plans 
provide  for  120  hours  of  instruction  to  be  divided  equally  be- 
tween lectures,  demonstrations,  and  supervised  clinical  prac- 
tice. Hospitals  have  joined  together  to  underwrite  the  cost  of 
such  a program  and  physicians  are  being  asked  to  assist  with 
lectures  and  demonstrations. 

After  this  refresher  course  is  completed,  the  "inactive 
nurse"  will  again  be  qualified  to  work  in  any  area  of  the  hos- 
pital on  a full  or  part-time  basis. 

This  and  other  programs  to  relieve  the  nurse  and  para- 
medical personnel  shortages  are  important  ; but  far  more  impor- 
tant is  a wage  scale  at  the  hospital  that  will  compete  with  in- 
dustry, government  services,  schools,  and  physicians ' offices. 

Sincerely, 


J».  D.  Murphy,  M.D.,  President 
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Phenaphen 
with  Codeine 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO  , INC.,  Richmond,  Va.  23220 


Beta-Hemolytic 
Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K®  provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 
MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 


Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

— 

— 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finland,  M..  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R : Current  Ther.  Res.,  6.253,  1964. 


V-Cillin  K'H_ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin, 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mu 
less  common  with  administration  of  oral  penicillin  than  with  intramusc 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness, 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin 
administered,  measures  for  treating  anaphylaxis  should  be  read 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  f 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamin 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ov< 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  a 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cill 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  unit 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  i 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divide 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bact 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a da 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  cf 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Do 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history  i 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  one 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extra 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,00 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  da;1 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  su 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderate) 
severe  pneumococcus  pneumonia  has  been  treated  effectively  wi| 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give) 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  prpci! 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  fcj 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  fell 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphil  | 
should  have  a dark-field  examination  before  receiving  penicillin  an 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  i, 
bottles  of  50  and  100,-  250  mg.  (400,000  units),  and  500  mg.  (800,00 
units)  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pc( 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  I ndianapolis,  Indiana 
46206. 
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For  people  who  eat 
more  than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak  activ- 
ity at  mealtime,  when  it  is  needed  most.  Reminds 
patients  to  eataccordingto  your  prescribed  diet  plan. 

t.i.d./ Plegine 

Phendimetrazine  Ditartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of  exces- 
sive appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been  re- 
ported. However,  as  is  true  for  all  medications  of  this  type, 
Plegine  (Phendimetrazine  bitartrate)  is  not  recommended 
for  patients  with  coronary  disease,  severe  hypertension, 
or  thyrotoxicosis,  and  should  be  used  with  caution  in 
highly  nervous  or  agitated  individuals. 

Side  Effects:  There  have  been  occasional  reports  of  insom- 
nia and  nervousness.  Rare  instances  of  mouth  dryness, 
nausea,  blurring  of  vision,  dizziness,  constipation,  and 
stomach  pain  have  been  noted. 
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Instant  Syphilis  Screening 

Evaluation  of  the  Rapid  Plasma  Reagin  Teardrop  Card  Test 


Joseph  Glicksman,  M.D.;  David  Short,  M.D.;  R.  D.  Wende,  M.S.;  and  John  Knox,  M.D. 


In  an  evaluation  of  the  Rapid  Plasma  Reagin 
(RPR)  Teardrop  Card  Test  on  575  persons, 
the  authors  determined  that  the  test  is  valu- 
able and  sensitive  in  patients  with  primary 
or  secondary  syphilis,  and  that  its  main  ad- 
vantage over  the  VDRL  and  other  serologic 
tests  is  brevity.  They  note  also  that  it  seems 
ideally  suited  for  transient  patients  and  for 
use  in  small  clinics  when  routine  serological 
screening  tests  are  not  readily  available. 

p n THIS  IS  the  era  of  “no  fuss,  no 
researo^sinvestigation  muss,  no  bother.”  Scientific  and 
industrial  ingenuity  has  devel- 
oped a wide  variety  of  instant 
products  and  disposable  utensils.  Consequent- 
ly, the  spotlight  of  instant  and  disposable 
products  has  focused  also  on  the  field  of 
serologic  testing.  Our  highly  mobile  popula- 
tion requires  a method  of  serological  testing 
for  syphilis  in  those  patients  who  are  “here 
today  and  gone  tomorrow” — a problem  par- 
ticularly evident  in  seaports,  border  towns, 
and  migratory  labor  camps.1  Testing  in  these 
situations  should  be  rapid,  convenient,  inex- 
pensive and  accurate. 

A test  for  syphilis  that  meets  these  criteria 
was  introduced  by  Portnoy  and  associates,2-4 
who  called  it  the  Rapid  Plasma  Reagin  Card 
Test,  the  RPR,  not  to  be  confused  with  the 
Reiter  Protein  Complement-Fixation  Test, 
the  RPCF.  The  RPR  (Teardrop)  Card  Test 
is  a reliable  and  rapid  field  test  that  does  not 
require  centrifuges,  water  baths,  rotating 
machines,  microscopes,  or  other  expensive 

From  the  Department  of  Dermatology,  Baylor 
University  College  of  Medicine,  the  Houston  City 
Health  Department  Social  Hygiene  Clinic  and  Lab- 
oratory, Houston. 


apparatus  usually  associated  with  serological 
testing.  All  materials  are  inexpensive  and 
disposable.  The  supplies  and  apparatus  oc- 
cupy less  than  one  square  foot  of  desk  space ; 
and  individual  tests,  including  collection  of 
blood  and  separation  of  plasma,  can  be  run 
in  seven  or  eight  minutes. 

An  early  evaluation  of  the  test  was  con- 
ducted by  the  Venereal  Disease  Clinic  of  the 
Fulton  County  (Ga.)  Health  Department  and 
the  Social  Hygiene  Clinic  of  the  Houston 
(Tex.)  City  Health  Department.  In  that 
study  the  RPR  card  tests  were  performed  by 
technicians  from  the  Venereal  Disease  Re- 
search Laboratory  (Chamblee,  Ga.).5  Buck 
and  Mayer6  have  also  described  the  useful- 
ness of  the  RPR  (Teardrop)  Card  Test  as  a 
rapid  method  to  aid  in  the  diagnosis  of 
syphilis. 

This  article  contains  a report  of  the  results 
of  a recent  evaluation  of  the  RPR  (Tear- 
drop) Card  Test  in  the  Houston  clinic  per- 
formed by  our  own  nursing  and  laboratory 
personnel.  The  primary  purpose  of  this  study 
was  to  compare  the  performance  of  the  RPR 
card  test  with  the  performance  of  the  VDRL 
slide  test.  Materials  and  reagents  were  pro- 
vided by  Hynson,  Westcott,  & Dunning,  Inc., 
of  Baltimore. 

Procedure 

Clinic  Methods. — The  study  population 
consists  of  575  patients  seen  at  the  Social 
Hygiene  Clinic  for  the  diagnosis  and  treat- 
ment of  venereal  disease  or  related  problems. 
The  RPR  teardrop  card  test  was  performed 
for  each  patient  by  our  local  clinic  personnel. 
A thorough  history,  physical  examination, 
and  VDRL  determined  the  stage  of  syphilis. 
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Table  1. — Comparison  of  VDRL 

and  RPR 

Reactivity. 

Diagnosis 

VDRL (+) 

No.  (%) 

RPR  Test  ( + ) 

No.  (%) 

Total  No. 
of  Patients 

Primary 

18 

95 

15 

79 

19 

Secondary 

31 

100 

31 

100 

31 

Untreated  latent 

87 

88 

93 

94 

99 

Previously  treated  latent 

69 

80 

67 

78 

86 

Untreated  congenital 

2 

100 

2 

100 

2 

Previously  treated  congenital 

11 

85 

11 

85 

13 

Untreated  late 

0 

0 

0 

Previously  treated  late 

10 

100 

10 

100 

10 

Total  treated 

90 

83 

88 

81 

109 

Total  untreated 

138 

91 

141 

93 

151 

Grand  total 

228 

88 

229 

88 

260 

Biological  false  positive 

9 

50 

9 

50 

18 

Nonsyphilitic 

0 

11 

4 

297 

The  patients  were  classified  into  five  stages : 
primary,  secondary,  latent,  congenital,  and 
late  syphilis.  Those  patients  with  diagnosis 
of  latent,  congenital,  or  late  syphilis  were 
subcategorized  into  previously  treated  and 
untreated  patients. 

The  study  group  consisted  of  19  patients 
with  primary  syphilis,  31  with  secondary 
syphilis,  185  with  latent  syphilis,  10  with 
late  syphilis,  and  15  with  congenital  syphilis. 
Eighteen  patients  with  a previous  diagnosis 
of  biological  false  positive  reaction  and  297 
nonsyphilitic  patients  were  included  in  this 
group. 

Laboratory  Methods:  Resume  of  the  RPR 
Card  Test  Procedure. — The  complete  labora- 
tory procedure  for  performing  the  RPR  card 
test  is  outlined  in  a Hynson,  Westcott,  & 
Dunning,  Inc.,  pamphlet.7 

To  secure  the  specimens,  three  to  four 
drops  of  blood  are  collected  on  a plasma  col- 
lecting card  which  agglutinates  red  blood 
cells  leaving  plasma  which  is  transferred  to 
a second  card.  Tests  are  done  directly  on  the 
plasma,  employing  the  second  card,  which 
has  teardrop  depressions,  to  hold  the  test 
fluids.  Next,  the  antigen  is  added  from  a 
plastic  dispenser,  and  the  card  is  rotated  to 
facilitate  the  reaction  of  antigen  and  anti- 
body. The  test  is  read  macroscopically  as 
either  nonreactive  or  reactive. 

The  RPR  card  test  is  a nontreponemal 
flocculation  procedure  which  measures  the 
presence  of  reagin  as  do  other  nonspecific 
serological  screening  tests  for  syphilis  such 
as  with  the  VDRL,  Kahn,  Kline,  Hinton, 
Mazzini,  Plasmacrit  (PCT),  and  Unheated 
Serum  Reagin  (USR).  The  RPR  card  test  is 
similar  to  the  VDRL  slide  test  in  that  both 


use  a cardiolipin  antigen.8  The  test  differs  in 
that  the  antigen  employs  charcoal  particles. 
These  clump  together  if  the  antigen-antibody 
reaction  occurs.  This  can  be  determined 
without  a microscope  and  read  directly  in 
the  “wet”  state.  Results  are  reported  as  re- 
active when  clumping  of  the  particles  occurs 
and  nonreactive  when  no  clumping  occurs. 

Results 

The  RPR  card  test  results  were  excellent 
in  the  primary  and  secondary  stages  of  syph- 
ilis (Table  1).  The  test  was  reactive  in  79 
percent  (15)  of  patients  with  primary  syph- 
ilis and  in  100  percent  (31)  of  patients  with 
secondary  syphilis.  The  VDRL  slide  test  was 
reactive  in  95  percent  (18)  of  patients  with 
primary  syphilis  and  in  100  percent  (31) 
of  patients  with  secondary  syphilis. 

Of  the  151  patients  with  untreated  latent 
or  congenital  syphilis,  the  RPR  card  test  was 
reactive  in  94  percent  (93)  of  patients  with 
latent  syphilis  and  100  percent  (2)  of  pa- 
tients with  congenital  syphilis.  The  VDRL 
slide  test  was  reactive  in  88  percent  (87) 
of  patients  with  untreated  latent  syphilis 
and  100  percent  (2)  of  patients  with  un- 
treated congenital  syphilis. 

Of  109  patients  with  latent,  late,  or  con- 
genital syphilis  who  had  received  previous 
luetic  treatment,  the  RPR  card  test  was  re- 
active in  81  percent  (88)  ; and  the  VDRL 
slide  test  was  reactive  in  83  percent  (90). 

Of  297  patients  with  no  clinical  or  labora- 
tory evidence  of  syphilis,  the  RPR  card  test 
was  reactive  in  4 percent  (11). 

Of  18  patients  previously  diagnosed  as  bio- 
logical false  positive  reactors,  9 were  reac- 
tive only  to  the  RPR  card  test  and  the  other 
9 were  reactive  only  to  the  VDRL  slide  test. 
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Discussion  and  Conclusions 

This  was  the  first  time  to  our  knowledge 
that  a study  of  the  RPR  card  test  was  per- 
formed in  a large  city  clinic  evaluating  the 
efficacy  of  the  test  done  by  local  nursing 
and  laboratory  personnel. 

Occasionally  it  is  not  possible  to  demon- 
strate organisms  in  patients  with  primary 
and  secondary  syphilis,9  and  a rapid  sero- 
logical report  is  useful  in  establishing  the 
diagnosis.  The  RPR  card  test  results  were 
admirable  in  patients  with  untreated  lesion 
syphilis — reactive  79  percent  in  primary 
syphilis  patients  and  100  percent  in  second- 
ary syphilis  patients.  The  most  practical 
application  of  the  RPR  card  test  is  in  testing 
patients  whose  lesions  are  suspected  of  being 
manifestations  of  primary  or  secondary 
syphilis.  Immediate  diagnosis  in  this  in- 
stance is  highly  desirable. 

We  believe  that  large  laboratories  and 
clinics  now  using  the  VDRL  slide  test  prob- 
ably will  not  discard  it  in  favor  of  the  RPR 
card  test.  In  these  places,  the  advantage  of 
completing  a serologic  test  in  8 to  10  minutes 
may  be  outweighed  by  the  fact  that  a nurse 
could  not  spare  even  these  few  minutes  from 
her  routine  duties.  In  clinics  where  many 
serologic  tests  are  performed,  routine  testing 
procedures  are  more  efficient.  However,  the 
RPR  card  test  may  be  especially  useful  in 
small  clinics  where  only  a few  tests  are  per- 
formed daily. 

In  summary,  the  RPR  card  test  can  be 
effectively  used  when  an  immediate  serologic 
report  is  needed  for  diagnosis.  It  seems  ideal- 
ly suited  for  transient  groups  of  patients  and 
for  use  in  areas  that  do  not  have  electricity 
or  an  abundance  of  laboratory  equipment. 

Summary 

Five  hundred  seventy-five  patients  seen  at 
the  Social  Hygiene  Clinic  of  Houston  for  the 


diagnosis  and  treatment  of  venereal  disease 
or  related  problems  were  given  both  the 
RPR  card  test  and  the  VDRL  slide  test.  Both 
tests  were  administered  and  read  by  the  nurs- 
ing or  the  laboratory  personnel,  or  both. 

The  RPR  card  test  proved  to  be  reliable 
and  sensitive  in  patients  with  primary  or 
secondary  syphilis.  Its  main  advantage  over 
the  VDRL  and  other  routine  serologic  test- 
ing procedures  is  that  it  may  be  performed 
in  8 to  10  minutes  and  it  does  not  require 
elaborate  equipment. 
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Announcer  Stumped,  Heart  Pump  Lumped 

News  that  an  artificial  heart  pump  had  been  implanted  reached 
one  television  station  just  in  time  for  the  morning  newscast.  Carefully 
enunciating  the  names  of  the  patient,  the  physician,  and  the  institu- 
tion involved,  the  announcer  went  on  to  report,  “The  patient  is  doing 
well  after  surgery  for  the  implantation  of  an  artificial  hump.” 
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Pulmonary  Heart  Disease 

Maurice  S.  Segal,  M.D. 


Pulmonary  heart  disease  has  many  facets; 
its  course  reflects  those  of  underlying  dis- 
orders. That  considerable  physiologic  damage 
may  long  precede  clinical  signs  of  heart 
failure  has  therapeutic  significance.  Inter- 
play of  hypoxia,  pulmonary  hypertension,  hy- 
pervolemia, and  cardiac  output  affect  the 
syndrome's  development.  Both  the  cardiac 
failure  and  the  pulmonary  disorder  require 
vigorous  treatment. 

\ 1 PULMONARY  HEART  disease 

review  articles  may  be  defined  as  dilatation  or 

■ hypertrophy  of  the  right  ventricle 
secondary  to  acquired  diseases  of 
the  lung.  In  this  strict  classification  one  ex- 
cludes congenital  anomalies  of  the  heart,  the 
pulmonary  arteries  and  veins,  as  well  as  left 
auricular  and  left  ventricular  failure  second- 
arily affecting  the  pulmonary  circulation. 
Pulmonary  heart  disease  develops  as  a di- 
rect consequence  of  primary  pulmonary  dis- 
ease; the  coexistence  of  pulmonary  and  car- 
diac disease  does  not  necessarily  imply  that 
the  latter  is  secondary  to  the  former.  The 
disorders  may  be  unrelated  and  coexist. 

Physiologically,  the  presence  of  pulmo- 
nary hypertension  per  se  is  not  enough  to 
make  a diagnosis  of  pulmonary  heart  dis- 
ease, and  certain  similarities  can  be  drawn 
with  relation  to  systemic  hypertension  and 
its  effect  on  the  left  ventricle.  Although  pul- 
monary hypertension  always  accompanies 
pulmonary  heart  disease,  some  of  its  devel- 
opmental stages  are  accompanied  by  only 
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right  ventricular  strain  or  systolic  overload- 
ing. These  do  not  necessarily  constitute  es- 
tablished pulmonary  heart  disease  and  may 
not,  in  fact,  significantly  affect  the  pulmo- 
nary hemodynamics  of  these  patients.  It  is 
not  always  clear  why  the  circulation  fails  in 
some  but  not  in  others. 

Etiology 

Three  principal  forms  of  pulmonary  heart 
disease  are  generally  encountered  and  may 
be  distinguished  by  clinical  physiologic  and 
pathologic  criteria. 

The  first  type  originates  in  the  pulmonary 
precapillary  vasculature;  examples  are:  (1) 
primary  pulmonary  hypertension,  (2) 
thromboembolism  in  the  pulmonary  vascula- 
ture, (3)  parasitic  diseases,  (4)  lymphan- 
gitic  carcinomatosis,  and  (5)  rare  arteri- 
tides  related  to  collagen  diseases  involving 
the  lung.  This  type  is  caused  by  miscella- 
neous vascular  disorders,  some  of  them  idio- 
pathic in  origin,  and  is  often  called  primary 
pulmonary  hypertension. 

The  second  type,  or  parenchymal  pulmo- 
nary heart  disease,  is  dominated  by  the 
presence  of  chronic  obstructive  pulmonary 
emphysema  and  chronic  bronchitis.  The 
combination  of  emphysema  and  bronchitis 
is  a more  common  cause  of  pulmonary  heart 
disease  than  emphysema  alone. 

The  third  type,  sometimes  called  the 
“mixed  forms”  of  pulmonary  heart  disease, 
occurs  in  other  miscellaneous  lung  diseases. 
In  this  group  are  chronic  bronchiectasis,  tu- 
berculosis and  sarcoidosis;  the  different 
types  of  pulmonary  fibroses ; and  thoracic 
cage  deformities,  particularly  kyphoscolio- 
sis. Severe  obesity,  particularly  when  asso- 
ciated with  chronic  bronchitis,  may  also 
lead  to  pulmonary  heart  disease. 
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Other  parenchymal  diseases  will  give  rise 
to  pulmonary  heart  disease  only  after  they 
have  been  complicated  by  either  the  hypo- 
ventilation syndrome  (obesity),  neurologic 
disorders  (such  as  poliomyelitis),  or  by 
causing  extensive  fibrosis  and  persistent 
hypoxia  as  seen  in  tuberculosis.  Other  dis- 
eases will  reach  the  stage  of  pulmonary 
heart  disease  by  previous  development  of 
emphysematous  or  restrictive  complications 
(kyphoscoliosis,  silicosis,  pachypleuritis)  or 
by  producing  enough  decrease  of  the  pulmo- 
nary diffusing  capacity  and  hypoxia,  the  so- 
called  alveolar  capillary  block  syndrome 
(particularly  the  granulomatous  diseases). 

General  Physiopathology 

The  physiopathology  varies  from  time  to 
time,  for  there  is  no  single  hemodynamic 
pattern  that  will  fit  all  cases.  It  is  best  to 
examine  the  interplay  of  “The  Four  Horse- 
men of  the  Apocalypse”  in  each  case: 

Hypoxia. — Obvious  changes  in  the  pulmo- 
nary circulation  appear  when  the  arterial 
oxygen  saturation  drops  below  80  to  85  per- 
cent. In  practice,  pulmonary  hypertension 
may  be  present  at  higher  levels  of  oxygen 
saturation,  particularly  when  the  anatomic 
size  of  the  vascular  bed  has  been  dispropor- 
tionately decreased.  Thus,  in  some  cases  of 
bullous  emphysema  with  minimal  or  no 
bronchitis  and  only  mild  hypoxia,  the  de- 
crease in  size  of  the  pulmonary  capillary  bed 
may  play  a more  important  role  in  the  de- 
velopment of  pulmonary  hypertension  than 
the  presence  of  hypoxia  per  se.  One  should 
remember  also  that  the  presence  of  hypoxia 
in  chronic  emphysema  does  not  always  cre- 
ate a state  of  hypervolemia  as  it  would  in  a 
normal  individual  who  lived  at  a high  alti- 
tude. 

Pulmonary  Hypertension.  — Although  it 
usually  develops  in  these  patients  only  after 
hypoxia  has  set  in,  pulmonary  hypertension 
is  not  absolutely  necessary,  nor  will  its  de- 
gree be  dictated  by  the  degree  of  hypoxia. 
The  characteristics  of  this  hypertension  are 
the  net  result  of  the  interplay  between  hy- 
poxia (which  directly  affects  the  pressure  of 
the  pulmonary  precapillary  vascular  bed), 
the  anatomic  characteristics  of  the  pul- 
monary bed,  the  degree  of  hypervolemia,  and 
the  functional  capacity  of  the  myocardial 
fibers  to  maintain  an  adequate  cardiac  out- 
put for  the  metabolic  needs  of  the  body  in  the 
presence  of  a decreasing  capacity  of  the 
blood  to  carry  oxygen. 

Hypervolemia. — It  usually  develops  as  a 


result  of  hypoxia,  but  the  degree  of  response 
is  unpredictable  in  emphysematous  patients. 
Even  in  the  presence  of  severe  hypoxia, 
there  are  patients  without  definite  erythro- 
cythemia.  On  the  other  hand,  many  hypoxic 
emphysema  patients  have  an  increase  in 
plasma  volume  even  though  heart  failure  is 
not  clinically  obvious.  Therefore,  the  simple 
measurement  of  hematocrit  may  be  quite 
misleading  in  terms  of  estimating  the  actual 
red  cell  mass  volume.  Hypervolemia  may 
contribute  to  the  pulmonary  hypertension  if 
the  increase  in  the  circulating  blood  volume 
meets  with  a reduced  pulmonary  vascular 
bed,  particularly  during  exercise.  Parenthet- 
ically, polycythemia  may  in  turn  further 
the  hypoxia  by  virtue  of  opening  up  veno- 
arterial shunts  in  the  lung. 

Cardiac  Output.  — Finally,  one  is  in- 
trigued by  the  behavior  of  the  cardiac  out- 
put in  this  disease.  Until  some  years  ago,  it 
was  generally  accepted  that  hypoxic  emphy- 
sematous patients  have  an  increased  cardiac 
output,  and  that  even  during  the  stages  of 
heart  failure  the  cardiac  output  was  usually 
higher  than  in  normal  individuals  (high 
output  failure). 

Three  factors  determine  the  cardiac  out- 
put in  chronic  obstructive  lung  disease:  (1) 
Hypoxia  tends  to  produce  hypervolemia  and 
increase  in  carbon  dioxide,  and  (2)  pulmo- 
nary arteriolar  resistance  opposes  free  flow. 
These  two  factors  are  conditioned  by  (8) 
myocardial  fiber  capabilities.  The  net  result 
of  this  interplay  defines  the  degree  of  car- 
diac output. 

Determination  of  right  ventricular  de- 
compensation is  most  accurately  assessed  by 
correlating  the  following:  history,  physical 
examination,  arterial  blood  gases,  electro- 
cardiogram, tomography,  cardiac  catheteri- 
zation with  and  without  exercise,  hemody- 
namics and  pulmonary  function  tests. 

There  is  an  intervening  hemodynamic  pe- 
riod prior  to  the  clinical  manifestation. 
This  is  best  evaluated  by  the  response  to  ex- 
ercise. The  presence  of  an  increase  in  right 
ventricular  end-diastolic  pressure  will  indi- 
cate the  moment  of  incipient  decompensa- 
tion, even  though  at  such  time  the  patient 
may  still  be  able  to  increase  the  cardiac  out- 
put at  the  expense  of  a large  increase  in  pul- 
monary hypertension.  The  degree  of  pulmo- 
nary heart  disease  will  be  defined  by  the 
presence  of  an  increased  right  ventricular 
end-diastolic  pressure,  even  at  rest,  and  the 
inability  to  increase  the  cardiac  output  dur- 
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ing  exercise,  despite  considerable  increase  in 
pulmonary  artery  pressure. 

Tomography  may  be  helpful  in  revealing 
an  enlargement  of  the  central  pulmonary 
arteries  and  some  degree  of  abrupt  decrease 
in  size  of  the  medium  and  smaller  pulmo- 
nary vessels,  prior  to  the  appearance  of 
edema,  cyanosis,  and  hepatomegaly. 

The  electrocardiographic  evidence  of 
right  ventricular  hypertrophy  in  pulmonary 
heart  disease  is  still  under  debate.  Accord- 
ing to  a committee  report  for  the  World 
Health  Organization,  the  suggestive  pattern 
rests  on  the  presence  of  at  least  two  of  the 
following  signs : RS  deflections  < 1 in  a 
V5-6,  predominant  S in  lead  I,  or  incom- 
plete right  bundle  branch  block.  P waves 
taller  than  2.5  mm.  in  lead  II,  right  axis  de- 
viation of  > 110°,  and  inversion  of  T waves 
in  V1-V4  or  leads  II  and  III  are  of  less  diag- 
nostic value. 

Treatment 

The  management  of  the  failing  right  ven- 
tricle centers  about  the  use  of  digitalis, 
diuretics,  and  salt  restriction  as  with  con- 
gestive heart  failure.  The  principal  aims  of 
therapy,  however,  are  to  prevent  and  vig- 
orously treat  bronchopulmonary  infections 
and  the  underlying  lung  disease.  I will  dwell 
only  on  the  highlights. 

1.  In  the  vascular  type  of  pulmonary 
heart  disease,  the  established  syndrome  un- 
fortunately is  not  amenable  to  any  signifi- 
cant treatment  but  that  of  the  heart  failure 
per  se.  In  pulmonary  embolization,  attention 
should  be  paid  to  the  possible  sources  of  em- 
boli, and  vigorous  anticoagulant  therapy  or 
proper  vein  ligation  should  be  instituted  as 
quickly  as  possible. 

2.  The  emphysema  type  of  chronic  heart 
disease  may  represent  a late  phase  of  the 
obstructive  pulmonary  disease,  or  it  may  de- 
velop early  and  acutely  in  the  wake  of  poor 
therapeutic  management.  The  following 
points  deserve  comment: 

Combined  Treatment. — T his  is  a com- 
bined disorder  and  requires  therapy  for 
both  the  cardiac  and  pulmonary  diseases. 
All  too  often,  patients  who  receive  poor 
treatment  for  their  lung  symptoms  automat- 
ically become  “cardiac  patients”  once  clini- 
cal pulmonary  heart  disease  sets  in,  and 
thereafter  little  regard  is  given  to  the  un- 
derlying pulmonary  disease.  Obviously,  at 
such  a point,  one  may  expect  a much  more 
rapid  evolution  and  improvement  of  the 
signs  of  heart  failure  if  adequate  concomit- 


ant conventional  treatment  with  broncho- 
dilators,  intermittent  positive  pressure 
breathing,  oxygen,  expectorants,  and  hu- 
midification is  employed.  Oxygen,  adminis- 
tered continuously  and  in  proper  concentra- 
tions, is  not  sufficient  as  long  as  areas  of 
ventilation-perfusion  imbalance  due  to  in- 
flammation, atelectasis,  and  bronchopneu- 
monia are  still  present. 

Infection. — Treatment  of  infection  should 
receive  paramount  attention.  It  is  unfortu- 
nate that  some  physicians  often  neglect  to 
do  a Gram  stain  on  the  sputum,  or  overlook 
infection  on  the  basis  of  a single  specimen 
examination.  In  the  presence  of  bronchial 
inflammation,  isolated  sputum  specimens 
are  not  representative  of  the  whole  lung. 
Furthermore,  the  presence  of  bronchocon- 
striction,  mechanical  airway  obstruction,  or 
inability  of  the  patient  to  cough  vigorously 
results  in  an  inadequate  sputum  specimen 
or  none  at  all.  If  the  sputum  originates  pri- 
marily from  the  upper  respiratory  airways, 
it  will  not  be  indicative  of  the  infectious 
process  present  in  the  lower  tract.  In  case  of 
doubt,  clinical  judgment  in  cases  of  chronic 
infection  empirically  dictates  the  need  for 
early  antibiotic  therapy  with  the  hope  that 
by  decreasing  the  inflammatory  state,  one 
also  decreases  the  degree  of  hypoxia  and 
pulmonary  hypertension. 

Steroids. — The  available  consensus  of  dif- 
ferent investigators,  as  well  as  our  own  ex- 
perience, indicates  that  steroids  are  of  limit- 
ed value  in  the  treatment  of  emphysema  and 
chronic  bronchitis.  Their  usefulness  is  limit- 
ed to  the  patients  with  active  bouts  of  bron- 
choconstriction.  The  sense  of  well-being  that 
is  sometimes  expressed  by  patients  who  re- 
ceive long-term  steroid  treatment  is  not 
borne  out  by  any  significant  change  in  the 
pulmonary  function  studies  nor  in  the  de- 
gree of  bronchial  inflammation.  Further- 
more, in  several  instances,  after  steroid  ad- 
ministration, we  have  noticed  dramatic 
changes  in  the  physical  characteristics  of 
the  sputum ; it  became  more  viscid,  tena- 
cious, and  difficult  to  expel.  The  hazards  of 
steroid  sequelae,  particularly  osteoporosis, 
and  peptic  ulcer  in  these  patients  should  be 
considered  before  embarking  on  a program 
of  long-term  therapy. 

Phlebotomy. — We  continue  to  have  an 
empiric  approach  to  this  procedure  and  as  a 
rule  will  use  it  only  when  the  clinical  evi- 
dence points  to  cardiovascular  embarrass- 
ment ( cyanosis-plethora-increased  venous 
pressure)  in  the  presence  of  obvious  polycy- 
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themia  (hematocrit  above  55  percent)  and 
poor  therapeutic  response.  Venesection  is 
best  carried  out  after  oxygenation  and  be- 
fore digitalization.  There  is  not  enough  evi- 
dence that  phlebotomy  is  useful  in  the  treat- 
ment of  the  intrinsic  pulmonary  condition. 

Oxygen. — Apart  from  its  mandatory  use 
in  acute  pulmonary  heart  disease,  oxygen 
administration  for  the  chronic  condition  is 
essential.  It  increases  the  patient’s  tolerance 
to  effort  and  allows  many  bedridden  pa- 
tients to  become  more  active.  Conceivably, 
this  may  prevent  sustained  and  dangerous 
increases  of  pulmonary  artery  pressure  in 
the  face  of  large  oxygen  debts  incurred  by 
the  activity  of  disused  body  musculature. 

Support  of  Circulation. — It  is  well  to  keep 
in  mind  that  intermittent  positive  pressure 
breathing  may  deleteriously  affect  the  car- 
diovascular system  by  increasing  the  resist- 
ance to  pulmonary  blood  flow  and  by  ob- 
structing the  central  venous  return  to  the 
right  heart.  Venous  return  to  the  right  side 
of  the  heart  depends  on  an  adequate  pres- 
sure and  flow  gradient  between  the  periph- 
eral veins  and  the  right  atrium.  Positive 
pressure  breathing  may  block  this  gradient 
and  thus  impede  the  venous  return  to  the 
heart.  This  is  a detrimental  factor  in  pa- 
tients with  shock  or  following  low  spinal 
anesthesia  or  other  conditions  in  which 
there  are  inadequate  peripheral  vasoconstric- 
tor mechanisms. 

In  patients  with  cardiopulmonary  failure 
secondary  to  severe  chronic  obstructive  lung 
disease,  frequent  physiologic  monitoring  of 
the  arterial  and  central  venous  (right 
atrial)  pressures,  cardiac  output,  blood  vol- 
ume, electrocardiograms,  arterial  blood  gas- 
es, and  electrolytes  provide  an  accurate  con- 
trol of  vital  cardiotonic  therapeutic  meas- 
ures. These  measures  include  the  use  of 
vasopressors  of  isoproterenol,  digitalis,  diu- 
retics (avoid  ammonium  chloride  since  this 
may  promote  acidosis),  low  salt  diet  (pa- 
tients requiring  sodium  restriction  should 
not  be  given  sodium  iodide  as  an  expectorant 
in  their  intravenous  infusions),  corticoster- 
oids, blood  replacement  with  transfusions 
or  low-viscosity  dextran,  venesections,  re- 
placement of  electrolytes,  fluid  restriction, 
and  assisted  or  continuous  controlled  me- 
chanical breathing.  Aminophylline  used  for 
bronchodilatation  may  have  an  added  benefit 
in  patients  with  pulmonary  heart  disease 
since  a lowering  of  pulmonary  artery  pres- 
sure is  observed  in  some  cases. 

Hemodynamic  defects  in  these  critically 


ill  patients  are  often  difficult  to  recognize 
clinically.  Low  cardiac  output  in  the  face  of 
elevated  central  venous  pressure  would  indi- 
cate the  advisability  of  using  isoproterenol 
rather  than  vasoconstrictor  agents  to  cor- 
rect the  cardiac  deficit.  Low  cardiac  output 
with  low  central  venous  pressure  indicates 
the  need  for  transfusions  to  correct  the  vol- 
ume deficit.  Peripheral  vascular  failure  and 
pooling  of  blood  are  apparent  when  transfu- 
sion fails,  and  the  addition  of  vasoconstric- 
tors and  elastic  support  stockings  is  advis- 
able. It  is  best  to  employ  small  doses  of 
digoxin  and  gradual  digitalization  when 
cardiac  failure  is  suspected,  but  only  after 
oxygen  has  been  effectively  administered, 
for  the  priority  demand  of  cardiac  muscle  is 
for  oxygen  to  alleviate  failure.  The  hypoxic 
myocardium  is  unusually  sensitive  to  the  ef- 
fects of  digitalis.  Cardiac  standstill  (ECG 
evidence)  has  been  observed  in  the  course 
of  acute  respiratory  insufficiency  and,  of 
course,  demands  immediate  attention,  par- 
ticularly because  of  the  severe  metabolic 
acidosis.  Pertinent  to  the  cardiovascular  as- 
pects of  intermittent  positive  pressure 
breathing,  it  has  been  shown  that  an  in- 
crease in  pulmonary  pressure  of  30  cc.  of 
water  may  cause  a displacement  of  about 
500  cc.  of  blood  from  the  lungs  into  the  ab- 
domen and  extremities.  The  urine  volume 
may  also  be  reduced. 

In  the  acute  exacerbation  of  pulmonary 
heart  failure,  which  may  rapidly  lead  to 
acute  respiratory  failure,  one  will  resort 
basically  to  the  same  therapeutic  approach. 
However,  it  is  worthwhile  to  emphasize  sev- 
eral points: 

Tracheal  Intubation. — A cuffed  latex  en- 
dotracheal tube  inserted  through  the  naso- 
pharynx or  the  tracheostomy  stoma  is  basi- 
cally indicated  to  help  clear  secretions  by 
aspiration  and  lavage  and  to  provide  a pat- 
ent route  for  mechanical  ventilatory  assist- 
ance and  oxygenation.  Prolonged  tracheal 
intubation  may  be  carried  out,  provided  that 
pressure  in  the  cuff  of  the  tracheostomy  or 
endotracheal  tube  is  released  at  hourly  in- 
tervals and  overinflation  of  the  cuff  is 
avoided.  The  aim  is  to  prevent  leakage 
around  the  cuff  and  avoid  mucosal  trauma. 

Nasopharyngeal  intubation  is  best  for  co- 
operative patients  who  are  less  acutely  ill ; 
tracheostomy  is  preferable  in  critically  ill 
patients.  Assisted  mechanical  ventilation  is 
usually  adequate  in  the  former,  whereas 
continuous  controlled  mechanical  ventilation 
is  required  for  the  latter. 
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The  patient’s  ventilation,  blood  gases,  and 
electrolytes  should  be  monitored  to  provide 
adequate  oxygenation  and  alveolar  ventila- 
tion and  to  correct  the  metabolic  disturb- 
ances. At  the  same  time,  it  is  essential  to 
provide  a patent  airway,  maximum  broncho- 
dilatation,  and  humidification. 

Carbon  Dioxide  Narcosis. — One  must  be 
wary  of  the  relative  physiopathogenic  role 
of  hypoxia  versus  hypercapnia.  There  has 
been  a tendency  to  be  exceedingly  concerned 
about  hypercapnia  and  its  further  increase 
during  oxygen  administration,  while  much 
less  concern  has  been  expressed  for  the  more 
dangerous  hypoxia.  One  must  keep  in  mind 
the  fact  that  hypoxia  truly  “wrecks  the  ma- 
chinery” and  has  a deleterious  effect  not 
only  in  the  production  of  pulmonary  hyper- 
tension, but  also  in  stimulating  the  develop- 
ment of  anaerobic  metabolism  and  lactic 
acid  production,  which  contributes  to  the 
development  of  acidosis.  Finally,  hypoxia  is 
at  the  core  of  other  common  complications 
in  this  condition  such  as  shock,  hypotension, 
and  decreased  glomerular  filtration  rate  and 
renal  plasma  flow. 

Chemical  Stimulants. — The  value  of  chem- 
ical stimulation  of  respiration  when  the  air- 
way is  obstructed  is  debatable.  Hypoventi- 
lation in  emphysema  is  but  one  of  the 
physiologic  derangements,  and  its  therapy 
cannot  be  isolated.  Mechanical  ventilation 
and  bronchial  catharsis  are  most  important. 
“Respiratory  analeptics”  have  failed  to  con- 
vince us  of  their  striking  value.  As  in  treat- 
ing heart  failure,  one  has  to  weigh  the  rela- 
tive merits  of  “whipping  the  tired  horse” 
versus  “unloading  the  overwhelmed  cart.” 

REFERENCES 

1.  Ferrer,  M,  I.,  et  al. : Some  Effects  of  Digoxin  Upon  Heart 
and  Circulation  in  Man  ; Digoxin  in  Chronic  Cor  Pulmonale, 
Circulation  1:161  (Feb.)  1950. 

2.  Spain,  D.  M. : “Pulmonary  Disease:  Structural  Effect  on 
the  Pulmonary  Vascular  Tree,”  in:  Adams,  W.,  and  Vieth,  I., 
eds. : Pulmonary  Circulation,  New  York,  Grune  & Stratton, 
1959. 

3.  Report  of  Expert  Committee,  World  Health  Organization  : 
Chronic  Cor  Pulmonale,  Circulation  27:594  (April)  1963. 

4.  Williams,  J.  F.,  and  Behnke,  R.  H. : The  Effect  of  Pul- 
monary Emphysema  upon  Cardiopulmonary  Hemodynamics  at 
Rest  and  During  Exercise,  Ann.  Intern.  Med.  60:824  (May) 
1964. 

5.  Dulfano,  M.  J.t  and  Segal,  M.  S. : Pulmonary  Heart  Dis- 
ease: Clinical-Physiologic  Variants,  Dis.  Chest  49:15  (Jan.) 
1966. 


Comment 

This  is  a timely  review  of  pulmonary  heart  dis- 
ease, and  it  is  fortunate  that  this  condition  and  the 
associated  cardiovascular  and  secondary  abnormali- 
ties are  receiving  much  more  attention  than  in  the 
past. 

It  is  interesting  that  Dr.  Segal  and  others  define 
pulmonary  heart  disease  as  “dilatation  or  hyper- 
trophy of  the  right  ventricle  secondary  to  acquired 
diseases  of  the  lung.”  This  specifically  excludes 
other  causes  of  pulmonary  vascular  change  such  as 
congenital  anomalies  with  left  to  right  shunt  or 
systemic  pressure  in  a pulmonary  circuit,  left  atrial 
obstruction,  left  ventricular  failure,  and  others.  I 
have  preferred  to  define  this  as  (1)  pulmonary 
heart  disease  secondary  to  parenchymal  disease  of 
the  lung,  and  (2)  pulmonary  heart  disease  second- 
ary to  pulmonary  vascular  disease. 

By  definition,  the  right  ventricle  is  initially  in- 
volved, but  it  is  interesting  to  note  that  frequently 
it  is  accompanied  by  involvement  of  the  left  ventri- 
cle. It  is  also  interesting  that  almost  without  ex- 
ception, pulmonary  hypertension  of  varying  degrees 
is  a preliminary  and  concurrent  condition  in  pul- 
monary heart  disease. 

The  late  Dr.  Paul  Wood  of  London,  England,  pro- 
vided a classification  of  pulmonary  hypertension1 
which  is  helpful  in  comprehending  the  problem: 


Type 


Definition 


Passive 

Hyperkinetic 

Obstructive 

Obliterative 

Vasoconstrictive 

Polygenic 


Elevated  pulmonary  venous  pres- 
sure 

Increased  pulmonary  blood  flow 

Pulmonary  embolism  or  throm- 
bosis 

Reduction  of  pulmonary  vascular 
capacity 

Functional  vasoconstrictive  reac- 
tion 

Arising  in  more  than  one  of  the 
above 


Dr.  Segal  wisely  points  out  that  there  is  still 
much  that  we  do  not  completely  understand  about 
the  reactions  of  the  myocardium  and  the  pulmonary 
vasculature.  In  patients  who  have  essentially  the 
same  pulmonary  parenchymal  or  vascular  insult,  or 
both,  I have  seen  some  in  whom  the  classical  severe 
pulmonary  heart  disease  developed,  and  others  in 
whom  evidence  of  this  disease  was  absent  clinically 
and  was  only  negligible  at  autopsy. 

As  we  learn  more  of  the  hereditary  and  genetic 
characteristics  of  the  human  body,  we  shall  proba- 
bly find  that  the  pulmonary  vascular  tree  and  the 
myocardium  are  as  unique  as  one’s  fingerprint. 

— William  J.  Block,  M.D.,  San  Antonio. 
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Abscess  Formation  Complicating 
Myocardial  Infarction 

Jack  Margolis,  M.D.;  David  West,  M.D.;  and  Eduardo  Arganaras,  M.D. 


A case  of  acute  myocardial  infarction  com- 
plicated by  abscess  formation  in  the  infarct 
is  described.  Only  six  other  cases  have  been 
reported,  and  these,  too,  are  briefly  reviewed. 

r H ABSCESS  formation  in  an  acute 
cas^eports  myocardial  infarction  due  to  ath- 
erosclerotic-coronary occlusion  is 
B exceedingly  rare.  This  is  the  sev- 
enth case  to  be  reported. 

Cossio  and  Berconsky,1  in  1933,  reported 
a case  of  abscesses  within  a myocardial  in- 
farct in  a 64-year-old  man.  The  patient  had 
a one-year  history  of  angina  pectoris.  Fol- 
lowing this,  he  sustained  an  acute  myocar- 
dial infarction  and  died  about  two  weeks 
later.  Autopsy  showed  purulent  bronchitis 
and  meningitis  in  addition  to  the  abscesses 
in  the  myocardial  infarction.  Diplococci 
were  found  in  the  abscesses. 

In  1950,  Tedeschi  and  associates2  reported 
two  cases  of  abscess  formation  in  acute  myo- 
cardial infarctions  in  elderly,  debilitated 
persons.  In  both  cases,  a virulent  Staphylo- 
coccus was  present  in  the  abscess,  and  or- 
ganisms with  similar  characteristics  were 
found  in  bronchopneumonic  foci  in  the 
lungs. 

Miller  and  Edwards,3  in  1951,  presented  a 
case  report  of  a debilitated,  76-year-old  man 
who  died  after  sustaining  an  acute  myo- 
cardial infarction.  Autopsy  revealed  the 
acute  infarction  complicated  by  suppurative 
infection  in  the  infarction.  The  infecting  or- 
ganism was  Escherichia  coli.  Acute  pyelo- 
nephritis was  present  and  was  considered  to 
be  an  accompaniment  of  an  assumed  sep- 
ticemia. 

Katz,4  in  1964,  described  two  additional 
cases  of  abscess  complicating  infarction. 
Each  of  these  cases  also  showed  a purulent 
pericarditis.  In  these  cases,  a definite  focus 
of  infection  could  not  be  found.  Cultures  of 
the  organisms  in  the  abscess  showed  E.  coli 
in  one  case  and  Staphylococcus,  coagulase 
positive,  in  the  other. 


Case  Report 

A 68-year-old  man  had  an  acute  myocardial  in- 
farction on  Oct.  29,  1965.  He  was  treated  with  oxy- 
gen, anticoagulants,  and  antibiotics  at  another  hos- 
pital. Following  this  acute  attack,  pneumonia  and 
possible  pulmonary  embolus  complicated  his  con- 
valescence. 

On  Nov.  23,  1965,  the  patient  entered  this  hospital 
because  he  was  spitting  up  bright  blood-streaked 
sputum,  was  weak,  and  had  increasing  shortness  of 
breath.  The  history  and  system  review  revealed  that 
the  patient  had  angina  pectoris  since  1954,  hut 
numerous  electrocardiograms  were  always  normal. 
In  1964,  cystic  disease  of  the  kidneys  was  diagnosed. 

At  physical  examination,  the  patient  was  acutely 
ill,  apprehensive,  and  weak.  His  temperature  was 
98  F.,  pulse  60  and  thready,  and  blood  pressure 
90/68  mm.  of  mercury.  The  significant  physical 
findings  showed  diminished  excursion  of  the  chest 
bilaterally  with  decreased  breath  sounds  in  the 
upper  lung  fields.  There  were  fine,  inspiratory  rales 
at  the  left  base.  The  heart  was  not  enlarged,  and 
the  sounds  were  distant  but  regular.  There  were  no 
murmurs  or  thrills.  Other  findings  were  not  remark- 
able. 

The  significant  results  of  laboratory  studies  were 
as  follows:  Blood  ui-ea  nitrogen,  135  mg.  per  100 
ml.;  fasting  blood  sugar,  100  mg.  per  100  ml.;  serum 
glutamic  oxaloacetic  transaminase,  16  units;  white 
blood  count,  19,000  per  cu.  mm.;  erythrocyte  sedi- 
mentation rate,  13  mm.  per  hour;  hematocrit,  49 
percent;  hemoglobin,  15.8  gm.  per  100  ml.  with 
normal  morphology;  prothrombin  time,  18.1  seconds 
with  a control  of  11.9  seconds.  The  electrolytes  were 
normal.  Urinalysis  showed  a specific  gravity  of 
1.017,  and  microscopic  examination  of  the  urine 
showed  4 to  5 red  blood  cells  per  high  power  field 
and  many  uric  acid  crystals.  The  serology  was  non- 
reactive. Total  protein  was  6.5  gm.  with  the  albu- 
min 2.65  gm.  and  the  globulin  3.85  gm.  The  uric 
acid  was  15  mg.  per  100  ml. 

A chest  roentgenogram  showed  a bilateral,  fluffy 
infiltration  throughout  both  upper  lobes.  The  elec- 
trocardiogram showed  changes  compatible  with 
those  of  an  acute  anterior  and  posterior  wall  in- 
farction. 

The  patient  remained  acutely  ill  during  his  hos- 
pitalization. He  was  treated  with  antibiotics,  seda- 
tion, and  digitalis.  The  hemoptysis  continued  to  a 
mild  degree.  Seven  days  after  admission  a grade  3 
blowing  apical  systolic  murmur  developed  which 
was  not  heard  previously.  Cheyne-Stokes  respira- 
tions developed,  and  the  patient  died  on  the  tenth 
hospital  day. 
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Autopsy  revealed  no  free  fluid  in  the  peritoneal, 
pleural,  or  pericardial  sacs.  The  lungs  showed  acute 
and  chronic  congestion,  together  with  old,  organized 
bronchopneumonia.  Cultures  from  the  lungs  showed 
no  growth.  The  heart  weighed  440  gm.  The  coro- 
nary arteries  were  moderately  sclerotic  except  for 
the  left  anterior  descending  artery  which  was  com- 
pletely occluded  by  an  organized  thrombus.  No 
bacteria  were  noted  in  the  thrombus.  There  was  a 
large  infarct  of  the  left  ventricle.  On  sectioning  the 
infarct,  which  was  quite  soft,  suppuration  was  seen, 
with  expulsion  of  about  80  cc.  of  necrotic,  thick, 
purulent  material.  Microscopic  examination  showed 
areas  of  recent  and  old  myocardial  infarction.  Myr- 
iads of  bacilli  and  leukocytes  were  noted  between 
the  degenerated  muscle  fibers.  The  wall  of  the  ab- 
scess was  composed  of  fibrin,  intermixed  with  de- 
generated leukocytes,  bacteria,  and  necrotic  muscle 
(Fig.  1).  Culture  of  the  abscess  material  grew  [3- 
hemolytic  streptococci. 

The  kidneys  showed  numerous  retention  cysts 
which  replaced  about  two-thirds  of  the  parenchyma. 

The  liver  showed  acute  congestion,  particularly 
about  the  central  hepatic  vein.  Some  hepatic  cells 
showed  coagulation  necrosis  with  leukocyte  infil- 
tration. 

Discussion 

In  all  the  described  cases,  infection  of 
the  myocardial  infarcts  probably  resulted 
from  septicemia,  with  the  organism  enter- 
ing the  infarcted  area  through  collateral 
channels. 

In  the  reports  of  Cossio  and  Berconsky;1 
Tedeschi  and  associates,2  and  Miller  and 
Edwards,3  a recognizable  source  of  infection 
was  described,  and  similar  organisms  were 
recovered  from  distant  septic  foci  and  the 
myocardial  abscess. 

In  the  two  cases  described  by  Katz4  and 
in  our  case,  a definite  remote  focus  of  infec- 
tion was  not  found,  although  organisms 
were  recovered  from  the  abscess.  There  does 
not  appear  to  be  any  noticeable  difference 
in  the  pathogenesis  of  the  infarcts  in  these 
cases  when  compared  to  the  usual  case  of 
infarct  secondary  to  atherosclerotic  coro- 
nary thrombosis.  The  thrombi  themselves 
apparently  were  not  the  source  of  infection. 

Pneumonitis  is  a frequent  problem  in 
elderly  cardiac  patients  confined  to  bed.  In 
these  patients,  bacteremia  is  prone  to  devel- 
op. However,  the  clinical  course  is  often  ter- 
minated before  metastatic  abscesses  are  pro- 
duced. In  addition,  the  signs  and  symptoms 
of  bacteremia  are  often  obscured  by  the 
cardiac  and  pulmonary  symptoms. 

In  our  case,  and  possibly  in  the  cases  de- 
scribed by  Katz,  a similar  series  of  events 
probably  occurred.  However,  large  doses  of 
antibiotics  were  used,  and  this  was  probably 
sufficient  to  control  the  pneumonitis  and 


Fig.  1.  The  wall  of  the  abscess,  in  the  upper  central  por- 
tion of  the  picture,  is  surrounded  by  acute  and  chronic 
exudation  and  degenerated  myocardial  fibers. 


the  bacteremia  without  affecting  the  ab- 
scess in  the  infarct.  In  our  case,  blood  cul- 
tures (before  and  after  death)  showed  no 
growth. 

The  myocardium  apparently  is  relatively 
resistant  to  pyogenic  infection.  Thus, 
Saphir3  noted  32  cases  of  abscess  of  the 
heart  in  5,626  consecutive  autopsies,  an  in- 
cidence of  .56  percent.  Flaxman6  found  29 
cases  of  myocardial  abscess  in  14,160  ne- 
cropsies, an  incidence  of  .2  percent. 

It  would  seem  that  the  necrotic  myocar- 
dium would  be  an  excellent  medium  for  the 
growth  of  organisms  present  in  the  blood 
stream,  yet  this  is  not  the  situation.  Why 
this  does  not  occur  more  frequently  is  diffi- 
cult to  explain. 

A review  of  all  the  reported  cases  reveals 
no  findings  which  would  help  predict  in 
which  patient  with  an  infarct  an  abscess 
would  develop.  There  also  do  not  appear  to 
be  any  pathognomonic  signs  or  symptoms 
which  would  allow  the  diagnosis  to  be  made 
ante  mortem.  Although  this  lesion  has  been 
found  only  rarely,  knowledge  that  it  might 
occur,  and  of  the  circumstances  under  which 
it  has  occurred  previously,  should  be  kept  in 
mind,  for  only  then  might  the  ante  mortem 
diagnosis  be  suspected  and  possibly  specific 
treatment  carried  out. 
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Subclavian  Steal  Syndrome 

Diagnosis  and  Treatment 


Robb  H.  Rutledge,  M.D.,  and  John  W.  Freese,  M.D. 


The  pathologic  physiology,  diagnosis,  and 
treatment  of  subclavian  steal  syndrome  are 
reviewed  and  illustrative  cases  are  presented. 
When  a lesion  of  the  carotid  is  present,  it 
should  be  repaired  first.  If  symptoms  persist, 
the  steal  is  corrected  at  a later  operation. 

r "1  MOST  STANDARD  anatomy 
rev^^^^les  texts  have  descriptions  of  the  col- 
lateral circulation  involved  to  pro- 
m tect  the  arm  in  cases  of  proximal 
subclavian  artery  occlusion.  One  of  the  most 
important  contributors  to  this  collateral  cir- 
culation is  the  vertebro-vertebral  pathway. 
In  a case  of  left  proximal  subclavian  ob- 
struction, flow  to  the  left  arm  would  come 
partially  by  way  of  the  right  vertebral 
artery,  then  down  the  left  vertebral,  and  out 
the  arm.  Although  the  vertebro-vertebral 
pathway  is  “preformed”  and  is  the  largest 
participant,  it  is  not  the  only  contributor  to 
this  collateral  circulation.  Other  sources 
come  from  various  branches  of  the  external 
carotid,  vertebral,  and  proximal  subclavian 
arteries.  Finally,  significant  collateral  circu- 
lation can  come  from  the  internal  carotid  by 
way  of  the  posterior  communicating  artery 
and  the  basilar  vertebral  system. 

Most  of  these  pathways  have  been  demon- 
strated by  anatomists  in  the  past  by  cadaver 
injections.  Apparently  the  first  radiologic 
demonstration  of  reversed  vertebral  flow 
was  by  Contorni1  in  1960.  His  article  con- 
cerns collateral  circulation  of  the  arm  and 
does  not  mention  any  relation  to  cerebral 
ischemia.  In  1961,  reversed  vertebral  flow 


Presented  before  the  Texas  Surgical  Society, 
April  4,  1966,  in  Austin. 


was  discussed  by  Toole2  and  also  by  Baker 
and  Fields  at  the  Third  Princeton  Confer- 
ence on  Cerebral  Vascular  Disease.  Toole’s 
cases,  reported  more  fully  later  that  year,3 
prompted  the  now  classic  editorial  in  the 
Neiv  England  Journal  of  Medicine  which 
dubbed  this  reversed  vertebral  flow  as  the 
“subclavian  steal.”4  This  apt  name  has 
stuck,  and  perhaps  has  helped  to  attract  at- 
tention to  this  interesting  phenomenon. 

Pathologic  Physiology 

As  mentioned  previously,  the  vertebro- 
vertebral  pathway  is  only  one  of  the  chan- 
nels for  collateral  circulation  in  proximal 
subclavian  obstruction.  Most  of  the  impor- 
tant ones  are  shown  in  Fig.  1.  Newton  and 
Wylie5  have  published  excellent  angiograph- 
ic evidence  of  these  various  collaterals. 

Not  all  of  these  pathways  will  subtract 
significantly  from  the  cerebral  circulation. 
Besides  the  vertebro-vertebral  pathway,  the 
carotid-vertebral  anastomosis  via  the  poste- 
rior communicating  artery  is  the  other  main 


1.  Vertebro  'Vertebral 

2.  Internal  Carotid.' Posterior 
Commu.nica.ting'  Basilar  ' 

Vertebral 

3.  External  Carotid  'Vertebral 
■4,  External  Carotid  ' 

Thyrocervical 

5.  External  Carotid  ' 

Costocervical 

6.  Between  Inferior  Thyroids 

7.  Between  Internal  Mammaries 

Fig.  1.  Collateral  circulation  to  the  arm  in  a case  of  left 
proximal  subclavian  artery  obstruction.  Types  1 and  2 
could  steal  significant  blood  from  the  cerebral  circulation. 
The  others  would  not. 
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collateral  that  would  cause  a decrease  in 
cerebral  circulation. 

The  relative  point  is  that  some  patients 
with  p r o x i m a 1 subclavian  occlusion  will 
have  cerebral  ischemia.  Although  the  per- 
centage varies  with  the  report  and  the  num- 
ber of  arteriograms  done,  probably  less  than 
50  percent  have  cerebral  symptoms.  North 
and  associates'5  studied  46  patients  with 
proximal  subclavian  occlusion,  and  only  22 
had  cerebral  symptoms.  Austen,7  has  per- 
formed eight  subclavian  endarterectomies 
for  ischemic  arm  symptoms  and  only  three 
patients  had  cerebral  symptoms. 

The  presence  of  cerebral  symptoms  de- 
pends not  only  on  the  amount  of  blood 
shunted  away  from  the  brain  but  also  on 
the  amount  of  remaining  cerebral  circula- 
tion. Handa  and  associates,8  in  the  experi- 
mental production  of  the  subclavian  steal 
in  monkeys,  found  that  the  compensatory 
increases  in  circulation  through  both  caro- 
tids and  the  contralateral  vertebral  artery 
were  so  great  that  the  total  cerebral  circula- 
tion was  decreased  only  10  to  20  percent.  In 
most  patients  this  would  not  produce  symp- 
toms. 

Patients,  of  course,  are  different  from  ex- 
perimental animals.  Some  patients  with  a 
proximal  subclavian  obstruction  will  not  de- 
velop a steal  because  the  other  sources  of 
collateral  circulation  that  do  not  detract 
from  cerebral  circulation  are  unusually  well- 
developed.  In  some  patients  there  is  no  in- 
tact pathway  for  the  steal.  The  posterior 
communicating  artery  and  circle  of  Willis 
may  not  be  complete.  One  vertebral  artery 
may  be  obstructed,  hypoplastic,  or  anoma- 
lous in  origin  so  that  the  vertebro-vertebral 
pathway  is  not  open. 

Some  patients  with  a definite  steal  syn- 
drome will  have  other  obstructions  in  the 
carotid  system  that  will  make  the  steal 
symptomatic  by  preventing  the  necessary 
increase  in  cerebral  circulation  to  compen- 
sate for  the  steal.  The  cerebral  circulation 
is  not  adequately  maintained  and  ischemic 
symptoms  develop.  Most  individuals  prob- 
ably would  not  have  any  cerebral  symptoms 
from  an  isolated  proximal  subclavian  occlu- 
sion. However,  most  patients  with  a proxi- 
mal subclavian  occlusion  will  have  other 
atheromatous  obstructions  of  varying  de- 
gree that  help  determine  the  significance  of 
the  steal. 

The  amount  of  the  steal  varies  and  the 
steal  may  be  intermittent.  Normal  arterial 
arm  flow  varies  between  100  and  200  cc. 


per  minute.  After  exercise  or  reactive  hy- 
peremia, the  arm  flow  may  increase  tenfold 
to  a level  greater  than  the  cerebral  circula- 
tion itself.  Marshall,9’ 10  by  the  use  of  Cardio- 
Green  dye  injection  and  indicator  dilution 
curves,  has  shown  a steal  after  vigorous  ex- 
ercise of  the  arm  where  none  existed  at 
rest.  Similar  reproducible  results  have  been 
obtained  during  periods  of  reactive  hypere- 
mia after  sudden  release  of  an  inflated  blood 
pressure  cuff.  Whether  or  not  this  increased 
steal  becomes  significant  depends  on  the  pa- 
tient’s ability  to  increase  adequately  his 
cerebral  circulation  through  his  other  verte- 
bral and  carotid  arteries. 

Nearly  all  of  the  reported  subclavian  steal 
syndrome  patients  have  been  adults  with 
atherosclerotic  occlusions.  Massumi11  has 
demonstrated  the  presence  of  a subclavian 
steal  in  a child  on  the  basis  of  a congenital 
atresia  of  the  proximal  left  subclavian  ar- 
tery. The  child  was  asymptomatic,  presum- 
ably because  his  remaining  cerebral  vessels 
were  normal. 

Another  interesting  group  of  subclavian 
steal  patients  are  those  who  have  had  a 
Blalock-Taussig  operation  with  anastomosis 
of  the  subclavian  artery  to  the  pulmonary 
artery  for  tetralogy  of  Fallot.  Folger  and 
Shah12  reviewed  114  angiocardiograms 
taken  on  patients  who  had  had  a Blalock 
anastomosis.  The  films  showed  definite  evi- 
dence of  subclavian  steal  in  12  patients. 
Seven  of  these  12  showed  symptoms  of 
basilar  artery  insufficiency.  All  of  these 
symptomatic  patients  had  varying  degrees 
of  decreased  oxygen  saturation  due  to  their 
basic  disease.  It  was  felt  that  their  cerebral 
insufficiency  symptoms  resulted  from  hy- 
poxia plus  the  steal.  Of  this  group,  two  pa- 
tients subsequently  had  corrective  cardiac 
surgery  wTith  resultant  normal  oxygenation 
and  disappearance  of  their  cerebral  symp- 
toms. 

Diagnosis 

There  is  no  one  clinical  picture  character- 
istic of  the  subclavian  steal  syndrome  (Fig. 
2).  The  classical  description  would  be  one  of 
vertebral-basilar  insufficiency  episodes  pre- 
cipitated by  exercise  of  the  involved  arm. 
This  occasionally  occurs  but  is  by  no  means 
constant.  About  two-thirds  of  the  subclavian 
steal  cases  involve  the  left  side  while  the 
majority  of  people  are  right-handed.  Con- 
sequently, relationship  of  arm  motion  to  in- 
sufficiency episodes  would  not  be  as  defi- 
nite. Fields6  deliberately  exercised  the  in- 
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volved  arm  and  was  able  to  precipitate  in- 
sufficiency attacks  in  six  of  his  seven  cases 
reported  in  1962.  Others  have  not  been  able 
to  reproduce  symptoms  as  frequently. 
Symptoms  in  these  patients  are  not  always 
basilar.  Many  times  they  originate  from  a 
carotid-supplied  area,  or  cannot  be  localized. 
The  type  of  symptoms  depends  as  much  on 
the  associated  atheromatous  lesions  as  on 
the  steal.  Most  of  these  patients  do  not  have 
ischemic  arm  symptoms  because  the  amount 
of  blood  stolen  is  adequate  to  cover  the  in- 
volved arm’s  needs. 

Physical  findings  also  vary,  but  three 
signs  predominate:  (1)  subclavian  bruit, 

(2)  decreased  or  absent  radial  pulse,  and 

(3)  decreased  blood  pressure  in  the  involved 
arm,  usually  a systolic  difference  of  30  to  40 
mm.  of  mercury. 

Javid13  has  devised  a clinical  test  to  dem- 
onstrate the  presence  of  reversed  flow  in 
these  cases.  By  compressing  the  common 
carotid  artery  in  the  neck,  the  decreased 
pulse  rate  at  the  wrist  on  the  involved  side 
will  be  diminished  even  more. 

Although  the  diagnosis  of  subclavian  steal 
can  be  suspected  from  the  clinical  picture,  it 
should  be  confirmed  by  arteriogram  studies. 
Many  methods  of  x-ray  study  are  available 
now,  but  the  most  reliable  way  to  make  the 
diagnosis  is  by  sequential  films  taken  after 
a pressure  injection  with  a catheter  in  the 
ascending  aortic  arch.  This  method  will 
give  a true  picture  of  existing  directional 
flow  (Fig.  3). 

This  point  is  emphasized  because  occa- 

Tvpica.1  : / ntermitt ent  vertebral -basilar 
insufficiency  episodes  precipi- 
tated. by  exercise 

However:  a.  Symptoms  may  come  from 
carotid  - supplied  areas 
h.  Relation  to  exercise  not 
always  clear 

Therefore:  History  depends  on  associated 
lesions  as  well  as  the  steal 

X-ray  diagnosis: 

1.  Catheter  in  Aortic  Arch 

only  reliable  way 

2.  Other  arteriograms  may 

Q-ve  '''false  positives" 

Fig.  2.  Above.  Clinical  history,  subclavian  steal  syndrome. 

Fig.  3.  Below.  For  reliable  diagnosis  by  sequential  films 
after  a pressure  injection,  the  catheter  tip  must  be  posi- 
tioned in  the  shaded  area. 


sional  artifacts  of  reversed  vertebral  flow 
have  been  seen  in  other  techniques  when  ac- 
tually there  was  no  proximal  subclavian  oc- 
clusion or  steal.14-17  These  artifacts  have 
been  seen  during  a brachial  injection  if  the 
catheter  openings  are  at  the  vertebral  ori- 
fice or  if  a pressure  injector  is  used.  The  use 
of  high  concentration  solutions  and  certain 
angulation  of  the  head  and  neck  during  the 
injection  have  also  been  blamed  for  false 
findings.  Subsequent  studies  of  the  aortic 
arch  in  such  cases  will  show  that  there  are 
actually  normal  circulatory  dynamics. 
These  patients  do  not  have  the  typical  blood 
pressure  and  pulse  differences  which  are 
characteristic  of  patients  with  subclavian 
steal. 

Therapy 

Whether  the  steal  syndrome  is  on  the  left 
or  right  side,  the  corrective  procedures  are 
approximately  the  same.  The  surgical  ap- 
proach however,  may  be  different.  If  the 
obstruction  is  in  the  proximal  right  sub- 
clavian artery,  a cervical  approach  is  usually 
adequate.  If  the  obstruction  is  in  the  in- 
nominate or  the  left  subclavian  artery,  a 
median  sternotomy  is  needed  to  visualize  the 
origins  of  these  vessels.  In  all  of  these  ap- 
proaches, resection  of  the  medial  half  of  the 
clavicle  will  further  aid  the  exposure.  An 
alternate  approach  to  the  origin  of  the  left 

INNOMINATE  OCCLUSION 


Fig.  4.  This  shows  the  steal  with  an  innominate  occlusion. 
Two  of  the  possible  surgical  reconstructions  are  shown. 
A by-pass  also  could  be  run  from  the  aortic  arch  to  the 
common  carotid. 


58 


TEXAS  MEDICINE 


subclavian  artery  would  be  through  a pos- 
terolateral thoracotomy. 

Regardless  of  the  approach  or  side  in- 
volved, the  object  of  the  operation  is  to  es- 
tablish normal  circulation  to  the  brain  and 
arm.  If  feasible,  an  endarterectomy  of  the 
occluded  segment  of  vessel  is  preferred.  A 
patch  graft  of  autogenous  vein  usually  will 
be  needed  since  the  subclavian  artery  is  no- 
toriously fragile. 

Occasionally  the  endarterectomy  cannot 
be  accomplished  safely  because  of  extensive 
proximal  calcification  extending  into  the 
aortic  arch.  In  such  cases  a by-pass  graft 
around  the  occlusion  will  accomplish  the 
same  objectives.  The  origin  of  the  by-pass 
graft  can  be  the  aortic  arch,  innominate,  or 
common  carotid  artery,  and  the  distal  at- 
tachment would  be  the  subclavian  artery  be- 
yond the  obstruction.  Figs.  4,  5,  and  6 show 
examples  of  some  of  the  various  endarterec- 
tomy or  by-pass  reconstructions.  Many  oth- 
er reconstructions  are  possible. 

Many  patients  will  not  tolerate  extensive 
surgery.  In  such  cases  a more  limited  proce- 
dure is  indicated.  Both  of  the  compromise 
procedures  to  be  discussed  are  performed 
through  a cervical  incision  and  are  well  tol- 


PIGHT  SUBCLAVIAN 


Fig.  5.  Shown  are  several  possible  methods  for  surgical 
correction  of  the  steal  with  a right  subclavian  occlusion. 
The  carotid-subclavian  by-pass  is  a compromise  procedure. 


erated.  One  of  these  is  a common  carotid 
subclavian  by-pass.6  Although  it  has  theo- 
retical drawbacks,  it  apparently  has  worked 
well.  One  would  think  it  would  merely  set 
up  a “carotid  steal”  and  further  embarrass 
the  cerebral  circulation.  However,  various 
flow  studies  done  on  these  patients  tend  to 
disprove  this.  After  the  by-pass  is  inserted, 
flow  in  the  proximal  common  carotid  in- 
creases enough  so  that  flow  through  the 
common  carotid  distal  to  the  graft  is  not  de- 
creased even  though  some  flow  is  diverted 
into  the  subclavian  artery.  Postoperative 
roentgenographic  studies  on  these  patients 
show  that  the  subclavian  steal  is  stopped 


y 


LEFT 


Fig.  6.  Above.  This  shows  the  steal  with  a left  subclavian 
occlusion  and  several  of  the  possible  reconstructions. 


Fig.  7.  Below.  Surgical  correction  by  direct  vertebral  artery 
ligation  is  illustrated. 
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and  vertebra]  flow  is  in  a normal  cephalad 
direction. 

Another  available  compromise  procedure 
of  even  less  magnitude  is  a direct  vertebral 
ligation  on  the  involved  side  (Fig.  7).  This 
stops  the  steal  and  thereby  protects  the 
cerebral  circulation.  Historically,  this  was 
the  first  procedure  used  in  treating  the  sub- 
clavian steal  syndrome.  Rob18  described  it  in 
1961  for  a patient  who  had  a right  subcla- 
vian occlusion.  The  operation  was  chosen  as 
a compromise  procedure  because  of  the  pa- 
tient’s bad  coronary  condition.19  That  pa- 
tient remains  well  and  works.  He  is  free  of 
all  cerebral  symptoms  but  has  mild  ischemia 
of  the  right  arm  after  exercise.20 

In  reviewing  the  reported  subclavian  steal 
cases,  it  is  apparent  that  many  of  the  pa- 
tients also  require  carotid  repairs.  In  Rob’s 
series,  approximately  65  percent  also  have 
carotid  endarterectomies.  Only  about  15  per- 
cent of  his  patients  had  their  symptoms  pre- 
cipitated by  exercise.  Gonzales16  reported  on 
ten  cases  of  subclavian  steal.  Four  of  his  pa- 
tients are  asymptomatic  postoperatively.  Six 
patients  continued  to  have  episodes  of  cere- 
brovascular insufficiency  even  though  the 
steal  was  corrected.  Two  of  these  six  subse- 
quently had  carotid  endarterectomies. 

It  has  become  apparent  that  not  every  pa- 


Fig.  8.  Arch  study,  case  1,  1963.  Early  phase  (a)  shows 
proximal  right  subclavian  occlusion.  It  also  shows  disease 
in  the  left  carotid  and  left  subclavian.  Late  phase  (b) 


tient  with  subclavian  artery  occlusion  has  a 
subclavian  steal.  Further,  not  every  subcla- 
vian steal  is  significant.  Possibly  those  pa- 
tients whose  episodes  definitely  are  precipi- 
tated by  exercising  the  involved  arm  are  the 
ones  who  have  a truly  symptomatic  steal.  In 
other  patients  an  associated  carotid  lesion 
may  be  more  significant.  Normally  the  caro- 
tid arteries  provide  about  85  percent  of  the 
cerebral  circulation.21  Correcting  a large 
associated  carotid  plaque  may  improve  the 
cerebral  circulation  more  than  correcting 
the  steal  itself. 

Neither  a single  carotid  nor  a single  ver- 
tebral artery  should  be  considered  as  an  end 
artery  with  a restricted  field  of  supply.8 
Each  not  only  supplies  its  own  territory  but 
helps  the  other  if  it  is  occluded.  Successful 
reconstruction  of  any  of  the  extracranial 
vessels  will  increase  cerebral  collateral  and 
help  prevent  ischemic  symptoms.  Since  the 
carotid  carries  such  a large  percentage  of 
cerebral  flow,  a carotid  endarterectomy,  in 
addition  to  being  a simpler  operation,  often 
is  the  most  effective  one.  Some  authors  rec- 
ommend correcting  all  of  the  extracranial 
occlusions  at  one  operation.  However,  a 
wiser  plan  for  subclavian  steal  patients  who 
have  a coexisting  significant  carotid  lesion 
is  to  do  the  carotid  endarterectomy  first  and 


shows  the  reversed  flow  down  the  right  vertebral  artery 
and  out  the  arm. 
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correct  the  steal  at  a second  operation  only 
if  the  patient  remains  symptomatic. 

Case  Reports 

Case  1. — A 53-year-old  woman  was  first  seen  in 
July,  1963,  because  of  recurring-  blackouts  that  were 
precipitated  by  hanging-  up  clothes,  making-  beds,  or 
driving  a car.  Examination  showed  weak  pulses  in 
each  arm,  a bruit  over  the  left  carotid  bifurcation, 
and  over  both  subclavian  areas.  Blood  pressure  was 
110  mm.  of  mercury  by  palpation  on  the  right  and 
120  mm.  of  mercury  on  the  left.  An  arch  study  on 
July  31,  1963,  showed  a plaque  at  the  left  carotid 
bifurcation,  a left  subclavian  occlusion  without  a 
steal,  and  a right  subclavian  occlusion  with  a steal 
(Fig.  8).  Following  the  arch  study  she  had  hemi- 
paresis  of  the  right  side  which  cleared  in  about  eight 
hours.  On  Aug.  2,  1963,  a left  carotid  endarterec- 
tomy was  performed  without  complications.  Al- 
though she  did  not  have  any  more  blackouts,  a right 
subclavian  endarterectomy  with  a Dacron  patch  was 
performed  on  Sept.  11,  1963.  Postoperatively,  her 
blood  pressure  became  180/100  mm.  of  mercury  in 
the  right  arm  and  110/70  in  the  left.  She  then  re- 
mained well  until  October,  1965.  She  began  having 
recurrent  blackout  spells,  generally  precipitated  by 
exertion  but  without  focal  signs.  Examination  re- 
vealed a right  carotid  bruit.  On  Oct.  21,  1965,  an 
arch  study  (Fig.  9)  showed  the  previous  left  caro- 
tid and  right  subclavian  repairs  to  be  intact.  The 
left  subclavian  occlusion  was  still  present,  probably 
without  a steal,  and  a right  carotid  plaque  had 
developed.  On  Oct.  27  a right  carotid  endarterec- 
tomy was  performed  without  complication.  Subse- 
quent to  this  the  patient  has  remained  asympto- 
matic. 

Comment. — This  case  illustrates  multiple  lesions. 
The  patient  had  a proximal  subclavian  occlusion 


Fig.  9.  Arch  study,  case  1,  1965.  This  shows  that  previous 
repairs  on  the  left  carotid  and  right  subclavian  are  intact. 
Now,  the  patient  has  more  disease  in  the  right  carotid 
and  left  subclavian  arteries. 


without  a steal  as  well  as  one  with  a steal.  Further, 
she  had  the  coexisting  carotid  lesions  which  we 
prefer  to  repair  first. 

Case  2. — A 65-year-old  man  had  increasingly  fre- 
quent dizzy  spells  precipitated  by  working  in  the 
yard  or  driving  a car.  Examination  revealed  a 
weak  pulse  at  the  left  wrist.  Blood  pressure  was 
170/80  mm.  of  mercury  on  the  right  and  130/80  on 
the  left.  Evaluation  of  bruits  was  difficult  because 
of  a harsh,  systolic  murmur  at  the  base  of  the  heart. 
On  Oct.  11,  1965,  an  aortic  arch  study  (Figs.  10,  11) 
showed  some  carotid  disease  bilaterally,  and  a 


Fig.  10.  Early  phase  of  arch  study,  case  2,  showing  a 
proximal  complete  left  subclavian  obstruction.  The  pa- 
tient also  has  some  bilateral  carotid  disease. 


Fig.  11.  Late  phase  of  same  arch  study,  case  2,  showing 
reversed  flow  down  the  left  vertebral  and  out  the  left  arm. 
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proximal  left  subclavian  occlusion  with  a definite 
steal.  On  Oct.  13  a proximal  left  subclavian  endar- 
terectomy with  a venous  patch  graft  was  per- 
formed, through  a sternal  splitting  incision,  in- 
cluding resection  of  the  medial  half  of  the  clavicle. 
Recovery  was  slow  and  considerable  effort  was  re- 
quired to  maintain  a good  airway  during  the  early 
postoperative  period.  The  patient  subsequently  has 
done  well,  has  equal  blood  pressure  in  both  arms, 
and  is  active  without  ischemic  symptoms. 

Comment. — Although  this  patient  has  recovered 


Fig.  12.  Early  phase  of  arch  study,  case  3,  showing  the 
left  proximal  subclavian  occlusion.  Note  severe  reaction 
in  the  apex  of  the  right  chest  from  previous  surgery  and 
radiation  therapy. 


Fig.  13.  Late  phase  of  same  arch  study,  case  3,  shows  re- 
versed flow  down  the  left  vertebral  and  out  the  left  arm. 


well,  the  operative  procedure  was  not  easily  toler- 
ated. Possibly,  a carotid  repair  or  a compromise 
procedure  might  have  been  a wiser  choice. 

Case  3.* — A 67-year-old  man  had  tingling  and 
blackout  spells  with  blurring  of  vision.  There  was 
no  clear  relation  of  the  episodes  to  exertion.  His 
past  history  included  a right  middle  and  lower 
lobectomy  with  postoperative  cobalt  therapy  for 
carcinoma  of  the  lung  in  1962.  His  radial  pulse  on 
the  left  side  was  weak  and  the  blood  pressure  in 
the  left  arm  was  140/80  mm.  of  mercury  compared 
to  160/80  in  the  right  arm.  Carotid  arteriograms 
and  an  aortic  arch  study  showed  a plaque  on  the 
right  internal  carotid  artery  and  a definite  left  sub- 
clavian steal  (Figs.  12,  13),  and  on  Feb.  11,  1965, 
a left  vertebral  ligation  was  performed.  Since  then 
he  has  been  improved,  but  still  has  occasional  black- 
out spells.  There  is  no  recurrence  of  his  tumor  or 
claudication  of  his  left  arm. 

Comment. — The  vertebral  ligation  was  chosen  as 
a compromise  procedure  because  of  his  right  chest 
surgery  and  radiation.  This  patient  has  some  con- 
tinuing symptoms  although  he  is  improved.  He  has 
declined  a proposed  carotid  endarterectomy.  Wheth- 
er or  not  a carotid  endarterectomy  would  have  been 
more  beneficial  is  not  known. 

Conclusions 

The  subclavian  steal  is  an  interesting 
syndrome  characterized  by  reversed  verte- 
bral flow  to  compensate  for  a proximal  sub- 
clavian occlusion.  The  physical  signs  of  a 
subclavian  bruit,  decreased  pulse  rate,  and 
decreased  blood  pressure  in  the  involved 
arm  are  suggestive,  but  the  diagnosis  is 
proven  by  aortic  arch  studies  showing  the 
reversed  vertebral  flow  and  proximal  sub- 
clavian occlusions. 

The  best  therapy  is  direct  arterial  recon- 
struction, if  feasible,  by  a by-pass  graft. 
Occasional  poor-risk  patients  are  better 
treated  with  a compromise  procedure  such 
as  a carotid-subclavian  by-pass  or  a verte- 
bral ligation. 

It  is  unlikely  that  an  isolated  proximal 
subclavian  occlusion  with  a steal  will  cause 
cerebral  symptoms.  Many  of  the  patients 
have  other  associated  extracranial  or  intra- 
cranial atheromatous  lesions  which  contrib- 
ute to  their  cerebral  insufficiency.  Those  pa- 
tients with  large  carotid  plaques  should 
have  the  carotid  repaired  first,  and  then 
have  the  steal  corrected  later  if  they  remain 
symptomatic. 
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Skunk’s  Bite  Is  Worse  Than  His  Odor 

The  appealingly  furry  little  skunk,  whose  odor  discourages  friend- 
ly advances,  also  is  the  most  common  rabies  carrier  in  the  nation.  The 
US  Public  Health  Service  reports  that  skunks  are  more  susceptible 
to  rabies  infection  than  dogs,  and  propagate  the  disease  swiftly  among 
themselves ; once  infected,  they  will  attack  other  animals  and  humans. 

In  Texas,  165  rabid  skunks  were  reported  during  1965;  Texas  is 
second  to  Ohio,  which  had  280  cases.  In  the  nation,  there  were  3,257 
known  cases  of  rabies  in  wild  animals  last  year,  and  1,582  of  them 
were  in  skunks.  Foxes,  bats,  and  raccoons  ranked  next  in  the  fre- 
quency of  reported  cases. 

PHS  spokesmen  urged  that  children  be  warned  that  wild  animals, 
especially  skunks,  can  be  extremely  dangerous. — Health  Insurance 
News,  November,  1966. 
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Analysis  of  Medical  Factors 
In  Fatal  Aircraft  Accidents  in  1965 


Harry  L.  Gibbons,  M.D.;  John  W.  Ellis,  Jr.,  M.D.;  and  Judith  L.  Plechus 


In  a follow-up  study  on  air  accidents  in  the 
Southwest  Region,  the  authors  once  again 
show  that  pilot  consumption  of  alcohol  is 
a major  factor  in  one-third  of  all  fatal  air- 
craft accidents. 

r THE  1964  Southwest  Region 

research  & investigation  statistics  reported  in  Texas 

■ Medicine  in  September,  1965, 

revealed  that  alcohol  was  in- 
volved in  30.3  percent  of  fatal  general  avia- 
tion accidents  in  the  Southwest  Region  of  the 
Federal  Aviation  Agency  in  1964.  This  arti- 
cle reports  the  1965  statistics  and  reveals  an 
incidence  of  31.1  percent.  Otherwise,  clinical- 
ly insignificant  levels  of  carbon  monoxide 
and  hypoxia,  combined  with  alcohol  or  drugs, 
or  both,  may  be  causal  factors  in  pilot  error 
accidents.  Case  histories  involving  these  fac- 
tors, heart  disease,  and  pancreatitis  are 
presented. 

Human  factors  evaluation  is  increasing  in 
importance  in  the  search  for  probable  causes 
of  accidents.  Presentation  of  human  factors 
or  medical  problems  in  flight  to  pilots 
through  the  Flight  Safety  Foundation,  Fed- 
eral Aviation  Agency,  and  other  safety-ori- 
ented groups  is  gaining  momentum  both  to 
decrease  present  accidents  and  to  avoid  fu- 
ture problems  with  the  new  general  aviation 
aircraft. 

A study  of  medical  factors  in  fatal  aircraft 
accidents  which  occurred  in  the  Federal 
Aviation  Agency’s  Southwest  Region  in  1964 
was  reported  in  this  journal  in  September, 
1965. 1 This  study  was  stimulated  by  Harper 
and  Albers2  finding  that  there  was  alcohol 


involvement  in  35.4  percent  of  fatal  general 
aviation  accidents  in  the  nation  in  1963  on 
the  basis  of  a 33  percent  sampling.2  The 
1964  Southwest  Region  report  revealed  a 
30.3  percent  involvement  on  the  basis  of 
blood  alcohol  studies  in  56  cases,  or  a 65  per- 
cent sampling,  of  the  86  fatal  aircraft  acci- 
dents.1 Autopsies  were  performed  in  66 
cases,  or  76.7  percent.  In  1965,  blood  alcohol 
studies  were  performed  in  61  cases,  or  80.2 
percent,  of  the  76  fatal  aircraft  accidents, 
and  alcohol  was  involved  in  31.1  percent  of 
the  cases.  (Cases  of  embalming  or  where 
excessive  delays  precluded  accurate  results 
were  rejected.) 

The  1965  data  regarding  measured  alcohol 
revealed  a disappearance  of  the  100  to  150 
mg.  per  100  ml.  peak,  with  greater  increase 
noted  in  levels  below  100  mg.  per  100  ml. 
(Fig.  1). 

The  Pilot  Class  Distribution  in  19641  re- 
vealed more  student  pilots  involved  in  alcohol 
accidents  than  one  would  expect  on  the  basis 
of  the  null  hypothesis.  Harper  and  Albers 
also  found  greater  than  expected  student 
pilot  participation  in  the  accidents  with  de- 
monstrable blood  alcohol  levels.2  The  1965 
data,  however,  revealed  greater  private  pilot 
involvement  (57.8  percent  in  the  alcohol 
group  versus  36.8  percent  of  the  non-alcohol- 
related  accidents)  (Fig.  2).  This  increase 
in  private  pilot  involvement  is  manifest  even 
in  a combination  24-month  study.3 

Distribution  Based  on  Pilot  Experience 
(Fig.  3)  shows  a sharp  increase  in  alcohol- 
involved  accidents  in  the  51-  to  100-hour 
group  in  1965  as  compared  with  the  1964 
study.  Also  noted  is  a significant  decrease  of 
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alcohol-related  accidents  in  the  101-  to  200- 
hour  group  over  the  previous  year. 

Fig.  4,  Distribution  by  Pilot  Age,  again  re- 
veals a surprising  finding  of  twice  the  ex- 
pected involvement  in  alcohol  accidents,  and 
more  than  expected  involvement  in  the  over- 
all accidents  in  the  45  to  54  age  group.  This 
age  group  constitutes  about  16.4  percent  of 
the  U.S.  pilot  population  (on  the  basis  of 
the  1965  national  age  breakdown4),  and  we 
have  no  reason  to  believe  that  there  is  a 
significant  difference  between  the  South- 
west Region  and  the  nation  as  a whole.  The 
authors  believe  that  this  older  age  group, 
compared  to  a similar  size  group  (20  to  24) 
has  greater  exposure  both  in  total  flight 
time  and  to  weather  problems  encountered 
in  cross-country  flights,  but  not  sufficient 
exposure  to  explain  such  a significant  dif- 
ference. 

In  Duration  of  Flight  (Fig.  5)  Harper  and 
Albers  noted  that  47  percent  of  the  alcohol- 
involved  accidents  had  flight  durations  of  18 
minutes  or  less.2  The  1964  Southwest  data 
revealed  that  the  flights  involving  82  per- 
cent of  the  alcohol-associated  accidents  and 
52  percent  of  the  non-alcohol-associated  ac- 
cidents1 lasted  60  minutes  or  less.  In  1965, 
a reversal  was  seen  in  that  68.4  percent  of 
the  accidents  where  alcohol  was  involved 
and  73.7  percent  of  the  non-alcohol-related 
accidents  resulted  from  flights  lasting  60 
minutes  or  less. 

In  1964,  73  percent  of  the  total  accidents 
occurred  in  the  daytime  and  26.7  percent  at 
night  with  alcohol  involved  in  52.9  percent  of 
the  night-time  accidents.1  In  1965,  32.9  per- 
cent of  the  total  accidents  occurred  at  night 
with  alcohol  involvement  in  42.2  percent 
(Fig.  6). 

In  general  there  is  less  difference  between 
the  two  accident  groups  than  was  noted  last 
year.  For  example,  day  versus  night  flight, 
pilot  age,  and  the  blood  alcohol  levels  are 
lower.  However,  a comparison  of  alcohol  ver- 
sus the  non-alcohol-associated  accidents  in  a 
two-year  study3  still  reveals  a significant 
difference  in  certain  age  groups,  excessive 
alcohol  accidents  at  night,  and  greater  than 
expected  private  pilot  involvement,  and  50 
to  100-hour  pilot  experience  involvement  ver- 
sus pilots  with  less  than  50  hours  or  more 
than  100  hours  flight  experience. 

Case  Histories 

Case  1. — A 39-year-old  commercial  pilot  crashed 
about  one  hour  after  takeoff  on  an  evening  cross- 
country business  flight.  The  aircraft  was  observed 
to  make  several  slow  descending  turns,  pull  up  once 


abruptly  just  above  the  ground,  apparently  stall, 
and  crash.  Weather  was  not  a factor;  and  although 
he  was  on  a visual  flight  rules  ( VFR)  flight  plan, 
he  did  not  radio  for  assistance.  Autopsy  revealed 
acute,  extensive  pancreatitis. 

Case  2.  Approximately  1 hour  and  45  minutes 
after  takeoff  on  a business,  cross-country  flight  in 
minimum  VFR  weather,  a 43-year-old  pilot  crashed 
and  was  killed.  An  autopsy  revealed  severe  arterio- 
sclerosis of  the  coronary  arteries;  and  in  an  area 
of  the  left  descending  branch  an  arteriosclerotic 
plaque  occluded  the  lumen  approximately  90  per- 
cent. The  pathologist  also  found  several  atheroma- 
tous plaques  on  the  intimal  surface  of  the  aorta 
which  were  most  obvious  in  the  abdominal  aorta. 
A search  disclosed  no  record  of  a pilot’s  license 
ever  having  been  issued  to  this  man. 

Case  3. — A 62-year-old  commercial  pilot  (with 
more  than  2,100  hours  of  flying  time)  and  his  five 
passengers  were  on  a cross-country  flight  enroute  to 
a business  convention.  At  approximately  9:45  p.m. 
on  the  last  leg  of  the  13-hour  flight,  the  aircraft 
crashed  in  a wooded  area  killing  all  aboard.  Human 
factors  evaluation  revealed  a history  of  diabetes 
mellitus,  not  under  control  (a  two-hour  glucose 
tolerance  test  taken  five  months  prior  to  the  acci- 
dent was  228  mg.  per  100  ml.  The  line  boy  at  their 
last  stop  said  the  pilot  told  him  he  had  been  flying 
approximately  11  hours  and  skirting  poor  weather. 
He  said  the  pilot  appeared  tired  and  did  not  eat 
supper  with  the  others,  but  instead  took  a 20-minute 
nap.  The  investigation  disclosed  no  mechanical  mal- 
function ; no  autopsy  could  be  performed  and  toxi- 
cologic studies  were  inconclusive  due  to  fragmented 
remains  and  lack  of  positive  identification. 

Case  U- — At  approximately  11:45  p.m.,  an  air- 
craft struck  the  static-cable  of  a powerline  about 
96  feet  above  the  ground  on  a final,  five-mile  ap- 
proach to  an  airport,  and  crashed  in  a vertical 
position  killing  all  four  occupants.  This  relatively 
new,  39-year-old  private  pilot  had  approximately  73 
hours  of  total  flying  time.  Investigation  of  the  ac- 
cident revealed  the  four  occupants  had  been  drink- 
ing in  a cafe  and  the  pilot  was  overheard  to  say, 
“Well,  if  I’m  going  to  fly  that  plane,  I’d  better  have 
another  drink.”  They  opened  a new  bottle,  which 
was  found,  two-thirds  empty,  in  the  wreckage.  The 
pilot’s  blood  alcohol  was  230  mg.  per  100  ml.  and 
the  three  passengers’  alcohol  levels  were  70  mg. 
per  100  ml.;  5 mg.  per  100  ml.;  and  0. 

Case  5. — At  7 p.m.,  a 35-year-old  commercial  pilot 
with  approximately  4,000  hours  of  total  flying  time 
was  killed  when  he  flew  his  aircraft  into  a grove  of 
cypress  trees,  cutting  through  them  for  227  feet. 
The  pilot  was  on  a business,  cross-country  flight  (of 
approximately  four  hours’  duration),  weather  was 
no  factor,  and  the  engine  and  propeller  indicated 
they  were  developing  full  power.  Blood  alcohol  was 
180  mg.  per  100  ml. 

Case  6. — A 39-year-old  private  pilot  with  935 
hours  of  total  flying  time  and  his  passenger  were 
on  the  return  leg  of  a cross-country  flight  and  as 
it  was  getting  dark  they  decided  to  spend  the  night 
at  a city  enroute  before  proceeding  home.  However, 
after  spending  several  hours  in  a tavern,  they 
changed  their  minds,  took  off  at  2:10  a.m.  and 
crashed  approximately  30  minutes  later  in  flat,  level 
country.  The  pilot’s  blood  alcohol  level  was  125  mg. 
per  100  ml.  and  the  passenger’s  level  was  170  mg. 
per  100  ml.  Of  interest  also  were  their  carbon 
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monoxide  levels,  17.2  percent  and  19.1  percent.  There 
was  no  fire;  however,  the  investigators  found  a 
small  pinhole  in  the  heater  muff. 

Case  7. — A 48-year-old  pilot  and  his  passenger 
were  killed  when  their  single  engine  aircraft  struck 
a mountain  at  9,400  feet  altitude  while  on  a cross- 
country flight  in  marginal  VFR  weather.  The  pilot’s 
blood  alcohol  was  68  mg.  per  100  ml.,  and  a car- 
boxyhemoglobin  level  of  25  percent  was  found. 

Causes  of  Accidents 

The  authors  believe  that  single,  other  clini- 
cally insignificant  factors,  in  combination, 
may  well  be  the  unsuspected  cause  of  acci- 
dents otherwise  ascribed  to  pilot  error.  In 
some  accidents,  alcohol  alone  seems  to  be  a 
major  problem,  and  the  Southwest  Region  is 
attempting  to  furnish  pilot  groups  with  in- 
formation pertaining  to  all  medical  hazards 
of  flight  including  alcohol.  It  is  thought  that 
those  persons  who  feel  they  can  drive  home 
from  a cocktail  party  would  not  attempt  to 
fly  if  they  were  aware  of  the  significant 
added  hazards  associated  with  drinking  and 
flying.  However,  as  some  of  these  case  his- 
tories demonstrate,  a person  may  make  the 
decision  to  fly  when  judgment  is  already 
impaired  by  the  use  of  alcohol  and  the  only 
means  of  decreasing  this  type  of  accident 
would  be  to  decrease  the  use  of  alcoholic 
beverages.  It  is  not  anticipated  that  the  Fed- 
eral Aviation  Agency  will  attempt  to  do  this. 

Aviation  groups  have  various  opinions  on 
the  best  solution  to  this  problem.  At  least 
one  large  pilot  organization  is  opposed  to 
legislative  action.  They  have  not  accepted  the 
fact  that  one-third  of  the  fatal  accidents 
have  alcohol  involved,  since  by  their  inter- 
pretation, this  infers  that  a third  of  all  pri- 
vate pilots  drink  and  fly.  This  is  based  on  a 
misunderstanding.  If  one  third  of  pilots  did 
drink  and  fly,  we  would  expect  alcohol  to  be 


involved  in  one  third  of  all  accidents.  How- 
ever, everyone  agrees  that  less  than  1 per- 
cent and  possibly  as  low  as  one-tenth  of  1 
percent  of  pilots  drink  and  fly,  yet  this  group 
is  involved  in  one-third  of  the  fatal  accidents. 
This  cannot  be  ignored  since,  statistically 
speaking,  a person  is  50  times  more  likely  to 
be  involved  in  a fatal  accident  when  drinking 
and  flying.  (The  figures  are  computed  on  an 
accepted  assumption  that  six-tenths  of  1 per- 
cent of  pilots  drink  and  fly.)5  If  this  acci- 
dent-associated factor  could  be  decreased  by 
education  or  legislation,  it  would  result  in  a 
saving  of  lives  and  dollars  and  decreased 
cost  of  aviation  to  participants.  With  each 
improvement  in  the  already  commendable 
general  aviation  safety  record,  it  will  be- 
come more  apparent  to  the  non-aviation 
community  that  flying  is  the  safest  form  of 
transportation  available. 
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Dimethyl  Sulfoxide  in  Dermatology 

M.  Allen  Forbes,  Jr.,  M.D.;  Edward  M.  Shapiro,  M.D.;  and  Mac  Brannen,  M.D. 


The  therapeutic  effect  of  dimethyl  sulfoxide 
with  fluocinolone  acetonide  was  studied  in 
112  patients  with  various  dermatological  dis- 
eases. In  inflammatory  epidermal  disease, 
the  response  was  poor.  The  drug  showed  some 
promise  of  effectiveness  against  diseases  hav- 
ing a primarily  dermal  component,  and  it 
merits  further  investigation. 

f 1 A DRUG  WHICH  could  en- 

research  s investigation  hance  the  effectiveness  of  topi- 

■ cal  steroid  therapy  would  have 
wide  clinical  use  in  dermatolo- 
gy. One  new  product  which  may  fulfill  such 
a promise  is  dimethyl  sulfoxide  (DMSO),  a 
drug  so  versatile  that  it  is  difficult  to  deter- 
mine what  its  proper  use  should  be.  We  have 
studied  the  effect  of  combining  DMSO  with 
fluocinolone  for  the  treatment  of  certain 
dermatologic  conditions  and,  in  particular, 
the  effect  of  such  therapy  on  diseases  which 
are  not  amenable  to  treatment  with  other 
topical  medications. 

The  treatment  of  psoriasis  and  other  recal- 
citrant dermatoses  with  topical  steroids  has 
not  been  notably  effective  except  after  occlu- 
sion with  impervious  material  such  as  plas- 
tic wrap.  Vickers1  postulates  that  the  occlu- 
sion of  steroid  establishes  a reservoir  of 
drug  in  the  stratum  corneum.  The  slow,  con- 
tinuous release  of  drug  from  this  reservoir 
may  well  account  for  the  effectiveness  of 
this  mode  of  therapy.  This  method  of  treat- 
ment has  been  in  vogue  for  the  last  few  years 
and,  while  usually  effective,  it  often  gives 
rise  to  side  effects  such  as  folliculitis,  yeast 
infections,  and  an  unpleasant  odor  when  the 
occlusive  dressing  is  removed.  In  certain 


areas  of  the  body  this  mode  of  therapy  is 
so  mechanically  difficult  that  it  is  not  ef- 
fective. 

Recently,  the  solvent  DMSO  has  been 
found  by  Stoughton2’ 3 to  effect  a steroid  res- 
ervoir in  the  skin  without  the  necessity  of 
occlusion.  This  reservoir  remains  for  16  days 
and  resists  soap  and  water  and  alcohol.  The- 
oretically, this  characteristic  of  DMSO  should 
make  its  combination  with  fluocinolone  an 
ideal  treatment  for  stubborn  dermatoses. 

Although  DMSO  has  been  known  and 
used  as  an  industrial  solvent  for  a number 
of  years,  its  medical  use  has  been  studied 
only  since  1959.  As  is  often  the  case  in  medi- 
cine, a preparation  which  has  been  available 
for  some  time  has  been  found  beneficial  in 
conditions  other  than  the  one  for  which  it 
was  originally  used. 

Physical  Properties 

DMSO  has  unique  properties  which  led  to 
its  investigation  as  a possible  therapeutic 
agent  for  skin  diseases.  It  passes  through 
intact  cellular  membranes  with  greater  fa- 
cility than  any  other  known  substance  with 
the  possible  exception  of  water.  In  addition, 
it  enhances  the  penetration  of  certain  chemi- 
cal agents  through  the  urinary  bladder  of 
animals  and  through  the  intact  skin  of 
man.4  The  topical  pharmacology  and  toxi- 
cology of  DMSO  has  been  investigated  by 
Kligman,  and  the  reader  is  referred  to  this 
comprehensive  report.5’ 6 

DMSO  also  appears  to  have  some  intrinsic 
therapeutic  properties.  It  has  been  reported 
to  have  anti-inflammatory,  antipruritic,  and 
analgesic  effects.  After  it  is  applied  to 
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Table  1. — Results 

of  Treatment 

with 

90%  DMSO 

with  Fluocinolone. 

' 

Disease  Studied 

Cases  Excellent  Moderate 

Slight  or 
None 

Worse 

Lost  to 
Follow-up 

Acne  (cystic) 

2 

2 

Alopecia  areata 

12 

4 

6 

1 

Alopecia,  diffuse 

1 

1 

1 

Alopecia  totalis  (scalp) 

2 

2 

Burn  (3rd  degree) 

1 

1 

Dermatitis  papillaris  capillitii 

1 

1 

Eczema  (eczematous  dermatitis) 

4 

1 

1 

1 

Erythema  multiforme  perstans 

1 

1 

I 

Granuloma  annulare 

3 

3 

Herpes  simplex 

1 

1 

Herpes  zoster 

1 

l 

Herpes  zoster  (neuralgia) 

1 

1 

Stasis  ulcer,  leg 

3 

1 

Leukoplakia 

2 

1 

1 

Lichen  planus 

7 

3 

3 

Lichen  simplex  chronicus 

7 

4 

2 

1 

Chronic  discoid  lupus 

erythematosus 

8 

5 

3 

Prurigo  nodularis 

1 

1 4 

Psoriasis 

Scleroderma  (morphea) 

45 

2 

8 

16 

12 

o 

5 

4 

Soft  corn 

1 

Synovial  cyst 

5 

2 

I 

Q 

Verruca 

1 

O 

Totals 

112 

33 

37 

27 

8 

1 

7 

bruises,  strains,  and  sprains,  the  patient 
frequently  notes  prompt  relief  of  pain  and 
reduction  in  swelling-. 

Chemical  Properties 

The  chemical  structure  of  DMSO  does  not 
give  any  hint  as  to  its  possible  mode  of  ac- 
tion. The  structure  is  similar  to  that  of  ace- 
tone, with  sulfur  replacing  the  carbon  atom. 
The  color  is  generally  clear,  and  the  odor 
ranges  Irom  none  to  sulfurous,  depending  on 
the  purity.  In  the  body,  DMSO  is  apparently 
metabolized  to  dimethylsulfone  which  gives 
rise  to  an  oyster-like  or  sulfur-like  odor  to 
the  breath. 

Method  of  Study 

In  this  study,  private  patients  were  select- 
ed who  had  diseases  thought  to  be  amenable 
to  treatment  with  DMSO,  and  who  were 
willing  to  participate  in  the  experiment.  The 
procedure  followed  in  testing  was  the  single 
blind  method.  In  this,  the  physician  knew 
the  preparation  being  used  but,  in  general, 
the  patient  did  not.  The  paired  comparison 
method  was  used  in  selected  cases  when 
there  were  symmetrical  lesions  or  two  or 
more  lesions  of  about  the  same  size  and  de- 
gree of  severity.  The  preparation  to  be  evalu- 
ated was  90  percent  DMSO  with  0.025  per- 


cent fluocinolone  acetonide.  The  solution  was 
furnished  in  a one-ounce,  brown  bottle  and 
the  patient  was  instructed  to  massage  the 
solution  into  the  affected  area  for  30  seconds 
with  a cotton-tipped,  wood  applicator.  The 
frequency  of  application  varied  from  two  to 
four  times  daily.  Ninety  percent  DMSO  in  a 
two-ounce,  brown  bottle  and  0.025  percent 
fluocinolone  acetonide  solution  in  a 20  cc. 
plastic  squeeze  bottle  were  supplied  for  com- 
parison when  applicable. 

Results 

We  studied  112  patients  with  various 
types  of  dermatoses.  There  was  excellent  re- 
sponse in  33,  improvement  in  37,  slight  or 
no  improvement  in  27,  and  worsening  of  dis- 
ease in  8.  Seven  patients  were  lost  to  follow- 
up (Table  1).  The  largest  group  of  patients 
(45)  had  psoriasis.  Of  these,  at  least  24  im- 
proved. Five  patients  were  worse  after  the 
study,  and  four  were  lost  to  follow-up. 

Diseases  in  which  the  combination  of 
DMSO  and  fluocinolone  appeared  to  be  ef- 
fective (Table  1)  were  chronic  discoid  lupus 
erythematosus,  alopecia  areata,  and  granu- 
loma annulare.  There  were  too  few  cases  of 
other  diseases  in  this  study  to  warrant  sig- 
nificant conclusions.  In  14  cases,  90  percent 
DMSO  without  fluocinolone  was  used.  Be- 


70 


TEXAS  MEDICINE 


Table  2. — Results  o f Treatment  ivith  90' DMSO  Without  Fluocinolone. 


Disease  Studied 

No. 

Cases 

1 

improvement 

Moderate 

Worse 

Lost  to 
Follow-up 

Excellent 

Slight  or 
None 

Eczema  vaccinatum 

1 

1 

Granuloma  annulare 

1 

1 

Raynaud’s  disease 

1 

1 

Scleroderma 

3 

3 

Stasis  ulcer,  leg 

1 

1 

Synovial  cyst 

1 

1 

Urticaria  pigmentosa 

2 

1 

1 

Verruca 

4 

2 

1 

1 

Totals 

14 

1 

7 

2 

2 

2 

cause  of  the  small  number  of  patients  treat- 
ed, the  results  are  not  conclusive  (Table  2). 

Side  Effects 

The  side,  effects  encountered  in  this  study 
were  generally  rather  minor.  They  consisted 
of  a burning  sensation  after  application,  oy- 
ster odor  of  the  breath,  bad  taste  in  the 
mouth,  excessive  drying,  irritation  of  ecze- 
ma, and  one  possible  allergic  reaction  mani- 
fested by  papular  dermatitis.  Side  effects 
were  reported  by  56  patients ; the  most  com- 
mon one  was  a burning  sensation  after  ap- 
plying the  medication.  This  often  was  mild 
and  usually  did  not  necessitate  withdrawal 
of  medication.  None  of  the  patients  com- 
plained of  visual  abnormalities. 

Conclusions 

As  a result  of  these  investigations,  we 
must  conclude  that  DMSO  is  not  a panacea 
for  all  dermatologic  ills.  In  some  diseases, 
notably  psoriasis  and  eczema,  the  effective- 
ness was  no  greater  than  might  have  been 
expected  from  the  application  of  the  steroid 
alone. 

Conditions  with  a viral  etiology  such  as 
verrucae,  herpes  simplex,  and  herpes  zoster 
were  not  improved.  Our  one  patient  with 
post-herpetic  neuralgia  did  not  improve. 

We  were  impressed  by  the  fact  that  the 


best  results  were  in  diseases  having  a pre- 
dominately dermal  component  such  as  gran- 
uloma annulare  and  chronic  discoid  lupus 
erythematosus.  Perhaps  DMSO  causes  the 
steroid  to  penetrate  the  epidermis  too  rapid- 
ly to  have  an  effect  at  that  site.  Conceivably, 
variations  in  concentration  of  the  active 
drug  could  change  the  site  of  its  effect. 

This  investigation  raises  many  more  ques- 
tions than  it  answers,  and  further  study  will 
have  to  be  done  before  DMSO’s  place  in  der- 
matology is  established. 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


“A  steroid-nutritional  compound 
(Mediatric)  was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


“Mediatric  (steroid-nutritional  compound) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612  (Oct.)  1957. 


“Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins)  may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 
Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood"  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 
Each  MEDIATRIC  Tablet  or  Capsule  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg 

Methyltestosterone  2.5  mg 

Ascorbic  acid  100.0  mg 

Cyanocobalamin 2.5  meg 

Intrinsic  factor  concentrate  8.0  mg 

Thiamine  mononitrate  10.0  mg 

Riboflavin  5.0  mg 

Niacinamide  50.0  mg 

Pyridoxine  HC1 3.0  mg 

Calc,  pantothenate  20.0  mg 

Ferrous  sulfate  exsic 30.0  mg 

Methamphetamine  HC1  1.0  mg 

*Orally  active,  water-soluble  conjugated  estrogens  derived  from 

pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910—  MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017-  Montreal,  Canada 
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OFFICE  MANAGEMENT 


Personnel  Management  Plan 
Can  Aid  Practicing  Physician 

Robert  C.  Bohlmann 


As  his  own  personnel  director,  the  physician 
sometimes  finds  suddenly  that  as  his  practice 
has  grown,  his  office  staff  and  his  office 
problems  have  multiplied.  A careful  plan  for 
personnel  can  save  many  hours  of  unhappi- 
ness and  improve  efficiency. 

^\s  A PRACTICE  management  consultant, 
the  author  is  called  into  doctors’  offices  for 
a variety  of  reasons : low  collections,  practice 
erosion,  high  expense,  to  name  a few.  It  is 
not  unusual  for  an  analytical  survey  to  re- 
veal such  specific  concerns  as  being  symp- 
toms of  an  underlying  personnel  problem. 
Low  collections,  for  instance,  may  not  be  at- 
tributed to  inadequacy  of  business  office 
systems,  but  identified  as  the  result  of  hav- 
ing selected  the  wrong  employee  as  cashier. 
The  root  of  an  erosion  problem  often  is  a 
condescending,  obnoxious  receptionist  whose 
approach  is  that  of  a civil  servant  dispens- 
ing favors  to  the  patient.  A high  expense 
ratio,  particularly  in  a multi-doctor  clinic, 
may  be  attributed  to  an  ill-defined  organi- 
zation which  grew  like  Topsy  as  its  members 
were  progressively  added  to  the  group. 

Management  of  a medical  office  is  di- 
verse; the  doctor  wears  many  hats,  one  la- 
beled “Personnel  Director.”  The  degree  to 
which  he  is  effective  may  have  a direct  re- 
flection upon  the  professional  and  economic 
satisfaction  derived  from  practice.  The  fact 
that  a doctor  occasionally  neglects  this  role 
is  understandable.  Upon  entering  practice,  a 
young  doctor  will  usually  hire  one  girl  as  his 
overall  assistant.  Time  permits  a close  work- 
ing rapport,  and  reliance  upon  a known 
quantity  develops.  This,  in  turn,  masks  the 


problems  that  evolve  with  the  addition  of 
staff  members.  The  doctor  becomes  busier 
and  does  not  recognize  difficulties  until 
some  of  the  enumerated  symptoms  begin  to 
materialize. 

Personnel  management  is  a science  unto 
itself.  Social  legislation  is  precipitating  an 
increased  impact,  and  most  companies  of 
any  consequence  employ  full-time  profes- 
sionals to  formulate  and  administer  policy. 
The  purpose  of  this  article  is  to  create  an 
awareness  of  the  basic  concepts  applicable  to 
the  administration  of  a medical  practice  or 
clinic.  The  techniques  of  creating  a job  de- 
scription, hiring,  organization  of  staff,  for- 
mulation of  a personnel  policy,  development 
of  a wage  and  benefit  program,  and  continu- 
ation of  effective  communications  will  be  re- 
viewed. The  degree  of  formal  implementa- 
tion will  vary,  but  recognition  may  stimulate 
beneficial  loose  application,  which  is  gener- 
ally sufficient  within  a small  office. 

Job  Description 

Neglect  of  this  initial  step  can  be  instru- 
mental in  perpetuating  a doctor’s  difficul- 
ties. The  man  who  telephones  an  employ- 
ment agency  to  send  over  a girl,  and  who 
hires  that  girl  on  the  spot,  is  sowing  the 
seeds  for  progressive  headaches.  If  prelimi- 
nary thought  is  given  to  need,  the  doctor  will 
stand  a better  chance  of  matching  job  re- 
quirements to  candidate.  A job  description 
is  a brief  delineation  of  duties.  It  need  not 
be  elaborate,  nor  written,  and  is  merely  an 
explanatory  framework  of  responsibilities. 

Job  definition  plays  the  secondary  role  of 
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assisting  the  doctor  in  determining  those 
personal  characteristics  w h i c h his  em- 
ployees must  possess.  For  example,  front  of- 
fice personnel  should  be  extroverted;  this  is 
less  important  in  a nurse.  The  business  as- 
sistant must  be  pleasantly  aggressive.  Her 
task  is  to  motivate  patients  toward  a direc- 
tion they  may  not  wish  to  travel,  such  as  by 
promoting  the  willing  acceptance  of  an  al- 
ternate appointment  time  or  payment  of  an 
outstanding  account.  Anyone  meeting  the 
public  should  be  emotionally  stable,  gracious, 
well-groomed,  and  mature.  Age  is  not  always 
a determining  factor. 

Hiring 

Employment  is  a series  of  successive 
steps:  solicitation,  application,  screening, 
and  agreement. 

Solicitation,  or  the  attraction  of  appli- 
cants, is  generally  much  easier  within  a 
larger  city.  The  city  attracts  and  holds  a 
mobile  job  nucleus,  whereas  less  flexibility 
exists  in  rural  areas.  City  applicants  are 
available  from  employment  agencies,  pro- 
fessional associations,  or  can  be  attracted 
via  a blind  listing  in  the  paper.  Classified 
advertisement  giving  brief  job  description 
and  requesting  a written  reply  to  a num- 
bered box  precludes  nuisance  calls  and  per- 
mits controlled  interview  time  limited  to 
those  appearing  to  possess  satisfactory  qual- 
ifications. In  less  concentrated  population 
areas,  the  hospital  employment  office  can  be 
a source  of  applicants  or  one  must  occasion- 
ally resort  to  word  of  mouth. 

Time  invested  in  screening  of  applicants 
is  well  invested ; the  interview  of  several  will 
provide  a basis  for  comparison.  An  applica- 
tion form  is  a most  effective  tool.  Its  purpose 
is  to  provide  an  orderly  format  on  which  all 
pertinent  information  is  requested  and  re- 
tained for  later  review.  After  having  inter- 
viewed five  girls,  it  may  be  difficult  to  dif- 
ferentiate between  the  dumb  blonde  or 
shapely  redhead — at  least  in  terms  of  quali- 
fications. Notes,  made  on  the  application, 
may  set  the  score  straight. 

A good  application  form  need  not  be  com- 
plicated. Information  pertaining  to  minor 
children,  health  record,  and  transportation 
will  disclose  a potential  tardiness  or  absentee 
problem.  Educational  background  and  work 
experience  may  indicate  qualifications. 
Character  may  be  determined  during  the  in- 
terview by  interrogation  regarding  inter- 
ests, hobbies,  and  objectives.  Prior  to  hiring, 
most  recent  references  will  provide  an  ele- 


ment of  confirmation,  but  permission  must 
always  be  requested  of  the  applicant  before 
contact  is  made. 

Actual  hiring  is  a verbal  agreement  be- 
tween the  employer  who  offers  a salary  and 
certain  working  conditions  in  return  for  the 
employee’s  performance  in  a prescribed 
manner.  Simply  stated,  this  is  the  time  when 
it  is  to  the  doctor’s  advantage  to  create  an 
understanding  regarding  what  he  expects. 
Herein,  the  foundation  for  a future  team  re- 
lationship is  established. 

Organization 

As  office  staff  grows,  efficiency  per  per- 
son will  diminish  because  of  reduced  incen- 
tive, overlapping  duties,  jealousy,  and  the 
natural  process  of  communication  as  two  or 
more  women  are  placed  in  immediate  prox- 
imity. The  degree  to  which  efficiency  is  lost 
depends  upon  the  caliber  of  employee,  ad- 
ministrative leadership,  and  office  morale  in 
general.  Where  organization  begins  to  grow, 
control  is  exercised  by  creating  an  under- 
standing among  staff  regarding  the  role 
each  member  plays  and  how  she  relates  to 
the  team  as  a whole.  If  this  is  portrayed 
graphically,  the  result  is  an  organization 
chart.  In  the  absence  of  definition,  a prob- 
lem may  be  difficult  to  detect  while  simul- 
taneously being  compounded  by  buck-pass- 
ing or  breakdown  in  general  morale.  Pin- 
pointed responsibility  permits  ready  evalua- 
tion ; the  employee  may  be  overloaded,  un- 
qualified, or  unwilling. 

Personnel  Policy 

The  job  description  defines  an  employee’s 
duties,  the  organization  chart  establishes 
the  employee’s  role  on  the  team,  but  the  per- 
sonnel policy  serves  as  a comprehensive 
guideline  for  all  employees.  A personnel  poli- 
cy delineates  that  which  the  staff  may  ex- 
pect: vacation,  sick  leave,  insurance,  and 
other  benefits.  It  will  also  make  known  the 
employer’s  wishes  regarding  attendance, 
grooming,  public  relations,  and  the  confi- 
dential nature  of  office  business.  If  the  poli- 
cy is  written,  the  chance  of  later  misunder- 
standing is  minimized.  This  may  not  be  nec- 
essary in  the  small  office,  but  is  a definite 
asset  when  staff  exceeds  three. 

Uniformity  of  treatment  is  essential  to 
continued  morale.  The  complaints  that  “Dr. 
Black’s  nurse  is  receiving  three  weeks’  vaca- 
tion, while  I only  get  two,”  or  “The  nurses 
get  a half  day  off  while  we  front  office  girls 
don’t,”  are  most  common  and  can  lead 
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toward  jealousy  or  the  breakdown  of  inter- 
office rapport.  Where  senior  employees  are 
given  preference,  the  progressive  stages  of 
benefits  should  be  clearly  defined  in  order  to 
avoid  misunderstanding. 

Wages  and  Benefits 

The  question  of  what  staff  members 
should  be  paid  is  not  easily  answered.  Pay 
scale  is  dependent  upon  a number  of  fac- 
tors: community  level  for  similar  employ- 
ment, degree  of  experience,  availability  of 
candidates,  and  desirability  of  the  job.  Wage 
levels  in  many  locations  are  at  this  moment 
in  a state  of  flux.  Minimum  wage,  govern- 
mental and  union  pressure,  compounded  by 
a tight  labor  market,  are  creating  an  ele- 
ment of  uncertainty  and,  in  some  instances, 
adversely  affecting  incentive.  Although,  for 
women,  pay  is  usually  secondary  to  desirable 
working  conditions,  it  must  not  be  neglected. 

Specific  wage  scale  guidelines  are  avail- 
able from  colleagues,  employment  agencies, 
or  hospital  personnel  offices.  A good  salary 
policy  is  one  which  starts  at  a low,  but  com- 
petitive level,  and  progressively  increases  at 
undefined  intervals.  A beginning  hiring  sal- 
ary is  usually  based  upon  the  employee’s 
level  at  her  previous  job,  or  the  community 
rate  if  unemployed,  with  a promised  increase 
after  a specified  trial  period.  Subsequently, 
raises  are  best  left  discretionary,  thereby 
providing  an  incentive  factor.  Knowledge 
that  salary  increases  are  given  at  fixed  in- 
tervals (Christmas,  for  example)  places  the 
doctor  in  a position  of  automatically  taking 
action  or  experiencing  an  adverse  reaction. 
While  the  author  advocates  a better  than 
average  salary  for  proved  employees,  there 
is  an  economic  upper  limit.  Raises,  when 
given,  should  not  be  token.  One  doctor  who 
hired  his  bookkeeper  at  an  exceptionally 
high  level,  leaving  no  room  for  growth,  was 
surprised  when  she  quit  after  having  re- 
ceived a $5  increase. 

For  women,  fringe  benefits  might  be 
classified  as  third  in  importance,  following 
working  conditions  and  salary.  This  factor 
has  not  played  as  dominant  a role  in  the  doc- 
tor’s office  as  it  has  in  other  segments  of 
the  business  community.  Benefit  considera- 
tions in  a medical  office  are  generally  limit- 
ed to  vacation,  some  sick  leave,  and,  occa- 
sionally, health  insurance.  We  may,  however, 


see  increased  emphasis  on  fringes  as  pres- 
sure is  directed  toward  hospitals. 

Communications 

Continuous  organizational  harmony  is 
nurtured  by  a two-way  flow  of  information 
between  employer  and  employee — bilateral 
communication.  It  is  not  unusual  to  hear 
complaints  such  as  “The  doctor  is  too  busy 
to  discuss  it,”  or  “The  doctor  doesn’t  want 
to  hear  about  office  problems.”  Where  these 
are  heard,  office  efficiency  and  morale  is 
usually  at  a low  ebb. 

The  communication  link  is  established 
when  an  employee  is  hired.  It  should  not  end 
there.  A sales  manager  of  a medium-sized 
corporation  recently  expounded  on  the  value 
of  sales  meetings  as  his  tool  for  periodically 
rejuvenating  a sales  force  and  as  a time  to 
disseminate  management  policy  and  to  allow 
the  men  to  ventilate  their  thoughts.  In  being 
allowed  to  contribute,  the  salesman’s  ego  is 
inflated  and  the  information  passed  on  can 
be  vitally  important,  frequently  including 
data  concerning  a competitive  product  or  a 
cost  reduction  idea.  This  sales  manager  rec- 
ognized the  value  of  listening  to  those  closest 
to  the  day-by-day  operation.  His  philosophy 
is  equally  applicable  to  the  medical  office. 

Bilateral  communications  need  not  imply 
an  “open  door”  policy  with  complete  disre- 
gard for  time.  It  does  mean,  however,  con- 
trolled approach  whereby  a schedule  is  es- 
tablished for  periodic  staff  meetings  and 
conferences  with  key  personnel.  Meetings 
should  be  conducted  on  a routine  basis  with 
staff  encouraged  to  maintain  notes  between 
intervals  on  items  they  wish  to  discuss.  This 
will  insure  productive  meetings  and  preclude 
spontaneous,  untimely  interruptions  during 
the  interim. 

In  conclusion,  it  must  be  stated  that  the 
concepts  of  personnel  management  are  not 
infallible.  Judgment  and  proven  principles 
do  not  always  achieve  the  desired  end,  but 
the  prospect  of  a better  than  average  return 
is  generally  sufficient  inducement  to  invest. 
In  the  instance  of  these  delineated  steps,  the 
investment  is  minimal  time.  The  yield  is  a 
dependable  team,  efficiency,  and  peace  of 
mind. 

^ Mr.  Bohlmann,  3636  Cedar  Springs  Rd.,  Dallas 
75219. 
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TEXAS  MEDICINE 


“Take  a laxative 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 


Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax, 

a gentle  persuasion 


Yfrr/rTT 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone1 

Erythromycin 


STm, 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosonev  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha, 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  m 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  oft 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thi 
patients’  families,  who  were  not  taking  the  drug,  had  episoc 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wt 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPTand  serum  alkaline  phosphatase  levels  during  the  corn 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill 
group  showed  elevations  in  one  of  the  tests  at  some  time  durii 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infe 
tions.  Results  of  liver  function  tests  in  these  patients  were  coi 
parable  to  those  in  a similar  control  group  who  had  receiv, 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a rest 
of  a local  stimulating  effect  of  the  medication  on  the  alimenta 
tract;  however,  the  normal  intestinal  gram-negative  bacteri 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  u 
of  erythromycin,  there  have  been  occasional  reports  of  urticari 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  boc 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  f< 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ai 
swallowed  with  water.) 


For  adults  and  for  children  over  fifty  pounds,  the  usual  dosa|i| 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftei 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  i 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  an 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
before  receiving  antibiotics,  and  monthly  serologic  tests  shou1 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  m, 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivale: 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package; 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  21,7: 69,  198< 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,’  12:398,  19k 

3.  Hirsch,  H.  A.,  Pryles,  C.  V„  and  Finland,  M.:  Am.  J.  M.  Sc.,  239: 198,  1960, 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  J,6206. 


Clinicopathologic  Conference 


Paul  J.  Thomas,  M.D.;  R.  Bruce  Logue,  M.D.;  John  W.  Hope,  M.D.;  F.  William  Sunderman,  M.D.; 
Alson  E.  Braley,  M.D.;  George  R.  Prout,  Jr.,  M.D.;  David  M.  Hume,  M.D.;  and  Charles  T.  Ashworth,  M.D. 


A man,  34,  was  hospitalized  because  of  chest 
pain.  History  included  proteinuria,  hyperten- 
sion, weight  loss,  fatigability,  and  plantar 
pain.  Band  keratopathy  and  elevated  BUN 
were  present.  Peritoneal  dialysis  was  carried 
out  and  repeated  on  five  subsequent  occa- 
sions. The  patient  died  five  months  after  his 
initial  admission. 


DR.  THOMAS:  A 34 -year -old 
white  man  was  seen  first  on  Aug. 

■ 18,  1965,  when  he  was  admitted  to 

the  hospital  because  of  a sharp 
pain  in  his  chest  of  six  hours’  duration. 

Except  for  hypertension  of  2/2  years’ 
known  duration  and  a past  history  of  pro- 
teinuria, he  was  in  good  health  until  about 
six  months  before  admission,  when  he  began 
to  feel  “sluggish”  and  had  occasional  head- 
aches. His  appetite  diminished  during  this 
time,  and  he  lost  60  lb.  For  several  months 
he  had  some  shortness  of  breath,  especially 
at  night.  Frequently  he  had  to  sit  upright 
in  a chair  to  sleep  and  to  breathe  more  easily. 

The  sharp  and  excruciating  chest  pain 
began  suddenly;  it  was  located  over  the 
midsternum,  radiated  into  the  chest  on  both 
sides  of  the  sternum,  and  was  increased  by 
respiration.  Just  before  the  onset  of  pain  he 
had  vomited  once. 

Past  history  revealed  that  he  had  “spinal 
meningitis”  at  age  12,  from  which  he  ap- 
parently had  recovered  completely.  At  the 
age  of  17,  a routine  physical  examination 
disclosed  proteinuria  with  red  cells  and 
casts  in  the  urine.  He  was  asymptomatic  at 
that  time,  but  for  several  years  follow-up 
examinations  showed  persistent  proteinuria. 
No  other  symptoms  or  findings  were  ob- 
served until  21/2  years  before  admission,  when 
high  blood  pressure  was  noted.  At  that  time 
he  complained  of  headaches.  He  was  given 


antihypertensive  medication  and  had  symp- 
tomatic relief.  He  continued  to  work  until 
one  year  before  admission,  when  he  began 
to  have  progressive  loss  of  appetite  and 
weight,  easy  fatigability,  pruritus,  and  pain 
on  the  bottom  of  his  feet.  He  had  never 
passed  a kidney  stone. 

Family  history  included  death  from 
“Bright’s  disease”  of  a brother  at  age  22 
and  of  his  maternal  grandfather  at  age  30. 
Also,  two  great-uncles  (maternal)  were  be- 
lieved to  have  died  from  “Bright’s  disease” 
at  ages  24  and  26.  His  mother  was  in  good 
health. 

At  physical  examination  he  was  emaci- 
ated and  pale  and  appeared  to  be  chronically 
ill ; he  breathed  rapidly  and  complained  of 
severe  chest  pain.  His  breath  had  a urinifer- 
ous  odor.  Body  weight  was  about  140  lb. ; 
blood  pressure  was  180/100  mm.  of  mercury; 
temperature  was  98.6  F.,  and  hearing  was 
normal.  Encircling  both  corneas  was  a band 
of  opaque  calcification.  An  ophthalmologist 
also  observed  opacities  in  the  posterior  por- 
tions of  the  lenses,  and  described  crystalline 
deposits  in  connection  with  the  band  of 
opacity  around  the  cornea.  Arteriovenous 
nicking  and  constricted  retinal  arterioles 
were  also  noted.  The  neck  veins  were  not 
distended.  Scattered  moist,  crepitant  rales 
were  heard  over  the  posterior  portions  of 
both  lung  fields.  A to-and-fro  rub  was  heard 
over  the  precordium.  In  the  right  upper  ab- 
dominal quadrant  there  was  slight  tender- 
ness to  palpation,  but  there  were  no  masses 
here  nor  elsewhere  in  the  abdomen.  No  other 
abnormalities  were  detected. 

On  admission,  the  electrocardiogram 
showed  right  axis  deviation,  crista  pattern, 
poor  progression  of  R wave,  and  prolonged 
QT  interval.  Five  days  later,  a first-degree 
atrioventricular  block  was  observed.  A chest 
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Table  1. — Laboratory  Findings. 


Dates 

Aug. 

19 

Aug.  Sept. 
25  22 

Oct. 

14 

Oct. 

17 

Oct. 

30 

Nov. 

8 

Nov. 

24 

. Nov. 
28 

Dec.  Dec. 
17  21 

Jan. 

5 

Jan. 

12 

Hemoglobin,  gm./lOO  ml. 

6.5 

8.5 

8.8 

6.0 

7.2 

6.6 

9.1 

5.8 

8.0 

5.7 

9 

6.3 

9.4 

Hematocrit,  % 

22 

29 

28 

23 

22 

31 

15 

25 

16 

29 

20 

WBC,  M./cu.mm. 

10.6 

6.4 

9.2 

4.2 

5.8 

6.4 

7.9 

6.8 

4.7 

5.4 

5.0 

10 

5.4 

Segmented  neutrophils,  % 

58 

81 

71 

79 

89 

64 

Stabs,  % 

2 

1 

5 

17 

Lymphocytes,  % 

14 

18 

23 

18 

3 

14 

Monocytes,  % 

1 

1 

1 

3 

3 

Eosinophils,  % 

1 

2 

BUN,  mg./lOO  ml. 

165 

72 

170 

188 

61 

225 

45 

153 

63 

195 

47 

235 

42 

Creatinine,  mg./lOO  ml. 

14.3 

8.4 

15 

12 

14.7 

4.2 

6 

14.8 

5.0 

Albumin/ Globulin, 

gm./lOO  ml. 

2. 9/2.7 

2. 2/3.1 

2. 8/2.0 

2. 7/2. 7 

Sodium,  mEq./liter 

131 

143 

138 

144 

142 

141 

138 

137 

141 

141 

135 

141 

Potassium,  mEq./liter 

3.4 

3.5 

4.1 

5.1 

5.0 

2.7 

5.6 

3.3 

5.5 

4.7 

7.6 

5.6 

Chloride,  mEq./liter 

90 

93 

85 

99 

90 

101 

97 

95 

99 

96 

96 

98 

CO.,,  mEq./liter 

28 

28 

26 

24 

20 

33 

14 

38 

14 

30 

12 

29 

Calcium,  mg./lOO  ml. 

8.7 

7.8 

7.8 

9.4 

9.2 

8.1 

9.1 

Phosphorus,  mg./lOO  ml. 

13.7 

12 

7.9 

7.5 

14.2 

Peritoneal  dialysis,  dates 

Aug.  Oct.  Nov.  Nov.  Dec.  Jan. 

22  15  4 24  18  6 

Aug.  18,  1965— VDRL:  negative. 

Urinalysis:  pH,  5.0;  specific  gravity,  1.010;  albumin,  30  mg./lOO  ml.;  sugar,  acetone, 
diacetic  acid  test,  negative;  many  casts;  10-20  RBC;  20-25  WBC. 

Aug.  19,  1965 — Serum  cholesterol,  142  mg./lOO  ml. 

Aug.  25,  1965— Platelets,  225,000  per  cu.  mm. 

Sept.  24,  1965 — Reticulocyte  count,  3.9%;  total  serum  iron,  42  gg./100  ml.;  total  iron  binding  capacity, 
250  p,g./100  ml. 

Nov.  27,  1965 — Total  urine  vol./24  hr.,  1,217  cc.;  urea  concentration,  50  mg./lOO  ml. 

Jan.  5,  1966— Urinalysis:  pH,  5;  specific  gravity,  1.010;  albumin,  20  mg./lOO  cc. ; RBC,  9;  WBC,  0-8; 

few  hyaline  and  granular  casts.  Prothrombin  time,  11.5  sec.  (control,  10.5). 

Jan.  6,  1966 — Peritoneal  fluid  culture:  no  growth. 

Jan.  8,  1966 — Alkaline  phosphatase,  4.8  King- Armstrong  units;  thymol  turbidity,  1.8  units;  SGOT, 
18  units.  Peritoneal  fluid  culture:  Coagulase-positive  Staphylococcus  aureus. 


roentgenogram  showed  cardiac  size  at  the 
upper  limits  of  normal.  Calcific  densities 
resembling  granulomas  were  seen  in  both 
hilar  areas.  Nodular  changes  were  present 
in  both  apices.  The  overall  bone  density  as 
seen  in  films  of  the  chest  was  thought  to  be 
increased. 

Results  of  laboratory  studies  during  this 
and  subsequent  admissions  are  summarized 
in  Table  1. 

Because  of  the  elevated  blood  urea  nitro- 
gen level  (BUN),  peritoneal  dialysis  was 
carried  out.  The  patient  responded  well,  and 
the  chest  pain  and  friction  rub  disappeared. 
On  Aug.  26,  1965,  he  was  discharged  and  a 
low  protein  diet  was  prescribed. 

He  was  readmitted  subsequently  for  peri- 
toneal dialysis  five  times  at  approximately 
one-month  intervals.  On  each  occasion,  his 
BUN  had  risen  to  about  200  mg.  per  100 
ml. ; after  dialysis  the  level  dropped  to  25  or 
30  mg.  per  100  ml.  Aside  from  dialysis  and 
symptomatic  therapy,  a diet  low  in  protein 
and  sodium  was  continued.  On  his  fifth  ad- 


mission, Dec.  17,  1965,  he  had  become  in- 
creasingly short  of  breath  and  had  edema  of 
both  legs  and  the  presacral  area.  Because  of 
persistently  low  hemoglobin  levels,  he  was 
given  packed  red  cells.  Tetracycline  was 
given  at  this  time. 

On  Oct.  31,  1965,  a chest  roentgenogram 
showed  a generalized  hazy  density  in  both 
lung  fields,  giving  the  appearance  of  pulmo- 
nary infiltrate  with  Kerly  B lines  in  the 
lung  bases.  Also,  all  visualized  bones  showed 
increased  density.  At  that  time  his  BUN  and 
creatinine  levels  were  225  and  12  mg.  per 
100  ml.,  respectively. 

At  his  final  admission,  Jan.  5,  1966,  his 
BUN  had  risen  to  235  mg.  per  100  ml.,  and 
peritoneal  dialysis  was  carried  out.  Tetra- 
cycline was  given  every  six  hours.  The  peri- 
toneal fluid  was  clear,  and  culture  gave  no 
growth.  It  was  difficult  to  maintain  drain- 
age through  the  peritoneal  tube.  His  BUN 
fell  to  40  mg.  per  100  ml.,  but  the  patient’s 
condition  deteriorated.  He  had  hallucina- 
tions and  was  disoriented.  On  Jan.  11  he  had 
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abdominal  tenderness  but  was  afebrile.  Cul- 
ture of  the  peritoneal  fluid  on  Jan.  8 revealed 
coagulase-positive  Staphylococcus  aureus. 
The  patient  died  suddenly  on  Jan.  12. 

Clinical  Discussion 

DR.  HOPE:  Three  chest  films,  all  taken 
late  in  1965,  were  available.  Each  showed 
the  heart  at  the  upper  limit  of  normal  size, 
a prominent  aorta,  calcific  deposits  in  both 
lung  fields,  and  old  fibrotic  changes  at  the 
right  apex  suggesting  old  inactive  pulmonary 
tuberculosis.  This  is  about  all  I can  see  in 
these  films.  I do  not  think  the  bones  are  of 
increased  density;  however,  this  is  subjec- 
tive. For  many  years  people  have  tried  to  do 
densitometry  readings  of  bone.  Unfortunate- 
ly, there  is  always  a human  factor,  and  even 
in  the  best  departments  technicians  never 
produce  two  films  of  exactly  the  same  densi- 
ty. This  is  why  I think  it  is  so  difficult  to 
try  to  evaluate  subtle  changes  in  bone  den- 
sity. 

DR.  LOGUE : The  patient  had  some  type 
of  chronic  renal  failure  with  the  usual  nat- 
ural history:  the  patient  was  first  found  to 
have  albuminuria  and  red  cells  in  the  urine. 
Later,  hypertension,  left  ventricular  hyper- 
trophy, congestive  heart  failure,  and  finally 
problems  related  to  uremia,  notably  pericar- 
ditis, developed  in  sequence.  What  is  the 
nature  of  the  lesion?  Is  this  ordinary  glo- 
merulonephritis which  began  in  childhood? 
Or  could  it  be  some  other  renal  disease,  for 
example,  pyelonephritis?  The  hematuria,  red 
cell  casts,  and  albuminuria  suggest  a glo- 
merular lesion. 

There  are  several  things  we  would  like  to 
know  about  the  interesting  family  history. 
Were  audiograms  done  on  either  the  patient 
or  his  family?  There  is  a familial  nephro- 
pathy which  will  produce  the  same  clinical 
picture  and  course,  a strong  family  history, 
and  a high  incidence  of  deafness.  Not  all  of 
the  patients  who  have  been  described  with 
familial  nephropathy  have  had  obvious  deaf- 
ness, and  audiograms  were  required  to  re- 
veal subtle  changes  in  some  cases.  Purely 
because  of  the  family  history,  I think  we 
have  adequate  basis  for  a diagnosis  of  fa- 
milial nephropathy  in  this  patient.  The 
anatomic  changes  in  the  kidneys  in  familial 
nephropathy  are  somewhat  variable  and 
may  resemble  chronic  pyelonephritis,  chron- 
ic glomerulonephritis,  renal  hypoplasia,  or  a 
mixed  lesion. 

The  patient  was  admitted  with  one  of  the 


common  complications  of  uremia,  that  is, 
acute  pericarditis.  Some  textbooks  assert 
that  this  pericarditis  is  not  associated  with 
pain,  but  this  is  certainly  incorrect.  Many 
patients  with  uremia  do  get  typical  peri- 
carditic  pain.  On  the  other  hand,  some 
uremic  patients  may  have  pericarditis  with- 
out pain,  or  only  with  headache,  abdominal 
pain,  or  some  other  atypical  pain  pattern. 
Furthermore,  they  do  not  always  have,  as 
did  this  patient,  a pericardial  friction  rub, 
and  the  ECG  may  be  persistently  normal 
despite  definite  pericarditis.  In  one  series  of 
360  cases  of  uremia,  about  one-fourth  of 
them  had  pericarditis  manifested  by  a fric- 
tion rub,  while  almost  half  had  pericardial 
effusion  without  a friction  rub.  I think  this 
is  important  clinically,  because  I am  sure 
we  miss  cardiac  tamponade  in  uremic  pa- 
tients who  do  not  have  friction  rubs  or  ECG 
changes,  and  we  misinterpret  distended  neck 
veins  as  being  the  result  of  heart  failure, 
for  which  nothing  can  be  done,  whereas 
pericardial  paracentesis  might  be  helpful. 

With  regard  to  the  bone  lesions,  I would 
like  to  have  seen  roentgenograms  of  the 
bones  of  the  hands  and  the  lateral  ends  of 
the  clavicles  to  determine  if  they  showed 
evidence  of  subperiosteal  resorption  of  bone, 
which  is  characteristic  of  renal  osteodystro- 
phy or  primary  hyperparathyroidism.  A 
roentgenogram  of  the  skull  would  show 
whether  or  not  there  was  a giant  cell  tumor 
of  the  skull,  another  lesion  seen  in  hyper- 
parathyroidism. I suspect  that  this  patient 
has  some  degree  of  secondary  hyperpara- 
thyroidism. Although  judgment  of  bone 
density  by  roentgenograms  is  difficult,  I 
suspect  that  the  patient  does  have  osteoscle- 
rosis. Of  course,  this  can  occur  with  either 
primary  or  secondary  hyperparathyroidism. 
The  serum  alkaline  phosphatase  level  was 
normal — a point  against  severe  hyperpara- 
thyroidism. 

I mention  primary  hyperparathyroidism 
because  the  patient  had  classic  band  kera- 
topathy; this  can  be  unrelated  to  changes  in 
serum  calcium,  but  in  general  band  kera- 
topathy indicates  that  at  some  time  the 
patient  had  an  elevated  serum  calcium  level. 
In  this  patient,  the  maximum  recorded  level 
was  9.4  mg.  per  100  ml. ; however,  at  the 
time  the  serum  calcium  determinations  were 
made,  the  patient  had  hyperphosphatemia 
as  a result  of  renal  failure.  Could  he  have 
had  hypercalcemia  before  this  change  was 
masked  by  renal  failure?  Certainly  the  band 
keratopathy  suggests  that  his  calcium  had 
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been  elevated  at  some  time.  About  one-third 
of  the  serum  calcium  is  bound  to  plasma 
proteins,  mainly  albumin,  and  the  remainder 
is  diffusible,  some  ionized  and  some  as  a 
complex  with  phosphates  and  citrates.  I can- 
not establish  a diagnosis  of  primary  hyper- 
parathyroidism, but  the  band  keratopathy 
indicates  that  it  is  a possible  diagnosis. 

Let  us  consider,  finally,  the  immediate 
cause  of  this  patient’s  death.  Staphylococcal 
peritonitis  is  an  occasional  complication  of 
dialysis,  but  I think  death  was  caused  by 
acute  pancreatitis,  which  also  occurs  with 
dialysis.  Pancreatitis  is  also  a complication 
of  hyperparathyroidism.  The  underlying 
renal  disease  appears  to  be  some  form  of 
familial  nephropathy. 

DR.  SUNDERMAN:  This  is  a perplexing 
case.  In  addition  to  the  obvious  parathyroid 
disorder,  the  protocol  suggests  some  type  of 
congenital  nephropathy,  the  nature  of  which 
might  be  ascertained  through  consideration 
of  the  crystals  surrounding  the  cornea.  I 
am  aware  of  only  three  types  of  such  crys- 
tals: cystine,  uric  acid,  and  calcium  oxalate. 
Cystine  deposits  may  result  from  cystinosis ; 
uric  acid  deposits  from  certain  cases  of 
gout;  and  calcium  oxalate  deposits  from 
oxalosis. 

The  protocol  leads  me  to  believe  that  oxa- 
losis was  a factor  in  this  case.  Primary 
hyperoxalosis  is  a rare  hereditary  disorder 
characterized  clinically  by  calcium  oxalate 
nephrolithiasis  and  nephrocalcinosis.  It  fre- 
quently leads  to  progressive  renal  failure 
and  death  in  uremia.  Calcium  oxalate  de- 
posits may  be  found  in  extrarenal  tissue 
during  life  or  at  postmortem  examination. 

The  serum  calcium  level  in  the  patient 
was  somewhat  low,  presumably  because  of 
renal  failure  with  resultant  hyperphospha- 
temia. The  changes  in  calcium  metabolism 
in  chronic  renal  failure  are  most  readily  ex- 
plained by  the  theory  of  Mitchell,  which  was 
formulated  more  than  30  years  ago.  Mitchell 
postulated  that  with  chronic  renal  failure 
there  is  a shift  of  phosphorus  excretion 
from  the  kidney  to  the  intestinal  tract,  and 
that  the  concentration  of  phosphorus  in  the 
intestinal  tract  blocks  the  absorption  of 
calcium  from  the  food.  Therefore,  the  uremic 
patient  actually  suffers  from  a starvation  of 
calcium  and  develops  a tendency  toward 
hypocalcemia.  This  tendency,  however,  is 
offset  by  increased  parathyroid  activity 
bringing  about  a mobilization  of  calcium 
from  the  bones. 


On  the  basis  of  the  protocol,  I would  favor 
a diagnosis  of  hereditary  nephropathy  and 
secondary  parathyroid  dysfunction.  Consid- 
eration should  be  given  to  the  presence  of 
some  inborn  error  of  metabolism,  such  as 
oxalosis  or  cystinosis. 

DR.  BRALEY:  With  regard  to  the  cor- 
neal lesion,  the  diagnostic  problem  would  be, 
of  course,  whether  or  not  the  crystalline 
material  was  calcium.  If  it  were  a calcium 
deposit  (band  keratopathy),  one  of  the  first 
things  I would  think  of  would  be  Still’s  dis- 
ease. This  would  be  compatible  with  the 
patient’s  posterior  subcapsular  change.  How- 
ever, I would  consider  one  of  the  inborn 
errors  of  metabolism  in  which  posterior 
subcapsular  changes  may  also  occur.  My 
diagnosis  from  the  protocol,  and  I would 
like  to  have  seen  the  cornea,  would  be  an 
inborn  error  of  metabolism,  probably  cys- 
tinosis. 

DR.  PROUT:  Patients  with  oxalosis  usu- 
ally pass  calculi  many  times  during  their 
life.  Furthermore,  they  often  have  myocar- 
dial disease.1  For  these  reasons  I do  not  be- 
lieve this  patient  had  oxalosis.  Patients  with 
cystinuria  seldom  die  of  their  renal  disease, 
because  the  renal  lesion  is  a tubular  defect 
and  merely  manifests  itself  in  terms  of  al- 
terations in  the  urine.  If  they  form  stones, 
however,  then  obstructive  uropathy  with 
pyelonephritis  and  total  renal  destruction 
may  result.  I would  favor  Dr.  Logue’s  sug- 
gestion of  hyperparathyroidism,  especially 
in  view  of  the  band  keratopathy,  which  is 
associated  with  hypercalcemic  states.  I have 
seen  a child  with  severe  hypercalcemia  and 
widespread  metastatic  calcification ; he  died 
with  renal  failure,  and  his  clinical  picture 
was  similar  to  the  patient  under  discussion. 

DR.  THOMAS:  Dr.  Hume,  you  have  had 
considerable  experience  with  primary  and 
secondary  hyperparathyroidism.  What  is 
your  experience  with  surgery  at  this  stage 
for  primary  hyperparathyroidism  or  for  sec- 
ondary hyperparathyroidism? 

DR.  HUME:  The  patient’s  blood  calcium 
level  was  normal  or  low  the  whole  time  he 
was  in  the  hospital.  This  was  caused  by  his 
chronic  renal  failure,  and  his  blood  calcium 
might  have  been  elevated  if  his  kidneys  had 
been  functioning  normally. 

There  is  one  comforting  thing  about  this 
case.  It  is  probably  one  in  which  the  patholo- 
gist cannot  distinguish  between  secondary 
chief  cell  hyperplasia  of  the  parathyroids 
caused  by  chronic  renal  failure,  and  autono- 
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mous  chief  cell  hyperplasia  producing  pri- 
mary hyperparathyroidism.  I think,  without 
question,  this  man  had  chief  cell  hyperplasia 
of  the  parathyroids.  The  question  is  wheth- 
er the  hyperplasia  was  primary  or  second- 
ary. The  only  way  to  tell  would  have  been  to 
transplant  a kidney  into  him.  Then,  if  it 
was  primary  hyperplasia,  his  serum  calcium 
level  immediately  would  go  up,  and  the 
phosphorus  level  would  go  down.  If  it  was 
secondary  hyperplasia,  after  a brief  period 
of  fluctuation  the  serum  calcium  would  re- 
vert to  a normal  level.  There  was  nothing  in 
this  man’s  history  that  is  inconsistent  with 
the  diagnosis  of  primary  hyperparathyroid- 
ism and  renal  failure.  We  have  seen  patients 
with  precisely  this  picture  who  had  never 
passed  any  stones,  had  no  renal  calcinosis 
demonstrated  on  roentgenograms,  no  skele- 
tal changes  of  hyperparathyroidism,  and  no 
elevated  levels  of  serum  calcium,  but  who 
were  suffering  from  primary  hyperparathy- 
roidism. 

Pathologic  Findings 

DR.  ASHWORTH:  The  kidneys  were 
shrunken  and  granular,  the  left  weighing  70 
and  the  right  80  gm.  The  external  and  cut 
surfaces  presented  numerous  fine,  yellow 
nodules,  1 to  2 mm.  in  size,  and  the  cortices 
were  diffusely  thinned.  The  pelves  were 
normal  (Fig.  1).  Because  of  the  known  fa- 
milial incidence  of  nephritis  in  this  case,  the 
yellowish  foci  were  thought  possibly  to  be 
clusters  of  foam  cells,  which  have  been  de- 
scribed in  cases  of  hereditary  nephropathy. 
However,  microscopic  study  revealed  exten- 
sive calcium  deposits  in  the  cortices  indica- 
ting severe  nephrocalcinosis  (Fig.  2).  Aside 
from  severe  nephrocalcinosis,  there  were 
glomerular  hyalinization  and  calcification 


Fig.  1.  External  and  cut  surface  of  kidney. 


(Fig.  3),  extensive  tubular  atrophy,  and  se- 
vere interstitial  fibrosis  with  lymphocytic 
infiltration.  In  some  areas  of  the  intersti- 
tium  were  refractive  crystals  which  showed 
birefringence  with  polarized  light,  indica- 
ting that  they  were  probably  calcium  oxalate. 
No  birefringent  crystals  were  found  in  other 
tissues.  The  glomeruli  were  extensively  in- 
volved by  hyalinization,  although  about  1 in 
20  was  still  patent  and  appeared  nearly  nor- 
mal. Intermediate  stages  of  glomerular 
sclerosis  leading  to  complete  obliteration 
could  be  found,  and  calcium  deposits  were 
present  in  some,  but  not  all,  hyalinized 
glomeruli. 

There  were  also  extensive  deposits  of  cal- 
cium in  the  heart,  in  small  blood  vessels  in 
many  organs,  and  in  pulmonary  alveolar 
walls  and  blood  vessels  (Fig.  4).  This  distri- 
bution of  calcium  deposits  is,  of  course, 
characteristic  of  metastatic  calcification.  It 
suggests  that  at  some  time  in  the  past,  in- 


Fig.  2.  Kidney,  low  magnification.  Note  the  dark  deposits 
of  calcium,  especially  involving  the  basement  membranes 
of  the  renal  tubules. 


Fig.  3.  Kidney,  high  magnification.  The  glomerulus  is  al- 
most completely  hyalinized  with  only  a few  patent  capillar- 
ies (left);  the  glomerulus  is  focally  calcified  (right). 
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creased  serum  levels  of  ionized  calcium  were 
present.  Three  parathyroids  were  discov- 
ered ; two  were  slightly  and  diffusely  en- 
larged, and  the  third  contained  a 7 mm. 
nodule.  This  nodule  histologically  was  en- 
capsulated by  a thick  fibrous  layer.  It  con- 
tained irregular  bands  of  hyalinized  connec- 
tive tissue,  between  which  were  chief  cells 
arranged  in  thick  cords  and  follicles.  The 
gross  and  histologic  findings  indicated  that 
this  was  an  adenoma  (Fig.  5).  The  other 
two  glands  showed  chief  cell  hyperplasia  of 
moderate  degree.  PAS  stains  showed  sparsi- 
ty of  glycogen  in  the  adenoma,  while  in  the 
other  glands  glycogen  was  somewhat  more 
abundant  but  still  less  than  normal.  There 
is  reason  to  believe  that  those  parathyroid 
chief  cells  with  smaller  amounts  of  glycogen 
are  the  cells  which  are  functioning  actively 
in  the  production  and  release  of  parathyroid 
hormone.  According  to  this,  the  adenoma 
would  appear  to  be  functioning  and,  because 


Fig.  4.  Lung,  low  magnification.  Note  the  dark  lines,  which 
are  calcified  elastic  fibers  in  the  alveolar  septa  and  blood 
vessel  walls. 


Fig.  5.  Parathyroid  adenoma,  low  magnification.  Note  the 
thick  fibrous  capsule  of  the  adenoma  (left)  and  the  cords 
and  follicles  of  chief  cells. 


of  increased  hormone  production,  might  be 
holding  in  check  the  remaining  parathy- 
roids. 

The  bone  changes  in  this  patient  are  im- 
portant. The  vertebrae  had  thick,  closely 
spaced  trabeculae,  indicating  osteosclerosis. 
Osteitis  fibrosa  were  present  in  slight  de- 
gree, and  osteomalacia  was  indicated  by 
wide  osteoid  seams  (Fig.  6).  These  three 
bone  lesions  are  known  to  occur  in  chronic 
renal  failure. 

A difficult  problem  is  posed  by  these 
findings.  Do  they  represent  sclerosing  glo- 
merulonephritis complicated  by  nephrocalci- 
nosis,  or  is  the  lesion  that  of  an  unusually 
advanced  form  of  hypercalcemic  nephropa- 
thy due  to  a primary  parathyroid  adenoma? 
Most  observers  describe  the  calcium  deposits 
of  hypercalcemic  nephrocalcinosis  as  medul- 
lary, especially  in  and  around  the  collecting 
tubules.  Nephrocalcinosis  occurring  in  the 
course  of  chronic  glomerulonephritis  is  an 
entity  well  described  by  Arons  and  associ- 
ates,2 and  here  the  calcification  is  predomi- 
nantly cortical.  In  1939,  Anderson,3  review- 
ing this  problem,  mentioned  the  cortical 
localization  of  primary  nephrocalcinosis,  but 
since  this  time  Epstein'  and  Arons  and 
others,2  have  emphasized  the  medullary  lo- 
calization of  calcium  in  primary  hyperpara- 
thyroidism, in  contrast  with  the  cortical 
localization  in  primary  renal  disease  with 
secondary  calcification.  Hypercalcemic  neph- 
ropathy seldom  affects  the  glomeruli,  al- 
though sclerosis  of  sporadic  glomeruli  has 
been  reported.  One  of  the  outstanding  func- 
tional disorders  produced  by  hypercalcemic 


Fig.  6.  Bone  (vertebral  body),  low  magnification.  The  two 
trabeculae  are  thick  and  consist  of  both  bone  and  osteoid. 
The  darker  central  part  of  each  trabecula  is  bone,  with 
multiple  cement  lines  and  irregular  outlines,  the  result  of 
osteitis  fibrosa.  The  paler  periphery  of  each  trabecula  is 
uncalcified  osteoid,  the  result  of  osteomalacia. 
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nephropathy  is  polyuria  and  polydipsia,  pro- 
ducing- a clinical  picture  resembling  diabetes 
insipidus.  These  features  were  lacking  in 
this  case.  Finally,  it  is  apparent  that  in  none 
of  the  recorded  clinical  information  about 
this  patient  was  hypercalcemia  indicated. 
While  in  some  of  the  determinations  ionized 
calcium  may  have  been  slightly  elevated,  the 
degree  of  hypercalcemia  that  accompanies 
primary  hyperparathyroidism  was  not  found 
at  any  time. 

The  glomerular  lesions  are  certainly  con- 
sistent with  chronic  sclerosing  glomerulone- 
phritis. Persistence  of  sporadic  normal  glo- 
meruli is  to  be  expected  in  these  cases, 
representing  those  glomeruli  which  were  re- 
versibly injured  earlier  in  an  active  stage  of 
the  disease.  Because  the  lesion  is  morpholog- 
ically compatible  with  this  diagnosis,  and 
because  it  best  explains  the  clinical  and  bio- 
chemical findings,  it  is  my  interpretation 
that  the  renal  process  is  that  of  chronic 
sclerosing  glomerulonephritis  complicated  by 
severe  nephrocalcinosis.  The  latter  no  doubt 
contributed  to  the  deterioration  of  renal 
function.  The  mechanism  of  nephrocalcinosis 
will  be  considered  later. 

Let  us  consider  for  a moment  the  matter 
of  hereditary  nephropathy.  This  disease, 
described  first  by  Perkoff5  in  1951,  is  an 
uncertain  entity.  Cases  of  chronic  nephropa- 
thy of  apparently  hereditary  lineage  associ- 
ated with  nerve  deafness  have  been  recorded 
in  several  families  during  the  past  10-15 
years.  The  renal  lesion,  however,  has  not 
been  fully  categorized.  The  lesion  has  impre- 
cisely been  considered  as  “chronic  nephritis” 
in  some  cases  and  as  pyelonephritis  in  oth- 
ers. Foam  cells  have  been  described  as 
characteristic  of  the  lesion.  However,  foam 
cells  occur  in  a wide  variety  of  chronic  renal 
diseases  with  no  hereditary  aspects,  and  this 
finding  has  probably  received  unjustified 
emphasis.  At  any  rate,  foam  cells  were  not 
present  in  our  case.  A review  of  autopsy 
material  from  this  patient’s  brother,  who 
died  from  chronic  renal  failure,  showed  the 
characteristic  lesions  of  chronic  glomeru- 
lonephritis. There  were  no  foam  cells,  and 
neither  he  nor  our  patient  suffered  from 
nerve  deafness.  None  of  the  known  family 
members  was  affected  by  deafness.  The 
mother  of  this  patient — who  should  be  the 
transmitter  of  the  defect  if  it  is  hereditary 
nephropathy — was  recently  studied  by  Dr. 
Paul  Peters  and  others.  She  had  no  clinical 
or  laboratory  findings  suggestive  of  renal 


disease,  and  a needle  biopsy  of  the  kidney 
was  negative. 

Accordingly,  in  this  case  I consider  the 
evidence  too  weak  and  uncertain  to  place  it 
in  the  category  of  hereditary  nephritis. 

The  existence  of  a parathyroid  adenoma 
in  the  face  of  chronic  glomerulonephritis 
with  its  secondary  parathyroid  hyperplasia 
would  at  first  appear  most  confusing.  Some 
recent  studies  on  secondary  parathyroid 
hyperplasia  shed  light  on  this  question. 
Apparently  the  first  to  recognize  the  mean- 
ingful existence  of  these  findings  were  Da- 
vies and  associates,6  who  reported  a parathy- 
roid adenoma  in  a patient  with  sprue  caus- 
ing hypocalcemia  and  secondary  hyperpara- 
thyroidism. Nichols  and  Roth7  have  reported 
a case  of  chronic  glomerulonephritis  which 
further  confirms  this  idea  and  is  a close 
parallel  to  our  case.  Their  patient  suffered 
from  chronic  membranous  glomerulonephri- 
tis— well  authenticated  because  of  the  earlier 
occurrence  of  nephrotic  syndrome — eventu- 
ating in  secondary  hyperparathyroidism  and 
finally  in  the  development  of  an  autonomous 
adenoma  in  one  of  the  hyperplastic  parathy- 
roids. They  suggested  that  the  adenoma  was 
induced  by  persistent  chronic  hyperplasia — 
an  idea  which  is  acceptable  on  the  basis  of 
present  concepts  of  the  histogenesis  of  neo- 
plasms. 

According  to  these  observations,  our  in- 
terpretation of  the  case  is  that  the  patient 
did  have  glomerulonephritis  earlier,  which 
was  discovered  in  the  latent  stage  by  routine 
urinalysis  (a  common  event  in  glomerulone- 
phritis) and  then  progressed  to  chronic 
sclerosing  glomerulonephritis  with  renal 
failure.  Chief  cell  hyperplasia  of  the  para- 
thyroids and  secondary  hyperparathyroid- 
ism occurred  as  usual  and  was  responsible 
for  the  metastatic  calcification  and  nephro- 
calcinosis. Eventually,  an  adenoma  developed 
on  the  basis  of  the  parathyroid  hyperplasia. 
How  much  this  adenoma  contributed  to  the 
findings  is  questionable.  Actually,  the  ab- 
sence of  a clear-cut  stage  of  hypercalcemia 
suggests  that  it  may  have  played  only  a 
minor  role. 

It  is  surprising  that  osteosclerosis  was 
present  in  this  case  of  chronic  renal  failure, 
and  yet  in  one  study  it  was  present  in  about 
5 percent  of  280  cases  of  chronic  uremia, 
and  it  comprised  20  percent  of  all  cases  with 
bone  changes.  It  can  be  diagnosed  frequently 
by  roentgenograms.8  The  cause  of  osteoscle- 
rosis in  chronic  renal  disease  is  not  known. 
The  best  lead  seems  to  be  the  experimental 
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production  of  osteosclerosis  in  rats,  as  re- 
ported by  Selye,9  by  the  repeated  injection 
of  small  doses  of  parathormone.  As  the  dos- 
age level  and  duration  of  treatment  are 
increased,  osteitis  fibrosa  occurs. 

Osteomalacia  was  an  even  more  outstand- 
ing finding  in  this  case.  The  occurrence  of 
this  lesion  suggests  that  lack  of  available 
calcium  and  low  serum  calcium  levels  led  to 
inadequate  calcium  ion  concentration  for 
bone  salt  deposition.  Renal  loss  of  calcium 
may  be  partially  responsible  for  this  hypo- 
calcemia, but  probably  dietary  factors,  for 
example,  a decreased  intake  of  calcium  in 
the  diet,  a well-known  problem  in  patients 
with  chronic  nephritis,  would  contribute 
importantly  to  the  occurrence  of  osteoma- 
lacia. 

Finally  the  cause  of  death  in  this  patient, 
as  suggested  by  the  clinical  report,  was  acute 
generalized  peritonitis. 

The  summarized  pathologic  diagnoses  and 
their  sequence  of  development  are  (1) 
chronic  sclerosing  glomerulonephritis,  (2) 
secondary  parathyroid  hyperplasia,  (3) 
parathyroid  adenoma  developing  on  the 
basis  of  parathyroid  hyperplasia,  (4)  com- 
bined secondary  and  autonomous  hyperpar- 
athyroidism, (5)  metastatic  calcification 
in  lungs  and  heart,  (6)  extensive  nephro- 
calcinosis  with  additional  renal  injury,  (7) 
uremia,  (8)  osteosclerosis  and  osteomalacia 
due  to  chronic  renal  failure,  (9)  healed 
pericarditis,  and  (10)  acute  generalized  fi- 
brinopurulent  peritonitis  due  to  Staphylo- 
coccus aureus. 

DR.  THOMAS:  My  readings  on  the  path- 
ological findings  in  hereditary  nephritis  in- 
dicate that  it  does  not  have  specific  histo- 
logic changes.  Can  you  categorically  exclude 
this  lesion?  Or  could  the  chronic  sclerosing 
glomerulonephritis  represent  hereditary 
nephritis  rather  than  idiopathic  or  post- 
streptococcal nephritis? 

DR.  ASHWORTH:  No,  I cannot  rule  out 
hereditary  nephritis.  The  entity  of  familial 
nephropathy  is  a nebulous  one  from  a mor- 
phologic standpoint.  Since  Perk  off  de- 
scribed this  disease  in  1951, 5 there  have 
been  no  definitive  histologic  studies,  and  in 
many  reports  the  microscopic  changes  have 
been  described  vaguely  as  either  chronic 
nephritis  or  chronic  pyelonephritis  with  em- 
phasis on  the  foam  cells.  We  looked  into  the 
autopsy  findings  of  this  patient’s  brother. 
The  autopsy  was  done  in  another  state.  The 
pathologist  kindly  reexamined  the  mate- 
rial, found  no  foam  cells,  and  reported  that 


the  histologic  changes  were  those  of  classi- 
cal chronic  glomerulonephritis.  The  absence 
of  deafness  in  our  patient  and  in  any  mem- 
bers of  his  family,  and  the  lesion  of  chronic 
glomerulonephritis  without  foam  cells 
would  be  evidence  against  hereditary  neph- 
ritis. I think  the  overall  evidence  favoring 
hereditary  nephritis  is  rather  weak  in  this 
case. 
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New  from  Du  Pont 

Symmetrel 

(Amantadine  HC1) 


he  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


I 


I 


Influenza  virus 

Protein  shell  enclosing 
thecore  of  nucleic 
acid  (RNA) — artist's 
representation 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel  "?  "Symmetrel”  (amantadine  HC1)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel K (amantadine  HC1)  means  to  you 

...  the  first  and  only  oral  chemical  agent  to  prevent  intluenza  A-,  (Asian). 

. . . not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent. 
. . .unique  mode  of  action:  prevents  virus  penetration  ol  the  host  cell  without  affecting  vital  cell  functions. 
...specifically  active  against  all  influenza  A.  viruses  tested  to  date. 

...not  indicated  lor  the  prevention  ol  inlluenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

...does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel  means  to  your  patient 

...possible  immediate  influenza  A,  protection  when  taken  following  suspected  contact. 

. . . may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A2  is  especially  hazardous. 

. . . a high  degree  of  safety  in  clinical  use. 

. . . simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys 


the  untreated  cell 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel®  (Amantadine  HC1)  prevents  virus  invasion1 


IDLETS 


CELL  MEMBRANE 


MOLE! 


Our  current  knowledge  leads  us  to  believe  “Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane  — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  {tissue).  Artist's  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Haff,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90, 623  (1965). 


Safety  of  Symmetrel  Confirmed.  When  used  as  indicated,  is  generally  well  tolerate  l Kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A-,  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A.. 
"Symmetrel"  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A.,  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel."  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  ligh!  i ; 
drunken  feeling,  slurred  speech,  ataxia,  in.  )o 

concentrate  and  some  psychic  reactions  includin  e- 
pression  and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  show'ed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 y rs , — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  ( 1 teaspoonful) 
contains  50  mg  amantadine  HC1. 


Symmetrel 

(Amantadine  HC1) 

A molecular  barrier  to  virus  penetration 


arrest  diarrhea 


in  • gastroenteritis  • acute  infections. 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

V2  tsp.  3 times  daily 

6-12  months 

. 4 mg. V2  tsp.  4 times  daily 

1-2  years . . 

. 5 mg. .5  times  daily 

2-5  years . . 

. &mg. 0''^'  1 tsp.  3 times  daily 

5-8  years . . 

. % mg.  1 tsp.  4 times  daily 

8-12  years  . 

10  mg.  \ tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  -discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


why  wonder  about  a dmt 

when  you  know 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

is  effective  b.id. 


It’s  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  (faffcrt 
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for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 


(xylometazoline  CIBA) 
on  Rx  only 


■ quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
■ side  effects  are  minimal 


INDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  us 

!/uAnl!i?M^VonS?'Ve  t0  SmaM  doses  of  sympathomimetic  substance: 
WARN  NGo.  Prolonged  or  excessive  use  may  cause  rebound  conge: 
tion.  Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artei 
disease  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nas; 
Spray.  Rinse  Nasal  Solulion  dropper  or  Nasal  Spray  tip  in  hot  watt 
after  each  use.  No  more  than  one  person  should  use  the  same  droppc 
bottle  or  nasal  spray. 

S,!DUE.  FFFECTS:  Occasional  local  reactions:  rebound  congestior 
s ight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemi 
effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita 
n^oSA  f*!er^°sa9e  in  young  children  may  produce  profound  sedatior 
DOSAGE:  Adults:  Nasal  Solution -2  or  3 drops  in  each  nostril  ever 
4 t°  6 hours.  Nasal  Spray- Squeeze  rapidly  once  or  twice  in  each  nos 
tnl  every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  - 
2 or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  use 


in  infants  under  6 months.  Pediatric  Nasal  Spray  — Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution,  0.1%;  dropper  bottles  of  1 fluidounce, 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1 :50,000  as  preservative  in  water.  Nasal  Sprays  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  CIBA 
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Centennial  Annual  Session  To  Highlight 
Year  for  Texas  Medical  Association 


Plans  continue  to  be  finalized  in 
preparation  for  the  Texas  Medical 
Association  100th  Annual  Session. 
The  Centennial  Annual  Session  will 
take  place  May  4-7  in  Dallas. 

Dr.  Wernher  Von  Braun,  direc- 
tor of  the  George  C.  Marshall 
Space  Flight  Center  in  Huntsville, 
Ala.,  and  Dr.  Charles  L.  Hudson, 
president  of  the  American  Medical 
Association,  will  be  guest  speakers 
at  the  centennial  meeting  and  will 
present  two  major  Association 
luncheon  addresses.  Three  general 
meeting  speakers  have  also  been 
obtained.  They  are  Dr.  Sydney  S. 
Gellis,  chairman,  Department  of 
Pediatrics,  Tufts  University  School 
of  Medicine,  Boston;  Dr.  Robert 

I.  Wise,  head,  Department  of  Med- 
icine, Jefferson  Medical  College, 
Philadelphia;  and  Dr.  Robert  J. 
Coffey,  chairman,  Department  of 
Surgery,  Georgetown  University 
School  of  Medicine,  Washington, 
D.C.  In  all,  32  out-of-state  speak- 
ers have  accepted  invitations  to 
participate  in  the  meeting. 

Special  features  commemorating 
the  100th  anniversary  of  the  An- 
nual Session  are  also  being  planned. 
Among  these  special  features  are 
a painting  by  artist  Robert  Thom 
depicting  the  first  annual  meeting 
Jan.  17,  1853,  in  Austin,  a special 
issue  of  Texas  Medicine  containing 
historical  articles  on  medical  spe- 
cialties in  Texas,  plus  special  edi- 
tions of  the  Dallas  Morning  News 
and  the  Dallas  Times  Herald  de- 
voted to  the  centennial  session. 

Other  events  will  include  5 closed- 
circuit  color  television  programs, 


10  curbstone  consultations,  16  re- 
fresher courses,  numerous  scien- 
tific exhibits,  organization  and  sec- 
tion  meetings,  and  scientific  ses- 
sions. 

Special  Programs  Planned 

In  addition  to  the  progTams  of 
12  scientific  sections  and  of  27  re- 
lated organizations,  eight  special 
programs  will  be  included  in  the 
events  of  the  100th  Annual  Ses- 
sion. 

A list  of  the  eight  special  pro- 
grams and  descriptions  of  the  pro- 
grams follow. 

1.  A Seminar  on  Psychosomatic 
Disorders,  sponsored  by  the  Texas 
Academy  of  General  Practice 
12:30-5:30  p.m.,  Thursday,  May  4, 
will  include  a two-hour  television 
presentation  of  three  cases  regard- 
ing the  detection  and  management 
of  psychosomatic  disorders,  moder- 
ated by  Dr.  Jerry  M.  Lewis  of 
Dallas.  The  program,  which  will  be 
acceptable  for  American  Academy 
of  General  Practice  credit,  will  in- 
clude such  papers  as  “The  Care 
of  the  Allergic  Child,”  by  Dr.  Sal- 
mon R.  Halpern  of  Dallas;  “The 
Teenager  and  His  Problems”  by 
Dr.  Eugene  L.  Aten  of  Dallas.  A 
panel  discussion  on  “The  Sick 
Marriage — Its  Causes  and  Cures,” 
will  also  be  presented  with  Dr. 
George  M.  Jones  and  the  Rev.  Jul- 
ius A.  Fritze,  both  of  Dallas,  par- 
ticipating. 

2.  A Symposium  on  Cerebral 
Palsy,  sponsored  by  United  Cere- 
bral Palsy  of  Texas,  Inc.,  will  take 


place  all  day  on  Saturday,  May  6. 
The  symposium  subject  matter  will 
include  children’s  learning  prob- 
lems due  to  neurologic  dysfunction. 
Participating  in  the  session  will  be 
Dr.  Meyer  A.  Perlstein,  chief,  Chil- 
dren’s Neurology  Clinic  of  the  Cook 
County  Hospital,  Chicago,  and  oth- 
er neurologists,  psychologists,  and 
speech  and  hearing  therapists. 

3.  A Symposium  on  the  Nature 
of  Addiction,  sponsored  by  the 
Texas  Commission  on  Alcoholism, 
at  8 p.m.,  Thursday,  May  4,  will 
feature  Dr.  R.  Gordon  Bell,  execu- 
tive director  of  the  Donwood  Foun- 
dation of  Willowdale,  Ontario, 
Canada,  presenting  the  keynote  ad- 
dress. The  symposium  will  be  of 
interest  to  physicians,  social  work- 
ers, psychologists,  nurses,  and  cler- 
gymen. 

4.  A Conference  on  Cancer, 
“Current  Concepts  in  Etiology  and 
Diagnosis  of  Cancer,”  sponsored 
by  the  American  Cancer  Society 
in  conjunction  with  its  executive 
board  meeting  and  the  TMA  An- 
nual Session,  will  be  offered  9 a.m. 
to  5 p.m.,  Wednesday,  May  3. 

5.  The  First  Texas  Conference 
on  Physicians  and  Nurses,  “Phy- 
sicians and  Nurses  Plan  Together 
for  Improved  Patient  Care,”  spon- 
sored by  the  Texas  Medical  Asso- 
ciation Committee  on  Nursing  and 
the  Texas  Nurses  Association,  will 
take  place  9 a.m.  to  3 p.m.,  Thurs- 
day, May  4.  The  program  will  con- 
sist of  group  discussions  regarding 
the  changing  patterns  in  medical 
and  nursing  care. 

6.  A Symposium  on  Cardiovas- 
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Estomul  does  what  standard  anticholinergics  fail 
to  do  — it  provides  a continuous  climate  for  ulcer 
healing,  eliminating  the  peaks  and  valleys  of 
ordinary  therapy.  It  is  a comprehensive  formulation 
providing  sustained  antisecretory  effect  on 
gastric  activity.  A recent  study1  reported  a 56% 
satisfactory  response  with  a maintenance  schedule 
of  Estomul  in  patients  refractory  to  all  previous 
medication.  In  less  difficult  peptic  ulcer  patients, 
a second  study2  noted  a 94%  satisfactory  response. 
Both  studies  confirmed  this  clinical  improvement 
radiologically.  And  both  reported  unusually 
prolonged  reduction  of  basal  secretion.  With  a 
maintenance  course  of  Estomul  therapy  you  can 
provide  this  continuous  climate  for  healing  in 
your  own  peptic  ulcer  patients. 

A continuous 
climate  for 
ulcer  healing 

(not  simply  episodic  reduction  of  secretion  or  motility) 


Estomul' 


Tablets 

Each  swallow  tablet  contains:  orphenadrine  hydrochloride,  25  mg.; 
bismuth  aluminate,  25  mg.;  magnesium  oxide,  45  mg.;  aluminum  hy- 
droxide-magnesium carbonate  (as  co-precipitate),  500  mg. 

Good-Tasting  Liquid 

Each  tablespoon  (15  cc.)  contains:  orphenadrine  hydrochloride,  25  mg. ; 
bismuth  aluminate,  50  mg.;  aluminum  hydroxide-magnesium  carbon- 
ate (as  co-precipitate),  918  mg. 

Dosage:  1 or  2 tablets  or  1 or  2 tablespoons  3 times  daily. 

Supplied:  In  bottles  of  100  tabletsor  12  fluid  oz.. 


Side  Effects:  Doses  in  excess  of  6 tablets  or  6 tablespoons  daily  may 
produce  dryness  of  mouth  or  blurring  of  vision.  Other  possible  side 
actions  include:  tachycardia,  palpitation,  urinary  hesitancy  or  reten- 
tion, dilatation  of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness! 
urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may 
experience  some  degree  of  mental  confusion. 


Contraindicated:  In  glaucoma,  pyloric  or  duodenal  obstruction,  ste- 
nosmg  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the 
bladder  neck,  achalasia  and  myasthenia  gravis. 


^ ,V!C!H„a.rdy'  G'  Judice'  R-  C.,  McHardy,  R.  J.,  and  Cradic,  H.: 
hern  Med.  J. 59:459  (April)  1966. 2. Slanger,  A.:  Western  Med. 6:205, 1965. 


Riker  Laboratories  • Northridge,  California  91324 
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cular  Diseases,  “Perspectives  1967 
— Cardiac  Problems,”  sponsored  by 
The  TMA  Committee  on  Cardio- 
vascular Diseases  in  cooperation 
with  the  Texas  Heart  Association, 
planned  for  9 a.m.  to  5:15  p.m., 
Thursday,  May  4,  will  feature 
presentations  by  Texas  cardiolo- 
gists. 

7.  A Seminar  of  Food  Preserva- 
tion and  Irradiation  will  be  spon- 
sored by  the  TMA  Committee  on 
Nuclear  Medicine,  from  9:15  to 
11  a.m.  Friday,  May  5.  Guest 
speakers  obtained  for  the  seminar 
to  date  are  Dr.  Charles  L.  Dun- 
ham, director,  Division  of  Biology 
and  Medicine,  Atomic  Energy  Com- 
mission, Washington,  D.C.,  and 
Prof.  Edward  C.  Maxie,  pomolo- 
gist,  University  of  California,  Col- 
lege of  Agriculture,  Davis,  Calif. 

8.  A Conference  on  Physicians 
and  Schools,  sponsored  by  the  TMA 
Committee  on  School  Health,  is 
being  planned  for  8:30  a.m.  to  4 
p.m.,  Thursday,  May  4. 

Early  Reservations  Urged 

Scientific  meeting  and  exhibit 
headquarters  for  the  Annual  Ses- 
sion will  be  the  Dallas  Memorial 
Auditorium,  and  the  Adolphus 
Hotel. 

The  Statler  Hilton  Hotel  will 
serve  as  headquarters  for  business 
affairs  and  for  sessions  of  the 
House  of  Delegates.  The  Woman’s 
Auxiliary  to  the  Texas  Medical 
Association  will  be  headquartered 
in  the  Sheraton-Dallas  Hotel. 

Housing  accommodations  have 
been  reserved  in  six  hotels  and 
motor  inns  for  physicians  attend- 
ing the  Annual  Session.  These  fa- 
cilities are  the  Statler  Hilton  Ho- 
tel, the  Adolphus  Hotel,  the  Shera- 
ton-Dallas Hotel,  the  Baker  Hotel 
of  Dallas,  the  Marriott  Motor  Ho- 
tel, and  the  Inn  of  the  Six  Flags 
at  Arlington.  Physicians  and  guests 
may  write  directly  to  the  hotel  or 
motel  of  their  choice  for  reserva- 
tions. 

Reservations  should  be  made  as 
soon  as  possible.  Physicians  may 
wish  to  use  the  reservation  card 
on  page  105.  Managers  of  these  fa- 
cilities have  been  asked  to  confirm 
reservations  directly.  When  a hotel 
or  motel  exhausts  its  allocation  of 
rooms,  it  will  be  responsible  for 
referring  requests  to  the  Dallas 
Convention  and  Visitors  Bureau. 
The  Bureau  will  then  secure  reser- 
vations in  suitable  facilities  for  the 
individuals  concerned. 


Scott  and  White  Conference 
Slated  for  Temple,  Feb.  19-21 


The  15th  annual  Scott  and  White 
Conference  in  Medicine  and  Sur- 
gery will  take  place  Feb.  19-21. 

Guest  speakers  will  be  Dr.  Den- 
ton A.  Cooley,  Houston,  professor 
of  surgery,  Baylor  University  Col- 
lege of  Medicine;  Dr.  S.  Gilbert 
Blount,  Jr.,  professor  of  medicine 
and  head,  Division  of  Cardiology, 
University  of  Colorado  Medical 
Center,  Denver;  and  Mr.  George 
Jessel,  entertainer,  Hollywood, 
Calif. 

Drs.  Cooley  and  Blount  will  ad- 
dress the  conference  twice,  and 
Mr.  Jessel  will  be  the  after  dinner 
speaker  at  the  conference  banquet 
on  Feb.  20.  Dr.  Cooley’s  topics  will 
be  “Surgical  Treatment  of  Ac- 
quired Valvular  Heart  Disease  by 
Valve  Replacement,”  and  “The  Di- 
rect Surgical  Approach  to  Occlu- 
sive Arterial  Disease.”  Dr.  Blount 
will  speak  on  “Primary  Pulmonary 
Hypertension,”  and  “Primary  Myo- 
cardial Disease.” 

Other  topics  to  be  discussed  in- 
clude treatment  of  common  varie- 
ties of  headache,  the  asthmatic 
child,  evaluation  of  the  “acute  ab- 
domen,” the  problem  of  recurrent 
diarrhea,  the  direct  surgical  ap- 
proach to  occlusive  arterial  dis- 
ease, amenorrhea,  oral  hypogly- 
cemia-producing agents,  cystic  mas- 
titis, excretory  urography,  and 
psychometric  testing.  The  program 
will  be  handled  largely  by  Scott 
and  White  physicians. 


Industrial  Pharmacy  Seminar 
Planned  by  UT  in  February 


The  sixth  in  a series  of  annual 
Texas  Industrial  Pharmacy  semi- 
nars will  be  held  by  The  University 
of  Texas  College  of  Pharmacy  Ex- 
tension Service  in  Austin,  Feb.  23- 
24. 

Topics  to  be  discussed  include 
investigational  drug  experimental 
design  and  quality  control,  prob- 
lems in  pharmaceutical  toxicology, 
proof  of  efficacy  at  the  company 
level,  importance  of  proper  design 
for  drug  studies,  new  developments 
in  glass  containers,  packaging  and 
product  stability  in  plastics,  and 
practical  aspects  in  the  develop- 
ment of  an  aerosol  product. 

The  seminar  will  be  held  in  con- 


junction with  and  immediately 
following  a Food  and  Drug  Admin- 
istration Workshop  on  Good  Manu- 
facturing Practices  on  Feb.  21-22. 
The  workshop  will  be  concerned 
with  an  in-depth  consideration  of 
good  manufacturing  practice  regu- 
lations; buildings,  equipment  and 
their  maintenance;  quality  con- 
trols for  raw  materials;  controlled 
drugs;  manufacturing  and  “in 
process”  quality  controls;  quality 
control  in  filling  and  finishing 
operations;  drug  recalls;  FDA 
drug  control  inspection  and  self- 
inspection techniques;  and  per- 
sonnel attitudes  and  motivation. 

Those  interested  may  register 
for  both  sessions  or  for  either  ses- 
sion separately.  Further  informa- 
tion is  available  from  Bill  D. 
Jobe,  Director,  Pharmacy  Exten- 
sion Service,  The  University  of 
Texas,  Austin  78712. 


M.  D.  Anderson  To  Sponsor 
Cancer  Research  Symposium 


“The  Proliferation  and  Spread 
of  Neoplastic  Cells”  will  be  the 
subject  of  the  21st  Annual  Sym- 
posium on  Fundamental  Cancer  Re- 
search sponsored  by  The  Univer- 
sity of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  in  Hous- 
ton, Feb.  27,  28,  and  March  1. 

Dr.  Emil  Frei,  III,  head  of  the 
department  of  Developmental  Ther- 
apeutics at  M.  D.  Anderson  Hos- 
pital, is  chairman  of  the  1967 
symposium. 

Topics  under  discussion  at  the 
three-day  meeting  will  include: 
comparative  studies  of  normal  and 
neoplastic  cells  in  vitro;  experi- 
mental studies  of  growth  kinetics 
of  normal  and  neoplastic  cells,  in 
vitro  and  in  vivo  studies;  clinical 
studies;  kinetic  studies  and  thera- 
py; experimental  studies  of  tumor 
invasion  and  metastases;  and  se- 
lected host  factors  and  tumor 
growth. 

The  sessions  will  be  chaired  by 
scientists  outstanding  in  the  field 
of  cancer  research,  including  Dr. 
Harry  Eagle,  Albert  Einstein  Col- 
lege of  Medicine,  Yeshiva  Univer- 
sity, Bronx,  New  York;  Dr.  T.  C. 
Hsu,  The  University  of  Texas  M. 
D.  Anderson  Hospital  and  Tumor 
Institute,  Houston;  Dr.  Mortimer 
Mendelsohn,  Hospital  of  the  Uni- 
versity of  Pennsylvania,  Philadel- 
phia; Dr.  Seymour  Perry,  National 
Cancer  Institute  of  the  National 
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TEXAS  MEDICINE 


Institutes  of  Health,  Bethesda, 
Md.;  Dr.  Howard  E.  Skipper, 
Southern  Research  Institute,  Bir- 
mingham, Ala.;  Dr.  Walter  J.  Bur- 
dette, The  University  of  Texas  M. 
D.  Anderson  Hospital  and  Tumor 
Institute;  and  Dr.  John  J.  Trentin, 
Baylor  University  College  of  Medi- 
cine, Houston. 

The  symposium  is  cosponsored 
by  M.  D.  Anderson  Hospital,  the 
American  Cancer  Society  and  the 
US  Public  Health  Service.  Also  co- 
sponsoring the  meeting  is  The  Uni- 
versity of  Texas  Graduate  School 
of  Biomedical  Sciences  at  Houston. 

The  purpose  of  these  annual 
meetings  is  to  bring  together  sci- 
entists from  the  United  States  and 
abroad  to  review  and  exchange 
ideas  on  facets  of  scientific  knowl- 
edge related  to  cancer  and  allied 
diseases. 


Texas  Urologists  To  Gather 
For  Annual  Meeting  Feb.  17-18 


The  Texas  Urological  Society 
will  hold  its  annual  meeting  Feb. 
17-18  in  Longview  at  the  Holiday 
Inn. 

Guest  speakers  at  the  scientific 
session  will  include  Dr.  J.  J.  Stein, 
Los  Angeles,  professor  of  radi- 
ology, University  of  California 
School  of  Medicine;  Dr.  J.  P.  San- 
ford, Dallas,  professor  of  medicine, 
University  of  Texas  Southwestern 
Medical  School;  and  Dr.  William 
H.  Masters  and  Mrs.  Virginia  E. 
Johnson,  both  of  the  Reproductive 
Biology  Research  Foundation,  St. 
Louis. 

Other  activities  will  include  a 
business  meeting  following  the  sci- 
entific session,  a luncheon  for  phy- 
sicians’ wives,  and  a formal  dinner 
on  Friday,  Feb.  17. 

The  meeting  is  open  to  all  mem- 
bers of  the  society  and  all  physi- 
cians interested  in  urology. 


Teaching  Conference  Slated 


The  Children’s  Hospital  Research 
and  Education  Foundation  in  San 
Antonio  will  sponsor  a Fifth  An- 
nual Teaching  Conference  March 
4-5  at  the  Children’s  Hospital  at 
Santa  Rosa  Medical  Center. 

Guest  speakers  will  be  Dr.  Harry 
Bakwin  of  New  York  City  and 
Dr.  Samuel  Livingston  of  Balti- 
more. Dr.  Bakwin  will  speak  on 


behavior  disorders,  and  Dr.  Living- 
ston on  seizure  disorders. 

The  conference  is  acceptable  for 
eight  hours  of  credit  by  the  Ameri- 
can Academy  of  General  Practice. 


Fort  Worth  Symposium  Set 
By  County  Heart  Association 


The  Tarrant  County  Heart  As- 
sociation will  hold  its  14th  annual 
Postgraduate  Symposium  on  heart 
disease  Feb.  19  at  the  Green  Oaks 
Inn  in  Fort  Worth. 

Guest  speakers  and  their  topics 
will  be  Dr.  Alexander  Marble,  Bos- 
ton, assistant  clinical  professor  of 
medicine,  Harvard  Medical  School, 
“Vascular  Changes  in  the  Early 
Stages  of  Diabetes:  Prevention  and 
Treatment  of  Small  Vessel  Disease 
in  Diabetes”;  Dr.  Ronald  H.  Dietz- 
man,  Minneapolis,  Sterling-Win- 
throp  cardiovascular  research  fel- 
low, University  of  Minnesota  Hos- 
pitals Pathogenesis  of  Shock:  An 
Alternate  Approach  to  the  Treat- 
ment of  Shock”;  and  Dr.  John  H. 
Phillips,  Jr.,  associate  professor  of 
medicine,  Tulane  University  School 
of  Medicine,  New  Orleans,  “Neuro- 
circulatory  Asthenia:  Viral  Dis- 
eases of  the  Heart.” 


Cancer  Society  To  Present 
Mid-Winter  Colorado  Seminar 


Dr.  John  S.  Stehlin,  Jr.,  asso- 
ciate surgeon  at  The  University  of 
Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Houston,  will 
be  the  guest  speaker  at  the  first 
annual  mid-winter  cancer  seminar 
sponsored  by  the  American  Cancer 
Society,  Colorado  Division. 

The  seminar  will  take  place  at 
Lodge  At  Vail  in  Vail,  Colo.,  Feb. 
10-12,  and  will  be  acceptable  for 
American  Academy  of  General 
Practice  credit. 

Dr.  Stehlin  will  speak  on  treat- 
ment with  newer  chemical  tech- 
niques. Other  subjects  to  be  dis- 
cussed at  the  cancer  seminar  in- 
clude oral  cancer,  lung  disease, 
uterine  cancer,  lymphomas,  and 
mammography.  A panel  discussion 
will  consider  pap  smear  and  other 
techniques  in  doctors’  offices. 

Attending  physicians  will  have 
opportunities  to  participate  in 
swimming,  skiing,  and  sauna  in 
addition  to  the  seminar  activities. 


American  Radiology  College 
Schedules  Annual  Meeting 


Members  of  the  American  Col- 
lege of  Radiology  will  gather  Jan. 
31  through  Feb.  4 at  the  Century 
Plaza  Hotel  in  Los  Angeles  for 
the  organization’s  1 9 6 7 annual 
meeting. 

College  committees,  councils,  and 
the  Board  of  Chancellors  will  meet. 
Candidates  for  fellowship  in  the 
college  will  have  conferred  upon 
them  the  degree  of  fellow  of  the 
American  College  of  Radiology  at 
the  fellowship  convocation. 

Items  on  the  general  program 
will  include  independent  billing  of 
professional  fees  in  radiology,  co- 
operative public  relations  programs 
between  the  college  and  the  x-ray 
industry,  and  medical  radiological 
exposure  of  the  American  public. 

The  program  of  the  Annual  Con- 
ference of  Teachers  of  Radiology 
on  Feb.  4 will  feature  current  con- 
cepts in  the  recruitment  and  con- 
tinuing education  of  radiologists. 


Texans  Scheduled  To  Speak 
At  College  of  Surgeons  Meet 


Five  Texas  doctors  will  partici- 
pate in  the  program  of  the  Ameri- 
can College  of  Surgeons  sectional 
meeting  in  Colorado  Springs  Feb. 
15-17. 

Dr.  Jesse  E.  Thompson  of  Dallas 
will  present  “Evaluation  of  Pro- 
cedures for  Peripheral  Arterial 
Disease,”  at  the  Feb.  15  general 
session. 

Participating  in  panel  discus- 
sions will  be  Drs.  George  V. 
Brindley,  Jr.,  of  Temple,  “Treat- 
ment of  Crushed  Chest  Injuries”; 
Dr.  Louis  Herman  Paradies,  Jr., 
of  Dallas,  “Current  Concepts  in 
Rheumatoid  Surgery”;  Dr.  William 
Fields  of  Houston,  “Cerebro-Vas- 
cular  Disease”;  and  Dr.  John  A. 
Moncrief  of  Fort  Sam  Houston, 
“Recent  Developments  in  Burn 
Therapy.”  Dr.  Moncrief  will  serve 
as  moderator  for  the  burn  therapy 
panel,  and  Dr.  Thompson  will 
moderate  the  cerebrovascular  dis- 
ease panel. 

Sessions  will  be  held  in  the 
Broadmoor  Hotel.  The  programs 
will  consist  of  panel  discussions, 
special  reports,  “how-to-do-it”  clin- 
ics, and  medical  films  about  ac- 
ceptable and  new  treatment. 
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Venereal  Disease  Conference 
To  Be  Cosponsored  by  TMA 


Texas  Medical  Association  is  one 
of  four  organizations  sponsoring  a 
Joint  Action  Conference  Against 
Venereal  Disease  on  Jan.  28  in  the 
TMA  Headquarters  Building,  Aus- 
tin. The  other  three  sponsors  of 
the  conference  are  the  Texas  State 
Department  of  Health,  the  Texas 
Junior  Chamber  of  Commerce,  and 
the  Texas  Congress  of  Parents  and 
Teachers. 

Representatives  of  state  organi- 
zations which  have  taken  an  of- 
ficial position  on  the  problem  of 
venereal  disease  have  been  invited 
to  participate  in  the  conference. 
The  problem  will  be  outlined  as  it 
exists  in  Texas;  and  particular  at- 
tention will  be  devoted  to  control- 
ling venereal  disease,  with  empha- 
sis on  community  action  and  public 
education. 

Program  speakers  and  their  top- 
ics will  include  Dr.  J.  E.  Peavy, 
Austin,  Texas  State  Commissioner 
of  Health,  “Call  For  Action”;  Dr. 
Morris  Polsky,  Austin,  TMA,  “Ven- 
ereal Disease — The  Problem”;  and 
William  J.  Schwartz,  Atlanta,  Ga., 
educational  consultant,  Communi- 
cable Disease  Center,  United  States 
Public  Health  Service,  “Let’s  Get 
the  Job  Done.” 

Four  speakers  will  participate 
in  a panel  discussion  on  controlling 
venereal  disease  in  Texas.  Speak- 
ers are  Dr.  Van  C.  Tipton,  Austin, 
director,  Communicable  Disease 
Control  Division,  Texas  State  De- 
partment of  Health;  Dr.  Sam  A. 
Nixon,  Floresville,  Chairman,  TMA 
Committee  on  Public  Health;  Mrs. 
Sue  Boe,  Chicago,  field  repre- 
sentative, Community  Relations 
Department,  American  Medical  As- 
sociation; and  Robert  R.  Robinson, 
Houston,  state  chairman  of  VD 
education,  Texas  Junior  Chamber 
of  Commerce. 

Round-table  discussion  groups 
will  be  led  by  Mrs.  Boe,  Mr. 
Schwartz,  and  Dr.  Nixon  on  educa- 
tion, community  action,  and  VD 
clinics  and  control  programs. 

Organizations  participating  in 
the  half-day  conference  will  include 
Texas  Education  Agency,  Pilot  In- 
ternational, Southwest  Regional 
Committee  of  the  American  Social 
Health  Association,  Texas  Home 
Demonstration  Association,  Texas 
Federation  of  Women’s  Clubs,  De- 
partment of  Texas  of  the  American 
Legion,  Business  and  Professional 
Women’s  Clubs  of  Texas,  Kiwanis 


International,  and  the  Woman’s 
Auxiliary  to  the  Texas  Medical  As- 
sociation. 

The  conference  grew  out  of  a 
meeting  of  the  four  sponsoring  or- 
ganizations on  Oct.  19,  1966,  called 
by  Mr.  Robinson  to  promote  a co- 
operative campaign  against  ven- 
ereal disease  in  Texas.  The  Texas 
VD  problem  began  to  cause  much 
concern  when  Texas  showed  the 
largest  increase  in  syphilis  in  the 
nation  from  July  through  October, 
1966.  Texas  has  also  been  reported 
to  have  the  largest  number  of  ven- 
ereally-infected  teenagers  in  the 
nation. 


Cardiology  College  To  Convene 
Feb.  15-19  in  Washington,  D.C. 


The  American  College  of  Cardi- 
ology will  hold  its  16th  annual 
session  Feb.  15-19  in  Washington, 
D.C. 

Highlights  of  the  session  will 
include  a panel  discussion  on  “Con- 
troversies in  Cardiology”  and  a 
symposium  on  space  medicine. 

The  “Controversies”  panel  will 
present  opposing  views  on  such 
subjects  as  revascularization  of 
the  heart,  prophylactic  digitaliza- 
tion, long-acting  nitrites,  and  po- 
larizing solutions.  The  space  medi- 
cine symposium  will  focus  on  car- 
diovascular problems  affecting  both 
astronauts  and  aquanauts,  and 
presentations  by  scientists  on  the 
effects  of  prolonged  deep  sea  and 
outer  space  travel  on  the  heart 
and  blood  vessels. 

Scientists  from  England,  South 
Africa,  and  other  countries  will 
present  short  papers  on  “Contribu- 
tions of  International  Cardiology.” 

Other  features  will  include  more 
than  50  luncheon  panels  and  fire- 
side conferences.  Scientific  clinics 
and  demonstrations  will  be  held  at 
most  of  Washington’s  university 
medical  centers  and  at  federal  hos- 
pitals and  institutes.  More  than 
150  technical  and  scientific  ex- 
hibits will  be  on  display. 


Pathology  Groups  To  Hold 
Las  Vegas  Clinical  Meeting 


The  American  Society  of  Clinical 
Pathologists  (ASCP)  and  the  Col- 
lege of  American  Pathologists 
(CAP)  will  hold  an  interim  clini- 
cal meeting  at  the  Dunes  Hotel 
in  Las  Vegas,  Feb.  26-March  3. 


The  ASCP  portion  will  include 
a scientific  program  with  morning 
and  afternoon  sessions,  workshops 
sponsored  by  the  ASCP  Commis- 
sion on  Continuing  Education,  and 
meetings  of  the  Board  of  Directors 
and  Advisory  Council. 

The  CAP  program  will  include 
meetings  of  the  assembly  of  the 
College,  a symposium  on  “Evolving 
Patterns  of  Patient-Pathologist- 
Hospital  Relationships”  and  a 
management  leadership  workshop. 

A reception  and  banquet  will 
honor  officers  and  members  of  the 
ASCP  Advisory  Council  and  of  the 
CAP  assembly. 


New  Smallpox  Certificate 
Comes  into  Use  on  Jan.  1 


Texas  physicians  are  asked  to 
take  note  of  a new  smallpox  vac- 
cination form  which  came  into 
force  on  Jan.  1. 

The  Eighteenth  World  Health 
Assembly,  at  its  meeting  in  May, 
1965,  voted  to  amend  the  smallpox 
vaccination  certificate.  The  new 
form  will  indicate  whether  a 
freeze-dried  or  liquid  vaccine  was 
used  and  will  include  the  origin 
and  batch  number  of  the  smallpox 
vaccine. 

The  new  certificate  was  the 
recommendation  of  the  Committee 
on  International  Quarantine. 

To  be  valid  for  international 
travel,  smallpox  vaccinations  per- 
formed after  Jan.  1,  1967,  will  have 
to  be  recorded  on  the  new  certifi- 
cate; however,  smallpox  vaccina- 
tion certificates  issued  prior  to  Jan. 
1 will  continue  to  be  valid  for  the 
period  for  which  they  were  previ- 
ously valid. 

The  Texas  State  Department  of 
Health  has  asked  that  Texas  phy- 
sicians cooperate  in  the  issuing  of 
these  amended  certificates. 


Forensic  Group  To  Meet 


The  American  Academy  of  For- 
ensic Sciences  will  hold  its  annual 
meeting  Feb.  20-25  at  the  Princess 
Kaiulani  Hotel  in  Honolulu. 

Scientific  sessions  will  take  place 
in  the  mornings;  afternoons  will 
be  free  for  sightseeing  and 
relaxing. 

President  of  the  academy  is  Jack 
L.  Sachs,  1 N.  La  Salle  St.,  Suite 
855,  Chicago  60602. 
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Advances  in  Drug  Research 


Certain  Antidepressant  Agents  Found 
To  Cause  Various  Adverse  Reactions 


[Editor's  Note:  Port  one  of  this  orticle 
on  antidepressants  appeared  in  the  De- 
cember, 1966,  issue  of  Texas  Medicine. 
In  that  issue  Drs.  Delgado,  Cosgrove,  and 
Isaacson  of  the  University  of  Texas  Col- 
lege of  Pharmacy,  Austin,  discussed  the 
uses  of  five  types  of  antidepressant  agents 
— beta-phenethylamine  congeners,  alpha- 
alkyltryptamines,  hydrazine  derivatives, 
cyclopropylamines,  and  propargylamines. 
The  discussion  of  antidepressants,  includ- 
ing adverse  effects  of  several  types  and  a 
complete  bibliography,  is  concluded  here.] 


Trycyclic  Compounds 

During  a clinical  investigation 
of  a series  of  phenothiazine  analogs 
previously  prepared  by  Haflinger 
and  Schindler,  it  was  found  that 
imipramine,  a dibenzazepine  com- 
pound, differing  from  the  pheno- 
thiazines  only  by  replacement  of 
the  sulfur  with  an  ethylene  link- 
age, was  relatively  ineffective  in 
quieting  agitated  psychotic  pa- 
tients. However,  it  exhibited  re- 
markable benefit  upon  certain  de- 
pressed patients.10 

Although  this  drug  possesses 
mild  anticholinergic  action  and  is 
ineffective  against  the  neurotic 
type  of  depression,  it  does  have 
definite  value  in  endogenous  de- 
pressions. It  also  is  not  an  MAO 
inhibitor  and  is  relatively  free 
from  toxic  reactions  on  the  ret- 
ina.10 However,  in  view  of  certain 
undesirable  characteristics,  such  as 
its  slow,  variable  onset  of  action, 
its  anticholinergic  side  effects  and 
its  production  of  a high  incidence 
of  orthostatic  hypotension,  further 
structure-activity  studies  were  car- 
ried out  which  resulted  in  the  syn- 
thesis of  several  related  active 
antidepressants.1  Some  of  these 
will  be  reviewed  here. 

Amitriptyline  (Elavil),  a 10,  11- 
dihydrodibenzo-cycloheptene  deriv- 
ative containing  a C = CH  moiety 
in  place  of  the  N-CH.,-found  in 
imipramine,  proved  to  be  a clinical- 
ly effective  antidepressant.  Struc- 
turally, amitriptyline  is  closely  re- 


lated to  the  antihistaminic  agent 
cyproheptadine  (Periactin),  while 
imipramine  is  structurally  similar 
to  the  phenothiazine  tranquilizer 
promazine  (Sparine).  Amitripty- 
line is  fairly  effective  in  the  treat- 
ment of  endogenous  depression; 
but  it  is  relatively  ineffective  in 
patients  with  neurotic  depression. 
Although  it  is  not  free  from  un- 
desirable side  effects,  amitriptyline 
is  reported  to  have  the  following 
advantages  over  imipramine:  (1) 
it  has  a faster  onset  of  action,  (2) 
its  anticholinergic  side  effects  are 
less  pronounced,  (3)  it  produces 
less  incidences  of  orthostatic  hy- 
potension, (4)  it  does  not  exacer- 
bate psychotic  symptoms,  and  (5) 
it  possesses  some  sedative  action 
useful  in  treating  anxiety-tension 
states.2’  4’ 11 

Desipramine  (Norpramin,  Perto- 
frane)  and  nortriptyline  (Aventyl) 
are  the  demethylated  relatives  of 
imipramine  and  amitriptyline  re- 
spectively. These  drugs  differ 
structurally  from  the  parent 
compounds  by  having  one  less 
methyl  group  on  the  basic  aliphatic 
amino  function.  The  structural 
difference  is  reported  to  have  made 
these  compounds  more  stimulating 
than  those  from  which  they  are 
derived.12  Desipramine  and  nortrip- 
tyline also  differ  from  the  parent 
compounds  in  that  they  cause  fewer 
and  less  intense  side  effects.  The 
lesser  intensity  of  the  side  effects 
of  desipramine  is  presumably  a re- 
sult of  weaker  cholinergic  and 
adrenergic  blocking  properties 
which  are  normally  more  pro- 
nounced with  tertiary  than  with 
secondary  or  primary  amines. 

Several  investigators  have  isolat- 
ed a metabolite  of  imipramine 
which  later  was  identified  as  de- 
sipramine. Other  researchers  have 
concluded  on  the  basis  of  pharma- 
cological and  clinical  evidence  that 
the  antidepressant  activity  of  imi- 
pramine was  due  to  its  metabolite 
(desipramine)  and  that  the  ob- 
served delay  of  onset  of  action  of 
the  former  was  due  to  its  slow  bio- 


transformation to  the  demethylated 
form.1 

Because  desipramine  and  nor- 
triptyline have  more  stimulating 
properties  than  the  parent  com- 
pounds, they  have  a narrower 
range  of  clinical  indication,  being 
best  suited  for  the  treatment  of 
retarded  depressions.12  The  prompt 
onset  of  action  appears  to  be  the 
prime  advantage  of  desipramine  in 
treating  serious  depression.13.  11 

It  was  originally  hoped  that 
these  drugs  would  prove  superior 
to  imipramine  and  amitriptyline, 
but  clinical  data  on  them  indicate 
that  they  are  not.  They  appear  to 
be  of  value  in  some  depressed  pa- 
tients who  do  not  respond  to  or 
tolerate  other  antidepressant  drugs. 
Reports  also  indicate  in  some  pa- 
tients a more  favorable  thera- 
peutic response  than  would  be  pos- 
sible otherwise.2 

Molecular  modifications  of  the 
middle  ring  of  nortriptyline  pro- 
duced the  effective  antidepressant, 
protriptyline  (Vivactil).  Clinically 
this  drug  is  said  to  be  a “purer” 
type  of  antidepressant  drug  than 
amitriptyline  or  nortriptyline  be- 
cause it  lacks  the  sedative  proper- 
ties of  the  latter  compounds.1  In  a 
test  situation,  patients  who  served 
as  their  own  controls  and  who  had 
been  taking  imipramine  or  ami- 
triptyline for  a prior  depression, 
seemed  to  respond  more  quickly  to 
protriptyline.2  Dorfam  states  that 
the  major  usefulness  of  protripty- 
line appears  to  be  for  patients  with 
retardation  apathy  without  agita- 
tion.15 

There  are  patients  who  respond 
only  to  the  stimulating  action  of 
protriptyline  and  later  relapse,  but 
this  does  not  appear  to  occur  as 
frequently  with  protriptyline  as  it 
does  with  the  other  antidepres- 
sants. Protriptyline  has  been  re- 
ported to  be  well  tolerated.  How- 
ever, elderly  patients  appear  to  be 
more  sensitive  to  its  stimulating 
effects;  therefore  smaller  doses 
should  be  administered.  Due  to  the 
drug’s  inherent  stimulating  action, 
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it  should  not  be  used  alone  for 
depressed  patients  with  anxiety  or 
agitation  but  may  be  given  in 
combination  with  a sedative-tran- 
quilizer.2 

Perphenazine- Amitriptyline 
Combination 

Generally  anxiety  and  depression 
seldom  exist  alone.  Both  of  these 
are  usually  present  in  emotionally 
disturbed  patients;  however,  these 
conditions  are  present  in  varying' 
degrees.  With  the  psychoneurotic 
person,  the  latter  is  secondary  to 
the  dominant  anxiety.  A psycho- 
neurotic individual  may  develop  a 
depression,  but  when  this  happens 
generally  there  is  an  enhancement 
of  the  anxiety.  In  addition,  the 
patient  also  develops  physical,  emo- 
tional, and  psychic  changes  which 
often  compel  him  to  seek  medical 
advice  for  these  symptoms  rather 
than  for  the  psychoneurosis. 

Schizophrenics  also  experience 
anxiety  and  depression.  When  de- 
pressive symptoms  predominate 
and  the  physician  treats  these  with 
only  an  antidepressant,  there  is 
the  danger  that  the  schizophrenia 
will  be  increased  as  the  depression 
is  relieved.  On  the  other  hand,  if 
major  tranquilizers  are  used  to 
control  a schizophrenic’s  anxiety, 
tension,  and  psychomotor  symp- 
toms, depressive  symptoms  may 
become  very  evident. 

Because  anxiety  and  depression 
are  almost  always  interrelated,  the 
prescribing  of  a tranquilizer  and 
an  antidepressant  appears  to  be 
a pragmatic,  rational  therapeutic 
attack  on  these  symptoms.  The  fol- 
lowing combinations  of  the  pheno- 
thiazine  tranquilizer,  perphena- 
zine, and  the  tricyclic  antidepres- 
sant, amitriptyline,  are  available: 
Etrafon,  Mutabon,  Triavil,  and 
Triptafen.20 

It  appears  that  perphenazine 
protects  against  the  danger  of  ami- 
triptyline increasing  or  bringing 
about  schizophrenic  symptoms, 
while  the  amitriptyline  seems  to 
block  or  at  least  reduce  the  extra- 
pyramidal  effects  of  the  tranquil- 
izer. Ayd  points  out  that  the  use 
of  these  drugs  together  is  not  a 
panacea  to  be  given  to  all  individ- 
uals possessing  both  depression 
and  anxiety.  The  combination 
should  be  prescribed  only  for  those 
most  likely  to  benefit  from  such 
therapy.  The  physician  can  look 
for  the  combination  to  cause  the 
same  type  but  perhaps  fewer  and 
less  intense  autonomic  side  effects 


as  either  one  of  the  drugs  given 
alone  in  the  same  dosage  level.20 

Adverse  Reactions 

The  wide  variety  of  adverse  re- 
actions reported  with  the  use  of 
the  antidepressant  drugs  depends 
on  the  type  of  compound  adminis- 
tered. Since  severe  and  possibly 
fatal  reactions  occur  with  certain 
of  these  drugs,  it  is  important  that 
the  physician  become  familiar  with 
the  pharmacological  and  toxicologi- 
cal actions  of  these  potent  antide- 
pressant drugs  before  prescribing 
them  to  the  patients.16 

The  antidepressant  effects  of 
MAO  inhibitors  may  require  weeks 
to  become  apparent;  however,  tox- 
ic effects  due  to  overdosage  may 
occur  in  a few  hours.  The  effects 
of  self-administered  overdosage  in- 
clude agitation,  hallucinations,  hy-^ 
perreflexia,  hyperpyrexia,  and  con- 
vulsions. Hypotension  and  hyper- 
tension have  also  been  reported.10 

It  is  believed  that  the  toxicity  of 
the  MAO  inhibitors  as  a group  is 
greater  and  more  serious  than  that 
of  any  other  group  of  drugs  used 
in  the  treatment  of  mental  disease. 
The  most  dangerous  and  serious 
effects  are  those  involving  the 
liver,  the  brain,  and  the  cardio- 
vascular system.  Hepatic  toxicity 
which  includes  hepatocellular  jaun- 
dice has  been  associated  with  the 
use  of  pheniprazine,  isocarboxazid, 
phenelzine,  and  tranylcypromine. 
Excessive  central  stimulation  such 
as  tremors,  insomnia,  and  excessive 
perspiration  may  occur.10 

The  MAO  inhibitors  have  been 
reported  to  possess  anticonvulsant 
actions;  however,  convulsions  have 
been  known  to  follow  both  acute 
and  chronic  administration.  Ac- 
cumulation of  biogenic  amines  may 
be  responsible  for  most  of  the  toxic 
effects  on  the  central  nervous  sys- 
tem (CNS).  Since  the  MAO  in- 
hibitors inhibit  an  enzyme  involved 
in  the  metabolism  of  certain  drugs, 
these  antidepressants  may  inter- 
fere with  the  metabolism  of  these 
drugs  to  produce  unusual  and 
sometimes  fatal  results.  It  has  been 
reported  that  the  MAO  inhibitors 
potentiate  the  action  of  central  deJ 
pressants,  such  as  barbiturates  and 
general  anesthetics.10 

Hypertensive  crisis  is  said  to  be 
the  most  serious  toxic  effect  of 
the  MAO  inhibitors  related  to  drug 
and  dietary  constituent  interac- 
tions. Davis  observed  that  patients 
receiving  MAO  inhibitors  such  as 
phenelzine,  nialamide,  iproniazid, 


and  tranylcypromine  had  devel- 
oped severe  headaches  when  cheese 
was  ingested.17 

Blackwell  and  Cantab  reported 
12  patients  with  hypertensive  cri- 
ses due  to  MAO  inhibitors.  Evi- 
dence indicates  the  crises  were 
precipitated  by  amphetamine  and 
cheese  protein.16  Presumably,  the 
tyramine  present  in  the  cheese  es- 
capes oxidative  deamination  and 
releases  norepinephrine  that  is  pre- 
sent in  large  amounts  in  nerve 
endings.  Although  hypertensive  ep- 
isodes may  be  encountered  by  pa- 
tients when  MAO  inhibitors  are 
combined  with  sympathomimetics, 
methyldopa,  dopamine,  alcohol,  and 
tryptophan,  hypotensive  crises  may 
also  occur  when  combinations  of 
these  antidepressants  and  narcotic 
analgesics,  barbiturates,  pheno- 
thiazine  drugs,  and  thiazide  diu- 
retics are  administered.  Moses  and 
associates  found  that  a thiazide  di- 
uretic accentuated  both  recumbent 
and  postural  blood  pressure,  lower- 
ing effect  of  isocarboxazid.19 

The  incidence  and  severity  of  un- 
toward effects  of  the  tricyclic  anti- 
depressants are  extensions  of  anti-’’* 
cholinergic  actions.  Perhaps  the 
dryness  of  the  mouth  and  drowsi- 
ness are  the  most  frequent  reac- 
tions observed  in  patients  using 
these  drugs.  Occasionally,  constipa- 
tion, dizziness,  confusion,  restless- 
ness, weakness,  blurred  vision, 
tachycardia,  palpitation,  and  uri- 
nary retention  have  also  been  re- 
ported. The  weakness  and  fatigue 
reactions  are  attributable  to  the 
central  action  of  these  agents,  and 
often  they  may  resemble  those  ob- 
served with  the  use  of  pheno- 
thiazines.  The  tricyclic  antidepres- 
sants, when  administered  with  or 
soon  after  any  of  the  MAO  inhibi- 
tors, may  produce  severe  atropine- 
like reactions,  tremors,  hyperpy- 
rexia, generalized  convulsions,  de- 
lirium, and  even  death.  Although 
the  time  interval  between  the  dis- 
continuance of  MAO  inhibitors  and 
initiation  of  the  tricyclic  antide- 
pressants is  still  under  discussion, 
most  investigators  agree  that  a 
week  or  two  weeks  should  elapse 
before  the  change  is  made.6' 10' 12. 16 

The  tricyclic  compounds  tend  to 
prolong  atrioventricular  conduction 
time  which  is  manifested  by  a first 
degree  atrioventricular  block.  Al- 
though leukopenia  has  occurred 
relatively  infrequently,  patients  re- 
ceiving these  drugs  over  an  ex- 
tended period  of  time  should  have 
periodic  blood  cell  counts  and  a 
hepatic  function  test  made.16  Pa- 
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tients  on  protriptyline  with  severe 
agitation  did  poorly  and  in  some 
patients  agitation  emerged  as  the 
depression  was  lifted.15  Elderly  pa- 
tients appear  to  suffer  frequently 
from  dizziness,  postural  hyperten- 
sion, constipation,  delayed  micturi- 
tion, edema,  and  muscle  tremors.10 
When  the  dosages  are  reduced  or 
the  drugs  are  discontinued  most  of 
these  adverse  reactions  are  readily 
reversible.16 

Conclusions 

Research  in  the  field  of  antide- 
pressant agents  continues.21  As  the 
foregoing  review  exemplifies,  pro- 
gress has  been  made  in  the  field 
of  drug  design  via  molecular  modi- 
fications based  on  structure-activi- 
ty studies  and  advances  in  pharma- 
cologic and  clinical  methodology. 

Research  endeavors  also  are  be- 
ing directed  toward  the  elucida- 
tion of  molecular  mechanisms  of 
antidepressant  action.  The  recent 
advances  in  this  field  are  effective- 
ly summarized  by  Biel.21 

The  recent  book,  Textbook  of 
Organic  Medicinal  and  Pharmaceu- 
tical Chemistry,  includes  a chapter 
on  central  nervous  system  stimu- 
lants, and  therein  the  principal 
antidepressants  are  outlined  and 
described.22  The  interested  reader 
should  refer  to  the  bibliography 
for  more  details  regarding  these 
important  therapeutic  agents. 

— Jaime  N.  Delgado,  Ph.D., 
Frank  P.  Cosgrove,  Ph.D., 
and  Eugene  I.  Isaacson,  Ph.D., 
Austin,  The  University  of  Texas 
College  of  Pharmacy. 
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Personals 


Dr.  Exeter  F.  Bell,  Jr.,  Houston 
psychiatrist,  departed  Dec.  30,  1966, 
for  a 60-day  period  of  volunteer 
service  treating  the  civilian  popu- 
lation of  South  Vietnam.  Dr.  Bell  is 
serving  under  the  American  Med- 
ical Association’s  Volunteer  Physi- 
cians for  Viet  Nam  program. 

Dr.  David  Wade  of  Austin,  im- 
mediate past  president  of  TMA,  has 
recently  returned  from  a trip  to 
Pakistan  on  which  he  served  as  a 
medical  consultant  on  a special 
project  for  the  State  Department. 
Mrs.  Wade  joined  him  in  Hong 
Kong  in  the  latter  part  of  Novem- 
ber for  the  return  trip  to  Texas. 


Dr.  John  F.  Thomas  of  Austin 
for  the  second  time  became  presi- 
dent of  the  Texas  Division  of  the 
American  Cancer  Society  in  Octo- 
ber. He  first  served  as  president 
in  1962-63  and  was  chosen  as  presi- 
dent-elect of  the  society  in  1965. 
Dr.  Thomas  is  presently  chairman 
of  the  TMA  Committee  on  Cancer 
and  is  a past  president  of  the  Trav- 
is County  Medical  Society. 

Dr.  Gordon  L.  Black,  El  Paso 
radiologist,  was  named  outstanding 
ex-student  of  El  Paso’s  Austin 
High  School  for  1966.  Dr.  Black,  is 
a member  of  the  TMA  Committee 
on  Medical  Careers  and  is  current- 
ly serving  as  secretary  of  the  El 
Paso  County  Medical  Society.  He 
was  named  Outstanding  Ex  for  his 
civic,  medical,  and  religious  ac- 
tivities. 

Among  Texas  physicians  who 
have  been  elected  to  serve  as  of- 
ficers in  sections  of  the  Southern 
Medical  Association  at  the  associa- 
tion’s meeting  in  December,  1966, 
are  Dr.  Hanes  H.  Brindley  of 
Temple,  vice-chairman,  section  on 
orthopedic  and  traumatic  surgery; 
Dr.  Frederick  W.  Grover  of  Dallas, 
chairman,  section  on  allergy;  Dr. 
Thomas  L.  Royce*  of  Houston,  vice- 
chairman,  section  on  ophthalmolo- 
gy; Dr.  Ralph  Liles  of  Houston, 
secretary,  and  Dr.  William  B. 
Townsend,  of  Houston,  assistant 
secretary,  section  on  industrial 
medicine  and  surgery;  and  Dr.  Wil- 
liam T.  Hill,  chairman-elect,  and 
Dr.  John  A.  Webb,  secretary,  both 
of  Houston,  section  on  pathology. 

Four  Texas  physicians  are  sched- 
uled participants  on  the  program 
of  the  American  College  of  Sur- 
geons sectional  meeting  in  San  Die- 
go, Calif.,  Jan.  23-25.  Dr.  G.  Thom- 
as Shires  of  Dallas  will  present 
a paper  entitled  “Fluid  and  Elec- 
trolyte Management  in  the  Post- 
operative Patient.”  Dr.  Watts  R. 
Webb,  also  of  Dallas,  will  present 
the  paper,  “IPPB  in  the  Pre-  and 
Postoperative  Care  of  the  Surgical 
Patient — Principles  and  Value.” 
Drs.  Luke  W.  Able  and  Arthur  C. 
Beall,  Jr.,  both  of  Houston,  will 
serve  as  panel  participants.  Dr. 
Able  will  participate  on  the  panel 
entitled  “Pediatric  Surgical  Emer- 
gencies”; Dr.  Beall  on  the  panel, 
“Pulmonary  Embolism  (Acute 
and  Chronic),  Its  Diagnosis  and 
Treatment.” 


♦Died  Jan.  8,  1967. 
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Jail,  Giant  Cactus,  Dragons 


No  Stranger  Trip  Took  Any  Doctor 


RICHARD  0.  ALBERT,  M.D. 

[Editor's  Note:  From  February  through 
May,  1965,  Dr.  Richard  0.  Albert,  Alice 
surgeon,  went  on  an  around-the-world 
research  expedition.  Dr.  Albert,  who  has 
been  president  of  the  Texas  Ornithologi- 
cal Society  for  two  years,  began  his 
expedition  by  studying  cacti  in  the  famed 
Galapagos  Islands,  off  the  Pacific  Coast 
of  South  America.  He  then  traveled  to 
the  village  of  Lambarene  in  Africa  where 
he  worked  at  Dr.  Albert  Schweitzer's 
hospital,  and  continued  on  around  the 
world.  He  collected  specimens  in  many 
countries  for  friends  doing  research  in 
entomology.  Some  of  the  countries  he 
visited  were  Ecuador,  Peru,  Brazil,  Sene- 
gal, Gabon  (location  of  Dr.  Schweitzer's 
jungle  hospital),  the  Congo,  Kenya,  Pak- 
istan, Ceylon,  Malaysia,  Singapore,  Aus- 
tralia, Fiji  Islands,  and  Tahiti  and  Moorea 
in  the  Society  Islands.  He  relates  some  of 
his  adventures,  including  being  jailed  as 
a government  spy  for  13  days  in  the 
Congo.] 

T HE  HIGH  POINTS  of  the  trip 
were  four:  (1)  the  Galapagos  Is- 
lands, (2)  Mac-hu  Picchu,  (3) 
Schweitzer  Hospital,  and  (4)  jail 
in  the  Congo. 

1.  The  Galapagos  Islands 

Some  prickly  pear  there  are  30 
feet  tall,  really  quite  large  trees, 
and  there  are  also  sunflower  trees 
30  feet  tall.  Amazing.  And  of 
course  the  giant  galapagos  (land 
tortoises)  grow  to  400  to  500  lbs. 
Only  in  the  Seychelle  Islands  in 
the  Indian  Ocean  is  there  any 
other  place  with  giant  tortoises 
that  ever  approach  these  in  size. 

And,  strange  indeed,  almost  be- 
yond belief,  is  the  marine  iguana 
here.  A great  lizard,  up  to  three 
or  four  feet  in  length,  clings  to 


the  black  lava  rocks  in  the  surf 
all  day,  hanging  on  to  the  rough 
rock  with  sharp  strong  claws  so 
that  the  waves  can’t  dislodge  it. 
When  it  gets  hungry,  it  swims  out 
into  the  ocean  and  there  dives  to 
the  bottom  where  it  makes  its 
living  by  eating  seaweed! 

Surely  no  stranger  a life  has 
any  lizard.  They  have  been  photo- 
graphed 30  feet  beneath  the  sur- 
face. They  have  special  glands  in 
their  noses  to  get  rid  of  all  the 
salt  that  they  perforce  must  eat, 
so  every  now  and  then  these  drag- 
ons snort  and  actually  blow  smoke 
out  of  their  nostrils  (the  accumu- 
lated salt  that  they  have  excreted). 

Of  great  interest  to  me  here  was 
a visiting  Swiss  who  stood  up  on 
a porcelain  wash  basin  to  photo- 
graph an  owl.  The  basin  broke, 
and  he  fell  and  cut  his  right  knee 
quite  badly.  He  was  cut  from 
below  the  tuberosity  of  the  tibia 
area  up  and  a little  medially  into 
the  thigh  muscle  above  the  knee, 
and  proximally  and  laterally  to 
just  lateral  to  the  patella.  This 
triangular  flap  had  been  peeled 
up  clean  from  the  bone,  including 
the  patellar  tendon,  so  that  the 
knee  joint  was  open  and  the  patella 
with  its  flap  of  meat  was  laid  up 
superiorly.  Then  he  tried  to  crawl 
and  got  the  whole  thing  full  of 
fragments  of  oyster  shells,  coral, 
and  sea  urchin  spines. 

We  were  on  Indefatigable  Is- 
land; and  the  nearest  doctor  was 
700  miles  away  in  Guayaquil, 
across  the  ocean;  and  no  trans- 
portation would  be  available  for 
weeks. 

He  had  met  me,  so  I was  called. 
We  boiled  some  water,  and  I 
scrubbed  out  the  wound  and  knee 
joint  with  a wash  rag  and  Dial 
soap.  I happened  to  have  a needle 
holder  and  a needle,  so  I then 


sewed  the  patellar  tendon  back  to- 
gether with  silk,  and  approxima- 
ted the  other  soft  tissues.  All  this 
took  place  by  flashlight  without 
any  anesthesia,  the  patient  lying 
outside  on  a concrete  walk  about 
ten  inches  high  with  his  feet  on 
the  ground.  I was  bothered  some 
by  night-flying  insects  that  kept 
getting  into  the  wound. 

Somebody  had  some  antibiotics, 
so  the  patient  took  them.  He  had  a 
temperature  of  103  F.  for  a couple 
of  days,  but  then  cooled  off.  He 
had  very  little  drainage.  Oh  yes, 
he  shook  up  everybody  when  he 
stopped  breathing  for  a whole  long 
minute  while  I was  sewing  him  up. 

He  had  no  pain,  fortunately.  He 
did  excellently,  flew  back  to  Switz- 
erland later  and  did  very  well  for 

Dr.  Richard  O.  Albert  of  Alice  makes 
friends  with  a marine  iguana  on  Tower 
Island  in  the  Galapagos  Islands.  The 
iguana  are  on  all  13  of  the  islands  but 
are  smallest  on  Tower  Island. 
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a time,  but  then  an  old  chronic 
pyelonephritis  got  him,  and  he 
died. 

2.  Machu  Picchu 

I spent  two  days  at  Machu  Pic- 
chu, the  so-called  Lost  Capital  of 
the  Incas,  which  was  discovered 
by  archeologists  in  the  Andes  of 
Peru. 

This  city,  never  found  by  the 
Spaniards,  had  been  abandoned  and 
lost  for  400  years,  but  now  that 
the  jungle  has  been  cleared  off  it 
is  again  visible  to  the  eye  of  man. 
The  buildings  are  constructed  of 
white  granite  rocks,  so  carefully 
carved  and  fitted  by  the  ancient 
stone  masons  that  they  still  fit 
so  perfectly  that  the  blade  of  a 
knife  cannot  be  slipped  between 
them. 

They  are  held  together  entirely 
by  this  perfect  fitting;  no  mortar 
was  used  anywhere,  and  the  rav- 
ages of  hundreds  of  years  of  time 
and  jungle  and  earthquakes  have 
not  destroyed  these  works  of  art. 
By  far  most  of  these  buildings  still 
stand  intact,  with  this  incredible 
fitting  together  of  rocks  of  all 
shapes  and  sizes  into  walls  with 
perfect  trapezoid  doors,  windows, 
and  niches. 

Most  remarkable  too  are  the  ter- 
races, built  by  the  Indians  in  order 


Typical  of  the  insect  specimens  collected 
by  Dr.  Albert  is  this  Scalesia  beetle  found 
on  Indefatigable  Island  in  the  Galapagos. 
The  beetle  is  named  for  the  trees,  re- 
sembling 30-feet-tall  sunflowers,  on  which 
the  Scalesia  larvae  feed. 
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Dr.  Albert  demonstrates  the  size  of  cactus  in  the  Galapagos.  This  cactus  on  Bar- 
rington Island  was  30  feet  tall  and  had  a trunk  41  inches  in  diameter.  The  cacti 
grow  in  forests  and  are  eaten  by  land  iguanas,  birds,  galapagos,  and  goats. 


Two  marine  iguanas  cling  to  the  lava  rocks  on  Bindloe  Island.  These  iguana  are 
approximately  three  feet  long,  average  size  for  the  Galapagos  iguana. 


Ill 


Dr.  Albert  visited  the  ruins  of  Machu  Picchu,  the  capital  city  of  Vilcabamba  of  the 
Incas  never  found  by  the  Spaniards.  Built  on  almost  inaccessible  cliffs  in  the  Andes 
Mountains  of  Peru,  the  city  has  been  abandoned  for  at  least  400  years.  The  stones 
are  fitted  together  carefully.  In  many  places  a knife  blade  cannot  be  placed  be- 
tween them  even  though  no  mortar  of  any  kind  was  used  and  centuries  have  passed. 
The  Indians  climbed  to  their  cities  on  steps  carved  out  of  the  rock  sides  of  the 
mountains.  These  steps  served  as  streets  in  many  very  steep  areas. 


Dr.  Albert  photographed  red  crabs  on  James  Island  in  the  Galapagos.  These  crabs 
exist  in  abundance  on  the  black  lava  rocks  of  the  sea  shore.  They  lend  color  to  the 
area  which  is  also  inhabited  by  iguana  and  sea  lions. 


to  make  agriculture  possible  on  the 
precipitous  cliffs  of  their  mountain 
stronghold.  They  built  these  ter- 
races, and  then,  from  the  Urubam- 
ba  River  more  than  a thousand 
feet  below,  they  laboriously  carried 
up  baskets  of  soil  on  their  sweat- 
ing backs  to  fill  them.  Now  they 
could  grow  their  corn  and  potatoes, 
which  they  had  developed  from 
useless  plants  growing  here  in  the 
Andes  to  the  extremely  useful 
plants  that  were  so  necessary  to 
their  economy  and  which  the  In- 
cas have  given  to  now  spread  over 
the  entire  world. 

The  Incas  had  built  stairs,  some 
made  up  out  of  blocks  of  granite 
and  some  carved  right  out  of  the 
living  rock.  So  steep  is  this  area 
that  some  streets  are  made  entire- 
ly of  stairsteps,  which  is  all  right 
since  the  Incas  did  not  know  the 
use  of  the  wheel. 

One  night  about  midnight  I was 
wandering  around  all  this  magnifi- 
cence and  splendor,  and  I stopped 
to  sit  on  the  sacrificial  stone  in 
front  of  the  Temple  of  the  Wall  of 
the  Three  Windows.  The  moon- 
light cast  a pale  glow  on  the  misty 
clouds  that  drifted  over  and  be- 
tween the  buildings,  and  all  was 


The  Galapagos  Islands  are  named  for 
the  galapagos  (giant  tortoises)  that  reside 
there.  The  smaller  turtle  pictured  is  ap- 
proximately one  and  one-half  feet  long; 
the  larger,  about  four  feet  long  and 
weighs  about  400  lbs.  The  tortoises,  which 
almost  became  extinct  when  pirates  cap- 
tured them  for  food  on  voyages,  are  now 
protected  by  law. 
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silent  except  for  the  distant  chirp 
of  a cricket  and  the  yet  more  dis- 
tant faint  call  of  a night  bird.  I 
was  nearly  overcome  with  emotion 
as  I marveled  at  the  grandeur  my 
eyes  were  privileged  to  behold,  and 
I could  almost  imagine  that  again 
the  deserted  streets  were  echoing 
to  the  footsteps  of  the  dead  Inca. 

Here  in  Machu  Picchu  I met  a 
couple  from  Germany,  who  had 
come  over  just  to  see  and  photo- 
graph this  archeological  wonder. 
However,  this  was  the  unhappiest 
couple  in  all  Peru  because  just 
yesterday  their  camera  had  quit 
functioning  and  here  they  were 
surrounded  by  millions  of  pictures 
that  they  had  come  thousands  of 
miles  to  get,  but  now  they  were 
helpless  and  could  not  take  one.  I 
contracted  with  them  to  send  them 
one  of  each  of  mine,  which  seemed 
to  ease  the  pain  somewhat.  The 
man  turned  out  to  be  a dentist  in 
the  US  Army. 

3.  Schweitzer  Hospital 

After  visiting  several  African 
coastal  nations  by  plane,  I landed 
in  Libreville,  Gabon,  the  nearest 
air  terminal  to  Lambarene,  the 
village  of  Dr.  Schweitzer’s  world- 
famous  jungle  hospital. 

My  life’s  ambition  had  been  to  see 
the  hospital  and  Dr.  Schweitzer. 
I’m  sorry  I was  too  late  to  meet 
the  doctor  in  person — he  had  died 
at  the  age  of  90,  seven  months,  one 
week,  and  one  day  before  I arrived. 

I arrived  without  advance  notice, 
but  I had  been  known  to  the  staff 
through  correspondence  over  the 
years.  I met  Schweitzer’s  daughter, 
Mrs.  Rhena  Eckert,  manager  of 
the  hospital,  and  Dr.  Walter  Munz, 
the  medical  director. 

I performed  a number  of  opera- 
tions during  my  10-day  visit  at  the 
hospital  and  assisted  at  many 
more.  The  doctors  and  nurses  were 
awfully  nice  to  me.  It  is  a fine 
hospital.  Excellent.  Dr.  Munz  is  a 
top  surgeon,  and  the  surgery  there 
is  as  modern  as  any  in  the  world. 
The  housing  is  primitive,  but  it  is 
just  right  for  these  people  and  for 
this  setting. 

4.  The  Congo 

I hadn’t  even  intended  to  stop 
in  the  Congo,  Communist  neighbor 
of  the  republic  of  The  Congo.  I 
was  just  passing  through,  trying 
to  get  to  Nairobi.  However,  a ticket 
agent  had  failed  to  reserve  a 
change  of  planes  at  Brazzaville, 


Lett.  Dancing  girls  participate  in  the  First  World  Festival  of  Negro  Arts  in  Dakar, 
Senegal.  The  ears  of  the  dancers  are  pierced  to  permit  the  wearing  of  1 large  ear- 
ring and  11  small  ones.  Dr.  Albert  met  people  in  Dakar  attending  the  festival  who 
were  from  the  United  States,  England,  Trinidad,  and  other  countries.  Right.  Native 
dancers  perform  in  Brazzaville,  Congo.  This  photograph  was  on  a roll  of  film 
which  Dr.  Albert  switched  with  unexposed  film  and  cleverly  rescued  from  confisca- 
tion by  Congo  police  at  the  Brazzaville  jail. 


Dr.  Albert  photographed  many  wild  animals  in  Kenya.  Here,  a giraffe  stalks  across 
the  Athi  Plains  near  Nairobi.  Other  animals  photographed  by  the  Alice  doctor 
included  lions,  elephants,  ostriches,  gazelles,  impalas  (African  antelopes),  and 
zebras.  Dr.  Albert  also  rented  a small  airplane  and  flew  around  Mount  Kilimanjaro 
in  Tanzania,  which  is  the  highest  point  in  Africa. 
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and  the  plane  happened  to  be  full 
that  day,  so  I had  to  remain  in  the 
city  longer  than  the  48-hour  period 
allowed  for  transient  passengers. 

I was  arrested  by  six  policemen 
armed  with  automatic  rifles.  As 
luck  would  have  it,  this  was  the 
day  before  May  Day,  when  Com- 
munist enthusiasm  is  whipped  up 
to  a fever  pitch  all  set  for  the 
big  May  Day  parade  and  speeches. 

They  didn’t  formally  charge  me 
as  a spy,  but  they  did  say,  “You 
have  been  engaged  in  the  activities 
of  espionage.”  They  confiscated 
my  camera,  binoculars,  pilot’s  li- 
cense, skydiver’s  log,  maps,  travel 
diary,  and  even  my  insect  collec- 
tion— all  clearly  spy  stuff. 

The  police  told  me  they  had  to 
have  the  film  out  of  my  camera. 
I had  just  taken  some  pictures  of 
some  native  dancers  the  day  before, 
and  I didn’t  think  the  police  needed 
those  pictures — let  them  take  their 
own.  I was  thinking  just  as  hard 
and  as  fast  as  I could,  and  they 
were  getting  mad  because  I was 
stalling  around. 

I sat  in  a chair,  my  camera  in 
my  lap,  and  took  the  film  out.  Then 
I switched  rolls  of  film  on  them 
and  gave  them  a blank  roll.  There 
were  six  of  them  standing  around 
me  watching,  and  no  one  caught 
me.  It  might  be  interesting  to 
think  just  what  they  would  have 
done  to  me  if  they  had. 

I managed  to  slip  all  my  exposed 
film  to  representatives  from  the 
West  German  Embassy,  and  they 
smuggled  the  film  out  of  the  coun- 
try for  me.  The  German  repre- 
sentatives also  managed  to  get  my 
log  books  out  of  the  country.  Other- 
wise, I am  sure  these  would  have 
been  destroyed. 

I was  confined  to  a cell  with 
foui  teachers,  a data  processing 
specialist,  and  another  medical  doc- 
tor. My  cellmates  were  all  natives 
of  the  Congo,  extremely  well  edu- 
cated for  that  part  of  the  world, 
fully  capable  of  thinking  for  them- 
selves and  hence  enemies  of  the 
government.  That’s  why  they  were 
being-  held  as  political  prisoners. 

Me  political  prisoners  were  iso- 
lated from  the  criminal  inmates, 
kept  in  cell  blocks  50  feet  away. 
There  was  no  lock  on  our  door  at 
night.  However,  just  outside  that 
door,  there  were  those  guys  with 
automatic  rifles  who  discouraged 
us  from  leaving. 

They  hadn’t  had  an  American 
prisoner  for  a long  time,  and  they 


were  making  the  most  of  this  op- 
portunity. They  looked  like  they 
were  enjoying  twisting  Uncle 
Sam’s  tail  by  harassing  me.  It  was 
rare  sport,  being  able  to  bedevil  a 
capitalist  imperialist  American 
dog. 

The  local  airline  agent  asked 
the  West  German  Embassy  to  in- 
tercede on  my  behalf.  The  embassy 
daily  sent  me  food  (the  police  nev- 
er brought  me  any  food  at  all) 
and  worked  with  local  officials.  I 
was  released  after  13  days  in  jail 
as  suddenly  as  I was  arrested, 
without  any  word  of  explanation  or 
apology  or  anything.  I was  escorted 
to  the  Congo  River  and  boarded  a 
ferry  to  Leopoldville.  The  German 
ambassador  himself,  Jack  Hass- 
lacher,  saw  me  off  at  the  ferry 
landing.  That  was  a kindness  I 
could  not  have  expected,  and  it 
was  certainly  the  first  time  I had 
ever  been  accorded  the  honor  of 
having  an  ambassador  come  down 
to  see  me  off. 

The  rest  of  my  journey  was 
rather  anticlimactic.  I now  concen- 
trated on  collecting  insect  speci- 
mens, but  also  did  a lot  of  photog- 
raphy, notably  of  the  large  animals 
of  Kenya  which  had  always  fasci- 
nated me. 

As  an  added  bonus,  since  return- 
ing I have  given  many  lectures  on 
various  portions  of  my  trip,  show- 
ing the  slides  and  narrating  my 
experiences  and  findings. 


Above.  Citizens  walk  in  the  market  place 
in  Libreville,  the  capital  of  Gabon.  Be- 
low. The  grave  of  Dr.  Albert  Schweitzer 
in  Lambarene,  Gabon.  Dr.  Schweitzer  had 
died  only  a few  months  before  Dr.  Al- 
bert's arrival.  The  Alice  physician  worked 
at  the  hospital  during  a 10-day  visit. 
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Medicine  and  the  Law 


Two-Year  Statute  of  Limitations 
Reaffirmed  by  Appellate  Courts 


After  SO  MANY  decisions  of 
appellate  courts  which  have  held 
that  physicians,  hospitals,  nurses, 
and  other  members  of  the  health 
team  are  now  to  be  held  liable  for 
acts  or  omissions  which  in  past 
years  would  not  have  incurred  lia- 
bility, it  is  a-  pleasure  to  report 
that  the  Amarillo  Court  of  Civil 
Appeals  has  reiterated  the  rule  of 
law  that,  in  Texas,  the  statute  of 
limitations  bars  a malpractice  ac- 
tion after  two  years  from  the  date 
of  the  alleged  injury. 

In  the  case  of  Gaddis  v.  Smith, 
407  SW2d  873,  Oct.  10,  1966,  the 
intermediate  Appellate  Court  held 
that  Texas’  two-year  statute  of 
limitations  on  malpractice  actions 
does  not  deprive  the  plaintiff  of 
his  cause  of  action  without  due 
process  of  law.  It  is  also  note- 
worthy that  in  the  case  of  Stewart 
v.  Janes,  393  SW2d  429,  another 
recent  case  wherein  the  two-year 
statute  of  limitations  was  an  issue, 
the  Texas  Supreme  Court  refused 
to  grant  an  application  for  Writ  of 
Error  and  the  United  States  Su- 
preme Court  on  March  28,  1966, 
denied  a Writ  of  Certiorari  based 
on  denial  of  due  process. 

Thus,  in  the  latest  cases  the  Su- 
preme Court  of  the  United  States 
and  the  Supreme  Court  of  Texas 
have  refused  to  upset  the  well- 
established  rule  of  law  in  Texas 
relating  to  the  statute  of  limita- 
tions on  malpractice  actions  and 
have  left  the  Court  of  Civil  Ap- 
peals opinion  unchanged.  In  Stew- 
art v.  Janes,  the  Amarillo  court 
remarked  on  the  statute  of  limita- 
tions regarding  suits  for  alleged 
physician  negligence  in  the  follow- 
ing language: 

We  realize  the  hardship  of 
this  kind  of  case  hut  settled 
principles  of  law  cannot  be  dis- 
regarded in  order  to  remove  the 
hardship  of  special  cases.  We 
think  the  rule  of  stare  decisis  re- 
quires this  court  to  abide  form- 
er precedents  where  the  same 
points  arise  in  litigation.  This  is 
necessary  in  order  to  have  de- 
clared and  determined  the  prop- 


er rule  so  that  such  matters 
might  not  be  altered  or  swerved 
from  by  a Judge  having  a differ- 
ent view.  We  must  not  and  can- 
not determine  such  matters  as 
here  involved  according  to  our 
own  private  judgment  as  to  the 
right  or  wrong  of  a rule  to  fol- 
low but  must  follow  the  deter- 
mined rule  of  law  in  this  State. 
(emphasis  added) 

In  the  Stewart  case  the  plain- 
tiff has  brought  a malpractice  ac- 
tion against  the  physician,  based 
upon  the  alleged  negligence  in 
leaving  a gauze  pad  in  a surgical 
incision  some  17  years  prior  to  the 
instigation  of  the  lawsuit. 

In  the  more  recent  case  of  Gad- 
dis v.  Smith,  the  plaintiffs  alleged 
that  the  defendant  performed  a 
cesarean  section  upon  Mrs.  Gaddis 
on  Jan.  7,  1959,  and  that  during 
such  operation  the  defendants  neg- 
ligently left  a surgical  sponge  in- 
side her  body.  Apparently,  the 
plaintiff  experienced  an  unevent- 
ful recovery  and  had  no  complaints 
until  she  was  examined  by  another 
doctor  in  1963  when  she  complained 
of  back  aches.  Shortly  thereafter, 
on  Oct.  10,  1963,  this  second  doctor 
discovered  and  removed  a surgical 
sponge  when  he  performed  another 
operation. 

The  trial  court  upon  the  motion 
of  defendant  granted  a summary 
judgment.  The  Amarillo  court  also 
found  that  in  this  action  there 
were  “no  allegations  in  the  peti- 
tion sufficient  to  toll  limitations.” 

The  practical  effect  of  these  two 
1966  decisions  is  to  leave  the  law 
in  Texas  as  it  has  stood  for  a 
great  many  years  and  to  serve 
notice  upon  future  would-be  plain- 
tiffs that  the  courts  of  this  state 
are  not  inclined  to  follow  the  un- 
fortunate nationwide  trend  of 
striking  down  past  statute  of  limi- 
tation interpretations  by  finding 
that  the  statute  runs  from  the 
time  of  discovery  instead  of  from 
the  time  of  the  alleged  negligence. 

While  no  court  observers  had 
predicted  a change  was  imminent 


in  the  courts’  view  of  the  statute 
of  limitations  as  it  applies  to  med- 
ical malpractice,  many  law  review 
articles  and  “legal  scholars”  have, 
in  recent  years,  urged  the  change. 
As  a result  of  this  or  for  other 
reasons,  the  courts  of  many  juris- 
dictions have  interpreted  the  stat- 
ute of  limitations  as  it  applies  to 
medical  malpractice  as  a limita- 
tion on  actions  running  only  after 
the  discovery  of  the  alleged  injury. 

Also,  these  two  recent  cases 
cite  the  1942  decision  by  the  Com- 
mission of  Appeals  of  Texas,  an 
opinion  adopted  by  the  Supreme 
Court  and  reported  as  Carrell  v. 
Benton,  157  SW2d  879,  wherein 
the  court  refused  to  accept  the 
reasoning  that  “the  relation  be- 
tween a surgeon  and  his  patient  in- 
volve trust  and  confidence,  there- 
fore fraudulent  concealment  is  im- 
puted to  (the  physician)  because 
of  his  failure  to  inform  the  patient 
that  the  gauze  sponge  had  been 
left  inside  the  plaintiff’s  body.”  In 
that  decision,  the  Court  held  that 
such  a proposition  was  “essentially 
unsound”  and  then  proceeded  to 
set  out  the  rules  for  fraudulent 
concealment  as  they  would  be  ap- 
plied in  Texas: 

In  conducting  a surgical  oper- 
ation on  his  patient,  and  in  re- 
spect to  any  treatment  he  may 
administer,  a surgeon  is  under 
the  duty  to  exercise  due  care. 
His  failure  to  discharge  this  duty 
constitutes  negligence  and  there- 
fore is  wrongful — but  the  fail- 
ure does  not,  of  itself,  consti- 
tute fraud  or  expose  the  surgeon 
to  the  imputation  of  fraudulent 
concealment.  Among  other  es- 
sential ingredients,  a fraudulent 
concealment  in  cases  of  this  sort 
includes,  first,  actual  knowledge 
of  the  fact  that  a wrong  has  oc- 
curred and,  second,  a fixed  pur- 
pose to  conceal  the  wrong  from 
the  patient. 

Thus,  only  fraudulent  conceal- 
ment as  it  is  defined  by  the  Texas 
courts  will  toll  the  two-year  statute 
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Photo  professionally  posed 

Mike  expects  a penicillin  injection. 

He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen«Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  (i-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per5cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


0RAL  Pen  • Vee  K 

(potassium  phenoxymethyl  penicillin) 


Night  Leg  Cramps... Frequent  Bedfellow 
In  Diabetes'  Arthritis,2  and  Peripheral  Vascular  Disorders2 


now... specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 


WALKE 


QUINAMM  Prescribing  Information:  Composition:  Each  white, 
beveled,  compressed  tablet  contains:  Quinine  Sulfate  4 grains  (250 
mg.)  and  Aminophylline  3 grains  (200  mg.).  Precautions:  Amino- 
phylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus, 
dizziness,  and  gastrointestinal  disturbance.  Discontinue  use  if  ring- 
ing in  the  ears_,  deafness,  skin  rash,  or  visual  disturbances  occur. 
Contraindication:  QUINAMM  is  contraindicated  in  pregnancy  be- 
cause of  its  quinine  content.  Dosage:  One  tablet  upon  retiring. 
Where  necessary,  dosage  may  be  increased  to  one  tablet  follow- 
ing the  evening  meal  and  one  tablet  upon  retiring.  Supplied: 
Bottles  of  100  and  500  tablets.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchufk,  E.,  etal.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  eral.- 
Med.  Times,  87:818,  1959. 
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of  limitations  from  the  time  of  the 
injury  to  the  time  of  discovery. 

It  seems  that  our  state’s  courts 
have  again  recogmized  that  the  limi- 
tations on  actions,  as  these  limita- 
tions have  been  construed  and  in- 
terpreted through  the  years,  offer 
the  fairest  rule  of  law  for  both 
physician  and  patient  in  the  ma- 
jority of  the  cases.  Certainly,  the 
members  of  the  medical  profession 
will  applaud  these  rulings. 

— Philip  R.  Overton,  L.L.B., 
and  Sam  V.  Stone,  Jr.,  L.L.B., 

Austin. 


Texas  Physicians  Appointed 
To  AMA  Councils,  Committees 


Eleven  Texas  physicians  were 
appointed  or  reappointed  to  mem- 
bership on  American  Medical  As- 
sociation councils  and  committees 
at  the  meeting  of  the  AMA  Board 
of  Trustees  in  November,  1966. 

Texas  physicians  reappointed  to 
council  and  committee  membership 
were  Dr.  Theodore  H.  Greiner, 
Houston,  Council  on  Drugs;  Dr. 
John  S.  Chapman,  Dallas,  Council 
on  Environmental  and  Public 
Health;  Dr.  Jack  A.  Pritchard, 
Dallas,  Committee  on  Iron  Defi- 
ciency Anemia;  Dr.  Harvey  Ren- 
ger,  Hallettsville,  Council  on  Legis- 
lative Activities;  Dr.  Hamilton 
Ford,  Galveston,  Council  on  Mental 
Health,  Committee  on  Alcoholism 
and  Addiction;  Dr.  Charles  A.  Ber- 
ry, Houston,  Committee  on  Aero- 
space Medicine;  Dr.  Lee  E.  Farr, 
Houston,  Committee  on  Continuing 
Professional  Education  Programs 
of  Voluntary  Health  Agencies;  and 
Dr.  Max  E.  Johnson,  San  Antonio, 
Committee  on  Nursing. 

Texas  doctors  appointed  to  AMA 
committee  posts  are  Dr.  William  C. 
Grater,  Dallas,  Council  on  Drugs; 
Dr.  Robert  A.  Murray,  Temple, 
and  Dr.  James  E.  Peavy,  Austin, 
both  to  the  Interspecialty  Com- 
mittee. 

Dr.  Hamilton  Ford  was  appoint- 
ed as  chairman  of  the  Committee 
on  Alcoholism  and  Addiction. 

Dr.  William  J.  McGanity,  Gal- 
veston, retired  from  the  Council  on 
Foods  and  Nutrition.  Dr.  Lee  E. 
Farr  was  a member  of  the  Com- 
mittee on  Nuclear  Medicine  which 
was  discharged  with  thanks  by  the 
Board  of  Trustees. 

The  Rev.  Granger  E.  Westberg, 
Houston  clergyman,  was  reappoint- 
ed to  the  Committee  on  Medicine 
and  Religion. 


Postgraduate  Courses 


A Symposium  on  Rheumatic  Dis- 
eases, Houston,  Feb.  16-17. — The 
University  of  Texas  Graduate 
School  of  Biomedical  Sciences  at 
Houston,  Division  of  Continuing- 
Education,  will  present  a course  in 
the  Texas  Medical  Center,  Houston. 

Emphasis  will  be  placed  on  the 
significance  of  current  research  as 
it  relates  to  concepts  in  etiology 
and  pathogenesis  of  these  diseases 
and  on  the  applications  of  these 
concepts  in  diagnosis  and  manage- 
ment. 

Topics  to  be  discussed  include 
structure  and  function  of  connec- 
tive tissue;  infectious  and  immu- 
nological considerations  in  the  eti- 
ology of  rheumatic  disease;  syn- 
ovial fluid  examination;  gout; 
polymyositis;  rheumatoid  arthritis; 
infectious  arthritis;  spondylitis; 
lupus-like  syndromes;  pseudogout; 
current  methods  of  treatment  of 
systemic  lupus  erythematosus, 
scleroderma,  and  the  uses  of  salicy- 
lates and  indomethacin  in  the 
treatment  of  rheumatic  diseases; 
and  surgery  in  management  of 
arthritis. 

Participating  guest  lecturers  in- 
clude Dr.  Peter  A.  Casagrande, 
Buffalo,  New  York;  Dr.  Charles 
L.  Christian,  New  York  City;  Dr. 
Milton  Markowitz,  Baltimore;  Dr. 
Daniel  J.  McCarty,  Jr.,  Philadel- 
phia; Dr.  Carl  M.  Pearson,  Los 
Angeles;  Dr.  Howard  F.  Polley, 
Rochester,  Minn.;  Dr.  J.  E.  Seeg- 
miller,  Bethesda,  Md.;  and  Dr. 
Malcolm  Thompson,  Newcastle 
upon  Tyne,  England. 

No  tuition  will  be  charged  unless 
a physician  wishes  certification  of 
his  attendance.  For  the  latter  per- 
sons there  will  be  a $5  registrar’s 
fee.  Ci’edit  for  attendance  will  be 
given  by  the  American  Academy 
of  General  Practice. 

Further  information  is  available 
from  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences at  Houston,  Division  of  Con- 
tinuing Education,  102  Jesse  Jones 
Library  Building,  Texas  Medical 
Center,  Houston  77025. 

Pediatrics,  Galveston,  Feb.  16- 
18. — The  Department  of  Pediatrics, 
the  University  of  Texas  Medical 
Branch,  in  conjunction  with  the 
Division  of  Maternal  Child  Health 
of  the  Texas  State  Department  of 
Health,  will  hold  its  annual  post- 
graduate course  in  pediatrics. 

Speakers  will  include  Dr.  Carroll 


F.  Burgoon,  Jr.,  Philadelphia;  Dr. 
Keith  N.  Drummond,  Montreal, 
Quebec;  Dr.  Albert  B.  Ferguson, 
Jr.,  Pittsburgh;  Dr.  Thomas  K. 
Oliver,  Jr.,  Seattle,  Wash.;  and 
Dr.  P.  A.  Ongley,  Rochester,  Minn. 

Topics  to  be  covered  include  the 
effect  of  buffered  and  non-buffered 
ACD  blood  during  exchange  trans- 
fusion ; diffuse  connective  tissue 
disease;  childhood  limp;  neonatal 
thermal  regulation;  mast  cell  syn- 
drome; foot  problems  in  children; 
diaper  dermatitis;  and  urinary 
tract  infections  in  childhood. 

Registration  fee  is  $25.  Further 
information  is  available  from  the 
Department  of  Postgraduate  Edu- 
cation, the  University  of  Texas 
Medical  Branch,  Room  MW  801 — 
John  Sealy  Hospital,  Galveston 
77550. 

Surgical  and  Orthopaedic  As- 
pects of  Trauma,  San  Antonio,  Feb. 
27-March  3. — This  course  will  be 
presented  at  Brooke  General  Hos- 
pital, Fort  Sam  Houston.  The  pro- 
gram is  desig-ned  to  present  cur- 
rent trends  and  newer  concepts  in 
the  management  of  trauma,  as  well 
as  elaboration  upon  previously  ac- 
cepted principles. 

Subjects  to  be  discussed  include 
shock  and  resuscitation,  wound  in- 
fections and  antibiotics;  manage- 
ment of  burn  injury,  abdominal 
trauma;  thoracic  and  cardiovascu- 
lar injuries,  combined  thoracic-ab- 
dominal injuries,  injuries  to  the 
brain,  spinal  cord,  and  peripheral 
nerves;  urological  injuries;  multi- 
ple injuries;  and  orthopedic  in- 
juries. 

Preference  will  be  given  to  phy- 
sicians in  the  armed  forces  and 
governmental  agencies.  Civilian 
physician  applications  will  be  con- 
sidered on  a space  available  basis. 
Civilian  physicians  should  apply 
to  CG,  Brooke  General  Hospital, 
Attention:  Chief,  Department  of 
Surgery. 

Seminar  on  Prematurity,  Feb. 
25-26,  Scottsdale,  Ariz. — This  sem- 
inar is  co-sponsored  by  the  Arizona 
State  Department  of  Health  and 
the  State  Advisory  Committee  on 
Prematurity. 

Guest  speakers  will  be  Dr.  Syd- 
ney Gellis  of  Boston,  Dr.  Marshall 
Klaus  of  Palo  Alto,  Calif.;  and  Dr. 
William  Silverman,  New  York 
City. 

Registration  fee  is  $7.50.  Fur- 
ther information  can  be  obtained  by 
writing  to  Dr.  Frederic  W.  Baum, 
Chief,  Maternal  and  Child  Health 


Volume  63,  JANUARY,  1967 


119 


. 


1609  BRYAN  STREET  - 2ND  FLOOR 


WHERE  THE 
ACTION  IS! 

Here  you  will  find  a wide  assortment 
of  all  types  of  action  sportswear  for 
women.  In  addition  there  is  sports 
equipment  in  golf,  tennis  and  archery. 


THE  ACTION 
SPECIALIST 


Here  is  the  place  to  come  for  those 
Special  gifts  in  all  fields  of  sports  . . . 

This  is  the  spot  where  "action"  is  our 
middle  name.  Weoffer  you  the  great- 
test  selection  of  sportswear  and  sports 
equipment  for  both  men  and  women. 


620  NORTHPARK  SHOPPING  CENTER 


SPORTS  ACTION 
CENTER 


Step  into  NorthPark  Mall's  World  of 
Sports.  Here  you  will  find  everything 
for  field  or  stream,  lake  or  ski  slope, 
forest  or  ocean. 
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Section,  Room  402,  Goodrich  Build- 
ing, 14  N.  Central  Ave.,  Phoenix, 
Ariz.  85004. 

Leukocytes  and  The  Autonomic 
Nervous  System,  Palm  Springs, 
Calif.,  Feb.  18-19.  — These  post- 
graduate courses  will  be  held  im- 
mediately preceding  the  annual 
meeting  of  the  American  Academy 
of  Allergy. 

The  leukocytes  program  will  in- 
clude discussions  of  phagocytosis 
and  degranulation  in  neutrophils 
and  eosinophils,  functions  of  mono- 
cytes and  macrophages,  leukocytes 
and  fever,  and  the  function  of  lym- 
phocytes. 

Subjects  to  be  discussed  in  the 
autonomic  nervous  system  pro- 
gram include  synthesis,  storage, 
and  release  of  catecholamines; 
specific  activation  and  blockade  of 
adrenergic  receptors ; peripheral 
cholinergic  mechanisms;  mechan- 
isms of  airway  “sensitivity”;  and 
the  role  of  the  central  nervous 
system  in  experimental  asthma  and 
anaphylaxis. 

There  is  no  registration  fee  for 
members  of  the  American  Academy 
of  Allergy.  However,  a fee  will  be 
charged  to  nonmembers.  Additional 
information  is  available  from  the 
Executive  Office,  American  Acad- 
emy of  Allergy,  756  N.  Milwaukee 
St.,  Milwaukee  53202. 

Microbiology,  Atlanta,  Ga.  — A 
series  of  laboratory  refresher 
courses  in  special  subdivisions  of 
microbiology  is  being  presented  by 
the  Laboratory  Branch  of  the  Com- 
municable Disease  Center  of  the 
US  Public  Health  Service.  The 
courses  are  taking  place  over  an 
11-month  period. 

Courses  with  registration  clos- 
ing dates  through  February  are 
laboratory  methods  in  enteric  bac- 
teriology, March  20-31  (closing 
date  Feb.  6) ; basic  laboratory 
methods  in  virology,  March  27- 
April  6,  (closing  date  Feb.  13)  ; 
laboratory  methods  in  enterovirolo- 
gy,  April  7-14  (closing  date  Feb. 
27)  ; and  laboratory  methods  in 
medical  parasitology  (part  1,  in- 
testinal parasites)  ; April  10-May 
5 (closing  date  Feb.  27). 

For  further  information  and  for 
application  forms,  write  to  Train- 
ing Office,  Laboratory  Branch, 
Communicable  Disease  Center,  At- 
lanta, Ga.  30333. 


New  Books 
In  TMA  Library 


American  Hospital  Association: 
Relationships:  Hospitals  and 
Hospital-based  Specialists,  Chi- 
cago, American  Hospital  As- 
sociation, 1966. 

American  Hospital  Association: 
Rehabilitation  Services  in  Hos- 
pitals and  Related  Facilities, 
Chicago,  American  Hospital  As- 
sociation, 1966. 

Association  for  Research  in  Ner- 
vous and  Mental  Diseases: 
Cerebrovascular  Disease,  pro- 
ceedings of  the  Association, 
vol.  41,  C.  H.  Millikan,  (ed.), 
Baltimore,  The  Williams  & 
Wilkins  Co.,  1966. 

Falkner,  F.:  Human  Development, 
Philadelphia,  W.  B.  Saunders 
Co.,  1966. 

Hoyt,  E.  P.:  Condition  Critical: 
Our  Hospital  Crisis,  New  York, 
Holt,  Rinehart  and  Winston, 
Inc.,  1966. 

Leopold,  I.  H.:  Ocular  Therapy: 
Complications  and  Management, 
St.  Louis,  The  C.  V.  Mosby  Co., 
1966. 

Maibach,  H.  I.,  and  Hildick-Smith, 
G. : Skin  Bacteria  and  Their 
Role  in  Infection,  New  York, 
The  Blakiston  Division,  Mc- 
Graw-Hill Book  Co.,  1965. 

Spencer,  H. : Pathology  of  the 
Lung,  New  York,  Pergamon 
Press,  1962. 

Williams,  R.  E.  O.,  and  Shooter, 
R.  A.:  Infection  in  Hospitals 
Epidemiology  and  Control,  Phil- 
adelphia, F.  A.  Davis  Co.,  1963. 

Yaffee,  H.  S.,  ed. : Newer  Views  of 
Skin  Diseases,  Boston,  Little, 
Brown  and  Co.,  1966. 


Book  Notes 


The  Theory  and  Practice  of  Psy- 
chiatry. Fredrick  C.  Redlich  and 
Daniel  X.  Freedman,  880  pp., 
New  York,  Basic  Books  Inc., 
Publishers,  1966,  $12.50. 

DRS.  REDLICH  and  Freedman 


are  chairmen,  respectively,  of  the 
Departments  of  Psychiatry  of  the 
medical  schools  at  Yale  University 
and  the  University  of  Chicago. 
Both  institutions  are  currently 
ranked  very  high  in  academic  psy- 
chiatry, and  they  have  similar  em- 
phases on  youth  and  a bold  spirit 
of  inquiry  characterizing  their  fac- 
ulties. This  spirit  of  modernity  is 
quite  evident  throughout  the  book. 
Among  the  references  in  the  ex- 
tremely well  chosen  bibliography 
are  some  published  less  than  three 
months  prior  to  publication  of  the 
book. 

Yet  it  is  nonetheless  true  that 
it  is  ultimately  less  successful  as 
a general  textbook  than  the  more 
conventional  standard  works  such 
as  Mayer-Gross,  Slater  and  Roth; 
Noyes  and  Kolb;  and  Arieti.  And 
the  authors  doubtless  intended  it  so. 

The  fields  of  psychiatry  have 
broadened  so  that  a book  such  as 
this  one,  which  covers  in  review 
form  the  frontiers  and  traditional 
viewpoints  alike,  can  give  only 
rather  brief  consideration  of  con- 
ventional nosology  and  treatments. 
What  is  most  refreshingly  new  is 
the  use  of  concepts  from  informa- 
tion theory,  psychocybernetics,  and 
the  like.  There  is  not  any  new  sys- 
tem-building effort,  but  sugges- 
tion of  possible  routes  to  integra- 
tion of  data  from  all  the  biological 
and  physical  sciences  bearing  on 
mind-brain  problems. 

Finally,  this  reviewer  found 
some  pleasure  in  the  authors’  deft 
use  of  humor  (including  some 
truly  atrocious  puns)  in  this  live- 
ly, well  written,  and  authoritative 
volume. 

—Walter  R.  Dunkelburg,  M.D., 

Austin. 


Current  Pediatric  Therapy,  1966-67. 

Sydney  S.  Gellis  and  Benjamin 
M.  Kagan,  956  pp.,  Philadelphia, 
W.  B.  Saunders  Co.,  1966,  $17.50. 

T HIS  VOLUME  is  a compendium 
dealing  with  the  treatment  of  every- 
thing from  abacterial  hemorrhagic 
cystitis  to  zygoma  fractures  in  chil- 
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dren.  The  contributors  were  all  well 
chosen,  and  most  of  the  luminaries 
of  the  pediatric  specialty  fields  are 
represented. 

While  no  work  could  possibly  en- 
compass all  pediatric  treatment, 
this  volume  does  a good  job  of  giv- 
ing the  physician  an  excellent  start- 
ing point  with  every  illness.  Both 
the  general  principles  of  treatment 
and  details  of  therapy  are  reviewed. 
Psychological  implications  of  pedi- 
atric illness  are  not  neglected.  Each 
section  has  its  own  bibliography, 
and  this  is  particularly  helpful. 

The  toxicology  section  is  especial- 


ly well  done  with  the  possible  ex- 
ception of  the  proposed  treatment 
of  acute  salicylate  poisoning  which 
underestimates  the  value  of  bicar- 
bonate therapy.  The  excellent  list 
of  American  and  Canadian  poison 
control  centers  will  undoubtedly  be 
useful  to  many  practitioners  in 
areas  without  such  centers. 

The  section  dealing  with  small- 
pox vaccination,  by  Dr.  C.  Henry 
Kempe,  is  outstanding.  Complete 
information  regarding  the  procure- 
ment of  vaccinia  immune  gamma 
globulin  is  provided. 

B.  Phillip  Kocen,  M.D.,  Austin. 


Recent  Deaths 


DR.  A.  E.  WINSETT 


Dr.  Amos  Ewing  Winsett,  69, 
died  Aug.  16,  1966,  at  his  home  in 
Amarillo.  He  was  a delegate  from 
Potter-Randall  Counties  Medical 
Society  to  the  Texas  Medical  As- 
sociation House  of  Delegates.  Dr. 
Winsett  had  served  as  president 
of  Potter  County  Medical  Society 
in  1933  and  was  once  president  of 
the  Panhandle  District  Medical 
Society. 

He  was  born  Sept.  4,  1896,  in 
Canadian,  Tex.,  the  son  of  Ansley 
M.  and  Mary  Ewing  Winsett.  He 
attended  public  schools  in  Higgins, 
Tex.,  and  the  Kemper  School  in 
Boonville,  Mo.  He  also  attended  the 
University  of  Missouri.  After  re- 
ceiving his  medical  degree  from 
the  University  of  Texas  Medical 
Branch  in  1920,  he  interned  at  John 
Sealy  Hospital  in  Galveston.  His 
residency  was  served  at  A.  T.  and 
S.  F.  Hospital  in  Topeka,  Kan.  He 
did  postgraduate  work  at  Massa- 
chusetts General  Hospital  in  Bos- 
ton. In  1920  he  began  practice  in 
Amarillo  where  he  was  chief  of 
staff  of  St.  Anthony’s  Hospital 
several  times. 

In  addition  to  Potter-Randall 


DR.  WINSETT 


Counties  Medical  Society  and  Tex- 
as Medical  Association,  he  was  a 
member  of  the  American  Medical 
Association,  American  College  of 
Surgeons,  Southern  Medical  Asso- 
ciation, the  Southwestern  Surgical 
Congress,  and  the  American  So- 
ciety of  Abdominal  Surgeons.  An 
active  member  of  St.  Andrews 
Episcopal  Church,  Dr.  Winsett  had 
served  as  a former  member  of  the 
Vestry. 

He  served  as  a captain  in  the 
US  Army  Medical  Corps  during 
World  War  I. 

His  wife,  the  former  Mary  Mer- 
rill whom  he  married  Nov.  4, 
1918,  in  Galveston,  survives,  as  do 
a son,  Dr.  Merrill  Winsett;  a 
daughter,  Mrs.  Charles  Schmidt; 
his  mother,  Mrs.  A.  M.  Winsett, 
all  of  Amarillo;  a brother,  Frank 
Winsett  of  Roswell,  N.M.;  and 
three  grandchildren. 

DR.  D.  S.  HAMMOND 

Dr.  Davis  Scott  Hammond,  71,  a 
member  of  a prominent  medical 
family  in  Paris,  died  Oct.  10,  1966, 
in  a Paris  hospital.  His  father,  the 
late  Dr.  Job  L.  Hammond,  and  his 
sister,  the  late  Dr.  Anna  Hammond 
Jopling,  both  practiced  in  Paris  for 
many  years. 

Born  Jan.  6,  1895,  Dr.  Ham- 
mond attended  Paris  schools,  South- 
western University,  and  the  Uni- 
versity of  Texas.  In  1923,  he  was 
graduated  from  the  University  of 
Texas  Medical  Branch  in  Galveston. 
He  did  postgraduate  work  in  New 
York  City.  In  1925  Dr.  Hammond 


began  his  practice  in  obstetrics  in 
Paris,  and  practiced  there  all  his 
life. 

He  served  in  the  US  Army  from 
1917  to  1919,  and  was  commissioned 
a second  lieutenant. 

An  honorary  member  of  the  Tex- 
as Medical  Association,  he  belonged 
to  Lamar-Delta  Counties  Medical 
Society,  American  Medical  Associ- 
ation, and  Texas  Association  of  Ob- 
stetricians and  Gynecologists.  He 
was  a past  president  of  the  Lamar 
County  Medical  Society,  and  a past 
secretary  of  the  Texas  Medical  As- 
sociation’s Section  on  Obstetrics 
and  Gynecology. 

A member  of  Holy  Cross  Epis- 
copal Church  in  Paris,  he  was  a 
master  Mason,  a past  president  of 
the  Lions  Club,  and  a member  of  the 
Paris  Chamber  of  Commerce. 

On  Dec.  29,  1924,  Dr.  Hammond 
and  the  former  Clara  Virginia  Keat- 
ing  of  Louisville,  Ky.,  were  married 
in  Louisville.  She  survives  as  do  a 
brother,  Job  L.  Hammond,  Fort 
Worth;  four  sisters,  Mrs.  Edwin 
Tolbert,  Sherman,  Mrs.  Jim  Doug- 
las, Washington,  Ore.,  Mrs.  Leon- 
ard Short,  Paris,  and  Mrs.  Jack 
Pridgen,  Waco. 


DR.  J.  E.  ASHBY 

Dallas  pediatrician,  Dr.  John  E. 
Ashby,  60,  died  there  on  Oct.  29, 
1966.  He  was  born  June  11,  1906, 
in  Monette,  Ark. 

Dr.  Ashby  received  a bachelor 
of  arts  degree  from  Baylor  Uni- 
versity in  Waco  and  a medical  de- 
gree from  Baylor  University  Col- 
lege of  Medicine,  located  in  Dallas 
at  that  time.  He  interned  at  the 
University  of  Chicago  Clinics,  Chi- 
cago, and  did  a residency  there  and 
also  at  Bradford  Memorial  Hos- 
pital for  Babies  in  Dallas.  While 
at  Bradford,  he  introduced  one  of 
the  first  methods  of  feeding  blood 
into  the  tiny  veins  of  infants.  The 
“Bradford  Set”  for  intravenous 
fluids  in  infants  was  used  widely. 

He  had  practiced  in  Dallas  since 
1934,  serving  on  the  staffs  of  the 
University  of  Texas  Southwestern 
Medical  School,  Baylor  University 
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Hospital,  Children’s  Medical  Cen- 
ter, and  formerly  as  chief  of  staff 
at  Freeman  Memorial  Clinic. 

A past  president  of  the  Dallas 
Pediatric  Society  and  the  Texas 
Pediatric  Society,  he  was  a mem- 
ber of  Dallas  County  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  Dal- 
las Southern  Clinical  Society, 
American  Academy  of  Pediatrics, 
American  College  of  Physicians, 
Southern  Medical  Association,  and 
Association  of  American  Physi- 
cians and  Surgeons  and  was  a dip- 
lomate  of  the  American  Board  of 
Pediatrics. 

Dr.  Ashby  was  a member  of 
Highland  Park  Presbyterian 
Church.  He  belonged  to  Phi  Beta 
Pi  medical  fraternity;  Circle  10, 
Boy  Scouts  of  America;  and  Dallas 
Citizens  Traffic  Commission. 

He  is  survived  by  his  wife,  Mrs. 
Lillian  Ashby;  a daughter,  Mrs. 
Nancy  Jane  Clark,  Encino,  Calif.; 
three  sons,  John  Ashby,  Jr.,  St. 
Louis,  Mo.,  Lynn  Ashby,  New  York 
City,  and  Christopher  Ashby,  Dal- 
las; a brother,  Frank  Ashby,  Mid- 
land; and  five  grandchildren. 


DR.  D.  C.  McBRIDE 

Dr.  Dayton  C.  McBride  died 
Sept.  29,  1966,  in  Dallas.  He  was 
66.  He  had  been  an  internist  and 
a consultant  to  Baylor  University 
Medical  Center  for  40  years. 

Dr.  McBride  was  born  Jan.  29, 
1900,  in  Lebanon,  Tex.,  the  son  of 
Dr.  Milton  C.  and  Marietta  Mc- 
Bride. His  preliminary  education 
was  obtained  in  Denton,  and  he 
attended  Southern  Methodist  Uni- 
versity in  Dallas.  After  graduating 
from  the  University  of  Texas  Med- 
ical Branch  in  1924,  he  interned  at 
John  Sealy  Hospital  in  Galveston. 
He  also  served  his  residency  in 
internal  medicine  there.  He  had 
practiced  in  Dallas  since  1925.  Dr. 
McBride  was  on  the  staffs  of  St. 
Paul’s,  Methodist,  and  Parkland 
Memorial  Hospitals,  and  of  Brad- 


ford Memorial  Hospital  for  Chil- 
dren in  Dallas. 

Elected  to  honorary  membership 
in  the  Texas  Medical  Association 
in  1959,  Dr.  McBride  belonged  to 
Dallas  County  Medical  Society, 
American  Medical  Association,  and 
the  Dallas  Academy  of  Internal 
Medicine. 

Dr.  McBride  was  a member  of 
Park  Cities  Baptist  Church. 

His  wife,  the  former  Eula  Lee 
Signaigo  of  Dallas,  whom  he  mar- 
ried on  Sept.  6,  1926,  in  Chicago, 
survives.  Other  survivors  include 
two  daughters,  Mrs.  Shirley  E. 
Macatee  and  Mrs.  Eula  Lee  Miller, 
both  of  Dallas;  a sister,  Mrs.  W.  A. 
Quisenbury  of  Menard;  and  seven 
grandchildren.  His  brother,  Dr.  R. 
B.  McBride,  preceded  him  in  death 
in  January  of  1966. 


DR.  B.  E.  HOWELL 

Dallas  general  practitioner,  Dr. 
Benjamin  Everette  Howell,  80, 
died  Sept.  21,  1966,  in  Denison. 

He  was  born  June  4,  1886,  in 
Florence,  Ala.,  the  son  of  Isom  and 
Belle  Gist  Howell.  He  attended 
rural  schools  around  Florence,  and 
A&M  College  in  Huntsville,  Ala. 
After  receiving  his  medical  degree 
in  1913  from  Meharry  Medical  Col- 
lege in  Nashville,  Tenn.,  he  began 
practice  in  Dallas  and  practiced 
there  until  his  death.  He  was  on 
the  staff  of  St.  Paul’s  Hospital. 

Dr.  Howell  was  a past  president 
and  a member  of  the  executive 
board  of  the  National  Association 
for  the  Advancement  of  Colored 
People.  He  was  a trustee  and  a 
deacon  of  the  Good  Street  Baptist 
Church  in  Dallas. 

A member  of  the  Dallas  County 
Medical  Society,  he  belonged  to 
the  Texas  Medical  Association, 
American  Medical  Association,  Na- 
tional Medical  Association,  and  the 
Lone  Star  Medical  Association. 

On  Sept.  11,  1913,  he  married 
Hortense  Brooks  of  Woodville, 
Tex.,  in  Dallas.  She  preceded  him 
in  death  in  January,  1963. 


Dr.  Howell  is  1 by  two 

daughters,  Mrs.  Benni(  H an.  i"y 
of  Dallas  and  Mrs.  V 
Donald  of  Denison. 


DR.  F.  D.  MOHLE 

Houston  internist,  Dr.  Flavius 
Downs  Mohle,  68,  died  Nov.  27, 
1966,  in  Houston’s  Memorial  Hos- 
pital. 

Dr.  Mohle  was  born  Dec.  23,  1899, 
in  Leesville,  Tex.  His  parents  were 
George  A.  and  Elisabeta  Downs 
Mohle.  He  attended  schools  in  Bee- 
ville,  Tex.,  and  the  University  of 
Texas  in  Austin.  In  1927  he  received 
his  medical  degree  from  the  Uni- 
versity of  Texas  Medical  Branch. 
Dr.  Mohle  interned  at  Memorial 
Hospital  in  Houston  and  did  post- 
graduate work  at  Johns  Hopkins 
Hospital  in  Baltimore.  In  1928  he 
began  his  practice  in  Houston,  and 
practiced  there  until  his  retirement 
in  August.  He  served  as  a lieutenant 
colonel  in  the  US  Air  Force  medical 
corps  from  1942  to  1946. 

A fellow  of  the  American  College 
of  Physicians,  he  was  a member  of 
Harris  County  Medical  Society,  Tex- 
as Medical  Association,  American 
Medical  Association,  Southern  Med- 
ical Association,  and  the  American 
Society  of  Internal  Medicine. 

Dr.  Mohle  was  married  to  Nellie 
Margaret  Pauls  of  Paige,  Tex.,  on 
Sept.  16,  1925.  She  survives  as  do 
a daughter,  Mrs.  Cornelia  M.  Hilde- 
brandt,  and  two  grandsons,  George 
and  William  Hildebrandt,  all  of 
Houston. 


dr.  g.  b.  McFarland 

Dallas  pediatrician,  Dr.  Gordon 
B.  McFarland,  73,  died  Oct.  9, 
1966,  in  Dallas. 

A native  of  Ladonia,  Tex.,  he 
was  born  Feb.  21,  1893.  He  re- 
ceived a bachelor  of  arts  degree 
in  1913  from  Texas  Christian  Uni- 
versity in  Fort  Worth.  His  medical 
degree  was  obtained  from  Colum- 
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bia  University  College  of  Physi- 
cians and  Surgeons  in  New  York, 
N.Y.  He  interned  at  Lenox  Hill 
Hospital  in  New  York  City,  and 
served  a residency  at  Sloane  Hos- 
pital for  Women,  Presbyterian 
Hospital,  and  Seaside  Hospital  for 
Children,  all  in  New  York. 

Dr.  McFarland  was  on  the  staff 
of  Children’s  Medical  Center  in 
Dallas  where  a section  of  the  build- 
ing was  dedicated  to  him.  He  was 
a consultant  in  pediatrics  at  the 
University  of  Texas  Southwestern 
Medical  School  and  a former  pro- 
fessor of  pediatrics  at  the  Baylor 
University  College  of  Medicine, 
then  located  in  Dallas.  He  was  also 
on  the  medical  staff  of  Baylor  Uni- 
versity Medical  Center  as  a consul- 
tant in  pediatrics. 

He  was  a member  of  Dallas  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  American  Medical  As- 
sociation, American  Academy  of 
Pediatrics,  and  Texas  Pediatric 
Society. 

Dr.  McFarland  was  a member  of 
Northway  Christian  Church. 

He  is  survived  by  his  wife,  Mil- 
dred; three  sons,  Dr.  Gordon  B. 
McFarland  of  New  Orleans,  John 
Samuel  McFarland  and  Michael 
Alvin  McFarland,  both  of  Dallas; 
three  sisters,  Mrs.  Joe  Hill  and 
Mrs.  W.  M.  Williams,  both  of  Dal- 
las, and  Mrs.  W.  P.  Jennings  of 
Lubbock;  two  brothers,  James  R. 
McFarland  and  John  A.  McFar- 
land, both  of  Dallas;  and  two 
grandsons,  Gordon  Burnett  McFar- 
land III,  and  Wright  McFarland. 


DR.  P.  C.  SHANDS 

Eighty-eight-year-old  Dr.  Percy 
Clinton  Shands  died  Nov.  12,  1966, 
in  Dallas.  He  retired  in  1957. 

A general  practitioner  in  Forney 
from  1903  to  1937  and  in  Mesquite 
from  1937  until  his  retirement,  he 
was  a graduate  of  Southwestern 
University  in  Georgetown  in  1900 
and  Vanderbilt  University  School 
of  Medicine  in  1903.  He  did  post- 
graduate work  at  New  York  Poly- 


clinic in  New  York  City  and  the 
Illinois  School  of  Electro-Thera- 
peutics in  Chicago. 

Born  in  Forney  on  Jan.  8,  1878, 
he  was  the  son  of  N.  E.  Shands 
and  Julia  C.  Douglass  Shands.  He 
was  married  to  Leola  David  of 
Gonzales  on  April  18,  1911,  in  Gon- 
zales. 

An  honorary  member  of  Texas 
Medical  Association,  he  belonged 
to  Kaufman  County  Medical  So- 
ciety, and  the  American  Medical 
Association. 

A lifelong  member  of  the  First 
Methodist  Church  of  Mesquite,  he 
served  as  a steward  of  the  church. 
He  was  a 51-year  master  Mason 
and  belonged  to  the  Brooklyn  Ma- 
sonic Lodge  in  Forney. 

His  wife  survives  as  do  a son, 
P.  C.  Shands,  Jr.,  of  Mesquite; 
three  brothers,  H.  J.  Shands  of 
Lufkin,  H.  G.  Shands  of  Denton, 
and  N.  E.  Shands  of  Mesquite; 
two  sisters,  Miss  Johnnie  Shands 
of  Dallas,  and  Mrs.  W.  F.  Thomp- 
son of  Seattle,  Wash.;  and  two 
grandchildren.  A son,  Leslie  Eu- 
gene Shands,  preceded  him  in 
death. 


DR.  A.  N.  CHAMPION 

Dr.  Albert  Nicholas  Champion, 
76,  a San  Antonio  otolaryngologist 
since  1926,  died  there  on  Oct.  17. 

Dr.  Champion  was  born  Sept.  3, 
1890,  in  Luling,  the  son  of  Nicholas 
and  Elmira  Nixon  Champion.  He 
attended  schools  there,  and  re- 
ceived a bachelor  of  science  degree 
from  the  University  of  Texas.  He 
was  graduated  from  the  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston  in  1916.  After  interning 
at  City  Hospital  in  Cleveland, 
Ohio,  he  served  a residency  at  the 
US  Naval  Hospital  in  Philadelphia. 
He  took  postgraduate  courses  in 
Washington,  D.C.,  and  Philadel- 
phia. Dr.  Champion  was  in  the  US 
Navy  from  1917  until  1925,  attain- 
ing the  rank  of  lieutenant  com- 
mander. 

An  honorary  member  of  the 
Bexar  County  Medical  Society, 


Texas  Medical  Association,  and 
American  Medical  Association,  he 
was  a fellow  of  the  American  Col- 
lege of  Surgeons,  a diplomate  of 
the  American  Board  of  Otolaryng- 
ology, and  a former  president  of 
the  Texas  Society  of  Ophthalmolo- 
gy and  Otolaryngology.  He  was  a 
consultant  to  Brooke  Army  Hos- 
pital, and  an  associate  professor  of 
otolaryngology  at  Baylor  Univer- 
sity College  of  Medicine. 

Dr.  Champion  and  Winona  By- 
ington  were  married  on  April  5, 
1919,  in  New  York  City.  Mrs. 
Champion  survives  as  do  a daugh- 
ter, Mrs.  Jean  M.  Chandler  of 
Jackson,  Tenn.;  a brother,  John 
Champion  of  Louisville,  Ky. ; a 
sister,  Mrs.  Jack  Hott,  of  Houston; 
and  four  grandchildren,  Mar- 
guerita,  Pamela,  Ann,  and  John 
Chandler. 


DR.  G.  G.  WYCHE,  SR. 


Dr.  George  Griffin  Wyche,  Sr., 
76,  died  Nov.  16,  1966,  in  an  Alice 
hospital  following  a long  illness. 
He  was  the  founder  of  the  Physi- 
cians and  Surgeons  Hospital  in 
Alice,  formerly  known  as  Alice 
Hospital.  Dr.  Wyche  was  president 
of  the  board  of  the  hospital  until 
his  illness  about  one  and  a half 
years  ago. 

The  son  of  Dr.  George  W,  and 
Elizabeth  Goodwyn  Wyche,  he  was 
born  in  Longview  on  Sept.  2,  1890. 
He  attended  Palacios  Baptist  Acad- 
emy in  Palacios,  Texas,  and  re- 
ceived his  medical  degree  from 
Vanderbilt  University  School  of 
Medicine  in  1916.  He  served  an 
internship  at  Tennessee  State  Peni- 
tentiary Hospital  in  Nashville. 

He  practiced  in  Wharton,  Angle- 
ton,  Robstown,  and  moved  to  Alice 
in  1931,  where  he  remained  until 
his  death.  While  in  Robstown,  he 
was  elected  president  of  the  Nu- 
eces County  Medical  Society  and 
later  in  Alice  was  elected  presi- 
dent of  the  Brooks-Duval-Jim 
Wells  Counties  Medical  Society.  At 
the  time  of  his  death,  Dr.  Wyche 
was  the  oldest  past  president  of 
the  Nueces  County  Medical  Society. 

Dr.  Wyche  was  a member  of  the 
Brooks-Duval-Jim  Wells  Counties 
Medical  Society,  Texas  Medical  As- 
sociation, and  the  American  Medi- 
cal Association.  He  had  been  elect- 
ed to  honorary  membership  in  the 
Texas  Medical  Association  in  1962. 

A former  deacon  and  elder  of 
the  First  Presbyterian  Church,  he 
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had  been  a member  of  the  Alice 
Lions  Club  and  the  Alice  Masonic 
Lodge. 

Survivors  include  his  wife,  three 
sons,  Robert  Wyche,  Dallas,  James 
Wyche,  Houston,  and  Don  Wyche, 
Alice;  a daughter,  Mrs.  Elizabeth 
Loring,  San  Antonio;  a sister,  Mrs. 
Myrtie  King,  Atlanta,  Tex.;  a 
brother,  J.  M.  Wyche,  Longview; 
and  eight  grandchildren.  A fourth 
son,  Dr.  G.  B.  Wyche,  Jr.,  had  also 
practiced  in  Alice  until  his  death 
following  an  airplane  crash  in  1958. 


DR.  H.  M.  BLOCK 

Dallas  ophthalmologist,  Dr.  Har- 
old Morris  Block,  61,  died  Nov.  18, 
1966,  at  his  home  there. 

Born  June  19,  1905,  in  Dallas,  he 
was  the  son  of  Isidor  and  Isabella 
Marx  Block.  He  attended  Waco 
schools,  and  received  an  A.  B.  de- 
gree from  Baylor  University  in 
1931.  He  received  his  medical  edu- 
cation at  Baylor  University  College 
of  Medicine,  then  located  in  Dallas, 
and  interned  at  Baylor  University 
Hospital  in  Dallas.  He  served  a res- 
idency at  Bellevue  Hospital  in  New 
York  City.  He  served  in  the  US 
Army  Medical  Corps  from  1941  to 
1946,  attaining  the  rank  of  major. 
He  had  practiced  in  Dallas  since 
1935. 

Dr.  Block  was  a member  of  Dal- 
las County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  A diplomate  of 
the  American  Board  of  Ophthal- 
mology, he  belonged  to  the  Dallas 
Academy  of  Ophthalmology  and 
Otolaryngology;  Texas  Ophthal- 
mological  Association;  the  Ameri- 
can Academy  of  Ophthalmology 
and  Otolaryngology;  the  French 
Ophthalmological  Society;  and  the 
Barraquer  Institute  in  Barcelona, 
Spain. 

He  was  a member  of  Temple 
Emanu-El. 

Dr.  Block  and  Jane  Landau  were 
married  Jan.  3,  1936,  in  New  York 
City.  She  survives  as  do  a daughter, 
Mrs.  Martha  Lurie  of  San  Antonio ; 


a son,  Dr.  Harold  M.  Block  of  Tea- 
neck,  N.  J.,  and  two  grandchildren. 

DR.  H.  A.  WHITE 

A doctor  who  delivered  16,000 
babies,  Dr.  Hosea  Allen  White,  83, 
died  Aug.  7,  1966,  in  a Corpus 
Christi  hospital.  Dr.  White  began 
practice  in  the  Corpus  Christi 
area  in  1916  after  practicing  four 
years  in  Mississippi.  He  delivered 
babies  from  Kingsville  to  Aransas 
Pass.  For  a while  he  had  to  travel 
ungraded  roads  in  a buggy. 

His  life  was  devoted  to  provid- 
ing birth  services  to  low-income 
families.  He  had  for  many  years 
delivered  babies  in  the  homes  of 
the  poor,  sometimes  in  conditions 
of  filth  which  seriously  threatened 
the  survival  of  the  mother  and 
baby.  The  community  offered  no 
hospitalization  for  the  indigent  at 
that  time.  In  1940,  Dr.  White 
established,  at  his  own  expense, 
a 16-bed  maternity  hospital  which 
refused  care  to  no  one  regardless 
of  financial  status.  Fees  were  set 
according  to  income  and  many  of 
the  patients  paid  little  or  nothing 
for  hospital  and  obstetrical  care 
which  was  in  every  way  equal  to 
that  given  the  patients  who  did 
pay.  His  wife  and  all  five  of  his 
children  helped  him  faithfully  in 
his  hospital.  Gardening  was  his 
hobby  and  he  grew  vegetables  on 
the  hospital  grounds  to  feed  the 
patients. 

Dr.  White  was  born  Jan.  27, 
1883,  near  Brookhaven,  Miss.  There 
were  19  boys  and  3 girls  in  the 
family.  He  received  his  medical  de- 
gree from  the  University  of  Ten- 
nessee College  of  Medicine  in  1911. 
During  World  War  I,  he  served  in 
the  US  Army  as  a physician. 

A member  of  the  Nueces  County 
Medical  Society,  he  was  elected 
to  honorary  membership  in  the 
Texas  Medical  Association  in  1961 
and  also  belonged  to  the  American 
Medical  Association.  He  served  as 
city  health  officer  of  Corpus  Chris- 
ti in  1935.  He  was  a Mason.  He 
belonged  to  the  First  Baptist 
Church  of  Corpus  Christi. 


His  wife,  the  former  Bessie  Bat- 
ton,  survives.  Also  surviving  are 
two  daughters,  Mrs.  Sarah  R ;,h 
Watson  of  Bay  City  and  M 
Artye  White  Lowe  of  Corpus  Chris- 
ti; a son,  Harry  A.  White  of  San 
Antonio;  five  brothers,  Maurice 
White  of  Corpus  Christi,  Jim  White 
of  Brookhaven,  Miss.,  Napoleon 
White  of  Wesson,  Miss.,  Oliver 
White  of  Baton  Rouge,  La.,  and 
Luther  White  of  Pineola,  Miss.; 
two  sisters,  Mrs.  Henry  Brown  and 
Mrs.  Bryan  Meeks,  both  of  Corpus 
Christi;  seven  grandchildren;  and 
seven  great-grandchildren. 


DR.  B.  J.  WILKERSON 

Houston  physician,  Dr.  Bernie 
Jewell  Wilkerson,  65,  died  Oct.  25, 
1966,  while  visiting  his  daughter 
in  Tyler.  He  had  retired  last  year 
after  suffering  a stroke.  He  was 
born  Dec.  1,  1900,  in  Duncan, 
Okla.  He  was  graduated  from  high 
school  in  Amber,  Okla.,  from  the 
University  of  Oklahoma  in  1928, 
and  from  the  University  of  Okla- 
homa School  of  Medicine  in  1930. 
He  had  practiced  in  Houston  since 
1931. 

Dr.  Wilkerson  was  a charter 
member  of  the  First  Baptist 
Church  of  Jersey  Village,  a char- 
ter member  of  the  Deacon  Body, 
and  was  an  honorary  deacon. 

He  was  a member  of  Harris 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  and  the  Amer- 
ican Academy  of  General  Practice. 

He  is  survived  by  his  wife,  Ruth; 
two  daughters,  Mrs.  Jarred  Sloan 
of  Houston  and  Mrs.  Paul  De- 
Woody  of  Tyler;  one  son,  Dr.  B.  J. 
Wilkerson,  Jr.,  of  Chamblee,  Ga. ; 
two  sisters,  Mrs.  Howard  Colston 
of  Houston  and  Mrs.  Coleman  Beal 
of  Duncan,  Okla.;  three  brothers, 
Ray  R.  Wilkerson,  Hershel  B. 
Wilkerson,  both  of  Houston,  and 
Basil  G.  Wilkerson  of  Odessa;  and 
six  grandchildren. 
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REGIONAL  WEATHER  FORECAST 

Heavy  Rains,  Local  Flooding,  Sleet  and  Snow  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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IABST IX 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology- long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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Complete  Serological  Screening  Tests  For  Syphilis . . . 


The  RPR  Card  Tests  make  use  of  a specially  prepared,  carbon-con- 
taining RPR  Card  antigen.  The  particle  size  and  other  characteristics  of 
the  carbon  is  such  that  when  a reactive  specimen  is  encountered,  floccula- 
tion occurs,  and  there  is  a coagglutination  which  is  readily  visible  to  the 
naked  eye.  Individual  tests,  including  the  collection  of  blood  and  separa- 
tion of  plasma  can  be  performed  in  7 to  8 minutes. 

Confirming  earlier  findings  with  the  RPR  Card  Test1'10  Reed11  in 
reporting  on  63,800  specimens  had  an  overall  agreement  of  98.5%  in 
a recent  comparative  study  with  other  routine  screening  procedures. 

The  RPR  Card  Tests,  with  their  low  cost,  ease  of  performance,  high 
sensitivity  and  specificity,  are  without  peer  in  situations  that  demand 
rapid  testing  of  patients,  enabling  the  physician  to  initiate  prompt  treat- 
ment of  early  infectious  syphilis. 

Specify  the  RPR  Card  Test  as  the  screening  procedure  on  serum  or 
plasma  samples  submitted  to  your  State  Approved  Laboratory. 

(1)  Portnoy,  J.:  Brewer.  J.  and  Harris.  A.:  PUBLIC  HEALTH  REPORTS.  77: 645-652,  August  1962.  (2) 
Joseph,  J.  M.  and  Warner.  G.  S.:  A WORKSHOP  MANUAL.  Md.  State  Dept.  Health.  Bureau  of  Lab.,  Balto., 
Md.,  September  1962.  (3)  Wollenweber,  H.  L.:  OFF.  PATH.,  2.  February  5,  1963.  (4)  Portnoy.  J.:  MILIT. 

MED.,  128: 414-417,  May  1963.  (5)  Portnoy  J.:  THE  AMER.  JOUR.  OF  CLIN.  PATH.,  1,0: 473-479,  November 

1963.  (6)  Buck,  A.  A.  and  Mayer.  H.:  THE  AMER.  JOUR.  OF  HYG.,  ,?O;85-90,  July  1964.  (7)  Brown, 

W.  J.;  Donohue.  J.  F.  and  Price,  E.  V.:  PUBLIC  HEALTH  REPORTS,  79:496-500.  June  1964.  (8)  Clayton, 

J.  L.:  Lindhardt,  E.  M.  and  Fraser,  R.  S.:  PUBLIC  HEALTH  LAB.,  22:206-207,  November  1964.  (9)  Luca- 

torto,  F.  M.:  Katz,  B.  D.  and  Toto,  P.  D.:  THE  J.A.D.A..  69:697-699,  December  1964.  (10)  Portnoy, -J.: 

PUBLIC  HEALTH  LAB..  29:43,  March  1965.  ( 11)  Reed.  E.  L.:  PUBLIC  HEALTH  LAB.,  29:96-103,  May  1965. 
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CARD 


SYPHILIS  AND 


TESTS 


OTHER  TREPONEMATOSE! 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


COMING  MEETINGS 


American  Medical  Association,  Atlantic  City, 
June  18-22,  1967.  Dr.  F.  J.  L.  Blasingame, 
535  Dearborn,  Chicago  60610,  Exec.  Vice 
Pres. 

Texas  Medical  Association,  Dallas,  Annual 
Session,  May  4-7,  1967  ; Austin,  Public 
Relations  Conference,  Sept.  30,  1967.  C. 
Lincoln  Williston,  1801  N.  Lamar,  Aus- 
tin, Exec.  Sec. 

JANUARY 

American  College  of  Radiology,  Los  An- 
geles, Jan.  31-Feb.  4,  1967.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  60606, 
Exec.  Dir. 

Texas  Radiological  Society,  Fort  Worth, 
Jan.  27-28,  1967.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth  76102, 
Sec. 

Texas  Society  of  Pathologists,  Inc.,  Aus- 
tin, Jan.  28-29,  1967.  Dr.  Jack  L.  Smith, 
3156  Stagg  Drive,  Beaumont  77701,  Sec. 

Fifth  District  Society,  San  Antonio,  Jan. 
25,  1967.  Dr.  Walter  Walthall,  1114  South 
Texas  Bldg.,  San  Antonio  78205,  Coun- 
cilor. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio,  Jan.  23-25. 
1967.  S.  E.  Cockrell,  Jr.,  202  W.  French 
PL,  San  Antonio  78212,  Exec.  Sec. 

FEBRUARY 

American  Academy  of  Allergy,  Palm 
Springs,  Calif.,  Feb.  18-22,  1967.  Mr.  J. 
O.  Kelley,  766  N.  Milwaukee  St.,  Mil- 
waukee 53202,  Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 

Las  Vegas,  Feb.  26-March  3,  1967  (In- 
terim). Dr.  William  D.  Dolan,  Arlington 
Hospital,  Arlington,  Va.,  22203,  Sec. 

Southwestern  Medical  Association,  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton 
St.,  El  Paso  79901,  Exec.  Sec. 

Texas  Public  Health  Association,  San  An- 
tonio, Feb.  26-March  1,  1967.  J.  N.  Mur- 
phy, Jr.,  P.  O.  Box  5192,  Austin  78731, 
Exec.  Sec. 

First  District  Society,  Pecos,  Feb.  4,  1967. 
Dr.  Mario  Palafox,  111  N.  Fullam,  El 
Paso  77905,  Sec. 

National  and  Regional 

American  Academy  of  Dermatology,  Inc., 

Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E. 
Huff,  636  Church  St.,  Evanston,  111., 
Sec.-Treas. 

American  Academy  of  General  Practice, 

Dallas,  Sept.  15-23,  1967.  Mr.  M.  F. 
Cahal,  Volker  Blvd.,  at  Brookside,  Kan- 
sas City  64112,  Exec.  Sec. 


American  Academy  of  Ophthalmology  and 

Otolaryngology,  Chicago,  Oct.  29-Nov.  3, 
1967.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.  55901,  Exec.  Sec. 

American  Academy  of  Pediatrics,  San 
Francisco,  April  3-5,  1967.  Dr.  E.  H. 
Christopherson,  1801  H i n m a n Ave., 
Evanston,  111.  60201,  Exec.  Dir. 

American  Association  of  Obstetricians  and 

Gynecologists,  Hot  Springs,  Va.,  Sept.  7- 
9,  1967.  Dr.  R.  B.  Wilson,  200  First  St. 
S.  W.,  Rochester,  Minn.  55902,  Exec.  Sec. 

American  Association  of  Plastic  Surgeons, 

Toronto,  Can.,  May  18-21,  1967.  Dr. 

Clarence  W.  Monroe,  716  Lake  St.,  Oak 
Park,  111.  60801,  Sec. 

American  Association  for  Thoracic  Surgery, 
New  York  City,  April  17-19,  1967.  Ada 
Hanvey,  311  Carondelet  Bldg.,  West, 
7730  Carondelet  Ave.,  St.  Louis  63105, 
Adm.  Asst. 

American  Cancer  Society,  Inc.,  New  York 
City,  Oct.  18-20,  1967.  Mr.  Charles  R. 
Ebersol,  219  E.  42nd  St.,  New  York  10017, 
Sec. 

American  College  of  Allergists,  New  Or- 
leans, March  22-24,  1967.  Dr.  John 

D.  Gillaspie,  2141  14th  St.,  Boulder. 
Colo.  80302,  Treas. 

American  College  of  Chest  Physicians,  At- 
lantic City,  June  15-19,  1967.  Mr.  M. 
Kornfeld,  112  E.  Chestnut,  Chicago  60611, 
Exec.  Dir. 

American  College  of  Gastroenterology.  Mr. 

D.  Weiss,  33  W.  60th,  New  York  10023, 
Exec.  Dir. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Jackson,  Miss.,  Oct.  19-21.  Mr. 
D.  F.  Richardson,  79  W . Monroe,  Chicago 
60603,  Exec.  Sec. 

American  College  of  Physicians,  San  Fran- 
cisco, April  10-14,  1967.  Dr.  E.  C.  Rose- 
now,  Jr.,  4200  Pine,  Philadelphia  19104, 
Exec.  Dir. 

American  College  of  Surgeons,  Chicago. 
Oct.  2-6,  1967.  Dr.  Samuel  P.  Harbison. 
55  E.  Erie  St.,  Chicago,  111.  60611. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Miami  Beach,  Fla.,  Aug. 
27-Sept.  1,  1967.  Mr.  Creston  C.  Herold, 
30  N.  Michigan,  Chicago  60602,  Exec. 
Dir. 

American  Dermatological  Association, 
Colorado  Springs,  May  28-June  1,  1967. 
Dr.  Robert  R.  Kierland,  Mayo  Clinic, 
Rochester,  Minn.  55901,  Sec. 

American  Gastroenterological  Association, 

Colorado  Springs,  Colo.,  May  26-27,  1967. 
Dr.  David  Cayer,  2240  Cloverdale  Ave., 
Winston-Salem,  N.C.,  27103,  Sec. 


American  Gynecological  Society,  Phoenix, 
May  4-6,  1967.  Dr.  G.  W.  Douglas,  550 
First  Ave.,  New  York  10016,  Sec. 

American  Heart  Association,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44 
E.  23rd,  New  York  10010,  Exec.  Dir. 

American  Hospital  Association,  Chicago, 
Aug.  21-24,  1967.  Mr.  James  E.  Hague, 
840  N.  Lake  Shore  Dr.,  Chicago  60611, 
Sec. 

American  Medical  Women’s  Association. 

Mrs.  Gertrude  F.  Conroy,  1790  Broadway, 
New  York  City  10019,  Exec.  Dir. 

American  Neurological  Association,  At- 
lantic City,  June  12-14,  1967.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  10032, 
Sec. 

American  Proctologic  Society,  New  Or- 
leans, April  17-19,  1967.  Miss  Harriette 
Gibson,  320  W.  Lafayette,  Detroit  48226, 
Adm.  Sec. 

American  Public  Health  Association,  Inc. 

Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  10019,  Exec.  Dir. 

American  Society  of  Anesthesiologists,  Las 
Vegas,  Sept.  30-Oct.  4,  1967.  Mr.  J.  W. 
Andes,  515  Busse  Highway,  Park  Ridge, 
111.,  60608,  Exec.  Sec. 

American  Surgical  Association,  Colorado 
Springs,  May  11-14,  1967.  Dr.  Harris 
B.  Shumacker,  Jr.,  1100  W.  Michigan, 
Indianapolis  46207,  Sec. 

American  Thoracic  Society,  Pittsburgh, 
Pa.,  May  21-24,  1967.  F.  W.  Webster, 
1790  Broadway,  New  York  10019,  Exec. 
Sec. 

Association  of  American  Physician!  and 

Surgeons,  Inc.,  Houston,  Oct.  5-7,  1967. 
Mr.  H.  E.  Northam,  185  N.  Wabash, 
Chicago  60601,  Exec.  Dir. 

Gastroenterology  Research  Group,  (with 
American  Gastroenterological  Associ- 
ation) Colorado  Springs,  May  25,  1967  ; 
forum,  Chicago,  Nov.  3,  1967.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.  55901,  Sec. 

International  College  of  Surgeons,  April 
30-May  5,  1967.  Stanley  E.  Henwood, 
1516  Lake  Shore  Dr.,  Chicago  60610,  Sec. 

Medical  Society  of  United  States  & Mexico, 

Guadalajara,  Mexico,  Jan.  25,  1968.  Dr, 
Robert  Witzemann,  222  W.  Osborn  Rd., 
Phoenix,  Ariz.,  85013,  Sec. 

Radiological  Society  of  North  America. 

Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D. 
Frazer,  1744  S.  58th  St.,  Lincoln,  Neb. 
68104,  Sec. 

South  Central  Association  of  Blood  Banks, 
Jackson,  Miss.,  March  30-April  1,  1967. 
Miss  Norma  M.  Bender,  3600  Florida 
St.,  Baton  Rouge,  La.  70806,  Sec. 
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Southern  Medical  Association,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts, 
2601  Highland,  Birmingham,  Ala.  35205, 
Exec.  Dir. 

Southern  Psychiatric  Association.  Dr.  Mark 
A.  Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager, 
314  Medical  Arts  Bldg.,  Baltimore  21201, 
Sec. 

South  Texas  District,  American  College  of 

Surgeons.  Dr.  August  Herff,  Jr.,  1526 
Nix  Professional  Bldg.,  San  Antonio 
78205,  Sec. 

Southwest  Allergy  Forum.  Dr.  W.  L. 
Marr,  Sealy-Smith  Prof.  Bldg.,  Galveston 
77550,  Pres. 

Southwestern  Society  of  Nuclear  Medicine. 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 

Dallas  75219,  Sec. 

Southwestern  Surgical  Congress,  Phoenix, 
Ariz.,  April  10-13,  1967.  Dr.  Jack  A. 
Barney,  301  Pasteur  Building,  Oklahoma 

City,  Okla.,  73103,  Sec. 

State 

Private  Clinics  and  Hospitals  Association 
of  Texas.  A.  A.  Hubbard,  Alvarado 
Community  Hospital,  Alvarado  76009, 
Sec. 

Texas  Academy  of  General  Practice,  Austin, 
June  12-14,  1967.  Mr.  D.  C.  Jackson, 
1905  N.  Lamar,  Austin  78705,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  San 
Antonio,  December,  1967.  Dr.  William 
Levin,  816  Strand,  Galveston  77550,  Sec. 

Texas  Air-Medics  Association,  Dallas,  May 
6-7,  1967.  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  for  Mental  Health.  R. 
W.  Shafer,  Jr.,  4004  N.  Lamar  Blvd., 
Austin  78756,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Galveston,  March  4,  1967. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas  75246,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Dallas,  May  4,  1967.  Dr.  S.  J. 
Lerro,  Box  95,  La  Marque  77568,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics. R.  L.  Mathis,  4119  Montrose 
Blvd.,  Houston  77006,  Sec. 

Texas  Chapter,  American  College  of  Chest 

Physicians,  Dallas,  May  7,  1967.  Dr.  Paul 
Richburg,  6011  Harry  Hines,  Dallas 
75235,  Sec. 

Texas  Dermatological  Society,  Dallas,  May 
6-7,  1967.  Dr.  A.  C.  Ressmann,  714  Medi- 
cal Arts  Bldg.,  San  Antonio  78205,  Sec. 

Texas  Diabetes  Association,  Dallas,  May  7, 
1967.  Dr.  Holbrooke  Seltzer,  Veterans 
Administration  Hospital,  4500  S.  Lan- 
caster, Dallas  75216,  Sec. 


Texas  Division,  American  Cancer  Society, 
Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  78731,  Exec.  Sec. 

Texas  Heart  Association,  Houston.  Mr.  E. 

T.  Guy,  2480  Times  Blvd.,  Houston 
77005,  Exec.  Sec. 

Texas  Hospital  Association,  Houston,  May 
20-24,  1967.  O.  Ray  Hurst,  6225  US 
Highway  290  E.,  Austin  78723,  Exec.  Dir. 

Texas  Industrial  Medical  Association,  Dal- 
las, May  4,  1967.  Dr.  C.  O.  Bruce,  P. 
O.  Box  817,  Port  Neches  77615,  Sec. 

Texas  Neuropsychiatric  Association,  Dal- 
las, April  7,  1967.  Dr.  Irvin  M.  Cohen, 
641  Hermann  Prof.  Bldg.,  Houston 
77025,  Sec. 

Texas  Nursing  Home  Association,  (Spring 
Meeting)  Austin,  March  27-29,  1967.  John 

M.  Crawford,  Jr.,  6225  Highway  290  E., 
Austin  78723,  Exec.  Dir. 

Texas  Ophthalmological  Association,  Dallas, 
May  5-6,  1967.  Dr.  J.  L.  Mims,  Jr„  730 

N.  Main,  San  Antonio  78205,  Sec. 

Texas  Orthopaedic  Association,  Dallas, 
May  6,  1967.  Dr.  L.  Ray  Lawson,  2828 
Lemmon  Ave.,  Dallas  75204,  Sec. 

Texas  Otolaryngological  Association,  Dal- 
las, May  5-6,  1967.  Dr.  C.  F.  Engel- 
king,  224-34  W.  Beauregard,  San  Angelo 
76902,  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  28- 
30,  1967.  Dr.  C.  E.  Gilmore,  811  Bonham, 
Paris  75460,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Dallas,  May  4,  1967.  Dr.  Vincent 
J.  Kitowski,  1333  Moursund  Ave.,  Hous- 
ton 77025,  Sec. 

Texas  Proctologic  Society,  Dallas,  May  4, 
1967.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston  77025,  Sec. 
Texas  Rehabilitation  Association,  Dallas, 
May  4,  1967.  D.  Preston,  3700  Worth, 
Dallas  75210,  Sec. 

Texas  Rheumatism  Association.  Dr.  Homer 
R.  Goehrs,  801  W.  34th  St.,  Austin  78705, 
Sec. 

Texas  Society  of  Anesthesiologists,  Dal- 
las, May  6-7,  1967.  Dr.  Gerald  Mullikin, 
Longview,  Sec. 

Texas  Society  on  Aging.  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  251  N.  Field, 
Dallas  75202,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
Dallas,  May  5,  1967.  Dr.  W.  Cone  John- 
son, Scott  and  White  Clinic,  Temple 
76501,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, Austin,  Dec.  1-2,  1967.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave., 
Waco  76701,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas, 
May  6,  1967.  Dr.  J.  R.  Smith,  515  M&S 
Tower,  San  Antonio  78205,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 

Sciences.  Mrs.  Betty  J.  Anderson,  201  E. 
14th  St.,  Austin  78701,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 

Fort  Worth,  June  19-21,  1967.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth  76102,  Sec. 


Texas  State  Division,  International  College 
of  Surgeons,  Dallas,  May  4,  1967.  Jack 
A.  Crow,  1825  Hickory,  Abilene  79601. 

Texas  Surgical  Society,  Fort  Worth,  April 
2-4,  1967.  Dr.  Jesse  E.  Thompson,  1008 
N.  Washington,  Dallas  75204,  Sec. 

Texas  Traumatic  Surgical  Society.  Dr.  J. 
C.  Long,  805  W.  8th,  Plainview  79072, 
Sec. 

Texas  Tuberculosis  Association,  Fort 
Worth,  April  6-8,  1967.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Rd.,  Austin 
78722,  Exec.  Dir. 

Texas  Urological  Society,  Longview.  Dr. 
Joseph  Rappeport,  621  N.  Fourth,  Long- 
view 75601. 

United  States-Mexico  Border  Public  Health 
Association.  Dr.  Jorge  Jimenez-Gandica, 

501  U.  S.  Court  House,  El  Paso  79901, 
Sec. 

District 

Third  District  Society,  Lubbock,  Oct.  14, 
1967.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo  79106,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin  78701,  Sec. 

Eighth  District  Society.  Dr.  Harry  T. 
Barnes,  Jr.,  1015  Avenue  G,  Bay  City 
77414,  Sec. 

Ninth  District  Society.  Dr.  Bobby  Jones, 

218  Main  Street,  Houston  77002,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont  77701,  Sec. 

Eleventh  District  Society,  Tyler,  Spring. 

1967.  Dr.  Lucy  Mathis,  107  Redland 
Lane,  Palestine  75801,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple  76501, 
Sec. 

Thirteenth  District  Society,  Fort  Worth. 
Dr.  W.  H.  Neil,  1217  W.  Cannon,  Fort 

Worth  76104,  Sec. 

Panhandle  District  Medical  Society,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres, 
Box  2276,  Amarillo  79105,  Acting  Exec. 
Sec. 

Clinics 

Blackford  Memorial  Lectures.  Dr.  W.  S. 
Fry,  2301  S.  Austin  Ave.,  Denison  75020, 
Chm. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  13-15,  1967.  C.  F.  Hamil- 
ton, 1616  Medical  Arts  Bldg.,  Dallas 
75201,  Dir. 

Oklahoma  City  Clinical  Conference.  Miss 
Alma  F.  O’Donnell,  503  Medical  Arts 
Bldg.,  Oklahoma  City  73102,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans,  March  6-9,  1967.  Irma  B. 
Sherwood,  1430  Tulane  Ave.,  New  Or- 
leans 70112,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston,  July  17-19,  1967.  Dr.  W. 
Tom  Arnold,  6448  Fannin,  Houston  77025, 
Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  Fifth  Ave.,  Fort 
Worth  76104,  Sec. 
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TEXAS  MEDICINE 


Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  7521 1 FE  1-8331 
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Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIL® 

(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


BOND  RADIOLOGICAL  GROUP 

Fort  Worth 


Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Claude  Williams,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
William  H.  Neil,  M.D.,  F.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
John  S.  Alexander,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 


1217  West  Cannon — ED  6-8627 


Tom  B.  Bond,  M.D.,  F.A.C.R.  Oscar  L.  Morphis,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 

100  Medical  Tower — ED  6-8681 

Diplomates  of  the  American  Board  of  Radiology 
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TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd.  M.D. 

G.  M.  Hilliard,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Vanis  Pennington,  M.D. 

Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A Specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana.  Texas 


PEDIATRICS  & PEDIATRIC  CARDIOLOGY 
JOHN  W.  GRIFFIN.  M.D.,  F.A.A.P.* 
ANDREW  L.  MEGARITY,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O. 


♦ 


OBSTETRICS  & GYNECOLOGY  DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.*  ROBERT  A.  LANG,  D.D.S. 

*Diplomate  of  the  American  Board 
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after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B 1 2 Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 


fluocmolone  acetonide  — an  original  steroid  from 

SYNTEXffl 


LABORATORIES  INC..  PALO  ALTO,  CALIF. 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.1  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin -combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli2  that  often 
colonize  and  thrive  on  abraded  skin.1 
A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar  under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  1 5 Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  P.:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963, p.  111. 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


Neo-Synalar 

'fluocinolone  acetonide-neomycin  sulfate  cream"1 

Cream 


WESTCLIFF  PROFESSIONAL  BUILDING  FE  7-3735 


Rising  out  of  the  East  end  of  gardened 
Westcliff  Mall  Shopping  Center 
Is  Westcliff  Professional  Building, 
The  most  modern  medical 
Office  building  in  the 
Fastest  growing 

Residential  district  in 
Dallas 

* Hospital  Size  Elevators 

* Covered  Entrance 

• Pharmacy 

* Individual  Temperature  Controls 

• Ample  Parking  Facilities 

• Dental  and  Medical  Laboratories 

• Complete  Maintenance  Service 

* Snack  Bar  and  Restaurant 

* Offices  Built  to  Individual  Needs 
and  Specifications 

• Immediate  Access  to  Retail  Services 
and  Expressways 

HAMPTON  ROAD  AT  LOOP  12 

DALLAS,  TEXAS 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


3902  Gaston  Ave. 


MILLER  BRACE  & SURGICAL  SUPPORT  CO. 


P.O.  Box  26181 


Dallas,  Texas 


“45  Degree  Flexion  Head-Halter” 


This  halter  gives  as  much  flexion  as  desired  and  with 
less  weights.  Designed  with  all  parts  behind  the  ears. 
Patient  can  talk  and  chew  with  less  effort.  No.  (1)  has 
Velcro  fasteners.  No.  (2)  has  Hooks  and  Links.  This 
halter  has  been  tested,  approved  and  is  very  effective. 


Pat.  Pend. 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  'Empirin' 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  cablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  21/2,  Aspirin  gr.  31/2,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


and  Gantanol 
Suspension 
is  a good  way 
to  help  them 
get  well 

proven  effectiveness  against  major  U.R.I. 
pathogens  including  beta-hemolytic  strep 

With  Gantanol  (sulfamethoxazole),  bacteriologic  conversion  rates 
for  beta-hemolytic  streptococci  are  comparable  to  those  generally 
seen  with  penicillin,  and  apparently  superior  to  those  cited  in  the 
literature  for  erythromycin  and  the  broad-spectrum  antibiotics.1-2 
With  conversion  rates  ranging  from  a high  of  96%  in  229  patients2 
and  98%  in  96  cases3  to  65%  in  105  cases,5-6  Gantanol  (sulfa- 
methoxazole) Suspension  is  an  effective  alternative  therapy  in 
patients  sensitive  to  penicillin,  the  drug  of  choice  in  known  beta- 
hemolytic  streptococcal  infections. 

In  addition  to  this  effectiveness  against  beta-hemolytic  strepto- 
cocci,1-9 bacteriologic  conversion  rates  have  averaged  69%  for 
D.  pneumoniae  (103  of  150  patients),3-6-7  78%  for  //.  influenzae 
(42  of  54  patients),3-4-7  and  67%  for  Staph,  aureus  (76  of  113  pa- 
tients).3-4-6-7  It  is  this  wide  spectrum  of  activity  which  makes 
Gantanol  (sulfamethoxazole)  Suspension  a good  choice  in  acute 
pharyngitis,  tonsillitis  and  otitis  media. 


therapy  generally  uncomplicated  by  side  effects 

Over  8 out  of  10  U.R.I.  patients  — 87%  of  2231  patients  — showed 
an  excellent  to  satisfactory  clinical  response  to  Gantanol  (sulfa- 
methoxazole).1-13 Such  favorable  results  are  even  more  meaningful 
in  view  of  the  fact  that  only  1.1%  of  the  more  than  2000  cases 
cited  discontinued  therapy  because  of  side  effects.  Of  the  total  side 
effects  reported  (4.6%),  most  were  mild  and  included  rash,  urti- 
caria, itching,  dizziness,  headache,  diarrhea,  nausea  and  vomiting, 
shivering  sensation,  skin  discoloration  and  crystalluria.1-13 


Before  prescribing,  please  consult  complete  product  ini;,  \tion 
a summary  of  which  follows: 

Indications:  Acute  and  chronic  respiratory  and  urinary  tract  bac- 
terial infections  due  to  susceptible  microorganisms.  At  present 
penicillin  is  considered  the  drug  of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections;  however,  Gantanol  (sulfame- 
thoxazole) has  shown  an  effectiveness  approaching  that  of 
penicillin  in  a large  number  of  patients.  If  employed  in  such 
infections,  it  is  important  that  therapy  be  continued  in  the  usual 
recommended  dosage  for  a period  of  at  least  10  days. 
Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  females 
at  term,  premature  infants  or  infants  during  first  3 months  of  life. 
Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver 
damage,  renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If 
toxic  or  hypersensitivity  reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests  should  be  performed. 
Data  insufficient  on  prolonged  or  recurrent  therapy  in  chronic 
renal  diseases  of  children. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  in- 
cluding maintenance  of  an  adequate  fluid  intake.  Use  with  caution 
in  patients  with  histories  of  allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug  accumulation.  Occasional 
failures  may  occur  due  to  resistant  microorganisms.  Not  effective 
in  virus  or  rickettsial  infections. 

Adverse  Reactions:  Following  may  occur:  headache,  nausea,  vom- 
iting, urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  Stevens-Johnson  syndrome,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae,  purpura,  hematu- 
ria and  crystalluria. 

Dosage:  Children  — 1 teasp./20  lbs  initially,  followed  by  Vi  teasp ./ 
20  lbs  b.i.d.  Adults  — 4 teasp.  initially,  followed  by  2 teasp.  b.i.d.  or 
t.i.d.,  depending  upon  severity  of  infection. 

How  Supplied:  Suspension  10%,  0.5  Gm  sulfamethoxazole/5  cc 
teasp.,  cherry-flavored,  bottles  of  16  oz. 

References.  1.  Braden,  B.;  Colmore,  J.  P.,  and  Cummings,  M.  M.:  Anti- 
microbial Agents  Annual— 1960,  p.  54.  2.  Alban,  J.:  Am.  J.  Dis.  Child., 
109: 304,  1965.  3.  Elia,  J.  C.:  Eye  Ear  Nose  & Throat  Month.,  41:122, 
1962.  4.  Carter,  C.  H.:  Clin.  Med.,  77:1571,  1964.  5.  Jackson,  H.; 
Cooper,  J.;  Mellinger,  W.  J.,  and  Olsen,  A.  R. : Southwestern  Med., 
44: 246,  1963.  6.  Reichelderfer,  T.  E. : Clin.  Med.,  77:1045,  1964. 
7.  Peters,  J.  H.:  Scientific  Exhibit  presented  at  the  Spring  Meeting  of 
the  American  Academy  of  Pediatrics,  April  26-29,  1965.  8.  Peters,  J.  H.: 
Antimicrobial  Agents  and  Chemotherapy— 1961,  p.  406.  9.  Braden,  B., 
and  Colmore,  J.  P:  J.  Oklahoma  M.  A.,  57:1,  1964.  10.  Chastain,  P J.: 
J.  Florida  M.  A.,  48: 816,  1962.  1 1.  Grater,  W.  C.:  Antibiotics  & Chemo- 
ther.,  72:450,  1962.  12.  Exline,  A.  L.:  Colorado  GP,  5:( 5),  11,  1963. 
13.  Patton,  J.  M.:  West.  Med.,  5: 46,  1964. 


for  optimal  therapeutic  response,  remember 
the  initial  loading  dose  each  time  you  prescribe 
Gantanol  (sulfamethoxazole)  Suspension 


Gantanoir 

(sulfamethoxazole)  r $0 

Suspension 
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Roche  Laboratories 

Division  of  Hoffmann-  La  Roche  Inc. 

N utley,  New  Jersey  07110 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocortf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Vz  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAM,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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in  the  treatment  of 

IMPOTENCE 


Android 

(thyroid-androgen) 

TABLETS 


ANDROID 

GOOD  TO  EXCELLENT  75% 

u 

PLACEBO 

20% 

SUMMARY 

1.  Forty  cases  reported. 

2.  Excellent  to  good  results,  75%  with  Android,  20%  with  Placebo. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted. 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy  cannot  be  disputed. 

*"Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  ( ANDROID ) a 
double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine , April  1966. 


r 

REFER  TO 


ANDROID 

Each  yellow  tablet  contains: 


Methyl  Testosterone  2.5  mg. 

Thyroid  Ext  (1/6  gr.)  10  mg 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 


Dose:  1 tablet  3 times  daily. 
Available : 

Bottles  of  100,  500,  1,000. 


ANDROID-HP 

Each  red  tablet  contains: 


Methyl  Testosterone  5.0  mg. 

Thyroid  Ext,  (1/2  gr.) 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1,000. 


Write  for  literature  and  samples: 


CONTRAINDICATIONS  - Methyl  testosterone  is 
not  to  be  used  in  malignancy  of  reproductive 
organs  in  male,  coronary  heart  disease,  hyper- 
thyroidism. Thyroid  is  not  to  be  used  in  heart 
disease,  hypertension  unless  the  metabolic 
rate  is  low. 

CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 


ANDROID- 

Each  orange  tablet  contains: 

Methyl  Testosterone  12  5 mg 

Thyroid  Ext.  (1  gr.)  64  mg 

Glutamic  Acid  50  mg 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily 
Available: 

Bottles  of  60,500. 


ANDROID-PLUS 

Each  white  tablet  contains: 


Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (Vi  gr.) 15  mg. 

Thiamine  HCL 25  mg. 

Ascorbic  Acid  (Vit.  0 250  mg. 

Glutamic  Acid 100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide 75  mg. 

Calcium  Pantothenate  10  mg. 

Vitamin  B-12 2.5  meg. 

Riboflavin 5 mg. 


Dose:  1 tablet  twice  daily. 


THE  BROWN  PHARMACEUTICAL  CO.  2500  W.  6th  St..  Los  Angeles,  Calif.  90057 


Available: 
Bottles  of  60,  500. 


ANNOUNCING 

THE  THIRTIETH  ANNUAL  MEETING 

of 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
Conference  Headquarters — Roosevelt  Hotel 
March  6,  7,  8,  9,  1967 


GUEST  SPEAKERS 


John  Steinhaus,  M.  D.,  Atlanta,  Ga. 
Anesthesiology 

H.  R.  Reichman,  M.  D.,  Salt  Lake  City,  Utah 
Colon  and  Rectal  Surgery 
Rees  B.  Rees,  M.  D.,  San  Francisco,  Calif. 
Dermatology 

Jose  M.  de  la  Vega,  M.  D.,  Mexico,  D.  F. 
Gastroenterology 


Humbert  L.  Riva,  M.  D.,  East  Orange,  N.  J. 
Obstetrics 

Arthur  H.  Keeney,  M.  D.,  Philadelphia,  Po. 
Ophthalmology 

Robert  W.  Bailey,  M.  D.,  Ann  Arbor,  Mich. 
Orthopedic  Surgery 

John  J.  Conley,  M.D.,  New  York,  N.  Y. 
Otorhinolaryngology 


Nicholas  J.  Pisacano,  M.  D.,  Lexington,  Ky. 

General  Practice 

Gordon  W.  Douglas,  M.  D.,  New  York,  N.  Y. 
Gynecology 

Robert  C.  Hartmann,  M.  D.,  Nashville,  Tenn. 

Internal  Medicine 

C.  Thorpe  Ray,  M.  D.,  Columbia,  Mo. 

Internal  Medicine 

A.  Earl  Walker,  M.  D.,  Baltimore,  Md. 

Neurological  Surgery 

John  T.  Gri 
Urology 


F.  William  Sunderman,  M.  D.,  Philadelphia,  Pa. 
Pathology 

Alexander  J.  Schaffer,  M.  D.(  Baltimore,  Md. 
Pediatrics 

Henry  J.  Woloshin,  M.  D.,  Philadelphia,  Pa. 
Radiology 

Curtis  P.  Artz,  M.  D.,  Charleston,  S.  C. 

Surgery 

Richard  T.  Shackelford,  M.  D.,  Baltimore,  Md. 
Surgery 

;,  M.  D.,  Chicago,  III. 


Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons,  medical  motion  pictures,  technical  exhibits 
and  entertainment  for  visiting  wives.  (All-inclusive  registration  fee — $25.00.) 

This  program  is  acceptable  for  thirty  and  one-half  (30'/2)  accredited  hours  by  the  American  Academy  of  General 
Practice. 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical  Assembly, 
Room  1528,  1430  Tulane  Avenue,  New  Orleans,  Louisiana  70112. 
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Now , now,  Mrs.  Forsythe,  we've  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM  AN-MOORE  Division  of  The  Dow  Chemical  Company.  Indianapolis 

For  relief  of  nasal  congestion. 


rnm~ 


With  Hygroton,  you’ll  discover  that  you  can  almost 
always  use  fewer  tablets  than  is  possible  with  other 
diuretics. 


You  may  be  told  that  a new  short-acting  diuretic  was 
found  more  effective  than  Hygroton  in  congestive  heart 
failure  — but  this  was  when  twice  the  manufacturer’s 
maximum  recommended  dose  was  given.*  At  the  max- 
imum recommended  dose  for  both  diuretics,  two 
tablets  of  Hygroton  were  far  and  away  more  effective 
than  five  tablets  of  the  other  diuretic  in  producing 
natruresis  and  weight  loss.  And  at  these  dosages, 
Hygroton  costs  only  Vz  as  much  as  the  other  diuretic. 


Since  the  discovery  of  chlorothiazide,  the  trend  has 
been  away  from  short-acting,  multiple-dose,  high-cost 
diuretics.  With  Hygroton  you  can  usually  do  the  job 
with  just  one  tablet  a day,  or  every  other  day. 

More  than  any  of  the  newer  diuretics,  Hygroton  brings 
dosage  and  cost  of  medication  down  to  earth. 

*Brest,  A.  N.,  et  al.:J.  New  Drugs  5:329,  1965. 


Hygroton® 

chlorthalidone 


Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  disease.  Warning:  With  administration  of  enteric-coated 
potassium  supplements,  the  possibility  of  small  bowel  lesions  should  be  kept  in  mind.  Precautions:  Reduce  dosage 
of  concomitant  antihypertensive  agents  by  at  least  one-half.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Electrolyte  imbalance  and  potassium  depletion  may  occur;  take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease,  and  in  patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Side  Effects:  Dizziness,  weakness,  nausea,  vomiting,  hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia,  thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria  and  purpura,  epigastric  pain,  or  G.l.  symptoms  after  prolonged 
administration.  Average  Dosage:  One  tablet  (100  mg.)  with  breakfast  daily  or  every  other  day.  Availability:  Tablets 
of  100  mg.  in  bottles  of  100  and  1000.  For  full  details,  see  the  complete  prescribing  information.  6524-V(B) 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


Geigy 


How  long  will  it  take  him 
to  recover  from  the  flu 
if  he  just  doesn’t  care? 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Available  Only  On  Prescription 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bp  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 


N THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

_ y Cincinnati,  Ohio  45215 
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GUS  SCHREIBER,  M.D.,  F.A.C.P.,  F.C.C.P. 

Associate  Fellow  American  College  of  Cardiology 

CARDIOVERSION 

1430  Medical  Arts  Building  Dallas,  Texas 

Tel:  1-214-748-3715,  Answered  24  hours  daily. 

Allergy 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  AUergy  Sub-Board  Fediatrie  AUergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 

Clinical  Laboratories 

MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  RENAN  A.  LORENZ.  M.D. 

F.A.C.A. 

Suite  166,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77026 

JA  6-3281 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

FORT  WORTH  MEDICAL  LABORATORIES 
John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Avenue 

Fort  Worth,  Texas 

EDison  6-7137  P.  0.  Box  1118 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 

PILCHER-SISSON  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  O.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Anthony  A.  Fernandez,  M.D. 
Aubrey  T.  Baugh,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin.  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“ Mailing  Containers  on  Request ” 

“Office  Pickup  Service  in  Houston” 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd.;  F.A.A.C.I.A. 
Clinical  Allergy  and  Immunology 

Diplomate  of  The  American  Board  of  Clinical  Immunology 
and  Allergy 

2649  Procter  Street  Port  Arthur,  Texas 

Anesthesiology 

NERVE  BLOCK  CLINIC  FOR 
THERAPEUTIC  AND  DIAGNOSTIC  BLOCKS 
DAVID  A.  ALMEYDA,  M.D. 
Anesthesiologist 

1419  Medical  Arts  Building  Tel.  CA  8-7345 

Houston,  Texas  77022 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 
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HOUSTON 

EEG  LABORATORY 

1326  Medical  Arts  Building 

PASADENA  Houston  2.  Texas  SOUTHWEST 

EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 

811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena.  Texas  Houston  27,  Texas 

GR  2-6623  SU  1-1261 

Alternate  phone  for  all  Laboratories,  CA  6-6473 

Limited  to  ELECTROENCEPHALOGRAMS 

John  E.  Skogland,  M.D.,  Ph.D.,  Director 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

DRS.  RACE,  CRASS,  SHAW,  NTCKEY. 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

bio-medical  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

CARDIOPULMONARY  LABORATORY 

1428  Medical  Arts  Bldg.  (Separate  Entrance)  Dallas,  Texas 

Telephone  214-748-3715  Answered  24  hours  daily. 

For  both  hospitalized  and  outpatients : Complete  Spirometric 
analysis  before  and  after  IPPB  Aerosol  ; Electrocardiography ; 
Derived  Vectorcardiography ; Phonocardiography  with  Central 
Pulse  Wave  Timing  and  Analysis;  Sphygmorecording  for  Derived 
Arterial  Pulse  Wave  Front  Analysis;  ECG-Monitored  Exercise 
Tolerance  Tests  ; Apex  Cardiograms  ; and  Oscillometry. 

For  outpatients : IPPB  Therapy  with  Main-Stream  Nebulizer 
and  Heated  Alcohol-Water  Mist. 

Director:  Gus  Schreiber,  M.D.,  F.A.C.P.,  F.C.C.P.,  A.A.C.C. 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  4-7242 

ERIC  G.  COMSTOCK,  M.D. 

Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  O.  Box  2565 

Houston,  Texas  77001 

TEXAS  MEDICAL  LABORATORIES 

508  Medical  Tower,  1550  W.  Rosedale 

Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 

LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 

Clinical  Pathology  Anatomic  Pathology 

Serology  Surgical  Pathology 

Bacteriology  Hematology 

Biochemistry  Cytology 

Endocrinology  Medicolegal  Consultation 

C.  J.  Lind,  Jr.,  M.D.  Wm.  T.  Hill,  M.D. 

John  A.  Webb,  M.D. 

Diplomates  of  the  American  Board  of  Pathology 

704  The  Medical  Towers  Houston  25,  Texas 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gajton  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

Clinics 

THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 

SAN  ANGELO,  TEXAS 

R.  M.  Finks,  M.D.,  Pediatrics  Ophthalmology 

M.  D.  Knight,  M.D.,  Surgery  H.  W.  Diserens,  M.D., 

W.  H.  Brauns,  M.D.,  Pediatrics 

Internal  Medicine  O.  Sterling  Gillis  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  (on  military  leave) 

Chas.  F.  Engelking,  M.D.,  D.  D.  Wall,  M.D.,  Consultant 

Ear,  Nose  and  Throat  in  Obstetrics  and  Gynecology 

R.  A.  Morse,  M.D.,  Consultant  in  Pathology — 

Internal  Medicine  Lloyd  R.  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Consultants  in  Radiology — 

Pediatrics  John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Dale  W.  Hayter,  M.D.,  William  T.  Gordon,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator 

Volume  63,  JANUARY,  1967 


151 


KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell.  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diaeaeee 

Mavis  P.  Kelsey,  M.  D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D.. 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper.  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 
Carlos  F.  Taboada,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D.. 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner.  M.D. 

PSYCHIATRY 

Albert  Owers,  M.D. 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 


James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 


RADIOLOGY 

Charles  J.  Fagan,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FA  A Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvev.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 


GENERAL  PRACTICE 
G,  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Jack  G.  Smith.  M.D. 

Clayton  A.  Travland,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 


Carlos  M.  Yanez,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 


2100  North  Fulton  Street 


713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 
Richard  McDonald,  M.D. 


GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 


F.A.C.S. 


GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 


DENTISTRY 
G.  C.  Shumbera. 


OPHTHALMOLOGY 
D.D.S.  V.  A.  Black.  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


FREEPORT  MEDICAL  & SURGICAL  CLINIC 

Dr.  A.  O.  McCary,  M.  D.  Dr.  R.  M.  McCary,  M.  D. 

Dr.  W.  D.  Nicholson,  M.  D.  Dr.  C.  B.  Cade,  M.  D. 

304  West  Broad  Street 
Freeport,  Texas 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 

INTERNAL  MEDICINE 
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TEXAS  MEDICINE 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Internal  Medicine  & Diagnosis 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S..  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
A.  B.  Cairns,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  FR  6-3700 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-4632 
R.  B.  Curry,  M.D.,  General  Practice 
Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 


B E E L E R - M A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Obstetrics  and  Gynecology 
G.  W.  Beeler.  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 
Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 

Marvin  J.  Leshikar,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S 
A.  Bryan  Spires,  Jr.,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 

Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine.  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 

AND  THE 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

Genera]  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift.  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 

Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


CLINIC  OF  THE  SOUTHWEST 


6437  High  Star,  Houston,  Texas  PR  4-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
James  M.  Gray,  M.  D. 


OBSTETRICS  & GYNECOLOGY 
J.  L.  Deere,  M.  D. 

Loren  B.  Goss,  M.  D. 

PEDIATRICS 

John  R.  Dunn,  Jr.  M.  D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.  D. 

UROLOGY 

Glen  E.  Lewis,  M.  D. 

DENTISTRY 

Don  K.  Hamblen,  D.D.S. 

CONSULTING  RADIOLOGIST 
Neil  B.  Longley,  M.  D. 


Complete  Laboratory,  X-Ray,  and 
Physical  Therapy  Facilities 


Esophagoseopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 


Dermatology 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 
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BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas.  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 
3801  19th  St.,  Suite  500  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
834  Hermann  Professional  Building 

Phone  JA  6-3479 Houston  25,  Texas 

THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

CLYDE  M.  CAPERTON,  M.D. 
Dermatology 

408  West  28th  Street 

Phone  823-5511  Bryan,  Texas 


Eye,  Ear,  Nose, 
and  Throat 


RICHARD  S.  RUIZ,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 
Houston  25,  Texas  JA  8-6871 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 
Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 
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Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 
Weldon  O.  Murphy.  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 


Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F A C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr.,  M.D., 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  Ophthalmology 
West  Texas  Clinic  1312  Main  Lubbock.  Texas 


Gastroenterology  and 
Proctology 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas  Hours  By  Appt. 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

W.  P.  ANTHONY,  M.D. 

Otology 

705  Fifth  Avenue  Fort  Worth  4,  Texas 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth.  Texas 

At  your  service! 

MEMORIAL  LIBRARY 

of  the 

Texas  Medical  Association 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
AC  512  GR  7-6704 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 
714  Doctors  Building  3707  Gaston  Avenue 

TYqIIqq  Tpyoa 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4600 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

DR.  ROUSE,  PATTERSON,  BAILEY, 
DOUGLAS  and  FISHER 
1414  and  1108  Medical  Arts  Building,  Dallas 
Gastro-enterology,  Gastroscopy 
Esophagoscopy 

Cecil  0.  Patterson,  M.D.  Milford  0.  Rouse,  M.D. 
Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 
617  South  Tatar  Street 
Pasadena,  Texas  77502 
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General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S.  in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 
1407  Medical  Arts  Building  Houston,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1502  Logan  Ave. Laredo,  Texas 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

^ . 1220  Memorial  Professional  Bldg. 
one  CA  7-4490 Houston,  Texas  77002 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth>  Texas 

Phone  ED  2-7597 


FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

HU  Ellis  Aye-  Phone  NE  4-3523 

Lufkin,  Texas 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 
1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 
CA  7-5505 

ANDREW  J.  HARRELL,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

610  Medical  Arts  Bldg.  Dallas,  Texas 

RI  2-8147 

HARVEY  B.  KOCH,  M.D. 

General  Surgery 

Diplomate  American  Board  of  Surgery 
PR  4-7671 

6437  High  Star  Drive  Houston 


Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 
Mineral  Wells,  Texas 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 
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C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Txas 

Riverside  8-2219 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston  Texas 

P.  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Albert  F.  Reidel,  M.D. 

John  H.  Reitmann,  M.D. 

Dode  M.  Hanke,  M.D. 

John  F.  Hickman,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 

JA  4-7547 

P.  0.  Box  2565  Houston,  Texas  77001 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Nervous  and  Mental 
Diseases 

T.  M.  TRIMBLE  M.D.,  A.A.G.P. 

American  Society  of  Clinical  Hypnosis 
Hypnotherapy 

in  Smoking,  Obesity,  Alcohol,  etc. 

Wylie  Clinic-Hospital,  Wylie,  Texas 

Dallas  Phone  BR  8-0315 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

*Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

*Diplomate  American  Board  of  Psychiatry  and  Neurology 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

*Beraard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

^Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

♦Diplomates  American  Board  of  Psychiatry  and  Neurology 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 
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Neurological  Surgery 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

WILLIAM  R.  CHEEK,  M.D. 

Neurological  Surgery 

Hermann  Professional  Building  Houston,  Texas 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JACK  STERN,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Obstetrics  and 
Gynecology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

Office  Telephone  Riverside  8-4988 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Orthopedic  Surgery 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 
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FORT  WORTH  BONE  & JOINT  CLINIC 


918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Pediatrics 


BYRON  P.  YORK,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

1133  N.  19th  St.  Abilene,  Texas 


Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 


Pediatric  Surgery 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 


DICK  G.  ELLIS,  M.D. 

Diplomate  American  Board  of  Surgery 
Surgery  of  Newborns,  Infants,  and  Children 


Houston,  Texas 


ROYCE  C.  LEWIS,  JR.,  M.D. 
Diplomate  American  Board  of  Orthopedic  Surgery 

ORTHOPEDIC  SURGERY  and 
SURGERY  OF  THE  HAND 
3702  - 21st  Street,  Suite  #9 
SW  5-8261  Lubbock,  Texas 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


Doctors  Building,  800  Fifth  Avenue 
Fort  Worth,  Texas 

EDison  6-7881  (telephone  answered  24  hours  daily) 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

THOMAS  M.  BIGGS,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  Blvd.  JA  3-8131  Houston,  Texas  77004 

WILLARD  C.  SELLMAN,  JR.,  M.D. 
Plastic,  Maxillo-Facial  and  Hand 
Surgery 

610  Medical  Arts  Bldg.  RI  2-8147 

Dallas,  Texas 


BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 
Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 
1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 


Houston  Office 

1103  Medical  Towers 
Houston  25,  Texas 


JA  3-5575 


Pasadena,  Office 

1009  S.  Main 
Pasadena,  Texas 
GR  3-5488 


Volume  63,  JANUARY,  1967 


159 


DRS.  GRANT  & FINLEY 

David  A.  Grant,  M.D.  Marcus  L.  Finley,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  EDison  5-47B1 

Fort  Worth,  Texas  76104 

DRS.  CARLSON,  BAREKMAN  & PARNELL 
Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

B.  J.  Parnell,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg..__  RT  1-3R21 

6011  Harry  Hines  Blvd.  ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

Radiology 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ.  M.D.,  F.A.C.R. 

CAPRES  HATCHETT,  JR.,  M.D.,  D.A.B.R 

WILBUR  Q.  BTTDD.  M.D..  D.A.B  R 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  0.  McBride,  M.D.,  F.A.C.S. 

1405  Medical  Arts  Building 

Fort  Worth,  Texas 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 

MARY  L.  KILLINGSWORTH,  M.D. 
RADIOLOGY 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 
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LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diploraate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomats  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

HERBERT  E.  MAD  ALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

The  Doctors  Building,  Corpus  Christi,  Texas  78404 

31B4  Reid  Drive  TE  5-5641 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

WILLIAM  W.  TAYLOR,  M.  D. 

Thoracic  and  Cardiac  Surgery 

Diplomate  Board  of  Thoracic  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  1-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

Urology 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

JA  8-1591 

5420  Caroline  Street  Houston 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
25th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  hEis  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


TRINITY,  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 
open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes,  Trinity,  Texas. 


NEEDED:  ORTHOPEDIST  to  join  14 -man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 


WANTED  BOARD  CERTIFIED  or  eligible  anesthesiologist 
to  join  Anesthesia  Associates  in  San  Angelo,  Texas.  This  is 
private  practice  with  fee  for  service.  Direct  all  correspondence 
to  Dr.  O.  G.  Zacharias,  224  East  Harris  Avenue,  Suite  A,  San 
Angelo,  Texas  76901. 


WANTED : PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  All  the 
advantages  of  group  practice  with  none  of  the  disadvantages. 
Monthly  or  yearly  guaranteed  income.  No  investment  or  over- 
head initially.  Time  with  family  completely  uninterrupted  when 
off  duty.  Write  or  call  collect.  Sanford  Smith,  Northshore  Medi- 
cal Center,  P.O.  Box  9836,  Houston,  Texas  77015,  GL  3-5454. 


GENERAL  PRACTITIONER  WANTED.  Join  group  of  three  ; 
adequate  clinic  and  hospital  facilities.  Must  be  young,  top-notch 
man.  If  you  can  find  a better  opportunity — take  it.  Please  reply 
to  Box  110,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist:  to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000  ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 


OUTSTANDING  PHYSICIANS  NEEDED  for  35-man  group 
in  Texas  Medical  Center,  Houston,  Texas.  Openings  for  board 
eligible  or  board  certified  physicians  in  Radiology,  clinical 
pathology,  ophthalmology,  psychiatry,  internal  medicine  (allergy, 
infectious  disease,  rheumatoid  arthritis,  pulmonary  diseases) 
and  occupational  medicine.  Opportunities  for  teaching  and  re- 
search. Excellent  salary  leads  to  partnership  in  two  years.  Out- 
standing fringe  benefits  and  retirement  program.  Submit  cur- 
riculum vitae  to  Box  116,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  All  replies  held  in  strict  confidence. 


WANTED:  INTERNIST  certified  or  eligible  to  associate  with 
busy  practitioner  (cardiologist-internist)  in  Dallas.  Salary  open. 
Guarantee  $20,000  up  first  year.  Medical  school  and  teaching 
association.  Please  reply  to  Box  112,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERALIST  URGENTLY  NEEDED  by  medical  center  in 
major  metropolitan  area,  within  two  blocks  of  large  hospital. 
No  investment,  liberal  assistance  in  getting  started.  Please  reply 
to  Box  113,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  INTERNIST  OR  GENERAL  PRACTITIONER  to 
resume  deceased  doctors  practice.  Patients  still  waiting.  Will 
lease  fully  equipped  office-clinic  with  x-ray,  electrocardiograph. 
Patient  records  available.  Write  to  Mrs.  Jake  Markewich,  3706 
North  Braeswood,  Houston,  Texas. 


GENERAL  PRACTITIONERS  (SURGERY)  WANTED:  Two 
general  practice-surgery  openings  in  Carrizo  Springs,  Dimmit 
County.  One  full  time  physician  now  in  county.  Serve  county 
of  10,000  population.  Modern  27-bed  county  hospital  approved 
for  medicare.  Membership  on  hospital  staff  available  to  new 
physicians.  Chamber  of  Commerce  will  assist  in  office  and  resi- 
dence location.  Please  reply  to:  Administrator,  Dimmit  Memori- 
al Hospital,  704  Hospital  Street,  or  Manager,  Dimmit  County 
Chamber  of  Commerce,  104  4th  Street,  Carrizo  Springs,  Texas. 


GENERAL  PRACTITIONER  WANTED:  Ten-bed  hospital 
clinic,  45  miles  north  of  Austin  ; trade  area  of  3,500.  Laboratory, 
x-ray  and  treatment  rooms.  Well  established  practice,  excellent 
opportunity  for  aggressive  individual.  For  further  information, 
write  Florence  Clinic,  Inc.,  Florence,  Texas.  Call  O.  T.  Gray, 
Secretary  ST  3-2410,  or  Harold  Bullard  ST  3-2262  or  ST  3-2705, 
Florence. 


UROLOGIST  : Certified  or  Board  eligible  to  associate  with  a 
progressive  and  expanding  multispecialty  group  owning  their 
own  clinic  building  and  having  exclusive  use  of  an  adjoining 
accredited  hospital.  Many  fringe  benefits  including  one  month 
paid  annual  leave.  $20,000  annual  salary  first  year  increasing 
yearly  to  full  participation  in  three  to  five  years.  West  Texas. 
Please  reply  to  Box  122,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST : Certified  or  Board  eligible  to  join  14-man 
multispecialty  group.  New  clinic  building  with  adjoining  85  bed 
accredited  hospital.  Malpractice,  life  and  disability  insurance 
provided.  One  month  paid  annual  leave.  Guaranteed  $20,000  to 
start.  City  of  35,000  in  West  Texas.  Please  reply  to  Box  123, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER:  West  Texas  city  of  110,000 
with  a dry  climate  and  rapid  growth  rate.  Forty  hour  week, 
paid  vacation  plus  about  12  holidays  per  year.  Progressive 
school  for  the  mentally  retarded  with  five  full  time  physicians 
on  staff.  Hospital  is  new,  modern  and  completely  air  condi- 
tioned. Must  have  or  be  eligible  for  a Texas  license.  Salary  to 
$16,000.  Must  give  outline  of  training  and  experience.  L.  W. 
Cain,  Superintendent,  P.  O.  Box  451,  Abilene,  Texas. 


WANTED:  General  practitioner  to  assume  well-established 
practice  in  Baytown,  Texas.  Available  facilities  include  fully 
equipped  office  and  two  examining  rooms.  Located  in  south- 
east Texas,  Baytown  has  a trade  area  of  50,000.  Interested 
physicians  please  contact  Baytown  Hospital,  119  West  DeFee 
Street,  Baytown,  Texas  77520. 


WANTED:  RETIRED  OR  RETIRING  RADIOLOGIST  for 
part-time  practice  in  winter  and  summer  resort  town.  Texas 
Gulf  Coast  with  climate  similar  to  Florida.  Ideal  retirement 
spot — fishing,  hunting  excellent.  Would  require  only  8-10  hours 
per  week  and  would  offer  good  supplementary  retirement  in- 
come. Write  Lyman-Roberts  Clinic,  Drawer  W,  Aransas  Pass, 
Texas  78336. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  WANTED.  Town  of  1,000  popu- 
lation, drawing  area  6,000 ; Hill-Burton  Hospital  operated  by 
county.  No  other  doctor  in  community,  eleven-room  office  rent 
free.  Good  hunting  and  fishing  ; located  only  30  miles  from  Sam 
Rayburn  Lake.  Address  inquiry  to:  John  Sirman,  Corrigan, 
Texas. 


WANTED  URGENTLY  for  active  general  practice  in  Hous- 
ton, Texas.  Planning  to  retire  from  general  practice.  In  fast 
growing  area.  Will  lease  or  sell  equ’oment.  Renly  to  Box  124, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in 
northeast  Dallas  for  20  years.  Members  Baylor  Medical  Center 
Staff.  Need  pediatrician  on  or  before  July  1,  1967.  Lakewood 
Medical  Center,  6331  Prospect,  Dallas,  Texas. 


162 


TEXAS  MEDICINE 


PHYSICIANS  WANTED.  Town  of  4.500.  county  of  6,600. 
Diversified  economy:  oil,  ranching,  and  cotton  mill.  Two  or 
three  desperately  needed  for  A-l  county  hospital.  GP  alone  on 
staff,  partially  disabled  by  illness.  Terrific  space  available  and 
a lot  of  work  for  the  right  men.  Financing.  Unlimited  potential. 
Write  or  call  C.  H.  Bausman,  M.I).,  320  West  8th  Street,  Post, 
Texas  79356.  Office  phone  495-2896. 


MEDICAL  SPACE  AVAILABLE  March  1,  1967,  suitable  for 
three  physicians.  Modern  and  attractive,  this  building  located 
two  blocks  from  Spohn  Hospital  and  three  from  Thomas-Spann . 
Ample  parking.  Reasonable  rental  with  maintenance  and  utilities 
paid  by  owner.  Centrally  heated  and  air-conditioned.  Contact 
Fred  Allen,  1610  Lawnview,  Corpus  Christi,  Texas  TU  2-6241. 


GENERAL  PRACTITIONER  WANTED  FOR  LOCUM  TEN- 
ENS  for  any  four  weeks  in  Summer,  1967,  in  small  town  32 
miles  south  of  San  Antonio.  Purpose : to  take  first  vacation  in 
two  years.  Please  write  Box  121,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 
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OPPORTUNITIES  IN  TEXAS 

ANESTHESIOLOGY:  (e)  Well  trnd,  cardio-vasc  ones;  very  impor  Ige 
mult-spec  grp;  sal  & fringes  worth  $30,000;  recom'd.  (f)  Assn  2 
ones,  1 Bd  1 elig,  priv  & hsp  pract;  $24,000  1st  yr,  full  prtnrshp; 
suburb  twn  nr  med  sch. 

GENERAL  PRACTICE:  (I)  One  gual  surg;  prtnrshp  grp;  own  hsp;  % 
with  exc  guar;  shld  net  $35,000  1st  yr;  exc  twn.  (m)  3 in  grp; 
exper;  to  $30,000;  ranching  area,  (n)  Jn  modern,  well-est  cl  & 
40-bd  hsp;  $24,000  startg  w/%;  reg  Tex  lie  & anes  interest,  (o) 
Qual  gyn  surg;  assn  FAAGP;  some  ob;  $20,000,  Ige  cty  nr  med 
sch. 

INTERNAL  MEDICINE:  (k)  Assn  smaller  grp  w/own  hsp;  all  new 
facil;  $24,000.  (I)  Cert  or  elig  w/int  in  CD;  assn  well-est  expndg 
spec  grp;  sal  open;  prtnr  3rd  yr;  no  investmt,  univ  twn. 

OALR:  (m)  Assn  w/2  dipls;  1 oto  & 1 oph;  area  $24,000  1st,  then 
prtnrshp;  lovely  twn;  SW. 

OB-GYN:  (k)  Assn  w/cert  OBG;  7-man  spec  grp,  long  est;  exc  hsp 
facilities;  $24,000. 

PEDIATRICS:  (r)  Chief;  3 GP's;  1 cert  1M,  1 GS;  long-est  cl,  sal 
1st  yr,  then  prtnr;  nr  med  sch. 

RADIOLOGY:  (u)  Chief,  new  100-bd  hsp;  $30,000,  oppor  also  serv 
nrby  hsp;  approx  $30,000;  not  far  from  large  city. 

SURGERY:  (s)  Assn,  long-est  grp  10  spec;  1 dipl  in  dept;  oppor 
build  fine  pract  in  desirable  twn  not  far  from  Ige  cty. 

UROLOGY:  (v)  Assn  w/3  cert  U;  active  referred  pract;  heavy  in 
both  U & GS;  coll  twn  over  100,000;  substantial  arrngmts. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 

INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES  IN  TEXAS  AND 

ELSEWHERE. 


STRICTLY  CONFIDENTIAL 

Situations  Wanted 


FOR  SALE : Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 


FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  5200 
Cedar,  Bellaire,  Texas. 


FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 
feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney,  Box 
330,  Edinburg,  Texas.  , 


MEDICAL  SPACE  AVAILABLE  October  1,  1966,  in  modern 
clinic.  1050  square  feet ; four  examining  rooms,  private  office, 
lab,  rest  room.  Reception  room  and  business  office  furnished 
and  shared  with  dentist.  Ample  parking.  Please  reply  to  6629 
East  Bellfort  Blvd.,  Houston,  Texas.  Call  MI  5-1665  or  MI  9-3119. 


FOR  SALE:  Your  greatest  opportunity.  Two  story  clinic, 
brick  building,  completely  equipped  and  furnished.  X-ray,  Ekg, 
etc.  Year  round  heating  and  air  condition.  Put  your  jacket  on 
and  see  30  to  60  patients  daily.  Collections  are  good.  $250,000 
value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms  and  6 
upper  rooms  plus  2 bath  rooms.  Same  location  35  years.  Desire 
immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Methvin 
Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 


MODERN,  NEW  PROFESSIONAL  BUILDING  located  in 
Irving,  Dallas  County,  the  fastest  growing  city  in  Texas.  Tre- 
mendous residential  growth.  Especially  good  opportunities  for 
dermatologist,  E.N.T.,  opthalmologist,  psychiatrist,  internist  and 
urologist  to  associate  with  nine  other  specialists.  Suites  built  to 
your  specifications.  First  Federal  Professional  Plaza,  2117  Car- 
penter Freeway  West,  P.O.  Box  737,  Irving,  Texas. 


M.D.  DESIRES  WORK  as  college  M.D.,  in  industrial  medicine, 
insurance,  government,  state  or  city.  Interested  in  clinic  or  rest 
home  location.  Please  reply  to  Box  118,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic.  P.  O Box  2005,  Laredo.  Texas. 

NORTH  EAST  DALLAS.  New  Medical  Building  just  com- 
pleted, Ferndale  and  Northwest  Hwy.  For  M.D.’s  and  D.S.’s 
only.  12,000  feet  of  space.  Will  decorate  to  suit.  In  area  of 
45,000  people  with  few  physicians  close.  Leasing  now.  Call 
DI  8-2320  or  RI  2-8265. 


AVAILABLE,  spacious  doctors  office.  Landscaped  profession- 
al patio,  regional  shopping  center.  Now  occupied  by  general 
practitioner.  Reasonable.  Contact  W.  H.  Smith,  P.  O.  Box 
28294,  Dallas.  DA  1-6431  collect. 

WANTED — exposed  x-ray  film.  Reconditioned  physician’s 
equipment  bought,  sold,  traded.  Write  today  to  TeX-RAY  Co., 
3305  Bryan,  Dallas,  Texas  75204. 


AVAILABLE:  Excellent  general  and  obstetrical  practice.  Net 
in  excess  of  $20,000.  Southeast  Texas.  Excess  one  million  dollar 
industrial  payroll.  Office  equipment  available  if  wanted,  assume 
four  year  office  lease  in  air  conditioned  professional  building 
housing  another  GP  and  dentist.  Object  retirement.  Apply  Box 
120,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Miscellaneous 


PHARMACIST  DESIRES  TO  PURCHASE  a strictly  pre- 
scription pharmacy  in  clinic  with  several  physicians,  or  lease 
space  for  same ; if  not  in  clinic  at  least  in  close  proximity. 
Please  reply  to  Box  117,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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( Phenylketonuria) 


Testing  is  indicated  on  every  child  be- 
fore the  age  of  eight  weeks.  This  may 
be  done  by  using  the  ferric  chloride, 
dipstick,  or  Guthrie  tests  at  the  proper 
times.  If  the  test  is  positive  a serum 
phenylalanine  level  will  confirm  the  di- 
agnosis. Treatment  consists  of  a spe- 
cial diet  which  prevents  development 
of  mental  retardation. 

Committee  on  Public  Health 
Texas  Medical  Association 




— 

THE  TARRANT  COUNTY  HEART  ASSOCIATION 
announces  their  Fourteenth  Annual  Postgraduate 

Symposium  on 

Heart  disease. 

Sunday,  February  19,  1967 

Green  Oaks  Inn 

6901  West  Freeway 

Along  Interstate  20 

Fort  Worth,  Texas 

Alexander  Marble,  M.D.,  Assistant  Clinical  Professor  of 
Medicine,  Harvard  Medical  School;  Physician,  Joslin  Clinic 
and  New  England  Deaconess  Hospital;  Senior  Associate 
in  Medicine,  Peter  Bent  Brigham  Hospital;  Boston,  Massa- 
chusetts. 

VASCULAR  CHANGES  IN  THE  EARLY  STAGES  OF  DIA- 
BETES: PREVENTION  AND  TREATMENT  OF  SMALL 
VESSEL  DISEASE  IN  DIABETES. 

Ronald  H.  Dietzman,  M.D.,  Sterling-Winthrop  Cardiovas- 
cular Research  Fellow,  University  of  Minn.  Hospitals, 
Minneapolis,  Minnesota. 

PATHOGENESIS  OF  SHOCK:  AN  ALTERNATE  APPROACH 

TO  THE  TREATMENT  OF  SHOCK. 

John  H.  Phillips,  M.D.,  Associate  Professor  of  Medicine, 
Tulane  University  School  of  Medicine,  New  Orleans,  La. 

NEUROCIRCULATORY  ASTHENIA:  VIRAL  DISEASES  OF 

THE  HEART. 
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QUICK, 

PROLONGED 
FREEDOM 

from 

HYPERACIDITY,  I GASTRITIS 


Dicarbosil 

ANTACID  TABLETS 


Rx  or  Recommend 
Box  of  144  Tablets 
(12,  12  tablet  rolls). 


"FREO"  — Symbolizing 
freedom  from  stomach 
distress  with  Dicarbosil. 

(Sculpture  by  Saunders  Schultz) 


■ effective  neutralizing  power— Two 
tablets  in  vitro,1  provide  nearly  2 
hours’  relief  within  optimum  pH 
range  3 to  5.5. 

■ pleasanttaste— Afresh  mintflavor 
patients  continue  to  enjoy,  because 
with  Dicarbosil’s  novel*  formulation, 
chalky  aftertaste  is  not  a problem. 

■ exceptional  economy— High  neu- 
tralizing capacity,  cost  of  only  about 
\<t  or  less  per  tablet. 

■ convenient— medication  any- 
where, anytime  from  handy  12  tab- 
let roll  pleases  patients. 


Active  Ingredients:  Calcium 
Carbonate  Precipitated 

0. 489  Gm  . , Magnesium  Car- 
bonate 0.011  Gm.,  Magne- 
sium Trisilicate  0.006  Gm. 

1.  Schleif,  R.  H.:  J.A.PH.A., 

46:179,  1957 

*U.S.  Pat.  No.  3,062,714 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of 
Lewis/Howe  Co. 

319  South  Fourth  Street 
St.  Louis,  Missouri/63102 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 


Is  available  in  a variety  of  forms, 
for  all  ages: 

Vb%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V 2 °/o  solution  for  adults 

V2%  nasal  spray  for  adults 

V2 °/ 0 jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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This  is  the  headline  of  the 

Blue  Cross/ Blue  Shield  ad  which  runs  this 

month  in  magazines  which  reach  employers. 


im 

THROW 

ROOKS 


It  tells  decision-makers  of  Texas  the 
unvarnished  facts,  which  are:  (1)  Hospital 
charges  must  rise  as  hospital  costs  rise. 

(2)  Modern  hospital-medical  care  is  the 
greatest  bargain  in  America,  regardless  of  the 
price  tag.  (3)  The  only  practical  way 
to  prepare  for  this  bargain  is  to  prepay  it 
by  enrolling  groups  and  individuals  in 
Blue  Cross/ Blue  Shield. 

This  is  only  one  of  a series  of  such 

messages.  We  believe  it’s  time  the  public  knows 

— and  faces  the  facts. 
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inhibition  reinforced  by  other  protec- 
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of  endometrial  changes. J"3-7"16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early  1 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 
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this  issue:  the  nose  as  a shock  organ 


the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D. .Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98 °F,  and  with  a humidity 
of  approximately  40%. 1 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.2 

lasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.3  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.4  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses,  which  are  of  the 
order  of  1 /1000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.5 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.6  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


IV  h ile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor's cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.7  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.8 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.9 In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.10  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid.11  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


keep  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  nottodrivea  car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisement) 


cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.12 Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.13  This  "jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  ro  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases, 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 

references  1.  Maures,  E.  R.,  Mendez,  F.  C„  Jr.,  and  Hilsinger,  R.  C.: 

Importance  of  the  Nose  in  Filtering  and  Humidifying  Inspired  Air.  Ohio 
State  Med.  J.  61:41-42.  2.  Holmes,  T.,Goodell  H.,  Wolf,  S.,  and  Wolff,  H.  G.: 
The  Nose.  Springfield,  III.  1950  Charles  C.  Thomas  p.  10  ff.  3.  Boies, 
L.  H.  R.:  Fundamentals  of  Otolaryngology.  Phila.  W.  B.  Saunders  Co.  1954 
p.  160.  4.  Proetz,  A.W.:  Applied  Physiology  of  the  Nose.  St.  Louis  1941 
Zimmerman-Petty  Co.  p.  6.  5.  Spikard,  A.:  The  Common  Cold,  A Survey. 
Disease  of  the  Chest  48:545-49.  Nov.  1965.  6.  Ibid.  7.  Bourdial,  J..-Role  of 
Allergy  in  Upper  Respiratory  Tract  Infection.  Europa  Med.  Paris  4:75-80 
1965.  8.  Holmes,  et  al.  The  Nose  p.  22.  9.  Ibid.  p.  320.  10.  Proetz,  A.  W. 
op.  cit.  p.  321.  11.  Ibid.  p.  320.  12.  Rees,  Linford  J.:  Physiogenic  and 
Psychogenic  Factors  in  Vasomotor  Rhinitis.  J.  Psychosomatic  Research 
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23:621-35  Dec.  1965. 


Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


IHvwllgVwlV  provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(. Advertisement ) 
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One  ‘Ornade’ 
Spansule  Capsule 
works  all  day 
(or  all  night)  to 
make  your  patient 
with  a cold  a lot 
more  comfortable. 


‘Ornade’,  the  unique  oral  nasal  decongestant  with  a drying  agent, 
a decongestant  and  an  antihistamine  in  the  ideal  dosage  form 


ALL-DAY  OR  ALL-NIGHT  RELIEF 


Ornade®  Spansule®  Capsules 

Trademark  brand  of  sustained  release  capsules 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  male- 
ate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isoprop- 
amide,  as  the  iodide. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the 
physician  should  be  familiar  with  the  complete  prescribing  information  in 
SK&F  literature  or  PDR.  Contraindications:  Patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder 
neck  obstruction.  Precautions:  Use  with  caution  in  the  presence  of  hyper- 
tension, hyperthyroidism,  or  coronary  artery  disease;  and,  in  patients  who 
may  operate  vehicles  or  machinery,  warn  of  possible  drowsiness.  Note:  Since 
the  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress 
I131  uptake,  it  is  suggested  that  ‘Ornade’  be  discontinued  one  week  before 
these  tests.  Side  effects:  Drowsiness;  excessive  dryness  of  nose,  throat,  or 
mouth;  nervousness;  or  insomnia  may  occur  rarely,  but  are  usually  mild  and 
transitory.  Other  known  possible  side  effects  of  the  individual  ingredients  are: 
nausea,  vomiting,  diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest, 
abdominal  pain,  irritability,  tachycardia,  headache,  and  difficulty  in  urination. 


Smith  Kline  & French  Laboratories 
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TEXAS  MEDICINE 


“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Side Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg /day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 

• 2-mg,  5-mg,  10-mg  tablets 


(diazepam) 
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P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New-Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfa 


ERYTHROCIN-SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 

In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 

87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 
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E RYTH  ROCI N - SU  LFAS 

Brief  Summary 


Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 


Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 


Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


He  leaves  to  make 
an  urgent  call 

But  doesn’t  use 

the  phone  at  all 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 


warning:  may  be  habit  forming 

Pectin (2Vs  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


TEXAS  MEDICINE 


When  thiazide 
or  reserpine  alone 

won’t  keep 


Establish  and 
maintain 
early,  more 
decisive  control 
of  blood  pressure 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often 
voiced  — it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a 
rational,  comprehensive  therapy  to  help  establish  and  maintain 
early,  more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vaso- 
dilating reflexes  while  the  thiazide  and  reserpine  components 
maintain  vasorelaxant,  sedative,  and  saluretic  benefits.  Cryp- 
tenamine lowers  pressoreceptor  reflex  thresholds  (which  may 
be  abnormally  high  in  hypertension)— “resets"pressoreceptors 
to  function  at  more  nearly  normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure  con- 
tinuing benefits— may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential 
hypertension. 

Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening 
meals.  However,  adjustment  of  dosage  to  suit  individual  circumstances 
may  be  required.  Please  refer  to  package  insert  for  full  particulars. 

Side  effects  and  precautions:  The  side  effects  observed  with  patients  on 
Diutensen-R  have  been  of  a mild  and  nonlimiting  nature.  These  include 
occasional  urinary  frequency,  nocturia,  nasal  congestion,  muscle  cramps, 
skin  rash,  joint  pains  due  to  gout  and  nausea  and  dizziness  which  have 
been  reported  for  the  individual  components.  Most  of  these  symptoms 
disappear  while  the  drug  is  continued  at  the  same  or  lower  dosage  level. 
The  concomitant  use  of  digitalis  and  Diutensen-R  may  increase  the  pos- 
sibility of  digitalis-like  intoxication.  If  there  is  evidence  of  myocardial 
irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage  of  Diutensen-R 
should  be  reduced  or  discontinued.  Nocturia  in  patients  with  marginal 
cardiac  status  and  salt  and  fluid  retention  can  be  effectively  controlled 
by  limiting  the  time  of  administration  to  early  afternoon.  Diutensen-R 
should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions 
related  to  each  of  the  ingredients  of  Diutensen-R. 

*As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER  figlB 


NEISLER  LABORATORIES,  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


DIUTE|MSEN:R 

Cryptenamine  1.0  mg  * Methyclothiazide  2.5  mg  Reserpine  0.1  mg 


Photo  professionally  posed 


Mike  expects  a penicillin  inlection. 
He’s  anout  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen«Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 

per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


0RAL  Pen  • Vee  K 

(potassium  phenoxymethyl  penicillin) 


for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 


(xylometazoline  CIBA) 
on  Rx  only 


ftp*5' 
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a quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
■ side  effects  are  minimal 


INDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  use 
in  patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
WARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
tion. Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
disease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
Spray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
after  each  use.  No  more  than  one  person  should  use  the  same  dropper 
bottle  or  nasal  spray. 

SIDE  EFFECTS:  Occasional  local  reactions:  rebound  congestion, 
slight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
tions. Overdosage  in  young  children  may  produce  profound  sedation. 
DOSAGE:  Adults:  Nasal  Solution  — 2 or  3 drops  in  each  nostril  every 
4 to  6 hours.  Nasal  Spray  — Squeeze  rapidly  once  or  twice  in  each  nos- 
tril every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
2 or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


in  infants  under  6 months.  Pediatric  Nasal  Spray  — Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution,  0.1%:  dropper  bottles  of  1 fluidounce, 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1:50,000  as  preservative  in  water.  Nasal  Sprays  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  L 1 I)  A 
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and  Gantanol 

j (sulfamethoxazole) 

Suspension 
is  a good  way 
to  help  them 
get  well 


proven  effectiveness  in  common  bacterial  upper 
respiratory  infections 

Clinical  results  in  patients  probably  much  like  those  you  see  every 
day  show  that  an  overwhelming  majority  responded  favorably  to 
Gantanol  (sulfamethoxazole)  Suspension.1'12  These  patients,  num- 
bering over  1600  in  published  reports,  had  a variety  of  bacterial 
upper  respiratory  infections  such  as  otitis  media,  sinusitis,  pharyn- 
gitis and  tonsillitis,  including  over  700  cases  caused  by  beta-hemo- 
lytic streptococci.1"7 

Although  in  bacteriologically  proven  streptococcal  infections  peni- 
cillin remains  the  drug  of  choice,  Gantanol  (sulfamethoxazole)  has 
shown  conversion  rates  comparable  to  those  generally  seen  with 
penicillin  and  apparently  superior  to  those  cited  in  the  literature  for 
erythromycin  and  broad-spectrum  antibiotics.12  Conversion  rates 
have  ranged  from  a high  of  96  per  cent  in  229  patients2  to  a low  of 
65  per  cent  in  105  cases.2,1  When  Gantanol  (sulfamethoxazole) 
Suspension  is  used  in  group  A beta-hemolytic  streptococcal  infec- 
tions. it  is  important  to  continue  therapy  in  the  recommended  dos- 
age for  at  least  10  days.  In  addition,  Gantanol  (sulfamethoxazole) 
Suspension  has  demonstrated^antibacterial  activity  against  D.  pneu- 
moniae, H . influenzae  and  Staph,  aureus.  Thus  Gantanol  (sulfa- 
methoxazole) Suspension  may  be  considered  a practical  choice  for 
common  bacterial  U.R.I.,  as  well  as  an  effective  alternative  in  the 
penicillin-sensitive  patient  with  proven  beta-hemolytic  strepto- 
coccal infection. 


therapy  generally  uncomplicated  by  side  effects 

Such  favorable  results  as  those  cited  in  the  literature1'12  are  even 
more  meaningful  in  view  of  the  fact  that  only  27  of  1961  patients 
(1.4%)  discontinued  therapy  because  of  side  effects.  Of  the  total 
side  effects  reported  in  107  patients  (5.5%),  most  were  mild  and 
included  rash,  urticaria,  itching,  dizziness,  headache  rrhea, 
nausea  and  vomiting,  shivering  sensation,  skin  discolor  •.  nd 
crystalluria.1'12 

Before  prescribing,  please  consult  complete  product  informauon, 
a summary  of  which  follows: 

Indications:  Acute  and  chronic  respiratory  and  urinary  tract  bac- 
terial infections  due  to  susceptible  microorganisms.  At  present 
penicillin  is  considered  the  drug  of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections;  however,  Gantanol  (sulfameth- 
oxazole) has  shown  an  effectiveness  approaching  that  of  penicillin 
in  a large  number  of  patients.  If  employed  in  such  infections,  it  is 
important  that  therapy  be  continued  in  the  usual  recommended 
dosage  for  a period  of  at  least  1 0 days. 

Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants  or  infants  during  first  3 months 
of  life. 

Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver 
damage,  renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If 
toxic  or  hypersensitivity  reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests  should  be  performed. 
Data  insufficient  on  prolonged  or  recurrent  therapy  in  chronic 
renal  diseases  of  children. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  in- 
cluding maintenance  of  an  adequate  fluid  intake.  Use  with  caution 
in  patients  with  histories  of  allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug  accumulation.  Occasional 
failures  may  occur  due  to  resistant  microorganisms.  Not  effective 
in  virus  or  rickettsial  infections. 

Adverse  Reactions:  Following  may  occur:  headache,  nausea,  vom- 
iting, urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  Stevens-Johnson  syndrome,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae,  purpura,  hematu- 
ria and  crystalluria. 

Dosage:  Children—  1 teasp./20  lbs  initially,  followed  by  Vi  teasp ./ 
20  lbs  b.i.d.  Adults  — A teasp.  initially,  followed  by  2 teasp.  b.i.d.  or 
t.i.d.,  depending  upon  severity  of  infection. 

How  Supplied:  Suspension  10%,  0.5  Gm  sulfamethoxazole/ 5 cc 
teasp.,  cherry-flavored,  bottles  of  16  oz. 

References:  1.  Braden,  B.,  and  Colmore,  J.  P.:  J.  Oklahoma  M.A.,  57:1, 
1964.  2.  Alban,  J.:  Am.  J.  Dis.  Child.,  109: 304,  1965.  3.  Reichel- 
derfer,  T.  E.:  Clin.  Med.,  71: 1045,  1964.  4.  Jackson,  H.;  Cooper,  J.; 
Mellinger,  W.  J.,  and  Olsen,  A.  R.:  Southwestern  Med.,  44: 246,  1963. 
5.  Braden,  B.;  Colmore,  J.  R,  and  Cummings,  M.  M.:  Antimicrobial 
Agents  Annual  — 1960,  p.  54.  6.  Peters,  J.  H.:  Data  adapted  from  a 
Scientific  Exhibit  presented  at  the  Spring  Meeting  of  the  American 
Academy  of  Pediatrics,  April  26-29,  1965.  7.  Peters,  J.  H.:  Antimicrobial 
Agents  and  Chemotherapy  — 1961,  p.  406.  8.  Elia,  J.  C. : Eye  Ear  Nose  & 
Throat  Month.,  41:122,  1962.  9.  Patton,  J.  M.:  West.  Med.,  5: 46,  1964. 
10.  Chastain,  P J.:  J.  Florida  M.A.,  48: 816,  1962.  11.  Grater,  W.  C.: 
Antibiotics  & Chemother.,  12: 450,  1962.  12.  Exline,  A.  L.:  Colorado 
GP,  5:( 5), 11,  1963. 
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Roche  Laboratories 

Division  of  Hoffmann-  La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Blood-glucose 
screening  for  al| 
your  patients? 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method  — ”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

”Marks,  V.,  and  Dawson,  A.: 

Brit.  M.  J.  1 :293,  1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions" 


' DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— all  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AMES 


09  165 


QUICK, 

PROLONGED 
FREEDOM 

from 

HYPERACIDITY, 


Dicarbosil 

ANTACID  TABLETS 


GASTRITIS 


Rx  or  Recommend 
Box  of  144  Tablets 
(12,  12  tablet  rolls). 


•'  FR  EO”  — Symbolizing 
freedom  from  stomach 
distress  with  Dicarbosil. 

(Sculpture  by  Saunders  Schultz) 


■ effective  neutralizing  power— Two 
tablets  in  vitro,1  provide  nearly  2 
hours’  relief  within  optimum  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor 
patients  continue  to  enjoy,  because 
with  Dicarbosil's  novel*  formulation, 
chalky  aftertaste  is  not  a problem. 

■ exceptional  economy— High  neu- 
tralizing capacity,  cost  of  only  about 
U or  less  per  tablet. 

■ convenient— medication  any- 
where, anytime  from  handy  12  tab- 
let roll  pleases  patients. 


Active  Ingredients:  Calcium 
Carbonate  Precipitated 

0 . 489  G m .,  Magnesium  Car- 
bonate 0.011  Gm.,  Magne- 
sium Trisilicate  0.006  Gm. 

1.  Schleif,  R.  H.:  J.A.PH.A., 

46:179,  1957 

*U.S.  Pat.  No.  3,062,714 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A A Division  of 

Lewis/Howe  Co. 

319  South  Fourth  Street 
St.  Louis,  Missouri/63102 
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in 

digestive 

disorders: 


B duel  C vitamins  did  thwapy , Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B]  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  0jS8BE}) 

692—6—3943 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak  activ- 
ity at  mealtime,  when  it  is  needed  most.  Reminds 
patients  to  eataccordingto  your  prescribed  diet  plan. 

ti.d./  Plegine 

Phendimetrazine  Ditartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of  exces- 
sive appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been  re- 
ported. However,  as  is  true  for  all  medications  of  this  type, 
Plegine  (Phendimetrazine  bitartrate)  is  not  recommended 
for  patients  with  coronary  disease,  severe  hypertension, 
or  thyrotoxicosis,  and  should  be  used  with  caution  in 
highly  nervous  or  agitated  individuals. 

Side  Effects:  There  have  been  occasional  reports  of  insom- 
nia and  nervousness.  Rare  instances  of  mouth  dryness, 
nausea,  blurring  of  vision,  dizziness,  constipation,  and 
stomach  pain  have  been  noted. 

W 

AYERST  LABORATORIES  NewYork,  N.Y.  10017  • Montreal,  Canada 


6706 


Os 

occipitale 


special  formula 
fora 

ecial  problem 


specifically  formulated 
for  symptomatic 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


for  sinus  headache 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARNER  -CHIL.COTT 

Morris  Plains,  N.J. 


for  that  added  measure  of  protection 

SIGNED 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 

* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

* WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

% NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


30 


TEXAS  MEDICINE 


(tetracycline  HCI  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO..  INC. 

235  EAST  42nd  STREET 
NEW  YORK,  N Y.  10017 
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(ANTIHISTAMINIC) 

VASOCONSTRICTOR.  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . 0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


USE:  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 

DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.- TEX. 


'l/aAomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . . 0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  core  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


The  “ORIGINAL” 

WILLIAMS  lumbo-sacral  flexion  back  brace — 
designed  by  Dr.  Paul  C.  Williams 

“To  reduce  the  lumbo-sacral  lordosis  and  thus  lift  the  weight  from 
the  posterior  vetebral  structures.  Permits  free  ant.  flexion  of  the 
lumbar  spine  but  prevents  extension  and  lateral  flexions.” 

Measurements 

1.  Chest  (about  4"  below  nipple  line) 

2.  Waist  (at  navel  line) 

3.  Pelvic  ( Vi  distance  between  greatest  trocanter  and  crest  of  ilium) 

4.  Back  (seventh  cervical  spinous  process  to  the  prominence  of 
coccyx.) 

Orders  filled  at  the  request  of  members  of  the  profession  only. 

MILLER  BRACE  AND  SURGICAL  SUPPORT  COMPANY 

(Established  in  Dallas  since  1932) 

3902  Gaston  Avenue P.  O.  Box  26181 Dallas,  Texas 
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Only  TUBEX 
offers 

so  complete  a line 
of  closed-system 
injectables, 
and 

it’s  still  growing 

—no  other  system  is  safer 

—no  other  system  is  more  efficient 

—no  other  system  offers  more  convenience 

— no  other  system  assures  greater  patient  comfort 


TUBEX  sterile  cartridge-needle  units  are  prefilled 
with  measured  doses.  Each  unit  is  used  once,  and 
discarded.  This  eliminates  danger  of  cross  contami- 
nation, as  well  as  problems  of  sterilization,  storage, 
and  measurement.  Ultra-sharp,  siliconized  needles 
keep  patient  discomfort  to  a minimum.  No  other 
injectable  system  is  easier  to  use,  easier  to  store, 
easier  to  carry. 


JUST  ARRIVED! 

4 New  TUBEX®  Sterile 
Cartridge-Needle  Units 
Vitamin  B Complex  with  Vitamin  B,2 
Hydroxocobalamin,  100  mcg./cc. 
Hydroxocobalamin,  1000  mcg./cc. 
Thiamine  HCI,  U.S.P.,  100  mg./cc. 


TUBEX8 

Closed  Injection  System 
Sterile  Cartridge-Needle  Unit 
Hypodermic  Syringe 
Wyeth  Laboratories  • Philadelphia,  Pa. 


BRONCHODILATION 


(theophylline-sodium  glycinate) 


"Unlike  Aminophylline,  this  drug  is  tolerated  in  large  doses  and  does  not  cause  the  gastro  intestinal 
symptoms  so  frequently  seen  with  Aminophylline."— Paul,  w.  d.  , m.d.  State  Univeristy  of  Iowa,  Dept, 
of  Internal  Medicine. 


INDICATIONS:  GLYNAZAN  is  indicated  in  the  sympto- 
matic management  of  bronchial  asthma,  bronchitis, 
and  pulmonary  emphysema. 

SIDE  EFFECTS:  Theophylline  may  cause  central 
nervous  system  stimulation  such  as  insomnia,  restless- 
ness, or  irritability.  Theophylline  can  cause  gastric 
irritation  with  nausea  and  vomiting. 

PRECAUTIONS  Should  not  be  used  more  than  every 
4 to  6 hours.  Should  not  be  given  within  12  hours 
following  rectal  administration  of  theophylline  or 
aminophylline.  Do  not  use  when  cough  preparations 
containing  theophylline  or  aminophylline  are  being 


administered.  Because  of  the  diuretic  effect  of 
Theophylline,  children  under  four  years  of  age  should 
be  watched  for  signs  of  dehydration.  Caution  is 
indicated  in  patients  with  severe  renal  and  hepatic 
disease,  myocardial  damage,  hyperthyroidism,  and 
glaucoma. 

DOSAGE  The  size,  frequency,  and  duration  of  dosage 
must  be  determined  by  the  physician  in  each  in- 
dividual case.  Clinical  data  lead  to  suggested  doses 
as  follows: 

Glynazan  Tablets,  uncoated,  5 grains  (equivalent  to 
Vh  grains  Theophylline  N.F.):  Adult  dose — 1 to  3 


tablets  every  4 to  6 hours;  preferably  administered 
with  water  after  meals. 

Glynazan  Elixir  (contains  alcohol  1 5 % ) : A palatable 
elixir  containing  Glynazan  5 grains  (equivalent  to 
Vh  grains  Theophylline  N.F.)  per  5 cc.  teaspoonful. 
Children  over  12  years:  Vi  to  Vh  teaspoonfuls 
every  4 to  6 hours.  • 6 to  12  years:  Vi  to  1 
teaspoonful  every  4 to  6 hours.  • 3 to  k years:  Vi 
teaspoonful  every  4 to  6 hours.  • 1 to  3 years: 
’A  to  Vi  teaspoonful  every  4 to  6 hours.  • Adult 
dose:  1 to  2 teaspoonfuls  every  4 to  6 hours. 
HOW  SUPPLIED-.  Tablets— Bottles  of  100  and  1000, 
Elixir— Pint  and  gallon  bottles. 


Another  Established  Need  Product  from 


First  Texas  rffnc.  /DALLAS 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Proposed  Stotules  Involve 
Medical,  Health  Fields 

PROPOSED  STATE  legislation  dealing  with  the 
Medical  Practice  Act  and  implementation  of  Title  19 
were  approved  by  the  Texas  Medical  Association’s 
Executive  Board  on  Jan.  22.  Opposed  are  any  legis- 
lative attempts  to  make  it  compulsory  that  generic 
terms  be  used  for  drugs  in  federal  welfare  programs, 
or  attempts  to  extend  Medicare  provisions  to  include 
chiropractic  treatment,  or  to  provide  compensation 
from  insurance  carriers  to  podiatrists  on  the  same 
basis  as  that  of  licensed  physicians. 

If  amendments  to  the  Medical  Practice  Act  pass, 
the  Governor  will  be  able  to  make  appointments  to 
the  Board  of  Medical  Examiners  in  keeping  with  to- 
day’s type  of  practice.  Many  years  ago,  when  prac- 
titioners included  allopaths,  eclectics,  homeopaths, 
and  osteopaths,  the  Act  provided  that  “No  school 
shall  have  a majority  on  said  board.”  Now,  so  few 
eclectic  and  homeopathic  physicians  remain  that 
their  representation  on  the  Board  is  impractical, 
and  appointment  of  only  medical  doctors  (allopaths) 
and  osteopaths  would  be  necessary. 

Members  of  the  TMA  Special  Committee  to  Study 
Title  19,  working  with  the  State  Department  of 
Public  Welfare,  have  been  instrumental  in  preparing 
a bill  to  implement  that  portion  of  the  Medicare  Law 
in  Texas.  As  written,  the  bill  would  allow  free  choice 
of  physician,  support  the  principle  of  usual  and 
customary  fees,  and  place  no  restraint  on  the  physi- 
cian as  to  how  he  shall  treat  his  patient.  Although 
direct  billing  of  the  indigent  patient  is  not  possible 
because  both  the  Texas  Constitution  and  federal  law 
prevent  it,  this  aspect  of  procedure  can  be  a subject 
of  future  negotiation. 

Probably,  Congressional  bills  will  be  introduced 
which  would  require  that  generic  terms  be  used  for 
all  drugs  procured  or  dispensed  under  any  federally 
financed  program.  Because  there  are  variations  in 
medicines  which  contain  the  same  active  ingredient, 
the  best  interests  of  the  patients  are  served  when 
the  physician  is  allowed  to  use  his  judgment  in 
selecting  drugs.  Also,  prescribing  by  generic  name 
only  would  not  necessarily  result  in  lower  prices  to 
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the  consumer,  but  could  result  in  deteriora- 
tion of  the  quality  of  medical  care  as  well  as 
lessening  the  incentive  for  excellence  and 
continued  progress  in  the  pharmaceutical 
field.  Adopting  a resolution  from  the  Council 
on  Medical  Jurisprudence,  the  Executive 
Board  declared  “unalterable  opposition  to 
any  legislative  or  administrative  proposal 
which  would  compel  physicians  to  prescribe, 
or  pharmacists  to  dispense,  drug  products  by 
generic  name.” 

Measures  to  amend  the  Nurse  Practice 
Act,  the  Mental  Health  and  Mental  Retarda- 
tion Act,  and  the  abortion  laws  in  Texas  have 
not  yet  been  introduced,  and  will  be  consid- 
ered after  they  are  in  final  form. 

Although  LSD  is  not  a problem  in  Texas 
at  this  time,  there  is  considerable  public  in- 
terest in  legislation  which  would  place  LSD 
under  the  provisions  of  the  Texas  Dangerous 
Drug  Act.  On  advice  of  the  Council  on  Medi- 
cal Jurisprudence,  the  Executive  Board  voted 
to  support  such  a measure. 

During  the  last  session  of  the  Texas  Legis- 
lature, 1,774  bills  were  introduced,  and  there 
are  certain  to  be  as  many  or  even  more  dur- 
ing the  current  session. 

The  Association’s  Council  on  Medical  Jur- 
isprudence will  continue  to  screen  all  pro- 
posals which  would  affect  the  health  of  the 
citizens  or  the  practice  of  medicine,  and  at- 
tempt to  act  in  accordance  with  policies 
established  by  the  Association. 

— Joe  T.  Nelson,  M.D.,  Weatherford, 
Chairman,  Council  on 
Medical  Jurisprudence. 

Oithopedists  Must  Lead  Way 
In  Meeting  Changing  Needs 

At  THE  TURN  of  the  century  few  ortho- 
pedic  hospitals  existed,  and  these  were  basi- 
cally designed  for  long-term  patient  care. 
The  orthopedist,  concerned  primarily  with 
the  management  of  bone  and  joint  tuber- 
culosis, had  as  his  principal  tools  manipula- 
tion, braces,  plaster  of  Paris,  and  rest.  By 
the  1920’s,  better  control  of  tuberculosis  by 
public  health  measures  greatly  lessened  its 
incidence,  and  the  scene  gave  way  in  hospi- 
tals to  management  of  the  crippling  defor- 
mities of  poliomyelitis  and  hematogenous 
osteomyelitis.  Definitive  surgery  was  com- 
ing into  its  own  in  the  surgical  correction 


of  some  congenital  anomalies.  The  more 
brazen  procedures  of  tendon  transfer  and 
direct  attack  on  bone  and  joint  deformities 
were  being  accomplished  with  increased 
frequency.  With  the  development  of  serum 
for  poliomyelitis  and  antibiotics  for  osteo- 
myelitis, these  two  commonplace  problems 
are  fading  out  of  the  picture. 

In  the  interim,  our  nation  evolved  from 
an  agricultural  to  an  industrial  one.  The 
great  highways  and  freeways  with  high- 
speed automobiles,  along  with  heavy  indus- 
try, brought  a rapid  increase  in  the  inci- 
dence of  severe  trauma.  Management  of 
musculoskeletal  trauma,  gradually  relin- 
quished by  the  general  surgeon,  has  fallen 
into  the  lap  of  the  orthopedic  surgeon.  Care- 
ful studies  of  the  patient  load  in  a large  or- 
thopedic teaching  center  indicate  that  trau- 
ma accounts  for  over  60  percent  of  the  cases. 

In  recent  years,  great  emphasis  has  been 
placed  on  geriatric  care  for  the  burgeoning 
population  of  older  people.  Governmental 
interest  and  subsidization  of  our  senior  citi- 
zens will  undoubtedly  increase  the  patient 
load  and  the  treatment  of  older  patients 
with  strokes,  arthritides,  and  other  chronic 
diseases.  While  their  general  medical  care 
must  be  reckoned  with  by  other  phases  of 
medicine,  efforts  to  rehabilitate  these  p&- 
tients,  at  least  to  the  level  of  self-care,  must 
be  effected. 

Today  the  surgical  advancements  in  or- 
thopedic surgery  are  being  directed  with 
increasing  frequency  toward  dynamic  ap- 
proaches for  the  management  of  patients  af- 
flicted with  cerebral  palsy,  rheumatoid  ar- 
thritis, severe  hand  injuries,  and  congenital 
anomalies.  Disciplines  yet  unknown  or  un- 
recognized will  present  new  challenges  in 
the  future. 

The  past  two  decades  are  characterized  by 
a great  surge  of  research  in  various  ortho- 
pedic fields  of  basic  study.  Already  some  of 
the  causes  of  certain  congenital  anomalies 
have  been  found,  as  have  preventive  mea- 
sures. Undoubtedly  our  research  problems 
will  bear  fruit  in  the  solutions  to  many  af- 
flictions. Our  scientists  in  the  laboratories 
and  our  astute  clinicians  will  both  contrib- 
ute their  fair  share  to  the  continuing  ad- 
vancements in  orthopedic  surgery. 

Much  concerted  effort  will  be  directed 
toward  restitution  of  all  handicapped  chil- 
dren and  rehabilitation  of  older  persons  to 
positions  of  usefulness  in  the  community  or, 
at  least,  self-reliance.  It  can  be  envisioned 
that  centers  will  be  developed  for  the  care  of 
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disabled  children  who  have  special  medical 
problems.  Also,  similar  centers  for  elderly 
people  who  require  long-term  rehabilitation 
from  various  chronic  and  crippling  deformi- 
ties and  diseases  will  likely  appear.  Govern- 
ment backing  with  grants  for  research  and 
clinical  efforts  in  the  rehabilitation  of  this 
type  of  patient  will  probably  be  available. 
The  orthopedic  surgeon  can  and  must  as- 
sume a major  role  in  the  changing  scene. 

— Frank  F.  Parrish,  M.D.,  Houston. 

“Why  Johnny  Won’t  Outgrow 
Funnel  Chest,”  or  “Repair  It” 

FuNNEL  CHEST,  or  pectus  excavatum, 
has  been  recognized  for  centuries  and  was 
recorded  in  some  of  the  earliest  anatomic 
descriptions.  The  condition  appears  to  be 
familial  and  may  well  be  hereditary.  It  is 
usually  manifest  in  early  infancy  and,  if  not 
corrected,  persists  throughout  the  patient’s 
life.  Upper  airway  obstruction  has  been  in- 
criminated as  one  cause,  however,  most  of 
the  patients  I have  seen  have  not  had  air- 
way obstruction. 

Anatomy. — The  basic  anatomic  abnormal- 
ity is  elongation  and  posterior  buckling  of 
the  lower  four  pairs  of  costal  cartilages 
with  some  asymmetry.  In  association  with 
this,  the  lower  one-half  to  one-third  of  the 
sternum  and  the  xiphisternal  area  are  de- 
pressed posteriorly,  narrowing  the  lower 
portion  of  the  anteroposterior  diameter  of 
the  chest.  There  is  no  ligamentous  or  mus- 
cular structure  attached  to  the  depressed 
portion  of  the  sternum,  except  the  most 
medially  placed  fibers  of  the  diaphragm 
which  arise  from  the  sternum  itself.  Often- 
times the  depression  lies  well  above  the  at- 
tachment of  the  diaphragm. 

Physiologic  Derangements.  — Some  au- 
thors and  many  teachers  have  indicated  that 
severe  pectus  excavatum  results  in  decreased 
pulmonary  ventilatory  capacity.  Apparently 
there  are  no  studies  to  substantiate  this  and 
the  idea  is  probably  not  correct.  The  depres- 
sion lies  well  below  the  carina  and  does  not 
compress  the  airway  at  any  point.  On  the 
other  hand,  the  depression  directly  com- 
presses the  heart  and  specifically  impinges 
upon  the  anterior  surface  and  outflow  tract 
of  the  right  ventricle;  in  severe  cases  it  in- 
terferes with  both  filling  and  emptying. 


This  could  be  likened  physiologically  to  an 
area  of  localized  constrictive  pericarditis  of 
the  outflow  tract  of  the  right  ventricle. 
Some  patients  have  an  ejection  murmur  re- 
lated to  this  compression.  These  patients 
may  have  normal  cardiac  outputs  at  rest, 
and  usually  do;  however,  if  the  depression 
is  severe,  the  pressure  on  the  right  ventricle 
prevents  them  from  increasing  their  output 
under  conditions  of  stress  or  activity.  This 
results  in  habit  patterns  and  activity  pat- 
terns which  are  not  vigorous.  Since  what- 
ever alteration  is  present  has  been  there 
from  early  infancy,  such  disability  as  these 
patients  might  have  can  be  rather  subtle. 

Body  Habitus. — Most  patients,  even  after 
a successful  repair,  have  a long  slender 
chest  with  a narrow  anteroposterior  diame- 
ter. The  lower  costal  margin  tends  to  flare, 
giving  them  the  potbellied  appearance  of 
the  comic  strip  character,  Joe  Jinks,  who 
was  the  manager  of  the  famous  Dynamite 
Dunn.  Also,  apparently  for  several  different 
reasons,  patients  tend  to  have  rounded  sag- 
ging shoulders  and  generally  poor  posture. 

Attitudes  of  Physicians.  — A full  and 
basic  understanding  of  the  significance  of 
this  deformity  is  not  too  widespread  among 
physicians.  Most  patients  now  are  seen  in 
infancy  or  early  childhood  by  pediatricians 
or  general  practitioners.  Many  are  referred 
for  consultation  only  when  the  parents  de- 
mand one,  while  the  doctor  is  not  unduly 
concerned.  Some  parents  are  even  told  that 
the  child  will  “grow  out  of  it.”  This  prob- 
ably never  occurs,  since  the  depression  of 
the  sternum  tends  to  remain  constant  after 
an  osseous  coalescence  of  the  growth  centers 
within  the  sternum  completely  replaces  the 
infant  cartilage.  A fairly  sizable  number  of 
patients  will  also  have  bronchitis,  bronchio- 
litis, and  recurrent  pneumonitis,  and  the 
pectus  excavatum  has  not  only  been  blamed 
for  these  recurrent  respiratory  inflamma- 
tions, but  the  statement  has  been  made, 
mostly  by  surgeons,  that  such  conditions 
would  be  alleviated  by  repair.  Probably  nei- 
ther of  these  statements  is  true,  except  in- 
directly. A regular  program  of  physical 
conditioning  almost  surely  will  help  control 
recurrent  respiratory  infections,  and  many 
patients  with  severe  pectus  excavatum  have 
no  inclination  for  vigorous  activity  until  the 
chest  is  repaired. 

Some  physicians  believe  that  repair 
should  await  the  attainment  of  a certain 
age.  Others,  including  some  nationally 
known  authorities,  have  recommended  an 
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incomplete  repair  in  infancy  by  cutting 
some  questionable  substernal  bands  and 
strands.  Most  of  the  articles  on  this  sub- 
ject have  been  limited  to  descriptions  of 
surgical  technique,  and  that  might  account 
for  some  of  the  misinformation  on  the  part 
of  the  profession. 

It  is  my  belief  that  (1)  after  ossification, 
sternal  depression  in  a child  will  not  im- 
prove with  age,  (2)  severe  sternal  depres- 
sion does  result  in  pressure  on  the  anterior 
surface  and  outflow  tract  of  the  right  ven- 
tricle, which  causes  a decrease  in  the  avail- 
able cardiac  output  needed  for  exercise  and 
activity;  (3)  the  pectus  depression  is  relat- 
ed only  indirectly,  if  at  all,  to  recurrent 
respiratory  infections  or  asthma;  (4)  pa- 
tients can  tolerate  the  extensive  surgery  re- 
quired for  adequate  repair  at  any  age;  and 
(5)  the  results  are  at  least  as  good  and  per- 
haps better  when  children  are  operated 
upon  between  one  and  three  years  of  age 
as  when  surgery  is  performed  at  a later  age. 
Adults  may  also  be  selected  for  surgical  re- 
pair, with  excellent  results. 

This  deformity  often  has  psychological 
effects  on  the  patient  and  his  family;  how- 
ever, this  aspect  of  the  problem  is  neither 
within  the  scope  of  this  editorial  nor  the 
author’s  competence. 

— Milton  V.  Davis,  M.D.,  Dallas. 

Radiologists  Stand  Firm 
On  Separate  Billing  Issue 

At  THE  MEETING  of  the  AMA  House 
of  Delegates  on  Oct.  1,  1965,  the  following 
statement  was  adopted:  “Hospital-based 
medical  specialists  are  engaged  in  the  prac- 
tice of  medicine.  The  fees  for  the  services  of 
such  specialists  should  not  be  merged  with 
hospital  charges.  The  charges  for  the  ser- 
vices of  such  specialists  should  be  estab- 
lished, billed  and  collected  by  the  medical 
specialists  in  the  same  manner  as  are  the 
fees  of  other  physicians. 

“Furthermore,  the  AMA  intends  to  con- 
tinue vigorously  its  efforts  to  prevent  inclu- 
sion in  the  future  of  the  professional  ser- 
vices of  any  practicing  physician  in  the 
hospital  services  portion  of  any  health  leg- 
islation.” 

This  statement  was  discussed  at  great 
length  at  the  annual  meeting  of  the  Texas 


Radiological  Society  in  Corpus  Christi  in 
January,  1966,  and  a resolution  was  adopted 
to  confirm  the  strong  support  of  the  Texas 
Radiological  Society.*  Subsequently,  meet- 
ings were  held  in  April  in  Austin,  at  which 
representatives  of  various  segments  of  the 
insurance  industry,  Texas  Hospital  Associa- 
tion representatives,  Dr.  Mayo  Tenery, 
chairman  of  the  Special  Committee  to  Study 
Insurance  Aspects  of  Hospital-Physician 
Relationships,  and  legal  advisers  were  pres- 
ent. At  that  time  the  vote  was  128  to  1 to 
proceed  further  with  professional  fee  sepa- 
ration. Later,  in  April,  during  the  annual 
session  of  the  Texas  Medical  Association, 
additional  discussions  were  held  and  a reso- 
lution passed  confirming  the  position  of  the 
Association  regarding  this  matter.  Subse- 
quently, most  of  the  larger  county  medical 
societies  adopted  similar  resolutions. 

At  the  outset  of  this  change,  we  had  the 
full  cooperation  of  the  commercial  insurance 
carriers.  Blue  Cross-Blue  Shield  of  Texas 
perhaps  was  not  as  responsive,  and  under- 
standably so,  for  the  change  created  prob- 
lems for  it.  A great  help  to  the  radiologists 
occurred  when  Dr.  James  D.  Murphy  ap- 
pointed and  activated  a TMA  Liaison  Com- 
mittee with  Blue  Cross-Blue  Shield  of 
Texas,  under  the  able  chairmanship  of  Dr. 
Harvey  Renger.  As  a result  of  this  commit- 
tee’s activity,  we  understand  that  there  are 
plans  to  initiate  action  which  will  be  helpful 
and  of  assistance  to  practicing  radiologists. 

This  change  in  accounting  procedures  and 
management  of  the  business  end  of  radio- 
logical practice  has  been  a rather  painful 
procedure  in  some  instances,  and  in  others 
was  accomplished  with  less  difficulty.  How- 
ever, many  hospital  administrators  are 
pleasantly  surprised  to  find  that  separation 
of  the  radiologists’  fees  has  been  beneficial 
to  them,  and  they  are  quite  pleased  with  the 
end  result.  In  general,  patients  have  accept- 
ed the  changeover;  some  question  it,  but 
respond  favorably  to  explanation.  Almost 
100  percent  of  our  physician  colleagues  have 
cooperated  by  explaining  bill  separation  to 
their  patients. 

In  a survey  conducted  by  the  Texas  Ra- 
diological Society  early  in  October,  1966,  148 
radiologists  responded  and  90  percent  of 
these  were  doing  some  type  of  separate  bill- 


*This  policy  was  unanimously  reaffirmed  at  the 
Texas  Radiological  Society’s  annual  meeting  Jan.  28, 
1967,  in  Fort  Worth. 
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ing.  A breakdown  of  the  90  percent  shows 
that  50  percent  are  now  billing  and  collect- 
ing from  all  patients  separately.  An  addi- 
tional 25  percent  were  billing  Medicare  pa- 
tients only,  and  were  in  the  process  of  mak- 
ing further  changes  to  include  all  patients. 
The  additional  15  percent  were  not  sending 
separate  bills  but  were  making  plans  with 
their  hospital  administrators  and  boards  of 
trustees  to  make  such  changes.  Only  10  of 
the  148  stated  that  they  had  made  no  change 
in  their  billing  procedure  and  did  not  con- 
template doing  so. 

The  radiologists  of  Texas  and  of  the  na- 
tion feel  strongly  that  they  are  in  the  fore- 
front of  the  fight  against  control  of  the 
medical  profession  by  government  forces  by 
carrying  out  this  procedure.  We  feel  that 
sacrifices  in  income  (and  quite  obviously  a 
practicing  physician  cannot  collect  as  well 
as  the  hospital)  is  only  a small  penalty  to 
establish  a future  policy  for  all  physicians 
that  no  type  of  professional  medical  service 
is  a hospital  service,  and  should  never  be  so 
construed  by  any  government  agency. 
Should  radiologists  fail  in  their  fight,  then 
only  a matter  of  time  would  elapse  before 
all  physicians’  fees  would  be  handled  in  this 
manner  by  the  federal  government. 

— Ruskin  C.  Norman,  M.D.,  San  Antonio, 
President,  Texas  Radiological  Society. 
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Anesthesia  Should  Be  Administered 
By  Physician  Anesthesiologists 

DR.  ROY  D.  WILSON’S  article,  “Trends 
in  Anesthesia  Coverage  in  Texas”  ( Texas 
Medicine,  October,  1966)  fails  to  consider 
any  alternatives  in  supplying  anesthesia 
coverage,  nor  does  it  take  complete  cogni- 
zance that  the  administration  of  anesthetic 
drugs  to  render  patients  insensible  to  pain 
during  surgical  and  obstetrical  procedures 
is,  in  fact,  legally  defined  as  the  practice  of 
medicine  by  the  courts  and  agencies  of  the 
states  and,  indeed,  by  the  federal  govern- 
ment itself,  not  to  mention  the  various  medi- 
cal societies  which  constitute  the  fabric  of 
organized  medicine  in  America  today.  Our 
British  cousins  do  not  permit  the  administra- 


tion of  anesthetics  by  other  than  fully 
licensed  physician  anesthesiologists — an 
epochal  accomplishment  which  we  might  well 
emulate.  It  would  not  seem  consistent  with 
advances  in  the  art  and  science  of  anesthesi- 
ology on  this  side  of  the  Atlantic  to  suggest 
in  any  fashion  that  there  could  be  any  real 
substitute  for  the  presence  of  a licensed,  com- 
petent, vigilant  physician  anesthesiologist  at 
the  head  of  every  operating  table. 

The  problem  of  supervising  nonphysician 
anesthetists  seems  very  like  that  of  having 
one  veteran  pilot  radioing  instructions  from 
the  ground  to  many  partially  trained  flight 
crews ; the  experienced  hand  may  not  always 
be  where  it  is  needed  at  the  moment  neces- 
sary to  prevent  tragedy.  If  we  would  not 
jeopardize  our  own  lives  by  flying  under  such 
haphazard  conditions,  it  does  not  follow  that 
we  should  jeopardize  the  lives  of  our  patients 
when  they  are  subject  to  the  life-threatening 
risks  of  anesthesia. 

Employing  nonphysician  anesthetists  is 
frequently  excused  by  saying  that  competent 
physician  anesthesiologists  could  not  be  ob- 
tained, or  supported  if  obtained — a state- 
ment which  on  close  inspection  usually  proves 
to  be  an  assumption,  because  neither  the  hos- 
pital nor  its  medical  staff  has  deliberately 
made  an  all-out  effort  to  provide  the  proper 
working  conditions  for  the  physician  spe- 
cialist in  anesthesiology.  One  need  only  look 
at  the  many  institutions  in  the  country  which 
utilize  only  physician-administered  anes- 
thesia to  learn  how  to  attract  competent  an- 
esthesiologists and  allow  them  to  utilize  all 
of  their  training  and  abilities.  It  does  not 
make  economic  or  any  other  kind  of  sense  to 
utilize  only  about  one-third  of  the  available 
working  hours  of  our  present  number  of  phy- 
sician specialists,  allegedly  in  such  short  sup- 
ply, when  only  a little  imagination  would  en- 
able each  anesthesiologist  to  triple  his  pres- 
ent case  load.  In  rural  areas  this  might  mean 
covering  more  than  one  hospital,  or  even 
consolidating  hopelessly  small  and  ill- 
equipped  institutions.  Under  such  a scheme, 
surgeons  admittedly  would  not  always  be 
able  to  operate  during  hours  of  their  own 
choosing,  and  hospitals  would  be  obliged  to 
use  a smaller  number  of  operating  rooms 
more  efficiently  for  a longer  period  each  day. 
The  simple  expedient  of  avoiding  delays  be- 
tween cases  would  add  two  hours  daily  to 
most  elective  schedules. 

Finally,  the  augmented  income  which 
might  accrue  to  the  fully  utilized  and  pro- 
fessionally satisfied  anesthesiologist  just 
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might  go  a long  way  toward  attracting  more 
young  physicians  to  help  fill  tomorrow’s 
needs.  This  does  not  mean  that  anesthesiolo- 
gists can  be  mass-produced  with  large  sums 
of  money.  They  can  only  be  painstakingly 
trained  under  a close  personal  relationship 
of  trust  and  mutual  respect  with  a competent 
clinician-teacher  of  the  art  and  science.  As 
the  economic  advantages  of  a career  in  anes- 
thesiology more  closely  approximate  those  of 
other  surgical  specialties,  one  would  expect 
that  the  supply  would  catch  up  with  the  de- 
mand for  this  precious  commodity  upon 
which  our  own  lives  might  some  day  depend. 

Let  us  all  join  hands  to  affirm  our  faith  in 
a free  system  of  medicine  in  our  country, 
and  be  about  the  real  business  of  increasing 
our  supply  of  anesthesiologists  to  care  for 
our  ever-increasing  patient  load. 

— Edward  A.  Talmage,  M.D.,  Houston. 

YOUR  BUSIN  ESS  :SALARY  SCALES 

New  Minimun  Wage  Rules 
May  Have  Indirect  Effect 

The  FAIR  LABOR  Standards  Act  Amend- 
ments  of  1966  do  not  expressly  make  the 
federal  wage-hour  law  applicable  to  em- 
ployees of  physicians  in  private  office  prac- 
tice. Those  amendments,  which  became  ef- 
fective Feb.  1,  do  expand  the  federal  law  to 
include  employees  of  certain  hospitals  and 
nursing  homes  as  well  as  other  retail  and 
service  establishments. 

For  these  newly  covered  employees,  over- 
time pay  at  114  times  their  regular  rates 
must  be  paid  for  work  hours  per  week  in 
excess  of  44  from  Feb.  1,  1967,  through  Jan. 
31,  1968;  in  excess  of  42  from  Feb.  1,  1968, 
through  Jan.  31,  1969;  and  in  excess  of  40 
beginning  Feb.  1,  1969,  and  thereafter.  For 
these  newly  covered  employees,  the  minimum 
hourly  wage  will  be  $1  for  the  first  year, 
starting  Feb.  1,  1967 ; $1.15  for  the  second 
year;  $1.30  for  the  third  year;  $1.45  for  the 
fourth  year;  and  $1.60  thereafter.  For  em- 
ployees previously  covered,  the  minimum 
hourly  wage  will  be  $1.40  through  Jan.  31, 
1968,  and  $1.60  thereafter. 

Physicians  in  private  office  practice  are 
not  specifically  exempted  from  the  provi- 
sions of  the  Fair  Labor  Standards  Act.  Cov- 
erage depends  generally  upon  engagement  in 


interstate  commerce  or  production  of  goods 
for  interstate  commerce.  Ordinarily,  the  phy- 
sician in  private  practice  provides  services 
for  patients  in  a single  state  and  does  not 
sell  goods  to  anyone.  Accordingly,  his  em- 
ployees would  not  ordinarily  be  considered  to 
be  involved  in  interstate  commerce  or  in 
production  of  goods  for  interstate  commerce. 
In  no  case  to  date  have  employees  of  a phy- 
sician in  private  office  practice  been  held  to 
be  covered  by  the  Act.  Exceptional  circum- 
stances might  exist,  however,  which  would 
establish  such  involvement  on  the  part  of  his 
employees.  If  there  is  any  doubt  in  this  re- 
gard, the  physician  should  consult  his  own 
attorney. 

Even  if  employees  are  engaged  in  inter- 
state commerce  or  production  for  interstate 
commerce,  a physician  in  private  practice 
may  be  exempt  from  the  wage  and  hour  pro- 
visions of  the  law  as  a retail  or  service  estab- 
lishment. To  qualify  for  this  exemption,  the 
establishment  must  receive  more  than  half 
of  its  gross  income  from  within  the  state  in 
which  it  is  located,  and  its  annual  dollar 
volume  of  gross  income  must  be  less  than 
$250,000.  Again,  if  there  is  any  doubt  as  to 
whether  the  exemption  is  applicable,  the 
physician  should  consult  his  own  attorney. 

The  impact  of  these  changes  in  the  federal 
wage-hour  law  upon  the  medical  profession 
will  be  mostly  indirect,  through  application 
to  hospitals,  nursing  homes,  and  similar  in- 
stitutions. The  Act  will  apply  to  employees  of 
“a  hospital  or  an  institution  primarily  en- 
gaged in  the  care  of  the  sick,  the  aged,  the 
mentally  ill  or  defective  who  reside  on  the 
'premises  of  such  institution.”  (Emphasis 
added.)  Institutions  for  nonresident  care 
would  not  be  included.  In  determining  cover- 
age it  does  not  make  any  difference  whether 
the  institutions  are  public  or  private,  profit 
or  nonprofit.  Only  federal  government  in- 
stitutions are  not  covered. 

Although  physicians’  office  employees  or- 
dinarily will  not  be  affected  by  the  1966 
amendments,  competition  from  other  em- 
ployers who  will  be  required  to  pay  the  high- 
er minimum  wage  may,  as  a practical  matter, 
necessitate  some  adjustment  in  salaries. 

— Richard  P.  Bergen,  Chicago,  Director, 
Legal  Research  Department,  AMA. 

Ed.  Note:  At  press  time,  it  was  learned  that  prac- 
tices which  gross  more  than  $500,000  will  be  subject 
to  the  new  wage  and  hour  amendments.  After  two 
years,  this  amount  will  be  lowered  to  groups  gross- 
ing $250,000. 


42 


TEXAS  MEDICINE 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  'Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone' 

Erythromycin 


31m, 

Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


1 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  houis.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
diug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  lesults  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  w 
characterized  by  increased  direct-reacting  bilirubin,  elevai 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephs; 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutai 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  n 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has 
been  reported  in  other  patients  taking  prolonged  courses  of 
medication.  Patients  with  chronic  infection  have  been  given  ] 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a : 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  ja 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thi 
patients’  families,  who  were  not  taking  the  drug,  had  episoi 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w< 
determined  in  a group  of  fifty-four  adults  and  children  who  t< 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  1 
rheumatic  fever  prophylaxis.  The  results  were  compared  w 
those  of  a similar  group  of  forty-four  patients  who  received  p' 
iciHin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  com 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier  i 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill 
group  showed  elevations  in  one  of  the  tests  at  some  time  durii; 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wefi 
reported  in  102  pediatric  patients  who  received  short-term  (teij 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infe 
tions.  Results  of  liver  function  tests  in  these  patients  were  cot 
parable  to  those  in  a similar  control  group  who  had  receivi 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentai 
tract;  however,  the  normal  intestinal  gram-negative  bacteri; 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  ui 
of  erythromycin,  there  have  been  occasional  reports  of  urticari: 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bo 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  i 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hou 
( Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  a 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosa 
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For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
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mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

I oi  gonorrhea,  500  mg.  four  times  a day  for  four  days  a 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatii 
befoie  receiving  antibiotics,  and  monthly  serologic  tests  shou 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  m 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
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Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis , Indiana  1*6206. 


The  policies  of  the  Texas  Medical  Association  are  made  by 
or  ratified  by  the  House  of  Delegates. 

Now  is  the  time  for  you  and  your  county  medical  society  to 
draft  resolutions  for  changing,  modifying,  or  developing  new 
policy  for  our  Association.  Early  preparation  will  allow  for 
wide  distribution  in  Dallas  on  May  4.  Resolutions  should  be  re- 
ceived in  the  headquarters  office  in  Austin  by  March  15  for 
publication  in  the  "Handbook  for  Delegates."  Resolutions  re- 
ceived prior  to  April  28  may  be  distributed  by  mail. 

All  resolutions  received  are  reviewed  by  the  Speaker  of  the 
House  of  Delegates  who  refers  them  to  a reference  committee. 
These  committees  are  made  up  of  members  of  the  House  of  Dele- 
gates. The  Speaker  carefully  considers  geographical  and  pro- 
fessional distribution  in  appointing  delegates  to  the  commit- 
tees. Each  committee  is  assigned  matter  logically  pertinent  to 
its  general  subject  area,  and  resolutions  on  the  same  or  closely 
related  subjects  are  sent  to  the  same  reference  committee. 

After  the  initial  meeting  of  the  House  of  Delegates,  refer- 
ence committees  meet  and  hold  open  hearings  on  matters  referred 
to  them.  All  members  of  the  Texas  Medical  Association  are  invited 
to  attend  and  to  join  in  discussion  presenting  only  information 
which  is  accurate  and  brief. 

Following  the  discussions  and  debate,  each  reference  com- 
mittee prepares  its  report.  This  report  is  presented  to  the  House 
of  Delegates  and  the  House  may  accept,  reject,  modify,  or  refer 
all  or  any  portion  of  the  committee  report. 

Hence,  carefully  considered  new  policy  may  result  from  ac- 
tion taken  now  by  you  and  your  county  medical  society. 

Sincerely, 


James  D.  Murphy,  M.D. 
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DO  NOT  BE  CONFUSED 

THE  TEXAS  MEDICAL  ASSOCIATION 

^ sponsors  and  approves  only  one 

DISABILITY  INCOME  INSURANCE  PROGRAM 


The  application  for  the  T.M.A.  Group  Plan  is  headed: 


Application  to 

LUMBERMENS  MUTUAL  CASUALTY  COMPANY 
for 

TEXAS  MEDICAL  ASSOCIATION 

"TRUE  GROUP"  DISABILITY  INCOME  PROGRAM 


Full  Name  (Please  Print) 
ate  of  Birth 


The  T.M.A.  Policy  reads: 


iasa:  iasajlvsa;  i.vsa:  lvs/i  lvsa 


LUMBERMENS  MUTUAL  CASUALTY  COMPANY 

(A  MUTUAL  INSURANCE  COMPANY,  HEREIN  CALLED  THE  COMPANY) 

MUTUAL  INSURANCE  BUILDING 
CHICAGO  40 

Having  issued  Group  Policy  No.  PI 2240,  insuring  Members  of  the 


exas  Medical_ A ssociation 

If  in  doubt  about  your  policy,  check  it  with  the  above  facsimile 


PLANS  LABELED  — 

For  Members  of  the  Association. 

For  Doctors  only. 

For  Members  of  County  Medical  Societies. 
Are  not  to  be  confused  with  the  T.M.A.  Plan. 


CHARLES  O.  FINLEY  & COMPANY 

Administrator 

TEXAS  MEDICAL  ASSOCIATION 
Group  Disability  Income  Program 

1905  N.  Lamar  Blvd.  Austin,  Texas 
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The  Dysacromelias 


Archie  A.  Leder,  M.D.,  and  R.  Frederick  Gregory,  M.D. 


In  this  comprehensive  review  of  dysacromelia, 
the  clinical  characteristics  are  described  and 
emphasis  is  given  to  early  recognition. 

f ~|  IN  1889  GOURAND  reported  a 
revien^rticles  case  of  a 50-year-old  man  who  had 
extremely  large  hands  and  feet 
and  cylindrical  enlargement  of 
his  legs  and  forearms.1  Severe  clubbing, 
excessive  perspiration,  acne,  and  thickened, 
wrinkled,  greasy  facial  skin  were  noted. 
The  diagnosis  was  acromegaly,  and  the  pa- 
tient subsequently  was  seen  by  Marie,2 
who  had  described  acromegaly  three  years 
previously.  Marie  recognized  that  the  pa- 
tient did  not  have  acromegaly,  but  an  en- 
tirely different  disorder.  He  reported  the 
case  in  1890  in  the  classic  article,  “De  1’ 
Osteo-arthropathie,  Hypertrophiante  Pneu- 
mique,”2  which  focused  attention  on  the 
acral  manifestations  of  pulmonary  disease. 
It  matters  little  that  Gourand’s  patient  did 
not  have  his  acral  changes  secondary  to 
pulmonary  disease.3  That  such  changes 
could  occur  with  pulmonary  disease  was 
corroborated  by  Bamberger  in  1891. 4 

Other  case  reports  followed.  In  1915 
Locke  collected  144  cases  of  hypertrophic 
osteoarthropathy.5  Pulmonary  disease  ac- 
counted for  75  percent.  One  of  Locke’s  pa- 
tients, a 32-year-old  man,  had  bronchogenic 
carcinoma  and  arthralgia  for  19  months 
prior  to  the  onset  of  pulmonary  symptoms. 

The  importance  of  acral  changes  in  the 
early  diagnosis  of  pulmonary  malignancy 
was  not  stressed,  possibly  because  the  early 
diagnosis  of  lung  cancer  was  of  academic 
interest.  This  situation  changed  in  1933 
when  Graham  and  Singer  reported  the  first 
successful  pneumonectomy.6 

In  1937  Craig  reported  four  patients  who 


developed  arthralgia  and  acral  enlargement 
as  the  initial  manifestation  of  pulmonary 
neoplasm.7  He  stressed  the  diagnostic  im- 
portance of  these  findings:  “.  . . investiga- 
tion of  the  lungs  should  not  be  overlooked 
in  patients  with  ‘rheumatism’  or  with 
changes  in  the  joints  appearing  without 
known  cause,  as  well  as  in  those  with  ac- 
romegaly . . . These  changes  . . . may  ap- 
pear before  any  other  clinical  sign.  They 
will,  if  recognized,  lead  to  an  earlier  diag- 
nosis and  treatment  of  the  underlying 
condition.” 

In  1957  Hammarsten  and  O’Leary  report- 
ed 22  patients  with  osteoarthropathy  and 
pulmonary  disease.8  Twenty  patients  had 
malignancy  of  the  lung,  one  had  an  infect- 
ed pulmonary  infarction  and  one  had  pul- 
monary fibrosis.  Eight  patients  had  joint 
symptoms  without  chest  symptoms.  The 
duration  of  joint  symptoms  before  admis- 
sion varied  from  6 to  36  months.  Nine  other 
patients  had  joint  symptoms  preceding  chest 
symptoms  by  1 to  57  months.  Only  three 
patients  were  correctly  diagnosed  after  the 
first  complete  examination,  and  many  were 
seen  by  numerous  physicians  before  the 
correct  diagnosis  was  made. 

Unfortunately,  cases  of  osteoarthropathy 
secondary  to  pulmonary  neoplasm  continue 
to  be  misdiagnosed,  and  thus  an  opportu- 
nity for  early  recognition  and  treatment 
is  lost.  Clubbing  of  the  digits,  primary 
hypertrophic  osteoarthropathy,  and  second- 
ary hypertrophic  osteoarthropathy  are  three 
related  disorders  that  have  been  grouped 
under  the  general  term,  “dysacromelias.” 
The  presence  of  any  one  of  these  three  dis- 
orders should  suggest  underlying  disease 
and  stimulate  diagnostic  efforts  to  uncover 
the  responsible  disorder.  A review  of  the 
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dysacromelias  is  presented  and  the  impor- 
tance of  these  changes  in  the  early  recog- 
nition of  cryptic  disease  is  stressed. 

Clubbing 

Simple  clubbing  is  an  isolated  disorder 
of  the  digits  that  begins  with  soft-tissue 
overgrowth  at  the  base  of  the  nail.  This 
overgrowth  raises  the  base  of  the  nail  so 
that  the  normal  angle  between  nail  and 
skin  is  lost.  In  profile,  the  nail  and  skin 
form  a smooth,  gentle  curve.  The  nail  rides 
on  this  soft  tissue,  producing  a softness  or 
give  when  pressure  is  applied.  As  the  proc- 
ess progresses,  the  nail  develops  more  curva- 
ture and  the  soft-tissue  overgrowth  in- 
creases until  the  entire  distal  digit  is 
enlarged,  distorting  the  normal  symmetry 
of  the  finger.  This  enlargement  may  pro- 
duce an  olive-shaped,  drumstick  finger  or 
a clubbed,  onion-shaped  digit.  The  changes 
are  usually  symmetrical ; however,  asym- 
metrical clubbing  may  be  seen  with  sys- 
temic disease.9  Unilateral  clubbing  should 
suggest  a localized  lesion  such  as  axillary 
tumor,  Pancoast  tumor,  vascular  lesion  of 
the  extremity,  median  nerve  injury,  or  sub- 
luxation of  the  shoulder.  Clubbing  of  a sin- 
gle digit  may  appear  as  an  idiopathic  dis- 
order or  as  a result  of  median  nerve  injury, 
local  trauma,  felons,  tophaceous  gout,  or 
sarcoidosis.9  Isolated  clubbing  usually  is  an 
asymptomatic  disorder  and  the  patient 
may  be  unaware  of  the  changes. 

The  characteristic  appearance  of  clubbed 
fingers  is  due  to  an  increased  amount  of 
connective  tissue  in  the  distal  segment. 
This  overgrowth  is  present  in  all  types  of 
clubbing,  and  is  greatest  between  the  nail 
and  the  dorsum  of  the  terminal  phalanx. 
An  increased  volume  of  blood  and  dilated 
venous  plexuses  are  found  only  in  clubbing 
due  to  congenital  heart  disease.10  These 
cardiac  patients  have  a greater  distal  blood 
flow  after  body  heating  and  are  less  re- 
sponsive to  cold  exposure.11  This  differ- 
ence in  blood  volume  and  venous  plexus 
size  can  be  demonstrated  by  elevating  and 
wrapping  the  fingers.  A greater  decrease 
in  size  occurs  in  clubbed  fingers  secondary 
to  congenital  cardiac  disease,  although  both 
groups  retain  the  characteristic  clubbed 
appearance. 

Wierman  and  others  reported  clubbing  to 
be  most  often  associated  with  nonmalignant 
disorders  of  the  chest.12  Coury  found  res- 
piratory disease  in  80  percent  of  patients 
with  simple  clubbing.9  The  majority  of  the 


respiratory  disorders  were  nonmalignant. 
Cancer  was  responsible  for  20  percent  of  the 
total  number. 

Extrathoracic  disorders  such  as  cyanotic 
congenital  heart  disease,  cirrhosis,  chronic 
diarrhea,  and  subacute  bacterial  endocardi- 
tis made  up  10  to  15  percent  while  the  idio- 
pathic or  familial  form  was  found  in  5 to  10 
percent. 

Branwood  listed  31  different  diseases  that 
have  been  reported  associated  with  club- 
bing.13 

Hypertrophic  Osteoarthropathy 

Hypertrophic  osteoarthropathy  is  a pri- 
mary or  secondary  disorder  consisting  of 
clubbed  digits,  arthralgia,  periosteal  over- 
growth, thickening  of  the  skin,  and  enlarge- 
ment of  the  hands,  feet,  forearms,  and  legs. 
Gynecomastia  is  present  in  a minority  of  the 
cases.9 

Clubbing  associated  with  osteoarthropa- 
thy does  not  differ  in  appearance  from  the 
type  seen  as  an  isolated  disorder.  The  dif- 
ferentiation of  the  two  disorders  depends 
upon  the  presence  or  absence  of  the  other 
characteristic  features  of  osteoarthropathy. 
Clubbing  may  precede  or  follow  the  other 
manifestations  of  osteoarthropathy.11 

Arthralgia  is  an  early  feature  of  osteo- 
arthropathy, and  may  precede  the  other 
manifestations.8  The  pain  may  be  severe 
enough  to  require  narcotics.  The  presence  of 
severe  pain  should  suggest  underlying  ma- 
lignancy, since  primary  osteoarthropathy 
and  osteoarthropathy  secondary  to  nonma- 
lignant diseases  produce  mild  to  moderate 
pain.8’ 15  The  pain  is  usually  aggravated  by 
motion  of  the  joints.  Some  patients  note  in- 
creased severity  of  pain  with  dependency 
and  relief  of  pain  with  elevation  of  the 
joints.  Periarticular  swelling  may  be  pres- 
ent, and  patients  occasionally  have  joint 
effusion.  Unfortunately,  the  arthralgia  is 
frequently  mistaken  for  rheumatoid  arthri- 
tis. However,  the  clinical  picture  is  not  typi- 
cal of  rheumatoid  arthritis  or  osteoarthritis. 
For  this  reason,  all  patients  with  atypical 
joint  pain  should  have  a complete  chest 
examination  including  roentgenographic 
studies. 

Periosteal  overgrowth  with  bilateral  in- 
volvement of  the  long  bones  is  the  most 
helpful  finding  in  documenting  the  diagno- 
sis of  osteoarthropathy.  Periosteal  changes 
may  be  present  in  the  absence  of  club- 
bing.8- 16  Rasmussen  reported  a case  in 
which  clubbing  developed  one  year  after  the 
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other  manifestations  of  osteoarthropathy.17 
Pain  and  tenderness  over  the  bones  of  the 
forearm  and  legs  should  suggest  periostitis. 
Ginsberg  reported  18  cases  in  which  the 
periostea]  changes  in  the  lower  extremities 
were  greater  than  those  in  the  upper  ex- 
tremities.18 Coury  found  approximately  the 
same  involvement  in  the  radius  and  ulna  as 
in  the  tibia  and  fibula.9  He  found  the  fre- 
quency of  involvement  (in  decreasing  or- 
der) to  be  radius  and  ulna,  tibia  and  fibula, 
proximal  phalanges,  femora,  metacarpals, 
metatarsals,  humerus,  and  pelvis.  The  skull 
is  rarely  involved.  The  bone  changes  consist 
of  periosteal  new  bone  formation,  with  con- 
version of  cancellous  new  bone  into  a com- 
pact outer  sheath  and  rarefaction  of  the 
outer  layers  of  the  original  cortex  with  a 
layer  of  fatty  marrow  in  between,  giving  a 
clear  zone.  This  produces  a fine,  laminated 
sheath  of  new  bone,  the  so-called  “onion- 
skin” effect.  Later,  fusion  may  take  place  in 
many  areas,  and  the  distinction  between 
old  and  new  bone  is  lost.16  This  is  most 
pronounced  when  the  changes  have  been 
present  for  many  years,  such  as  in  the  pri- 
mary form  of  osteoarthropathy. 

Soft-tissue  overgrowth  of  the  hands,  feet, 
forearms,  and  legs  produces  a cylindrical 
distal  extremity  that  is  distinctive  in  ap- 
pearance. This  new  tissue  growth  is  com- 
posed of  collagenous  bundles  supplied  by 
many  thick-walled  blood  vessels.3’ 19  This 
tissue  envelops  tendons,  bones,  and  joints, 
and  usually  precedes  the  periosteal  changes. 
The  soft-tissue  overgrowth  may  occasionally 
be  accompanied  by  pitting  edema.  The  cause 
for  this  is  unknown. 

An  increase  in  the  blood  flow  to  the  ex- 
tremity occurs  predominantly  in  the  bone 
and  connective  tissue  rather  than  the  skin  or 
muscle.19  Increased  vascular  branches  to 
the  bone  have  been  demonstrated  by  arteri- 
ography, and  increased  blood  flow  is  demon- 
strable with  the  finding  of  warmth  and 
erythema  of  the  distal  extremities. 

Thickened,  wrinkled  skin  primarily  in- 
volves the  scalp  and  face.  Furrowed  brow, 
deep  nasolabial  folds,  and  enlargement  of 
the  nose  leads  to  a remarkable  facial  simi- 
larity among  these  patients.  Some  may  be 
thought  to  have  acromegaly.  Hammarsten 
reported  a series  of  22  patients  with  osteo- 
arthropathy, 8 of  whom  were  said  to  be 
“acromegaloid.”8 

Coury  states  that  gynecomastia  occurs  in 
approximately  5 percent  of  the  dysacrome- 
lias.9  The  enlargement  is  usually  bilateral 


but  may  be  asymmetrical.  Gynecomastia  in 
the  presence  of  hypertrophic  osteoarthropa- 
thy should  suggest  an  intrathoracic  malig- 
nancy. Gynecomastia  may  develop  with 
pulmonary  malignancies  in  the  absence  of 
hypertrophic  osteoarthropathy.20  Breast 
changes  may  be  an  unrelated  extrathoracic 
manifestation  of  pulmonary  malignancy.  Un- 
til more  data  are  available,  it  would  be  wise 
not  to  include  gynecomastia  as  a manifesta- 
tion of  the  dysacromelias. 

Ninety  percent  of  the  cases  of  secondary 
hypertrophic  osteoarthropathy  are  due  to 
pulmonary  and  pleural  neoplasms.9  Lympho- 
mas, mediastinal  tumors,  and  benign  growths 
account  for  5 percent,  and  another  5 percent 
are  due  to  infectious  chest  diseases,  extra- 
thoracic  disease  (idiopathic  form),  and  a 
variety  of  other  disorders. 

Osteoarthropathy  may  appear  in  associa- 
tion with  coexistent  or  treated  hyperthy- 
roidism, pretibial  myxedema,  and  exophthal- 
mos. A peculiar  “bubble  appearance”  has 
been  described  in  the  new  bone  growth  that 
characterizes  the  osteoarthropathy  seen  in 
conjunction  with  this  disorder.21- 22  Lovell 
and  Scott,  in  1956,  reported  a case  associated 
with  polyarteritis.23  A patient  with  tetralogy 
of  Fallot  had  acral  enlargement  that  de- 
creased within  six  weeks  following  a Blalock 
operation.24  Daily  and  others,  in  1962, 25  and 
Williams  and  associates,  in  1963, 26  reported 
patients  with  osteoarthropathy  in  the  lower 
extremities  secondary  to  patent  ductus  arter- 
iosus with  pulmonary  hypertension  and  right- 
to-left  shunt.  Non  tropical  sprue,27  chronic 
myelogenous  leukemia,27  and  various  forms 
of  nonpulmonary  carcinoma28'30  associated 
with  osteoarthropathy  have  been  reported. 
Aufses  and  Aufses,  in  1960,  reviewed  the 
literature  and  found  28  cases  of  osteoarthro- 
pathy associated  with  extrathoracic  malig- 
nancies and  pulmonary  metastasis.31  They 
added  another  case  of  their  own,  and  noted 
that  18  of  the  total  29  malignancies  were 
sarcomas. 

The  primary  or  idiopathic  form  of  hyper- 
trophic osteoarthropathy  is  frequently  called 
pachydermoperiostosis,  but  26  terms  have 
been  attached  to  this  disorder.3 

This  idiopathic  form  usually  begins  in  a 
man  during  the  second  decade  of  life.  The 
patient  notices  clubbing  of  the  digits  fol- 
lowed by  enlargement  of  the  hands,  feet, 
forearms,  and  legs.  Periosteal  overgrowth 
develops  and  the  skin  coarsens.  The  fore- 
head is  frequently  wrinkled  and  the  naso- 
labial folds  deepen.  Cutis  verticis  gyrata,  or 
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“bulldog  scalp”  may  develop.  The  facial  skin 
becomes  greasy,  acne  may  appear,  and  the 
nose  enlarges.  Excessive  perspiration  is  fre- 
quently present.  Patients  may  have  diffi- 
culty with  reproduction.  The  cause  of  this 
difficulty  remains  unknown.  One  patient 
was  found  to  have  “an  abundance  of  actively 
motile  spermatozoa.”32  The  end  result  of 
this  disorder  is  an  ugly,  clumsy,  sweating, 
usually  sterile  man  who  has  normal  longevi- 
ty and  little  pain. 

There  is  a strong  familial  incidence  with 
some  reports  of  consanguinity.3  The  prepon- 
derance of  men  affected  would  suggest  a 
sex-linked  disorder;  however,  transmission 
from  father  to  son  has  been  reported,  thus 
ruling  out  a simple  X-linked  recessive  dis- 
order.33’ 34  A sex-influenced  autosomal  trait 
is  possible.  Twelve  women  have  been  report- 
ed, and  the  disorder  has  been  described  in 
Negroes.  Karyotyping  to  study  the  possibili- 
ty of  some  chromosomal  anomaly  has  not 
been  reported. 

The  primary  form  of  osteoarthropathy 
(pachydermoperiostosis)  cannot  be  differ- 
entiated from  the  secondary  form  except  by 
the  clinical  course  and  the  presence  or  ab- 
sence of  a primary  lesion.  The  skin  and  bone 
changes  usually  are  more  pronounced  in  the 
idiopathic  form,  but  this  probably  is  related 
to  the  earlier  onset  and  greater  life  span.  It 
would  seem  wise  to  discard  the  term  pachy- 
dermoperiostosis for  cases  which  begin  early 
in  life  and  have  no  underlying  disease.  If 
underlying  disease  is  present,  the  condition 
is  termed  secondary  hypertrophic  osteoar- 
thropathy. It  should  be  stressed  that  the 
physical  appearance  alone  does  not  permit 
differentiation  between  the  primary  and 
secondary  type. 

Pathogenesis 

The  pathogenesis  of  clubbing  and  hyper- 
trophic osteoarthropathy  remains  a perplex- 
ing enigma.  Although  hypertrophic  osteoar- 
thropathy occurs  in  dogs,  rabbits,  horses, 
sheep,  lions,35'39  and  other  wild  and  domestic 
animals,  the  experimental  production  of 
osteoarthropathy  has  been  limited  to  anasto- 
mosing the  left  pulmonary  artery  to  the  left 
atrium.40  This  might  suggest  that  the 
changes  are  secondary  to  some  substance 
ordinarily  altered  by  the  lungs  but  shunted 
to  the  arterial  circulation. 

Hall  suggested  that  clubbing  may  be  re- 
lated to  reduced  ferritin  passing  through 
pulmonary  arteriovenous  shunts  instead  of 
being  oxidized  in  normal  lung  tissue.41* 42 


Doyle  thinks  that  bronchial  artery-pulmo- 
nary artery  shunts  allow  ejection  of  systemic 
blood  into  lower  pressure  vessels,  stimula- 
ting retention  of  water  and  extracellular 
sodium  through  an  inappropriate  antidiuret- 
ic hormone  or  similar  mechanism.43  Hall  has 
pointed  out  that  ferritin  is  a potent  anti- 
diuretic agent,  and  there  is  suggestive  evi- 
dence of  an  increased  antidiuretic  hormone 
state  in  idiopathic  hypertrophic  osteoarthro- 
pathy.32 It  is  likely  that  blood  is  shunted 
through  arteriovenous  anastomoses  in  the 
palms  and  fingers ; this  might  explain  the 
development  of  clubbing,  but  it  cannot  ex- 
plain the  features  of  osteoarthropathy. 

Ginsburg  and  Brown  found  mean  estro- 
gen excretion  in  men  with  secondary  osteo- 
arthropathy to  be  more  than  twice  that  of 
healthy  men.44  These  levels  fell  to  normal  in 
three  to  four  weeks  after  surgery.  Conjuga- 
tion and  inactivation  of  estrogen  were  found 
to  be  normal,  demonstrating  that  the  in- 
creased levels  were  secondary  to  increased 
production.  Excretion  of  estrogen  was  nor- 
mal in  patients  with  bronchogenic  carci- 
noma and  clubbing  without  osteoarthropa- 
thy. Patients  with  idiopathic  clubbing  or 
clubbing  secondary  to  steatorrhea  had  nor- 
mal estrogen  excretion.  The  increased  excre- 
tion seemed  to  be  related  to  periostitis  of 
long  bones.  There  was  no  correlation  be- 
tween gynecomastia  and  the  levels  of  estro- 
gen excretion. 

Holling  and  associates  tested  the  hormon- 
al theory  by  instituting  cross-circulation  for 
90  minutes  between  the  limbs  of  a normal 
and  an  affected  dog.11’  They  found  no  change 
in  the  circulation  of  either  limb  and  con- 
cluded that  a hormonal  factor  was  unlikely. 
They  were  unable  to  find  significant  venoar- 
terial shunts  in  the  pulmonary  circulation. 

In  both  man  and  dog,  regression  of  osteo- 
arthropathy has  followed  removal  of  the 
primary  lung  lesion,  exploratory  thoracoto- 
my, or  unilateral  vagotomy.19  That  reduc- 
tion in  blood  flow  is  not  accomplished  by 
full  atropinization  suggests  that  vagotomy 
acts  by  interruption  of  the  afferent  fibers. 
This  has  led  to  speculation  that  the  patho- 
genesis is  related  to  some  nervous  effect, 
perhaps  mediated  through  the  afferent  limb 
of  the  vagus  nerve.  In  dogs,  the  blood  flow 
to  the  extremities  may  lessen  as  the  chest 
wall  is  incised.  Holman  noted  relief  of  pain 
and  swelling  after  division  of  the  second 
through  the  seventh  intercostal  nerves.45  Di- 
vision of  the  pulmonary  artery46  and  hilar 
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Fig.  1.  Outline  of  the  dysacromelias. 


dissection  ‘7  have  been  reported  to  produce 
relief  of  joint  pain. 

Following  surgery,  joint  symptoms  usual- 
ly clear  in  a matter  of  hours.  In  a few  days, 
the  hands  and  feet  lose  their  warmth  and 
decrease  in  size,  and  joint  swelling  subsides. 
Clubbing  and  thickened  facial  skin  subside 
in  a few  weeks.  New  bone  growth  regresses 
in  two  to  four  months.48  Gynecomastia  may 
also  subside  following  surgery.49 

Regression  of  osteoarthropathy  may  occur 
even  if  the  primary  tumor  is  not  completely 
removed.45-47  Palliative  surgery  may  there- 
fore be  attempted  in  those  patients  with  se- 
vere joint  pain.  Relief  of  pain  is  most  likely 
to  follow  surgery  if  vagotomy  is  per- 
formed. 1 Remission  of  osteoarthropathy 
may  follow  chemotherapy  or  irradiation  of 
the  chest  lesion.  Adrenocorticosteroids  fre- 
quently give  symptomatic  relief  of  pain  and 
tenderness  in  the  extremities.  Osteoarthro- 
pathy may  or  may  not  reappear  if  metas- 
tasis or  local  recurrence  develops.49 

Clubbing  and  hypertrophic  osteoarthropa- 
thy are  grouped  together  under  the  general 
term  “dysacromelias”  because  this  is  helpful 
in  stressing  the  clinical  similarity  and  sig- 
nificance of  these  disorders  (Fig.  1).  It  is  not 
possible,  however,  to  find  a common  factor 
responsible  for  the  changes.  The  dysacro- 


melias usually  develop  in  response  to  pulmo- 
nary disease,  although  only  a small  minority 
of  patients  with  pulmonary  disease  develop 
these  changes. 

This  suggests  that  the  changes  might  oc- 
cur as  part  of  a congenital  disorder.  If  ex- 
pression is  strong,  the  changes  occur  un- 
related to  precipitating  disease  resulting  in 
idiopathic  clubbing  or  primary  hypertrophic 
osteoarthropathy.  In  other  patients,  the  ex- 
pression is  weak  and  the  changes  develop 
only  when  certain  disease  states  supervene. 
Families  have  been  reported  with  both  idio- 
pathic and  secondary  clubbing  and  hyper- 
trophic osteoarthropathy.50  This  lends  sup- 
port to  the  theory  that  secondary  dysacro- 
melias develop  only  in  certain  disease  states 
when  an  inherited  predisposition  is  present. 

Summary 

The  clinical  characteristics  of  dysacrome- 
lia  are  discussed  and  the  importance  of  this 
syndrome  in  the  early  recognition  of  cryptic 
disease  is  stressed. 

Primary  and  secondary  hypertrophic  os- 
teoarthropathy cannot  be  differentiated  by 
the  physical  appearance  of  the  patient.  Dif- 
ferentiation is  based  upon  the  presence  or 
absence  of  underlying  disease  and  upon  the 
clinical  history.  The  term  “pachydermoperi- 
ostosis” is  misleading  and  should  be  dis- 
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carded.  Isolated  clubbing  is  differentiated 
from  clubbing  of  hypertrophic  osteoarthro- 
pathy by  the  presence  or  absence  of  the 
other  features  of  osteoarthropathy.  Isolated 
clubbing  usually  indicates  the  presence  of  a 
benign  pulmonary  disease.  Secondary  hyper- 
trophic osteoarthropathy  is  usually  associ- 
ated with  an  intrathoraeic  malignancy. 

The  pathogenesis  of  these  conditions  is 
unknown.  Present  knowledge  would  suggest 
some  neurogenic  mechanism.  This  may  be  an 
inherited  group  of  disorders  with  variable 
degrees  of  expression.  Some  patients  will 
have  clubbing  or  osteoarthropathy  without 
underlying  disease,  and  others  demonstrate 
changes  only  after  the  onset  of  certain  dis- 
ease states. 

The  features  of  secondary  hypertrophic 
osteoarthropathy  may  regress  if  the  under- 
lying disease  does  or  if  vagotomy  is  accom- 
plished. 
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A Different  Classification:  Reticuloendothelial 
System  Proliferative  Disorders 


George  J.  Race,  M.D.;  M.  Clifton  Perry,  M.D.;  and  Wilson  Weatherford,  M.D. 


The  authors  propose  a new  classification  sys- 
tem of  reticuloendothelial  disorders  that  is 
of  practical  use.  Truly  neoplastic  disorders 
are  separated  from  those  which  are  benign 
or  atypical  hyperplasias. 

r H GROUPS  OF  lymphoproliferative 
r e viewartic L e s disorders  and  granuloproliferative 
disorders  are  now  accepted.  How- 
• ever,  the  subjects  of  reticuloendo- 
theliosis  and  histiocytosis — the  monoprolif- 
erative  disorders— remain  confused.  The  fol- 
lowing- simplified  classification  is  based  on 
four  predominant  features : presence  of  true 
i eticuloendothelial  neoplasia,  presence  of 
atypical  reticuloendothelial  hyperplasia, 
presence  of  benign  reactive  reticuloendotheli- 
al hypei  plasia,  and  evidence  of  the  phenome- 
non of  histiocytic  reticuloendothelial  hyper- 
plasia with  storage  of  abnormal  metabolic 
by-pi  oducts  by  apparent  phagocytosis. 

Classification 

1.  Neoplastic  reticuloendothelial  disease 

a.  Reticulum  cell  sarcoma 

b.  Mycosis  fungoides 

c.  Hodgkin’s  disease 

d.  Monocytic  leukemia,  Schilling  type 

2.  Atypical  reticuloendothelial  hyperplasia 

a.  Letterer-Siwe  disease.1- 2- 3 — A child- 
hood disease,  this  disorder  is  generally 
characterized  by  proliferation  of  mono- 
cytic type  cells  in  bone  marrow,  lymph 
nodes,  liver,  and  spleen.  The  disease  usual- 
ly results  in  the  death  of  a child  by  the 
age  of  two  years.  The  cause  of  death  is 


often  due  to  agranulocytosis  or  purpura 
with  massive  hemorrhage. 

b.  Histiocytic  medullary  reticulosis.4 

This  disease  is  frequent  in  adults  and 
is  characterized  by  a monoproliferative 
process  in  liver,  spleen,  lymph  nodes,  and 
bone  marrow  with  associated  circulating 
abnormal  monocytes. 

c.  Sezary  syndrome.5 — A cutaneous  retic- 
uloendothelial disorder,  this  is  associated 
with  peripheral  blood  circulation  of  ab- 
normal mononuclear  cells  and  lymphade- 
nopathy. 

d.  Atypical  reticulum  cell  hyperplasias. 

These  disorders  indicate  abnormal  growth 
of  reticulum  cells  usually  in  lymph  nodes 
but  also  in  other  organs  such  as  skin 
(Spiegler-Fendt  sarcoid),  and  they  may 
pi  ecede  the  development  of  a full-blown 
malignant  reticulum  cell  sarcoma. 

e.  Eosinophilic  granuloma.1- 2- 3 — This  dis- 
ease frequently  is  seen  in  young  chil- 
dren and  involves  localized  lesions  in  bone 
associated  with  proliferation  of  reticulo- 
endothelial cells  and  eosinophils.  Its  in- 
flammatory component  has  caused  some 
authors  to  consider  it  to  be  secondary  to 
a low-grade  allergy  or  infection.20- 21 
Most  authors  agree  that  it  is  a true  retic- 
uloendotheliosis  of  a benign  but  unusual 
type.2- 3-  20> 21  Eosinophilic  granuloma  may 
sometimes  contain  phagocytized  choles- 
terol. 

f.  Basophilic  granuloma.6 — This  is  known 
as  systemic  mastocytosis  but  also  has 
reticuloendothelial  proliferation.  This  dis- 
order is  primarily  a proliferation  of  mast 
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cells,  but  reticuloendothelial  cells  partici- 
pate to  a much  lesser  degree, 

g.  Hypersplenism  syndrome  s. — These 
syndromes  include  hypersplenic  reticulo- 
endothelial hyperplasia  associated  with 
peripheral  blood-formed  element  changes. 

3.  Benign  reactive  reticuloendothelial  hyper- 
plasias 

a.  Drug  induced  (Diphenylhydantoin) 

b.  Infectious  origin,  acute  and  chronic 
lymphadenitis 

4.  Reticuloendothelial  disorders  associated 
with  storage  of  metabolic  or  exogenous 
by-products 

a.  Hand-Schuller-Christian  disease.1’ 2’  3 — 
A complex  disorder,  it  is  frequently  seen 
in  young  children  and  is  associated  with 
storage  of  cholesterol  in  reticuloendotheli- 
al cells  of  bone  marrow,  lymph  nodes, 
liver,  spleen,  and  other  organs.  A fibrotic 
component  destroys  normal  tissue  and 
may  produce  a myelophthisic  bone  mar- 
row syndrome. 

b.  Gaucher’s  disease.7 — This  is  a true 
metabolic  error  in  which  kerasin,  other 
glucosiderocerebrosides,7  and  occasionally 
ceramidlactosides15  are  synthesized  and 
subsequently  stored  in  reticuloendothelial 
cells  of  liver,  spleen,  lymph  nodes,  and 
bone  marrow.  Gaucher’s  disease  generally 
affects  young  children.  Their  survival 
may  depend  on  the  degree  of  myeloph- 
thisic involvement  of  bone  marrow.  How- 
ever, cases  of  survival  to  adulthood  have 
been  recorded. 

c.  Niemann-Pick  disease.3 — This  reticu- 
loendotheliosis  is  characterized  by  the 
production  of  an  abnormal  phospholipid 
which  is  sphingomyelin.  Also,  cholesterol 
is  occasionally  present.16  This  disease  is 
frequently  seen  in  Jewish  children  and 
produces  a very  large  spleen  and  liver, 
often  leading  to  death  at  about  the  age  of 
two  years. 

d.  Lipogranulomatosis  (of  Farber).8 — 
Generally,  this  is  a less  severe  disease 
than  Niemann-Pick  disease  with  a depo- 
sition of  a lipoglycoprotein  in  reticuloen- 
dothelial cells,  particularly  in  lymph 
nodes,  but  also  possible  in  other  organs 
such  as  liver,  spleen,  and  bone  marrow. 
Many  children  with  this  disease  survive, 
and  their  disease  is  misdiagnosed  as  Nie- 
mann-Pick disease  or  as  Hand-Schuller- 
Christian  disease. 

e.  Multicentric  reticulohistiocytosis.9 — 


This  disease  is  also  known  as  lipoid  der- 
mato-arthritis.  The  arthritis  is  usually 
symmetrical  and  may  mimic  rheumatoid 
arthritis  although  no  immunologic  defect 
has  been  demonstrated.  Histopathologic 
features  are  similar  to  Letterer-Siwe  dis- 
ease, eosinophilic  granulomas,  and  Hand- 
Schuller-Christian  disease. 

f.  Lipochondrodystrophy  (gargoylism, 
Hunter’s  disease,  Hurler’s  disease.10’ 11 — 
This  disorder  is  usually  thought  of  pri- 
marily as  one  of  bone  and  cartilage,  which 
are  certainly  affected,  with  characteristic 
facies  and  bony  malformations.  However, 
the  essential  metabolic  error  is  storage  of 
an  acid  mucopolysaccharide  or  monosial- 
oganglioside17  within  reticuloendothelial 
cells,  which  accumulates  particularly  in 
bone  but  also  in  reticuloendothelial  tis- 
sues of  lymph  nodes,  spleen,  and  liver. 
Morquio-Ullrich’s  disease  is  similar.11 

g.  Familial  neurovisceral  lipidosis.18 — 
This  disease  has  the  features  of  Niemann- 
Pick  disease  pathologically  and  has  been 
called  Tay-Sachs  disease  with  visceral  in- 
volvement or  pseudo-Hurler’s  disease. 
Familial  neurovisceral  lipidosis  produces 
bony  deformities,  mental  deficiency,  hep- 
atosplenomegaly,  and  renal  lesions  due  to 
storage  of  a glycolipid  which  is  different 
from  that  synthesized  in  other  storage 
disorders. 

h.  Fabry’s  disease12  (angiokeratoma  cor- 
poris diffusum  universale.)— T h i s has 
been  recognized  for  67  years  as  angioker- 
atoma corporis  diffusum  universale  with 
angiomatous  type  skin  lesions  including 
deposits  of  histiocytes.  More  recently  Be- 
thune  and  others12  have  pointed  out  that 
this  disease  is  a systemic  disorder  of  me- 
tabolism with  storage  of  a phospholipid 
which  is  a diamino-phosphatide.  Accumu- 
lation particularly  involves  the  renal 
glomeruli,  arteries,  heart,  skin,  histio- 
cytes of  lymph  nodes,  and  other  areas. 

i.  Xanthomas,  primary  or  essential,  with 
storage  of  cholesterol. 

j.  Secondary  lipoidosis  of  spleen  associ- 
ated with  steroid  therapy.14 

k.  Multiple  other  metabolic  disorders. 
These  could  include  cystinosis  (Lignac-de 
Toni-Fanconi  Syndrome),13  ceroid  storage 
disease,19  hemachromatosis,3  possibly  gly- 
cogen-storage disease  (von  Gierke’s  dis- 
ease),3 and  Whipple’s  disease  (intestinal 
lipodystrophy)  ,3  Also,  storage  of  exogen- 
ous substances  should  be  included  where 
the  reticuloendothelial  system  acts  in  a 
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phagocytic  filter  capacity  such  as  in  thor- 
ium dioxide  administration. 

Summary 

A classification  system  is  presented  that 
is  of  practical  usefulness.  Those  reticuloen- 
dothelial proliferative  disorders  which  are 
truly  neoplastic  are  separated  from  those 
which  are  severe  or  atypical  hyperplasias. 
And  there  is  further  subdivision  into  those 
reticuloendothelioses  which  are  primarily 
associated  with  storage  of  a metabolic  by- 
product. The  term  histiocytosis  X has  been 
deleted  since  it  can  be  applied  as  an  entity 
to  several  of  these  disorders. 

When  further  biochemical  studies  are 
available  the  storage  syndromes  will  be  clas- 
sifiable with  reference  to  the  enzyme  defect 
which  is  responsible  for  the  metabolic  error. 
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Toad  Talk:  With  My  Lineage, 

I Deserve  a Coat  of  Arms 

“We  can  now  say  with  a great  deal  of  confidence  that  toads 
originated  in  South  America,”  said  Dr.  W.  Frank  Blair,  University 
ot  iexas  professor  of  zoology. 

The  12-year  research  represents  a milestone  that  is  expected  to 
seive  as  a ^ reference  point  for  scientists  everywhere  in  the  study  of 
evolution.  ‘Our  primary  interest  is  not  in  toads,  but  in  basic  evolu- 
tionary processes,”  Dr.  Blair  said;  “There  are  still  some  holes  in  the 

place  ”°naiy  hlSt°ry  °f  thlS  group’  but  generally  everything  fits  into 

The  research,  supported  by  the  National  Science  Foundation, 
involved  hybridization  studies,  examination  and  comparison  of  chrom- 
osome numbers,  studies  of  blood  proteins,  analyses  of  poison  exuded 
■v  . tlie  species,  and  vocalization  studies.  Biologists  in  many 
countries  cooperated  in  gathering  and  shipping  toads  to  Dr.  Blair. 

ATT0o  xTPfu  Were  Peace  CorPs  volunteers  in  Africa,  and  members  of 
a US  Navy  medical  unit  stationed  in  Cairo. 
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Apathetic  Hyperthyroidism 

A Type  of  Masked  Thyrotoxicosis 


Philip  C.  Johnson,  M.D.,  and  Michel  E.  Kahil,  M.D. 


Thyrotoxicosis  may  be  present  clinically  in 
many  forms.  The  various  types  of  masked 
thyroid  disease  include  cardiac,  gastroin- 
testinal, osteoporotic,  parkinsonian,  mental, 
menopausal,  and  muscular.  Diagnosis  of  apa- 
thetic thyrotoxicosis  rests  upon  clinical  sus- 
picion from  typical  history  and  physical  find- 
ings and  evidence  of  hyperthyroidism  by  lab- 
oratory tests  other  than  the  BMR,  since  the 
basal  metabolic  rate  usually  is  within  normal 
limits.  Proof  of  validity  of  this  diagnosis  is 
obtained  when  the  patient  responds  to  iodine 
131  therapy. 

r -|  THERE  IS  a desire  and  tendency 
clinical  medicine  in  clinical  medicine  to  separate 

■ specific  diseases  into  subcatego- 
ries because  various  gradations  of 
the  disease  (1)  require  different  therapy, 
(2)  have  a different  prognosis,  (3)  allow  a 
more  rational  teaching  approach,  and  (4) 
remind  the  practicing  physician  of  the  di- 
verse ways  in  which  a disease  may  manifest 
itself.  Usually  the  subdivisions  are  con- 
structed from  points  of  difference  in  the  his- 
tory given  by  the  patient,  in  the  physical 
findings  noted  by  the  physician,  or  in  the 
results  of  laboratory  studies.  In  the  late  19th 
century  Trousseau,  and  later  Marie  and 
Charcot,  subdivided  hyperthyroidism  into 
several  categories  based  on  differences  in 
the  history  and  physical  findings.1  Their 
division  has  stood  the  test  of  time  and  is  still 
commonly  used  in  both  clinical  practice  and 
teaching.  They  noted  that  on  occasion  the 
usual  findings  of  thyrotoxicosis  were 
masked  by  symptoms  which  were  classically 


associated  with  other  diseases.  The  promi- 
nent symptoms  were  so  overwhelming  that 
the  relatively  more  subtle  findings  of  thyro- 
toxicosis were  easily  missed.  They  coined 
the  term  “forme  fruste”  to  describe  the  form 
of  the  disease  in  which  many  of  the  typical 
findings  of  thyrotoxicosis  were  missing,  or 
in  which  the  disease  was  monosymptomatic 
in  that  all  symptoms  were  referable  to  one 
organ  or  system.  Even  though  medicine  has 
progressed  since  that  time,  laboratory  exam- 
ination is  generally  of  no  aid  in  distinguish- 
ing the  various  categories  of  masked  thyro- 
toxicosis, although  laboratory  tests  are  nec- 
essary to  adequately  prove  the  presence  of 
thyrotoxicosis.  In  1924,  Levine  and  Sturgis 
noted  and  described  thyrotoxicosis  masked 
by  cardiac  symptoms.2  Most  thyrotoxic  pa- 
tients show  symptoms  referable  to  the  circu- 
latory system.  As  an  example,  about  80  per- 
cent of  them  have  palpitations  and  tachycar- 
dia.3 Overt  auricular  fibrillation  occurs  in 
as  many  as  19  percent  of  these  patients,  and 
occasionally  appears  without  antecedent 
cardiac  disease.  In  1930,  Hamburger  and 
Lev  described  the  gastrointestinal  mask  of 
hyperthyroidism.1  Although  approximately  8 
percent  of  all  thyrotoxic  patients  have 
diarrhea,  nausea,  and  vomiting,  it  is  ordi- 
narily not  severe  enough  to  obscure  the  oth- 
er symptoms  of  thyrotoxicosis.3  In  some  pa- 
tients, the  major  clinical  finding  is  severe 
diarrhea  or  severe  nausea  and  vomiting, 
which  suggests  primary  gastrointestinal 
disease  rather  than  a thyrotoxic  state.  Hy- 
percalcemia, which  can  occur  in  thyrotoxico- 
sis, is  one  cause  of  pernicious  nausea  or 
vomiting.  The  gastrointestinal  mask  of  thy- 
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roid  disease  may  also  be  manifest  as  abdom- 
inal pain  simulating  gall  bladder  or  liver 
disease,  peptic  ulcer,  or  pancreatitis.  A men- 
tal mask  of  thyrotoxicosis  has  also  been  de- 
scribed.6 About  60  percent  of  thyrotoxic  pa- 
tients complain  of  nervousness  to  some  de- 
gree.3 Characteristically,  the  patient  is  emo- 
tionally labile,  has  insomnia,  and  has  mixed 
euphoria  and  depression.  When  mental 
symptoms  are  out  of  proportion  to  the  re- 
mainder of  the  symptoms,  the  mental  mask 
of  thyrotoxicosis  is  present.  Osteoporosis 
and  periarthritis,  particularly  of  the  shoul- 
ders, may  be  a prominent  finding  in  thyro- 
toxicosis and  may  mask  the  primary  dis- 
ease.5 The  osteoporosis  of  thyrotoxicosis  is 
characterized  by  collapsed  vertebra,  en- 
larged calcium  pool,  increased  urinary  and 
fecal  excretion  of  calcium,  and  occasionally 
hypercalcemia.  Parathyroid  function  seems 
to  be  normal,  although  renal  phosphate  re- 
absorption is  abnormal.  A parkinsonian 
mask  may  be  present  in  thyrotoxicosis.7 
Two-thirds  of  the  thyrotoxic  patients  have 
tremors  and  about  40  percent  are  hyper- 
kinetic, but  it  is  only  occasionally  that  a 
typical  parkinsonian  tremor  is  the  major 
symptom  of  this  disease.  In  addition,  thyro- 
toxicosis has  been  confused  with  menopause 
and  various  muscle  diseases  including  peri- 
odic paralysis,  myasthenia  gravis,  and  myo- 
pathy. 

In  1931  Lahey  first  described  the  apa- 
thetic mask  of  thyrotoxicosis.8- 9 He  sepa- 
rated thyrotoxic  disease  into  activated  and 
apathetic  forms.  He  found  that  apathetic 
patients  usually  are  over  60  years  old,  al- 
though this  condition  has  been  reported  in 
children.10  Exophthalmos  and  the  common 
eye  signs  of  thyrotoxicosis  are  not  usually 
present.  These  patients  are  described  as 
listless  individuals  with  immobile  faces  and 
dulled  eyes.  Unlike  activated  thyrotoxic  pa- 
tients, they  lie  quietly  in  bed  and  are  insen- 
sitive to  activities  in  their  environment.  A 
goiter  may  be  palpable  but  is  ordinarily 
smaller  than  that  found  in  activated  thyro- 
toxicosis. Pulse  rate  is  relatively  slow 
( < 100  per  minute)  and  not  bounding, 
and  pulse  pressure  is  normal.  The  skin  is 
usually  cool  and  dry.  These  patients  tend  to 
die  suddenly  and  unexpectedly.  The  apathet- 
ic mask  has  been  described  as  a depletion 
of  all  body  systems.  The  true  incidence  of 
this  symptom  complex  is  difficult  to  deter- 
mine, since  most  reported  thyroid  series  do 


not  include  this  as  a subdivision.  It  probably 
represents  not  more  than  5 percent  of  all 
thyrotoxic  cases. 

The  following  clinical  case  history  pre- 
sents this  disease  in  its  classic  form. 

Case  Report 

A 73-year-old  man  was  admitted  to  the  hospital 
because  he  had  been  “feeling  badly”  for  one  year. 
He  had  worked  as  a carpenter  and  fisherman,  but 
had  been  unemployed  since  suffering  a “heart  at- 
tack” six  years  earlier.  During  the  previous  year 
his  appetite  had  decreased  and  he  had  lost  about 
50  lb.  This  was  associated  with  muscular  weakness. 
During  the  several  months  prior  to  admission,  he 
noticed  shortness  of  breath  on  exertion.  An  upper 
respiratory  tract  infection  occurred  two  weeks  be- 
fore admission,  with  moderate  amounts  of  sputum 
being  produced. 

Physical  examination  showed  a chronically  ill, 
emaciated  man  who  appeared  older  than  his  stated 
age.  He  weighed  117  lb.;  his  blood  pressure  was 
normal  (110/70  mm.  of  mercury)  and  his  pulse 
rate  was  88  per  minute.  Convergence  of  the  eyes 
was  decreased  and  he  could  not  look  upward.  The 
thyroid  was  palpable  but  not  enlarged  or  nodular. 
The  lungs  were  hyperresonant  without  rales.  The 
cardiac  size  and  rhythm  were  normal.  The  liver 
was  normal  size  and  the  spleen  was  not  palpable. 
Arterial  bruits  were  heard  over  the  carotid  and  fe- 
moral arteries.  The  peripheral  pulses  were  absent. 
A fine  tremor  was  present  in  the  extended  hands 
which  were  dry  and  cool.  Thyrotoxic  nail  changes 
were  not  present.  Extremity  reflexes  were  normal. 

Following  admission,  various  blood  tests  were  per- 
formed. A blood  count  showed  hemoglobin,  16.2  gm. 
per  100  ml.;  hematocrit,  49  percent;  and  white 
blood  cell  count,  11,300,  with  77  percent  neutrophils 
and  20  percent  lymphocytes.  The  blood  urea  nitrogen 
(BUN)  was  elevated  (24  mg.  per  100  ml.).  Elec- 
trolytes including  sodium,  potassium,  and  chloride 
were  normal.  Urinalysis  showed  specific  gravity  of 
1.023.  It  was  negative  for  albumin  and  sugar. 
Multiple  urine  cultures  were  negative.  Alkaline 
phosphatase  was  normal  (5.0  Bodansky  units). 
Serum  calcium  was  9.9  and  serum  phosphorus  was 
4.0  mg.  per  100  ml.  The  total  serum  protein  was 
6.4  gm.  per  100  ml.,  with  an  electrophoretically 
determined  albumin  of  2.9  gm.  per  100  ml.  An  elec- 
troencephalogram showed  diffuse  degenerative 
changes,  and  an  electrocardiogram  showed  T wave 
inversion  in  the  precordial  leads.  No  cytologic  ab- 
normalities were  found  in  multiple  sputum  speci- 
mens. A chest  roentgenogram  showed  emphysema 
and  normal  heart  size.  Barium  enema  and  upper 
gastrointestinal  tract  roentgenograms  showed  a 
hiatus  hernia.  The  intravenous  pyelogram  was 
normal. 

On  admission  the  correct  diagnosis  of  thyrotoxi- 
cosis was  not  obvious  and  was  not  considered  by 
the  attending  physician  or  the  ward  staff;  they 
thought  that  this  patient  had  occult  carcinoma.  How- 
ever, a consultant  noted  the  patient’s  apathy,  fine 
tremor,  and  cool  dry  skin.  He  suggested  thyroid 
tests  to  rule  out  the  possibility  of  apathetic  hyper- 
thyroidism. 


60 


TEXAS  MEDICINE 


Results  of  thyroid  function  studies: 

131I  Uptake  Initial  10  Days  Later  Normal 

% % % 

6 hr.  12  28  5-11 

24  hr.  42  46  10-30 

The  increase  in  the  iodine  131  uptake  was  believed 
to  be  evidence  of  further  clearing  of  the  dye  (Reno- 
grafin-60)  which  had  been  given  for  intravenous 
pyelography  one  week  prior  to  the  first  uptake 
study.  Serum  cholesterol  was  130  mg.  per  100  ml., 
which  is  low.  The  protein-bound  iodine  (PBI)  was 
9.7  pg  per  100  ml.  (normal,  4.8).  The  triiodothy- 
ronine levels,  using  the  resin  absorption  method, 
were  51  pei'cent  and  45  percent  on  two  occasions 
(normal,  28-37  percent).  The  thyroxine  level  was  13 
pg.  per  100  ml.  (12.5  pg.  per  100  ml.  is  equivalent 
to  a PBI  of  8.0).  The  basal  metabolic  rate  (BMR) 
was  -f-11  percent. 

This  patient  was  given  6 me.  of  radioactive  iodine 
131  as  therapy.  He  was  seen  12  weeks  later  at 
which  time  he  had  gained  8 lb.  and  showed  dramatic 
clinical  improvement.  His  response  to  iodine  131 
therapy  proved  the  validity  of  the  diagnosis. 

Discussion 

The  pathophysiology  of  apathetic  thyro- 
toxicosis is  unknown.  Essentially  no  studies 
have  been  undertaken  to  investigate  what 
causes  the  difference  in  symptoms  between 
activated  and  apathetic  thyrotoxicosis.  The- 
oretically there  are  several  possible  causes. 
Many  of  the  signs  and  symptoms  of  activa- 
ted thyrotoxicosis  are  similar  to  the  effects 
produced  by  increased  catecholamine  pro- 
duction. Guanethidine,  which  blocks  cate- 
cholamine release,  will  decrease  or  abolish 
many  of  the  signs  and  symptoms  of  thyro- 
toxicosis including  the  increased  metabolic 
rate.11'12  It  would  seem  theoretically  possi- 
ble that  catecholamine  production  or  the  tis- 
sue response  to  catecholamines  might  be  ab- 
normal in  the  apathetic  patient.  Adrenal 
steroid  metabolism  may  also  play  a role  in 
this  clinical  state.  The  signs  of  thyrotoxico- 
sis associated  with  the  elevated  BMR  do  not 
occur  in  Addison’s  disease.  Therefore,  an 
abnormality  in  hydrocortisone  metabolism 
might  explain  the  apathetic  thyrotoxic  dis- 
ease, since  an  elevated  BMR  cannot  occur  in 
the  absence  of  normal  plasma  glucocorti- 
coids. Although  these  are  both  theoretical 
possibilities  which  would  explain  the  dif- 
ferences in  symptoms  between  apathetic  and 
activated  thyrotoxicosis,  the  actual  cause  is 
still  unknown  and  apathetic  hyperthyroid- 
ism remains  difficult  to  diagnose. 

Even  in  its  classical  form,  apathetic  thy- 
rotoxicosis must  be  diagnosed  on  the  basis 
of  clinical  suspicion  rather  than  history  and 
physical  findings,  since  the  more  common 


symptoms  found  in  activated  thyrotoxicosis 
are  absent.0  Noticeably  absent  are  the  symp- 
toms of  an  increased  BMR,  which  is  the  hall- 
mark of  thyrotoxicosis  and  which  causes  the 
patient  to  prefer  a cold  environment,  sweat 
excessively,  have  an  increased  appetite,  and 
lose  weight.  Also  absent  are  the  symptoms 
associated  with  thyrotoxic  exophthalmos, 
which  include  ocular  muscle  weakness,  bul- 
bar protrusion,  and  upper  eyelid  retraction 
and  lag.  Tending  to  stay  in  bed  most  of  the 
time,  the  apathetic  patient  is  less  active  than 
the  usual  thyrotoxic  patient.  In  fact,  there 
are  only  a few  symptoms  common  to  both 
categories  of  thyrotoxicosis:  weight  loss, 
dyspnea  on  exertion,  cardiac  palpitations, 
muscle  weakness,  and  tiredness.  On  exami- 
nation, the  patient  with  apathetic  thyrotox- 
icosis ordinarily  has  a normal  or  low  pulse 
rate  which  is  in  contrast  to  the  usual  thyro- 
toxic patient  who  has  a high,  full,  and 
bounding  pulse.  In  the  apathetic  patient,  the 
cardiac  apex  is  difficult  to  define.  The  apa- 
thetic patient  has  cool,  dry  skin  instead  of 
the  warm,  moist  skin  which  is  common  in 
activated  thyrotoxicosis.  Ordinarily  the  fine 
tremor  of  thyrotoxicosis  is  not  present. 

It  is  only  with  laboratory  studies  that  we 
are  able  to  prove  the  presence  or  absence  of 
hyperthyroidism  in  this  type  of  patient. 
This  is  possible  because  there  are  no  labora- 
tory differences  between  apathetic  and  ac- 
tivated thyrotoxicosis.  The  only  exception  to 
this  is  the  BMR,  which  ordinarily  will  be 
normal  or  close  to  normal  in  the  apathetic 
patient.  The  iodine  131  uptake,  PBI,  and 
triiodothyronine  all  should  be  in  the  toxic 
range,  but  perhaps  not  quite  as  high  as  is 
seen  in  the  classic  thyrotoxic  patient.  With- 
out the  usual  laboratory  findings  of  thyro- 
toxicosis, there  would  be  no  practical  way 
to  diagnose  apathetic  hyperthyroidism. 

The  final  proof  that  one  is  dealing  with 
the  apathetic  mask  of  hyperthyroidism  al- 
ways rests  on  the  patient’s  response  to  anti- 
thyroid therapy.  The  treatment  of  choice  is 
iodine  131.  A single  oral  dose  of  3-7  me.  is 
used.  These  patients  will  show  an  early  re- 
sponse to  iodine  131  therapy  and  within 
three  months  of  their  treatment,  their  io- 
dine 131  uptake,  plasma  triiodothyronine, 
and  thyroxine  should  be  within  the  normal 
or  hypothyroid  range.  The  PBI  will  ordinar- 
ily take  longer  to  return  to  the  normal 
range.  Clinical  improvement  will  be  asso- 
ciated with  a drop  in  the  BMR,  ordinarily 
well  below  zero  and  perhaps  into  the  hypo- 
thyroid range.  At  this  time,  the  patient  will 
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have  gained  weight  and  muscle  strength.  He 
will  become  physically  and  psychologically 
more  active.  Until  the  patient  responds  to 
treatment,  the  diagnosis  of  apathetic  thy- 
rotoxicosis cannot  be  regarded  as  being 
proven. 
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Next  Month:  Salute  to  Progress 

In  March,  Texas  Medicine  dons  a festive  style  to  help  celebrate 
the  Texas  Medical  Association’s  Centennial  Annual  Session,  May  4-7 
in  Dallas.  Its  specially  designed  cover  will  hint  that  the  articles  within 
are  quite  unlike  the  customary  fare. 

In  a salute  to  progress,  the  influence  of  the  Texas  Medical  Asso- 
ciation and  highlights  of  its  100  annual  sessions  will  be  explored,  as 
will  the  events  and  discoveries  which  helped  to  shape  medicine’s 
specialties.  Also  in  March,  Texas  Medicine  will  bring  you  the  Centen- 
nial Annual  Session  Program  and  details  of  events— unveiling  of  a 
commemorative  painting,  special  concert  by  the  Dallas  Symphony 
Oi  chestra,  recognition  of  13  outstanding  TMA  past  presidents,  spe- 
cial medical  editions  of  newspapers,  and  radio  programs — to  be  held 
during  the  Annual  Session. 

Since  Civil  War  days — when  debridement  was  often  performed 
by  maggots,  and  when  a patient  who  survived  other  customary  medi- 
cations could  say  he  had  an  iron  constitution  without  stretching  the 
truth — medicine  has  undergone  metamorphosis.  “Thank  goodimss,” 
say  we  who  can  view  the  change  from  this  end  of  the  century.  Good- 
ness probably  deserves  more  credit  than  it  usually  gets,  for  physi- 
cians aie  bound  by  oath  to  do  good.  And  in  seeking  the  good,  the 
better,  the  best  ways  to  heal  the  sick,  they  constantly  expand  the  cir- 
cumfeience  of  medical  knowledge.  Each  generation  of  physicians  be- 
queaths to  its  successors  a larger  field  in  which  to  develop  the  art  and 
science  that  enriches  the  profession  and  the  people  it  serves.  To  the 
piogiess  ot  medicine  in  Texas,  and  to  the  outstanding  physicians 
whose  work  helped  conquer  both  territorial  and  scientific  frontiers, 
Texas  Medicine  pays  tribute  in  its  next  issue. 
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Congenital  Hypoplastic  Anemia 

Review  of  Eight  Cases 


Kenneth  A.  Starling,  M.D.,  and  Donald  J.  Fernbach,  M.D. 


Of  eight  children  treated  for  hypoplastic 
anemia,  one  had  remission  after  transfusion 
only;  one  has  compensated  anemia  without 
therapy;  two  are  maintained  with  prednisone; 
two  are  maintained  with  corticosteroid-andro- 
gen therapy;  and  two  did  not  respond  to 
any  treatment  and  are  dependent  on  repeat- 
ed blood  transfusions. 

p*  IN  1938,  Diamond  and  Blackfan 

case  reports  described  a syndrome  in  children 

■ characterized  by  (1)  chronic  pro- 
gressive anemia,  (2)  normal  or 
slightly  subnormal  leukocyte  and  platelet 
counts,  (3)  no  paucity  of  leukocyte  precur- 
sors or  of  megakaryocytes  in  the  bone  mar- 
row, and  (4)  moderate  hypoplasia  of  eryth- 
roid  elements.1  These  relatively  broad  cri- 
teria permit  inclusion  of  patients  with 
varied  clinical  features,  but  limited  knowl- 
edge of  the  etiology  and  pathogenesis  pre- 
vents a more  specific  definition  of  this  dis- 
order. In  an  attempt  to  determine  if  there 
was  any  correlation  between  the  clinical 
features  in  each  case  and  the  response  to 
therapy,  we  have  included  all  eight  of  our 
patients  in  this  report.  Only  four  received 
combined  testosterone  - corticosteroid  ther- 
apy. The  eight  cases  typify  clinical  varia- 
tions of  this  syndrome  and,  when  presented 
together,  more  clearly  illustrate  the  differ- 
ent responses  to  therapy. 

Until  1951,  when  corticosteroids  became 
widely  used  as  the  treatment  of  choice,2’ 3 
therapy  was  limited  to  blood  transfusions 
or  to  trials  of  a variety  of  treatments  in- 
cluding iron,  liver  extract,  vitamin  B12, 
folic  acid,  citrovorum  factor,  ascorbic  acid, 
thyroid  extract,  stilbestrol,  insulin,  para- 
thormone, adrenalin,  arsenic,  testosterone, 
vitamin  B complex,  pentnucleotide,  Ventric- 
ulin,  copper  thiamine,  pyridoxine,  short- 


wave diathermy,  and  “high  mountain  sun.” 
Splenectomy  and  cobalt  chloride  were  re- 
ported to  have  benefited  some  cases,  but 
were  ineffective  for  most  children. 

Unfortunately,  in  spite  of  the  initial  en- 
thusiasm regarding  corticosteroid  therapy, 
many  children  do  not  respond  to  these 
agents.  Many  of  the  older  drugs  have  been 
tried  again,  in  combination  with  cortico- 
steroids, but  with  little  additional  success. 
Occasional  success  with  combined  cortico- 
steroid and  androgen  therapy  in  children 
with  acquired  aplastic  anemia  led  us  to  try 
this  combination  in  children  with  pure  red 
cell  anemia.4’ 5 

Subjects  and  Procedures 

Eight  children  with  hypoplastic  anemia 
have  been  seen  on  the  Hematology  Service 
at  Texas  Children’s  Hospital  since  1957.  In 
two  children,  the  disease  went  into  remis- 
sion after  blood  transfusions  only,  and  two 
cases  have  been  controlled  by  prednisone 
therapy.  The  other  four  children  failed  to 
improve  after  treatment  with  triamcinolone 
or  prednisone  for  periods  of  at  least  three 
months.  Testosterone  enanthate,  intramus- 
cularly, was  then  added  at  a dose  of  150  mg. 
per  square  meter  of  body  surface  given 
monthly,  or  75  mg.  per  square  meter  given 
every  two  weeks.  Masculinizing  changes  in 
the  secondary  sexual  characteristics  were 
noted  in  each  case,  thereby  confirming  an- 
drogenic hormonal  effect.  Treatment  pe- 
riods with  combined  therapy  ranged  from  5 
to  22  months.  Corticosteroid  dosages  were 
altered  occasionally  to  control  complications 
such  as  excessive  weight  gain,  fluid  reten- 
tion, and  hypertension.  Where  bone  marrow 
values  are  given,  the  percentages  were  de- 
termined from  a count  of  200  nucleated 
cells.  Other  details  are  given  in  the  case 
reports. 
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Case  Reports 

Therapy:  Transfusion  Only 

Case  1. — A Negro  boy  born  June  5,  1962,  was  the 
product  of  a normal  pregnancy,  labor,  and  delivery. 
(A  brother,  case  3,  also  had  hypoplastic  anemia.)  He 
had  hepatosplenomegaly  at  birth  and  numerous 
atypical  cells,  presumably  lymphocytes,  were  found 
in  his  peripheral  blood.  His  hemoglobin  was  14.8 
gm.  per  100  ml.;  hematocrit  56  percent,  white  blood 
cell  count  24,000  per  cu.  mm.,  and  reticulocyte  count 
0.3  percent.  Bone  marrow  aspirate  and  subsequent 
surgical  hone  marrow  biopsy  revealed  lymphocytosis 
(77  percent)  with  erythroid  hypoplasia  (8.5  per- 
cent). The  child  received  no  therapy  and  approx- 
imately one  month  later  his  hemoglobin  had  fallen 
to  2.3  gm.  per  100  ml.  He  was  transfused  at  that 
time  and  approximately  one  month  later  received  a 
second  transfusion  for  a further  drop  in  hemoglobin 
level.  Thereafter,  his  hemoglobin  level  stabilized  and 
has  ranged  subsequently  from  7.0  to  9.0  gm.  per  100 
ml.  Hepatosplenomegaly  disappeared  between  three 
and  six  months  of  age,  and  his  present  physical 
condition  is  unremarkable.  Platelet  counts,  white 
blood  cell  counts,  and  white  blood  cell  differential 
counts  have  been  normal  since  he  was  three  months 
old.  At  2%  years  of  age  his  bone  marrow  is  normo- 
cellular,  but  erythroid  hypoplasia  (6  percent)  per- 
sists. 

Case  2. — A Caucasian  boy  born  Jan.  13,  1955,  was 
the  product  of  a normal  pregnancy,  labor,  and  de- 
livery. He  was  in  good  health  until  age  3%  years, 
when  he  was  seen  because  of  progressive  pallor. 
There  was  no  antecedent  illness  or  history  of  ex- 
posure to  known  toxins.  Physical  examination 
showed  no  abnormalities.  His  hemoglobin  was  4.5 
gm.  per  100  ml.,  hematocrit  14  percent,  white  blood 
cell  count  8,700  per  cu.  mm.,  reticulocyte  count  0.1 
percent,  and  platelet  count  476,000  per  cu.  mm. 
Bone  marrow  examination  revealed  a normocellular 
marrow  with  erythroid  hypoplasia  (8  percent).  He 
was  transfused  with  packed  red  blood  cells  until  his 
hemoglobin  level  rose  to  10.0  gm.  per  100  ml.  Ten 
days  later  his  reticulocyte  count  rose  to  5.7  percent 
and  then  returned  to  normal.  His  hemoglobin  has  re- 
mained at  levels  of  11.0  to  13.0  gm.  per  100  ml.  and 
he  has  been  asymptomatic.  His  platelet  and  leukocyte 
counts  have  been  consistently  normal  and  a repeat 
bone  marrow  study  revealed  20  percent  erythroid 
precursors. 

Therapy:  Corticosteroids  Only 

Case  3. — This  Negro  boy,  born  April  12,  1953,  is 
the  brother  of  patient  1.  Pregnancy,  labor,  and  de- 
livery were  normal,  and  he  was  in  good  health  until 
four  years  of  age,  when  he  was  examined  for 
“asthma”  and  found  to  be  severely  anemic.  Physical 
examination  was  unremarkable.  His  hemoglobin  was 
5.2  gm.  per  100  ml.,  hematocrit  15.5  percent,  white 
blood  count  6,400  per  cu.  mm.,  reticulocyte  count 
0.2  percent  and  platelet  count  117,000  per  cu.  mm.  A 
sickle  cell  preparation  was  negative  and  his  hemo- 
globin was  100  percent  “A”  by  paper  electrophoresis. 
He  was  given  therapeutic  trials  of  iron,  folic  acid, 
and  vitamin  B12  without  response.  Bone  marrow 
examination  revealed  a normocellular  marrow  with 
erythroid  hypoplasia  (14.5  percent).  Though  his 
hemoglobin  level  ranged  from  4.5  to  6.0  gm.  per  100 
ml.,  he  remained  asymptomatic  for  the  next  six 
years  without  therapy.  In  September,  1963,  at  ten 


years  of  age,  he  began  to  tire  easily  and  developed 
dyspnea.  He  was  then  treated  with  prednisone,  60 
mg.  per  day  in  divided  doses,  to  which  he  responded 
with  prompt  reticulocytosis  followed  by  a rapid 
rise  in  hemoglobin  level.  The  dose  has  subsequently 
been  reduced  and  the  patient  maintains  a hemo- 
globin level  of  9.0  to  11.0  gm.  per  100  ml.  His  plate- 
let and  leukocyte  counts  have  remained  consistently 
normal. 

Case  U. — This  Caucasian  girl,  born  March  27, 
1960,  is  the  sister  of  patient  number  7.  Their  father 
has  had  recurrent  hypoplastic  anemia  since  early 
childhood.  He  has  responded  to  steroids  repeatedly, 
and  his  disease  is  currently  in  remission  without 
therapy.  This  child  was  the  product  of  a normal 
pregnancy,  labor,  and  delivery.  She  was  first  seen  at 
the  age  of  two  months  because  of  severe  pallor.  Her 
hemoglobin  level  was  4.5  gm.  per  100  ml.,  hematocrit 
15  percent,  white  blood  cell  count  8,000  per  cu.  mm., 
reticulocyte  count  1.0  percent  and  platelet  count 
214,000  per  cu.  mm.  Bone  marrow  examination  re- 
vealed a normocellular  marrow  with  4.5  percent 
erythroid  precursors.  She  was  given  a blood  trans- 
fusion, and  prednisone,  20.0  mg.  per  day  in  divided 
doses,  was  started.  The  dose  has  been  reduced  grad- 
ually with  maintenance  of  her  hemoglobin  at  near 
normal  levels.  Her  hemoglobin  level  slowly  drops 
when  she  has  acute  infections,  and  she  temporarily 
requires  increased  steroid  dosage.  Her  platelet  and 
leukocyte  counts  have  remained  consistently  normal. 

Therapy : Corticosteroid-Testosterone 

Case  5.- — A Caucasian  boy  was  born  July  19,  1958; 
pregnancy,  labor,  and  delivery  were  normal.  He  had 
a cleft  lip  and  palate,  but  no  other  anomalies  were 
noted.  At  six  weeks  of  age  he  was  found  to  be 
anemic.  His  hemoglobin  level  was  6.0  gm.  per  100 
ml.,  hematocrit  27  percent,  white  blood  cell  count 
14,500  per  cu.  mm.,  reticulocyte  count  0.9  percent, 
and  platelet  count  270,000  per  cu.  mm.  After  treat- 
ment with  a blood  transfusion,  and  primary  surgical 
repair  of  his  palate,  he  was  discharged.  At  five 
months  of  age  he  was  found  to  be  anemic  and  a 
bone  marrow  examination  revealed  a normocellular 
marrow  with  erythroid  hypoplasia  (11.0  percent). 
He  was  then  seen  regularly  for  almost  one  year,  and 
received  six  transfusions.  From  9 to  12  months  of 
age,  he  was  treated  with  triamcinolone;  although 
he  had  transient  reticulocytosis,  his  hemoglobin 
level  did  not  rise.  Triamcinolone  was  then  discon- 
tinued and  he  was  given  a five-month  course  of 
testosterone  enanthate,  again  without  response.  This 
was  followed  by  an  18-month  course  of  combined  tri- 
amcinolone-testosterone enanthate  therapy  and  his 
course  is  shown  in  Fig.  1.  His  hemoglobin  rose  to 
normal  levels  after  three  months  of  combined  ther- 
apy, but  fell  during  two  attempts  to  withdraw  tri- 
amcinolone. Testosterone  was  withdrawn,  and  an 
attempt  was  made  to  maintain  him  on  triamcinolone 
alone.  The  hemoglobin  level  fluctuated  and  did  not 
stabilize,  again  until  three  months  after  combined 
therapy  was  resumed.  At  the  time  of  this  writing, 
he  is  eight  years  old  and  has  obvious  mental  and 
growth  retardation.  Because  of  recurrent  urinary 
tract  infections,  though  no  abnormality  of  his  geni- 
tourinary tract  has  been  found,  he  has  required 
long-term  antibiotic  therapy.  Both  corticosteroids 
and  testosterone  enanthate  have  been  slightly  re- 
duced and  the  hemoglobin  level  is  maintained  be- 
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Fig.  1.  Above.  Clinical  summary,  case  5. 

Fig.  2.  Right.  Clinical  summary,  case  6. 

tween  9.0  and  10.0  gm.  per  100  ml.  His  platelet  count 
has  remained  consistently  normal  but  his  leukocyte 
count  has  ranged  between  3,000  and  5,000  per  cu. 
mm. 

Case  6. — A Caucasian  boy  born  Sept.  17,  1959, 
was  the  product  of  a normal  pregnancy,  labor,  and 
delivery.  He  appeared  to  be  in  good  health  until  13 
months  of  age  when  he  became  listless  and  pale. 
He  was  anemic  and  was  given  a transfusion  (Fig. 
2).  His  activity  declined  again,  and  when  the  ane- 
mia recurred,  he  was  referred  for  study.  At  that 
time  his  hemoglobin  level  was  3.0  gm.  per  100  ml., 
hematocrit  9 percent,  white  blood  cell  count  7,500 
per  cu.  mm.,  reticulocyte  count  0.2  percent,  and 
platelet  count  240,000  per  cu.  mm.  Bone  marrow 
examination  revealed  a normocellular  marrow  with 
2.0  percent  erythroid  precursors.  He  received  two 
transfusions  and  was  treated  with  prednisone  for 
three  months  with  a transient  reticulocyte  response 
but  without  improvement  in  hemoglobin  level.  Com- 
bined prednisone-testosterone  enanthate  therapy  was 
then  begun.  After  approximately  three  months  the 
hemoglobin  level  rose  to  normal,  remained  so  for 
several  months,  then  slowly  declined.  At  the  end  of 
ten  months  of  combined  therapy,  the  patient  re- 
quired one  transfusion  after  which  both  drugs  were 
withdrawn.  Then,  an  apparent  spontaneous  remis- 
sion occurred  and  his  hemoglobin  level  was  normal 
for  the  next  18  months.  In  March,  1964,  the  anemia 
recurred  and  symptoms  reappeared.  Two  months  of 
prednisone  therapy  thereafter  produced  only  tran- 
sient reticulocytosis  and  combined  therapy  was  re- 
sumed. Approximately  three  months  after  testos- 
terone was  added,  his  hemoglobin  level  again  sta- 
bilized in  the  normal  range  and  he  has  required  no 
further  transfusions.  His  platelet  and  leukocyte 
counts  have  remained  consistently  normal. 

Case  7.— This  Caucasian  girl,  sister  of  patient 
number  4,  was  born  May  2,  1954;  pregnancy,  labor, 
and  delivery  were  normal.  When  she  was  seven 
months  old,  the  diagnosis  of  hypoplastic  anemia  was 
made  at  another  medical  center.  She  had  received 
transfusions  every  four  to  six  weeks  since  birth, 
and  had  been  treated  with  iron,  vitamin  B12,  folic 
acid  and  pyridoxine  without  response.  She  was  first 
seen  at  Texas  Children’s  Hospital  at  age  five.  Physi- 
cal examination  revealed  an  intelligent  child  with 
peculiar  brownish  pigmentation,  presumably  due  to 
hemosiderosis.  Her  height  was  below  the  third  per- 
centile. The  liver  was  palpable  3.0  cm.  below  the 
right  costal  margin.  There  was  no  splenomegaly  or 
lymphadenopathy.  Her  hemoglobin  level  was  4.5  gm. 
per  100  ml.,  hematocrit  15.0  percent,  white  blood 
count  8,800  per  cu.  mm.,  platelet  count  214,000  per 
cu.  mm.,  and  reticulocyte  count  1.0  percent.  She  was 
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treated  with  prednisone,  40.0  mg.  per  day  in  divided 
doses,  for  six  months  without  response.  This  was 
followed  by  a course  of  combined  prednisone-testos- 
terone therapy  for  five  months  and  later  for  an 
additional  17  months  without  improvement.  She  now 
has  transfusion  hemosiderosis  complicated  by  dia- 
betes mellitus  and  cirrhosis  and  she  requires  blood 
transfusions  regularly  every  four  to  six  weeks.  Her 
platelet  and  leukocyte  counts  have  remained  con- 
sistently normal,  but  her  bone  marrow  has  become 
progressively  more  hypocellular  with  increasing  fat 
content.  She  has  never  had  more  than  1.5  percent 
erythroid  precursors. 

[This  patient  died  recently  with  chronic  liver 
failure.] 

Case  8. — A Caucasian  girl  born  Nov.  28,  1955, 
was  the  product  of  a normal  pregnancy,  labor,  and 
delivery.  She  was  anemic  at  birth  and  received 
transfusion  within  the  first  24  hours  of  life.  She 
had  a cleft  lip  and  palate,  atresia  of  the  right  ex- 
ternal auditory  canal,  stenosis  of  the  left  external 
auditory  canal,  a hypoplastic  mandible,  a low  hair- 
line, and  a webbed  neck.  Buccal  smears  are  reported 
as  chromatin  positive.  During  the  first  two  years  of 
life  she  was  treated  for  chronic  anemia  with  blood 
transfusions,  iron,  liver  extract,  folic  acid,  vitamin 
B12,  cobalt,  thyroid,  and  multivitamins.  At  two 
years  of  age  her  hemoglobin  level  was  5.7  gm.  per 
100  ml.,  hematocrit  15  percent,  white  blood  cell 
count  7,300  per  cu.  mm.,  reticulocyte  count  0.0  per- 
cent, and  platelet  count  124,000  per  cu.  mm.  A bone 
marrow  examination  at  that  time  revealed  a normo- 
cellular marrow  with  only  0.5  percent  erythroid 
precursors.  She  was  then  treated  with  triamcinolone 
for  two  months  without  response.  In  1961  a splenec- 
tomy was  performed  but  there  was  no  apparent 
benefit.  She  was  then  seen  on  our  Hematology 
Service  and  was  treated  for  22  months  with  com- 
bined triamcinolone-testosterone  therapy  without  im- 
provement. At  present  she  requires  blood  transfusion 
every  four  to  six  weeks  and  shows  evidence  of  pro- 
gressive hemosiderosis.  Her  platelet  and  leukocyte 
counts  have  remained  normal  but,  as  in  case  7,  her 
bone  marrow  has  become  progressively  more  hypo- 
cellular  with  increasing  fat  content. 

Results 

The  clinical  features  are  summarized  in 
Table  1.  Two  of  four  children  with  hypo- 
plastic anemia  treated  with  a combination 
of  a corticosteroid  and  testosterone  have 
been  controlled  with  long-term  therapy. 
Two  other  children  treated  similarly  failed 
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Table  1.— Hypoplastic  Anemia;  Clinical  Features  at  Time  of  Diagnosis. 


Spontaneous 

Remission 

Response  to 
Corticosteroids 

Response  to  Combined 

Corticosteroid  and  Refractory 

Testosterone  Anemia 

Case  No. 

1 

2 

3 

4 

5 

6 

7 

8 

Age 

Birth 

? 3 yr. 

? 4 yr. 

2 mo. 

IV2  mo. 

13  mo. 

7 mo. 

Birth 

Hemoglobin  (gm./100  ml.) 

2.3 

4.5 

5.2 

4.5 

6.0 

3.0 

unknown 

5.7 

Hematocrit  (%) 

8.2 

14.0 

15.5 

15.0 

27.0 

9.0 

unknown 

15.0 

Reticulocyte  Count  (%) 

0.3 

0.1 

0.2 

1.0 

0.9 

0.2 

unknown 

0.0 

Erythroids,  Marrow  (%) 

8.5 

8.0 

14.5 

4.5 

11.0 

2.0 

1.5* 

0.5* 

Age,  Initial  Steroid  Therapy 

— 

— 

10  yr. 

2 mo, 

9 mo. 

17  mo. 

? 5 yr. 

2 yr. 

Congenital  Anomalies 

No 

No 

No 

No 

Yes 

No 

No 

Yes 

Family  History 

Yes 

No 

Yes 

Yes 

No 

No 

Yes 

No 

Cathie’s  Habitus 

No 

Yes 

No 

Yes 

No 

Yes 

Yes 

No 

*Not  original  marrow  specimen. 


to  respond  and  are  still  dependent  upon 
blood  transfusions  for  survival.  All  four 
children  seem  to  have  been  affected  simi- 
larly with  regard  to  the  degree  of  Cushing’s 
reaction  or  degree  of  masculinization  re- 
sulting from  therapy.  The  reasons  for  their 
different  therapeutic  responses  are  not  ap- 
parent, though  it  may  be  noted  that  in  the 
two  refractory  cases,  the  children  were  old- 
er and  had  been  treated  with  many  transfu- 
sions in  addition  to  numerous  other  agents 
before  corticosteroid-testosterone  combina- 
tion therapy  was  begun.  The  age  difference 
may  correspond  to  experience  with  cortico- 
steroid therapy  used  alone. 

Allen  and  Diamond  have  shown  that  chil- 
dren with  hypoplastic  anemia  seem  to  re- 
spond better  and  with  greater  predictabil- 
ity if  they  are  treated  early  in  life  or  shortly 
after  the  disease  becomes  evident.6’7  Of  the 
two  children  in  our  series  who  responded  to 
prednisone  alone,  one  was  treated  at  three 
months  of  age,  approximately  one  month 
after  diagnosis.  However,  the  other  child 
was  treated  at  ten  years  of  age,  six  years 
after  diagnosis,  and  responded  with  prompt 
reticulocytosis  followed  by  a rise  in  hemo- 
globin level.  He  may  represent  an  exception 
to  the  principle  of  early  therapy,  but  it 
should  be  noted  that  he  had  not  received 
any  previous  therapy. 

Of  the  four  children  who  failed  to  respond 
initially  to  corticosteroid  therapy  and  sub- 
sequently received  combined  therapy,  treat- 
ment started  at  age  9 months  in  case  5,  at 
17  months  in  case  6,  at  5 years  in  case  7, 
and  at  14  months  in  case  8.  Thus,  on  the 
basis  of  age,  in  cases  5 and  6 therapy  was 
started  relatively  early,  but  the  patients 
failed  to  respond  to  corticosteroids  alone, 
though  they  subsequently  responded  to  com- 
bined therapy. 


It  was  not  possible  to  correlate  response 
with  the  degree  of  erythroid  hypoplasia  in 
the  bone  marrow  since  the  original  marrow 
specimens  were  not  available  in  all  cases. 
However,  on  the  basis  of  transfusion  re- 
quirements and  degree  of  anemia,  the  two 
cases  which  responded  to  combined  therapy 
were  no  less  severe  than  the  two  which  did 
not  respond. 

There  is  little  doubt  that  the  addition  of 
testosterone  was  beneficial  in  both  cases. 
Both  children  had  had  adequate  trials  of 
corticosteroid  therapy  before  testosterone 
was  added,  and  it  was  not  until  then  that 
the  hemoglobin  level  could  be  maintained. 
In  addition,  attempts  to  withdraw  either  of 
the  drugs  in  case  5 resulted  in  a decrease 
in  hemoglobin  level  and  upon  reinstitution 
of  the  drug  there  was  a concomitant  main- 
tenance of  the  hemoglobin  level.  Similarly, 
in  case  6 the  hemoglobin  level  could  not  be 
maintained  until  both  drugs  were  adminis- 
tered. With  relapse  after  18  months  of  nor- 
mal blood  counts,  it  was  not  until  testos- 
terone was  added  that  this  child  could  again 
be  maintained  without  transfusion. 

Two  of  our  patients  did  not  receive  hor- 
monal therapy,  one  because  he  had  a spon- 
taneous remission  following  the  first  blood 
transfusion  and  the  other  because  he  has 
remained  completely  asymptomatic  with  a 
hemoglobin  level  ranging  between  7.0  and 
9.0  gm.  per  100  ml. 

Four  of  the  six  Caucasian  children  (cases 
2,  4,  6 and  7)  conform  to  Cathie’s  habitus.8 
He  described  his  cases  as  having  “tow- 
coloured  hair,  snub  noses,  thick  upper  lips, 
wide-set  eyes,  and  an  intelligent  expres- 
sion.” There  was  no  apparent  correlation 
between  this  feature  and  the  clinical  course 
of  these  patients. 
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Comment 

In  this  group,  an  interesting  feature  that 
is  undoubtedly  seen  more  frequently  than 
it  is  reported  is  the  occurrence  of  the  dis- 
ease in  more  than  one  member  of  two  fami- 
lies. There  was  no  consanguinity  in  either 
family  presented  here,  nor  did  any  of  the 
siblings  have  associated  congenital  anom- 
alies. 

The  Negro  family  (cases  1 and  3)  con- 
sists of  three  children,  one  a normal  girl, 
and  the  parents,  whose  bone  marrow  and 
peripheral  blood  appear  normal.  Chromo- 
some studies  were  also  normal.  An  elder 
brother,  who  drowned  at  age  15,  had  dif- 
fusely hypocellular  bone  marrow  associated 
with  pancytopenia,  and  was  thought  to 
have  a congenital  aplastic  anemia  without 
associated  congenital  anomalies.  The  diag- 
nosis was  made  when  he  was  nine  years  old. 
He  did  not  respond  to  therapy  with  pred- 
nisone or  testosterone,  alone  or  in  combi- 
nation. 

In  cases  4 and  7,  the  patients  are  sisters. 
There  are  no  other  siblings  and  the  mother 
is  normal.  The  father  has  had  repeated  epi- 
sodes of  anemia  and  has  been  diagnosed  as 
having  congenital  hypoplastic  anemia.  He 
has  had  repeated  spontaneous  remissions 
and  remissions  attributed  to  corticosteroids. 

It  is  obvious  that  the  syndrome  of  “pure 
red  cell  anemia”  is  not  clearly  defined.  Our 
patients  had  in  common  an  apparent  defect 
in  erythroid  production.  Clinically  they  fall 
into  four  groups  according  to  response  to 
therapy:  (1)  spontaneous  remission,  (2) 
corticosteroid-induced  remission,  (3)  com- 
bined corticosteroid-testosterone-induced  re- 
mission, and  (4)  refractory  anemia.  The 
varying  response  to  therapy  suggests  the 
possibility  of  damage  at  different  levels  of 
erythropoietic  activity,  or  more  remotely, 
the  possibility  of  different  etiological  fac- 
tors. The  latter  seems  less  likely  in  view  of 
the  variation  in  the  severity  of  illness  with- 
in the  two  family  groups  reported. 

The  demonstration  of  increased  amounts 
of  erythrocyte-stimulating  factors  in  the 
serum  and  urine  of  patients  with  this  syn- 
drome has  led  to  the  conclusion  that  it  is 
the  result  of  end-organ  failure.9-12  While 
this  seems  to  be  a logical  explanation,  the 
variation  of  response  to  hormonal  therapy 
is  still  puzzling. 

Summary  and  Conclusion 

Eight  cases  of  hypoplastic  anemia  have 
been  reviewed.  One  child  had  spontaneous 


remission  after  blood  transfusion  and  has 
remained  well.  Another  child  has  compen- 
sated anemia  without  therapy.  Two  children 
responded  to  prednisone  and  are  dependent 
on  therapy  to  maintain  their  hemoglobin 
levels.  Two  children  responded  and  appear 
to  be  dependent  on  combined  corticosteroid- 
androgen  therapy.  Two  children  failed  to 
respond  to  any  therapy  and  are  dependent 
upon  blood  transfusions. 

Two  families  in  which  more  than  one 
child  is  affected  were  included  to  illustrate 
the  variations  of  the  disease  within  the 
family  group. 

Two  children  have  congenital  anomalies; 
one  responded  to  combined  corticosteroid- 
testosterone  therapy  and  one  failed  to  re- 
spond to  any  therapy. 

The  addition  of  testosterone  to  the  thera- 
peutic regimen  in  hypoplastic  anemia  is  of 
value  in  that  additional  patients  may  be 
benefited.  However,  a predictably  reliable 
agent  probably  will  not  be  available  until 
the  pathogenesis  of  the  syndrome  is  better 
defined. 
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How  long  will  it  take  him 
to  recover  from  the  flu 
if  he  just  doesn’t  care? 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Available  Only  On  Prescription 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

■fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 
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Surgery  for  the  Degenerative  Hip 

Indications  and  Contraindications 


Kermit  W.  Fox,  M.D.,  and  Elwood  J.  Eichler,  M.D. 


Choosing  the  proper  operation  tor  the  degen- 
erative hip  can  be  difficult.  To  aid  surgeons 
who  do  general  orthopedic  surgery  in  average 
facilities,  guidelines  for  selection  are  pre- 
sented. The  surgeon's  judgment,  however,  is 
of  paramount  importance  in  balancing  the 
factors  in  each  case. 

1 1 INDICATIONS  AND  contrain- 

review  articles  dications  for  common  operations 

■ on  the  degenerative  hip  vary  with 
time,  place,  country,  and  surgeon. 
For  example,  the  introduction  of  hip  pros- 
theses  has  changed  our  concepts  considera- 
bly. The  “hanging  hip”  operation  and  osteo- 
tomy are  only  now  gaining  popularity  in 
our  country,  whereas  in  Great  Britain  and  on 
the  continent,  they  have  been  used  exten- 
sively for  many  years.  On  the  other  hand, 
mold  arthroplasties  are  probably  being  used 
more  in  America  than  elsewhere.  In  this 
article,  the  term  “degenerative  hip”  is  used 
rather  broadly  to  include  disorganized  mal- 
functioning joints  related  to  osteoarthritis, 
rheumatoid  disease,  infectious  arthritis, 
neurogenic  arthropathy,  avascular  necrosis, 
and  others.  The  point  of  view  is  that  of  the 
surgeon  who  does  general  orthopedics  in  an 
average  facility,  and  whose  approach  varies 
somewhat  from  that  of  the  relatively  few 
hip  experts  working  in  more  specialized  cen- 
ters. 

The  kind  of  hip  operation  chosen  may  be 
influenced  by  where  and  by  whom  it  will  be 
done.  Veteran  hip  surgeons  have  alluded  to 
the  inadvisability  of  performing  such  for- 
midable procedures  as  mold  or  prosthetic 
arthroplasty  unless  one  does  these  rather 


frequently.  These  operations  are  indeed  com- 
plex enough  that  repetition  improves  speed 
and  technique.  As  it  applies  to  the  occasional 
hip  operator,  relative  inexperience  might  be 
a contraindication  for  using  these  two  pro- 
cedures. It  also  follows  that  one  cannot  hope 
to  do  successful  major  hip  surgery  for  the 
degenerative  hip  with  inadequate  staff,  less 
than  a full  complement  of  necessary  instru- 
ments, and  inadequate  equipment  for  con- 
valescent care.  These  prerequisites  eliminate 
many  hospitals  for  such  work,  and  thus  in- 
fluence the  choice  of  operation,  if  done  in 
such  a facility. 

Hip  pain  that  fails  to  respond  to  conserva- 
tive measures  is  the  most  common  and  defi- 
nite indication  for  surgery.  Deformity,  loss 
of  motion,  and  instability  are  other  factors 
to  be  considered.  Choosing  the  optimal  time 
to  operate  upon  a progressively  degenerating 
hip  is  frequently  difficult.  Hips  deteriorate 
at  different  rates.  If  this  rate  can  be  ascer- 
tained through  repeated  observation,  it  may 
be  possible  to  use  such  relatively  simple  op- 
erations as  osteotomy  or  prosthetic  replace- 
ment early,  whereas  much  more  formidable 
procedures,  such  as  arthroplasties,  may  be 
required  later.  In  general,  the  more  advanced 
the  pathological  changes,  the  more  difficult 
it  is  to  restore  joint  function.  Occasionally,  a 
hip  with  rather  severe  degenerative  changes 
will  remain  functionally  compensated  for 
many  years. 

Patient  Factors 

Quite  a few  factors  related  to  the  patient 
must  be  taken  into  account  as  the  surgeon 
decides  upon  an  appropriate  hip  operation. 
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Among  others,  at  least  the  following  should 
be  considered. 

General 

Patient’s  Wishes. — Does  the  patient  want 
a hip  that  hurts  less,  moves  better,  or  one 
that  is  more  stable  and  lasts  longer?  This 
question  is  often  related  to  what  the  patient 
does,  or  plans  to  do.  The  youthful  laborer 
may  request  the  benefits  of  a fused  stable 
hip,  whereas  the  elderly  lady  may  settle  for 
the  convenience  of  sitting  with  a resected, 
somewhat  unstable  one. 

Age. — The  preservation  of  physique  and 
mental  faculties  are  more  meaningful  than 
years  lived.  Arthroplasties  and  arthrodeses 
(requiring  casts)  are  not  well-tolerated  by 
patients  over  70  years  of  age.  Mold  arthro- 
plasties and,  more  especially,  prosthetic  ar- 
throplasties probably  should  not  be  planned 
if  the  patient’s  expected  longevity  is  over  20 
years;  arthrodesis,  having  indefinite  dura- 
bility, might  be  better.  The  useful  life  of 
osteotomies  has  not  yet  been  well-established. 

Motivation. — S uccessful  recuperation 
from  arthroplasty,  especially  the  mold  type, 
demands  sustained  motivation  and  patience. 

Tolerance  to  Operation. — Can  the  patient 
tolerate,  without  undue  morbidity,  an  opera- 
tion as  extensive  as  mold  arthroplasty?  This 
is  certainly  the  most  involved  of  all  hip  op- 
erations. Osteotomies  and  resections,  as  well 
as  replacement  prostheses,  are  much  less 
taxing  and  are  more  appropriate  where 
shorter  and  simpler  procedures  are  required. 

Available  Time. — How  much  time  can  the 
patient  spare  for  the  operation  and  conva- 
lescence? Recovery  time  from  mold  arthro- 
plasty usually  is  long;  that  from  prosthetic 
arthroplasty  is  perhaps  somewhat  less;  and 
that  from  simple  replacement  prosthesis, 
considerably  less.  Osteotomy  also  requires 
less  convalescence  time  than  arthroplasty. 

Financial  Status. — The  length  of  hospi- 
talization and  time  off  from  work  may  in- 
fluence the  choice  of  operation.  Osteotomy  or 
simple  replacement  prosthesis  is,  in  this  re- 
spect, much  cheaper  than  arthroplasty  or 
fusion. 

Hip  Joint 

Femoral  Head  and  Neck. — A femoral  head 
that  is  destroyed,  sclerotic,  avascular,  or 
osteoporotic  lends  itself  poorly  to  mold  ar- 
throplasty and  even  to  arthrodesis.  An 
osteoporotic  femoral  neck  invites  a sinking 
prosthesis.  The  shape  of  the  head,  including 
its  osteophytes,  influences  the  choice  of  os- 
teotomy. 


Acetabulum. — If  the  acetabulum  is  abnor- 
mally deep  (intrapelvic)  or  shallow  (lateral 
migration)  or  is  not  round,  it  must  be  re- 
fashioned to  accept  the  prosthesis  or  mold. 
In  old  congenital  disorders,  lack  of  bone  may 
preclude  construction  of  a new  acetabulum. 

Relationship  of  Head  to  Acetabulum. — 
Preservation  of  joint  space  favors  the  early 
use  of  osteotomy  and  simple  replacement 
prosthesis.  A reasonably  congruous  hip  is 
desirable  when  shifting  the  femoral  head  in 
association  with  osteotomy. 

Musculature  About  the  Hip. — Absent  or 
poor  hip  extensors  and  abductors  that  can- 
not be  successfully  rehabilitated  preclude  the 
success  of  arthroplasty  and  even  simple  re- 
placement prosthesis. 

Range  of  Motion. — A painless  range  of 
flexion  of  at  least  30  degrees,  but  preferably 
70  degrees,  is  a prerequisite  for  successful 
osteotomy.  The  adduction-abduction  range 
governs  the  type  of  osteotomy  that  can  be 
used.  Contractures  must  be  recognized  and 
corrected. 

Body  Build  or  Habitus. — The  identical  op- 
eration may  be  greatly  facilitated  in  lean 
patients,  but  complicated  in  obese  patients. 

Factors  Remote  From  Hip 

The  Opposite  Hip. — The  involvement  of 
the  second  hip  more  than  doubles  the  prob- 
lem, and  therefore  requires  special  surgical 
planning. 

Knees. — Involvement  of  the  knees,  as  is 
frequent  in  rheumatoid  patients,  makes 
hip  management  even  more  difficult.  A sur- 
gically induced  coxa  vara  or  valga  may  inad- 
vertently exaggerate  an  existing  similar  de- 
formity at  the  knee. 

Low  Back. — A low  back  that  is  or  will  be- 
come decompensated  is  a contraindication 
for  fusion. 

Arms. — During  convalescence,  ambula- 
tion with  such  aids  as  a walker,  crutches,  or 
canes  is  handicapped  by  poor  arm  function. 
This  is  often  seen  in  the  rheumatoid  patient. 
Demand  on  the  arms  is  greatest  during  re- 
covery from  arthroplasty,  especially  if  the 
procedure  is  bilateral. 

Indications  and  Contraindications 

In  the  United  States  today,  the  operations 
that  are  more  commonly  used  for  degenera- 
tive hip  disease  include  arthrodesis,  mold 
and  prosthetic  arthroplasty,  femoral  osteo- 
tomy, and  resection.  Less  popular  are  tenot- 
omy, myotomy,  the  Colonna  operation, 
denervation  operations,  and  others.  The  fol- 
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lowing  is  an  attempt  to  present  indications 
and  contraindications  on  which  reasonable 
agreement  exists. 

Arthrodesis 

Of  all  the  hip  operations,  the  reasons  for 
and  against  fusion  are  probably  best  under- 
stood. 

Indications. — (1)  Unilateral  hip  disease 
with  gross  destruction;  (2)  young  patient; 
(3)  male;  (4)  manual  laborer;  (5)  bilateral 
hip  disease,  with  the  opposite  one  predicted 
to  remain  mobile;  (6)  much  scarring,  loss  of 
muscle,  or  deformity;  (7)  unilateral  “frozen 
hip”  in  the  aged  (a  unilateral  hip  that  has 
only  a little  motion  left  lends  itself  to  fusion 
without  fear  of  ensuing  back  dysfunction). 

C ontraindications. — (1)  Malfunctioning 
back;  (2)  malfunctioning  knee  on  the  same 
side;  (3)  bilateral  hip  disease,  where  the 
opposite  hip  may  also  get  stiff. 

Prosthesis 

When  referring  to  hip  prosthesis,  one 
should  distinguish  between  simple  prosthetic 
replacement  and  prosthetic  arthroplasty. 
The  latter  should  imply  reworking  the  ace- 
tabulum down  to  raw  bone,  usually  doing  a 
capsulectomy  and  synovectomy,  and  not  in- 
frequently including  tenotomies,  tendon 
transfers,  and  muscle  releases.  However, 
variations  in  the  way  the  acetabulum,  cap- 
sule, and  tendons  are  handled  makes  for  in- 
termediate procedures.  It  follows,  however, 
that  the  more  you  do  while  inserting  a pros- 
thesis, the  greater  the  operation  and  the 
more  involved  the  convalescence.  Ideally,  the 
acetabulum  should  be  remodeled  whenever 
its  shape,  position,  or  articular  cartilage  are 
significantly  altered  from  normal. 

Indications. — Replacement  prosthesis  : 
(1)  Round  acetabulum;  (2)  reasonable  pres- 
ervation of  articular  cartilage  in  the  acetab- 
ulum; (3)  no  significant  lateral  migration 
of  the  acetabulum;  (4)  no  significant  intra- 
pelvic  protrusion;  (5)  alteration  in  the  head 
is  permissible.  (Avascular  necrosis  of  the 
femoral  head,  with  only  minimal  degenera- 
tive changes,  ideally  fulfills  the  requirements 
for  a replacement  prosthesis). 

Prosthetic  arthroplasty:  (1)  Acetabulum 
not  round;  (2)  absence  of  joint  space;  (3) 
lateral  migration  (subluxation) ; (4)  intra- 
pelvic  protrusion;  (5)  absence  of  gross 
changes  of  hip  (a  prosthetic  arthroplasty  is 
either  impossible  or  inadvisable  in  a hip 
which  shows  considerable  destruction  or 
structural  changes) ; (6)  inadequate  head 
and  neck  to  permit  mold  arthroplasty. 


Contraindications. — ( 1 ) Osteoporosis ; ( 2 ) 
relative  youth;  (3)  neurotrophic  joint;2 
(4)  rheumatoid  hip  disease  (mold  arthro- 
plasty is  probably  superior  to  prosthetic 
arthroplasty  in  rheumatoid  disease)  ;2  (5) 
old  septic  hip;2  (6)  Parkinson’s  disease; 
(7)  extensive  destruction  of  the  hip. 

Mold  Arthroplasty 

Indications. — (1)  Expected  longevity  of 
up  to  20  years;  (2)  adequate  amount  of  vi- 
able, firm  head  and  neck;  (3)  adequate  bone 
from  which  to  reconstruct  an  acetabulum; 
(4)  rheumatoid  arthritis  of  the  hip;  (5)  old 
septic  hip.2 

Contraindications. — (1)  Osteoporosis;  (2) 
inadequate  bone  in  the  head,  neck,  and 
acetabulum;  (3)  lack  of  motivation  on  the 
part  of  the  patient;  (4)  magnitude  of  the 
operation  too  great;  (5)  poor  musculature 
about  the  hip;  (6)  neurotrophic  joint.2 

Osteotomy 

There  is  still  lack  of  agreement  concern- 
ing the  various  proximal  femoral  osteoto- 
mies and  indications  for  their  use.  The  high 
incidence  of  reduced  hip  pain  following 
osteotomy  has  been  well-established,  but  the 
duration  of  relief  has  not.  Osteotomies  can 
be  both  prophylactic  and  therapeutic.3  To  in- 
sure reversal  of  the  disease  process,  Blount 
urges  that  all  osteotomies  be  done  early.  He 
adds  that  the  varus  type  is  usually  more  ap- 
plicable early  in  the  degenerative  course, 
whereas  the  valgus  type  is  used  when 
changes  ai'e  more  advanced.4  Larson  points 
out  that  the  hip  which  lends  itself  to  suc- 
cessful osteotomy  usually  is  less  deteriorated 
than  the  one  on  which  arthroplasty  or  ar- 
throdesis is  done.5 

Indications. — G e n e r a 1 : ( 1 ) Pain-free 
flexion  range  of  at  least  30,  but  preferably 
70,  degrees  with  only  moderate  permanent 
flexion;3’5  (2)  reasonable  preservation  of 
articular  cartilage;  (3)  minimal  structural 
changes  in  the  femoral  head;  (4)  antici- 
pated improved  joint  congruity  following 
the  osteotomy. 

Varus  (Adduction):  (1)  Abduction  range 
at  least  equivalent  to  the  anticipated  degree 
of  angulation;  (2)  reasonably  congruous 
joint  when  abducted;  (3)  neck  in  valgus; 
(4)  subluxation  with  coxa  valga.3 

Valgus  (Abduction):  (1)  Adduction 
range  at  least  equivalent  to  the  anticipated 
degree  of  angulation;  (2)  reasonable  con- 
gruous joint  when  adducted;  (3)  neck  in 
varus;  (4)  subluxated  hip  with  advanced 
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Table  1.— 

-Relative  Grading  of  Hip  Operations. 

Procedure 

Operation 

Size 

Hospital 

Stay 

Convales- 

cence 

Physical 

Therapy 

Replacement 

Prosthesis 

+ 

+ 

+ 

+ 

Prosthetic 

Arthroplasty 

+ + + 

+ + + 

+++ 

+ + + 

Mold 

Arthroplasty 

+ + + + 

+ + + + 

++++ 

+ + + + 

Arthrodesis 

+ + + 

+ + 

+++ 

— 

Osteotomy 

+ + 

+ + 

++ 

+ + 

Resection 

+ 

+ + 

++ 

— 

arthritis  and  limitation  of  abduction;  (5) 
adduction-flexion  contracture;4  (6)  accepta- 
ble in  more  advanced  hip  degeneration  than 
a varus  osteotomy. 

Contraindications. — (1)  Rheumatoid  ar- 
thritis;3 (2)  progressive  hip  diseases  such 
as  infections  or  neuropathies;  (3)  absence 
of  joint  space  and  advanced  joint  destruc- 
tion;3 (4)  varus  osteotomy  in  presence  of 
severe  genu  varum;  (5)  varus  osteotomy 
when  lateral  capital  ridge  prevents  abduc- 
tion;4 (6)  valgus  osteotomy  in  presence  of 
genu  valgus.4 

Resection 

Indications. 6 — (1)  Patient  requires  a 
short  operation  with  minimum  shock;  (2) 
demand  on  hip  will  be  minimal;  (3)  exten- 
sive rheumatoid  arthritis  with  widespread 
destruction  negating  arthrodesis  or  arthro- 
plasty; (4)  post-irradiation  necrosis  of  the 
hip  in  which  failure  of  arthroplasty  or  ar- 
throdesis is  certain;  (5)  best  suited  in 
Marie-Striimpell  disease  and  rheumatoid  ar- 
thritis. 

Contraindications. — (1)  Genu  valgus  on 
the  same  side;  (2)  when  a less  destructive 
operation  is  permissible. 

Bilateral  Hip  Disease 

Degenerative  disease  involving  the  second 
hip  more  than  doubles  the  problem  and  thus 
requires  special  care  when  planning  opera- 
tions. All  five  operations  mentioned,  except 
arthrodesis,  may  be  used  bilaterally.  Combi- 
nations of  these  may  be  needed.  Where  both 
hips  need  surgery,  the  lesser  procedure 
should  be  done  first  if  there  is  doubt  regard- 
ing the  patient’s  tolerance  or  response  to 
operation.  Surgery  on  the  opposite  side 
should  follow,  provided  the  hip  is  so  severely 
involved  that  it  cannot  be  expected  to  help 
recovery  of  the  first,  and  provided  the  pa- 
tient can  tolerate  this  second  procedure.  If 


the  surgeon  plans  to  reconstruct  a movable 
hip  on  one  side  and  a fused  one  on  the  other, 
successful  arthroplasty  should  first  be  in- 
sured. Should  arthroplasty  fail  on  the  first 
hip,  it  could  then  be  performed  on  the  sec- 
ond before  attempting  arthrodesis  on  either 
hip.7  Especially  in  the  young  and  middle- 
aged,  a fused  hip  will  help  save  the  function 
of  arthroplasty  on  the  opposite  side.7  When 
both  hips  are  degenerating,  the  need  for 
surgical  intervention  is  usually  more  urgent 
than  if  the  affliction  is  unilateral. 

Discussion 

We  have  attempted  to  assemble  pertinent 
information  that  is  in  general  agreement  re- 
garding indications  and  contraindications 
for  common  operations  on  the  degenerative 
hip.  At  the  risk  of  being  too  simple  and 
somewhat  dogmatic,  we  believe  that  this  ar- 
rangement brings  into  focus  the  acceptable 
procedure  (or  procedures)  that  could  be 
properly  used  in  a given  hip  problem.  Fur- 
thermore, it  might  be  emphasized  that  hip 
operations  vary  significantly  in  magnitude, 
morbidity,  length  of  hospital  stay  and  con- 
valescence, and  required  physical  therapy. 
To  serve  at  least  as  a reminder,  if  not  a strict 
guide,  Table  1 shows  these  features  graded 
as  they  apply  to  these  operations.  There  is 
little  question  that  arthroplasty  (especially 
mold  arthroplasty)  is  the  biggest  operation 
and  requires  the  longest  hospital  stay  to- 
gether with  the  most  prolonged,  exacting 
convalescence. 

Because  of  experience,  most  orthopedists 
are  more  familiar  with  simply  inserting  a 
prosthesis  than  doing  a complicated  arthro- 
plasty. To  obtain  maximum  correction  in  the 
degenerative  hip  and  yet  stay  short  of  full- 
scale  arthroplasty,  certain  modifying  proce- 
dures may  be  added.  It  might  be  suggested, 
therefore,  that  the  surgeon  with  limited  ex- 
perience in  arthroplasty  choose  a replace- 
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ment  procedure  and  consider  complementing 
this  with  some  or  all  of  the  following  as  in- 
dicated: (1)  Removal  of  osteophytes  from 
acetabulum;  (2)  removal  of  margins  of  ac- 
etabulum; (3)  partial  or  complete  capsulec- 
tomy;  (4)  leaving  capsular  incision  unsu- 
tured; (5)  synovectomy;  (6)  removal  of 
ligamentum  teres  and  excess  bone  and  carti- 
lage in  the  inferior  portion  of  acetabulum ; 
(7)  light  reaming  of  the  acetabulum,  but 
leaving  remaining  cartilage  intact;  (8)  te- 
notomies, such  as  adductor  and  iliopsoas. 

Even  though  we  have  tried  to  formulate 
and  simplify  the  process  of  selecting  a prop- 
er operation  for  a given  degenerating  hip,  it 
is  quickly  evident  that  much  still  rests 
squarely  on  the  good  judgment  of  the  sur- 
geon. Furthermore,  it  is  doubtful  that  the 


computer  will  relieve  us  of  this  responsibili- 
ty any  time  soon. 
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Few  New  Drug  Products  in  1966 

Fewer  medicines  were  introduced  in  the  United  States  in  1966 
than  in  any  of  the  previous  18  years  for  which  accurate  records  are 
available,  Paul  de  Haen,  Inc.,  Drug  Information  Services,  reports. 

The  number  of  prescription  drug  products  introduced  last  year 
dropped  to  80  from  112  the  year  before.  Over  a ten-year  period  the 
number  of  new  medicines  approved  by  the  United  States  Food  and 
Drug  Administration  for  marketing  has  declined  80  percent. 

New  drug  products  consist  of  single  chemical  agents,  duplicates 
of  existing  products,  combinations  of  existing  products,  and  new 
dosage  forms. 

Sharpest  decline  was  in  the  number  of  single  new  chemical 
agents.  The  figure  reached  a new  low  of  12  after  a high  of  63  in  1959. 
Fewer  single  chemical  agents  were  introduced  in  the  United  States 
last  year  than  in  any  of  the  four  major  countries  of  western  Europe. 
Thirty-four  were  marketed  in  France,  42  in  Germany,  20  in  Great 
Britain  and  21  in  Italy.  One-third  of  all  these  drugs  were  developed 
by  American  scientists. 

During  1966,  the  American  drug  industry  marketed  in  those 
countries  seven  new  single  chemical  agents  that  were  not  available  to 
physicians  in  the  United  States  during  the  year.  Two  of  the  seven, 
however,  were  approved  for  marketing  in  this  country  in  January, 
1967. 

The  number  of  firms  introducing  new  drug  products  has  declined 
from  127  firms  in  1957  to  52  in  1966. 
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Compression  of  the  Median  Nerve 

Donald  E.  Pisar,  M.D. 


Median  nerve  compression  symptoms  may 
occur  anywhere  along  the  median  nerve.  The 
author  describes  treatment  procedures  for 
this  compression  in  three  locations — under 
the  transverse  carpal  ligament,  in  the  upper 
forearm,  and  above  the  elbow. 

p-  — -|  SYMPTOMS  from  median  nerve 
clinical  medicine  compression  may  occur  any  place 

■ along  the  median  nerve  after  its 
formation  from  the  terminal 
branches  of  the  lateral  and  medial  cords  of 
the  brachial  plexus.  These  cords  unite  at  a 
level  just  distal  to  the  pectoralis  minor 
muscle. 

Local  anatomic  features  may  produce  the 
symptoms  of  compression  of  the  median 
nerve  at  three  levels.  These  levels  are  (1) 
under  the  transverse  carpal  ligament  at  the 
wrist,  (2)  distal  to  the  junction  of  the  two 
heads  of  origin  of  the  pronator  teres  muscle, 
and  (3)  under  a supracondyloid  process. 

Under  the  Transverse  Carpal  Ligament 

The  majority  of  compression  syndromes 
of  the  median  nerve  occur  at  the  wTrist  un- 
der the  transverse  carpal  ligament.  Cannon 
and  Love,1  in  1946,  were  the  first  to  report 
surgical  release  of  the  nerve  in  9 of  38  pa- 
tients with  median  nerve  palsy;  and  reports 
of  median  nerve  compression  at  the  wrist 
recently  have  become  more  numerous.  These 
reports  include  the  analysis  of  654  hands 
with  carpal  tunnel  syndrome  by  Phalen,2 
and  the  long-term  results  of  operations  for 
the  carpal  tunnel  syndrome  reported  by 
Cseuz  and  co-workers.3 

A review  of  the  clinical  records  at  Scott 
and  White  Clinic  revealed  symptoms  of 
compression  of  the  median  nerve  at  the 


wrist  which  were  not  caused  by  direct  in- 
jury, by  severance  of  the  nerve,  or  related 
to  adjacent  fractures  in  103  wrists  of  74 
patients.  Forty  percent  of  the  lesions  were 
bilateral.  Those  patients  with  bilateral 
symptoms  were  more  prone  to  have  an  as- 
sociated systemic  disease — the  most  common 
of  which  were  diabetes  mellitus  and  rheuma- 
toid arthritis.  Only  5 of  the  29  bilateral 
symptomatic  lesions  were  in  men.  Sixty-five 
percent  of  the  patients  were  between  40  and 
49  years  of  age. 

The  most  common  complaint  offered  by 
patients  was  numbness  or  tingling  of  the 
fingers,  but  the  patients  did  not  alwrays  vol- 
untarily mention  a strict  median  nerve  dis- 
tribution. The  paresthesias  usually  were 
worse  at  night,  and  some  relief  had  been  ob- 
tained from  hanging  the  involved  hand  over 
the  side  of  the  bed  or  thrashing  the  hands. 
The  most  common  physical  finding  was 
numbness  and  tingling  produced  by  lightly 
touching  the  skin.  This  often  was  aggrava- 
ted bv  holding  the  wrists  in  complete  dorsal 
or  volar  flexion.  Thenar  atrophy  was  pres- 
ent in  one-third  of  the  wrists,  and  Tinel  s 
sign  was  positive  in  one-fourth  of  them. 

The  most  commonly  used  laboratory  pro- 
cedure was  a nerve  conduction  velocity  de- 
termination. Frequently,  the  results  of  this 
test  also  showed  delayed  conduction  of  oth- 
er peripheral  nerves.  In  1953  Gilliatt  and 
Wilson4  described  the  pneumatic  tourniquet 
as  a reliable  method  of  eliciting  the  symp- 
toms of  compression  of  the  median  nerve; 
however,  this  test  was  not  recorded  fre- 
quently enough  in  our  series  to  evaluate  its 
significance.  In  current  cases,  this  test  has 
been  helpful  in  detecting  subclinical  pares- 
thesias and  producing  a positive  Tinel’s  sign. 
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When  the  history  and  physical  findings 
implicated  compression  of  the  median  nerve 
at  the  wrist,  injection  with  a corticosteroid 
preparation  often  relieved  the  patient’s 
symptoms  for  months — especially  if  the  pa- 
tient was  a woman  with  mild  bilateral  symp- 
toms without  thenar  atrophy.  However,  if 
an  injection  provided  only  temporary  relief, 
surgical  treatment  was  recommended.  Al- 
most one-half  of  the  patients  who  had  surgi- 
cal decompression  of  the  median  nerve  at 
the  wrist  had  received  previous  injections. 
Although  most  of  the  patients  had  surgical 
treatment  after  one  unsuccessful  injection, 
one  patient  with  median  nerve  pressure  un- 
der the  transverse  carpal  ligament  without 
thenar  atrophy  (a  woman  who  used  two 
crutches  because  of  the  residuals  of  polio- 
myelitis) had  four  injections,  each  injection 
relieving  symptoms  for  from  6 to  18  months. 

An  axillary  block  was  the  anesthetic  of 
choice  for  release  of  the  transverse  carpal 
ligament.  The  most  commonly  reported  op- 
erative findings  were  (1)  adhesions  around 
the  median  nerve  under  the  transverse  car- 
pal ligament  and  (2)  actual  decrease  in  the 
size  of  the  nerve,  a finding  which  varied  di- 
rectly with  the  duration  and  intensity  of  the 
symptoms. 

Usually,  the  patients  improved  subjec- 
tively within  a few  days  after  surgical  re- 
lease of  the  transverse  carpal  ligament.  Al- 
though the  degree  of  recovery  of  opposition 
of  the  thumb  was  not  well  documented,  the 
general  impression  reflected  recovery  of 
some,  but  not  all,  of  its  motor  power. 

Complications  did  not  follow  corticoste- 
roid injections.  One  patient  did  develop  a 
draining  wound  following  surgical  release 
of  the  transverse  carpal  ligament;  however, 
drainage  had  not  recurred  13  months  after 
a volar  synovectomy.  Four  patients  had 
cervical  blocks  of  the  sympathetic  nerve  to 
relieve  postoperative  pain  not  limited  to  the 
median  distribution.  Following  this  proce- 
dure, three  patients  were  relieved  of  their 
pain.  However,  the  other  patient  (one  with 
poor  localization  of  symptoms  preoperative- 
ly  and  minimal  physical  findings)  has  had 
persistent  discomfort  despite  local  injections 
and  repeated  blocks. 

In  the  Upper  Forearm 

The  median  nerve  may  be  constricted  by 
the  pronator  muscle  as  the  nerve  leaves  the 
antecubital  fossa.  The  pronator  teres  mus- 
cle has  two  heads  of  origin.  The  humeral 


head  originates  from  the  lower  part  of  the 
medial  supracondylar  ridge  and  the  common 
flexor  tendon.  The  much  smaller  ulnar  head 
arises  from  the  coronoid  process  of  the  ulna. 
The  median  nerve  leaves  the  antecubital 
fossa  by  passing  between  the  two  heads  of 
the  pronator  teres  muscle.  The  nerve  then 
passes  under  the  tendinous  arch  connecting 
the  radial  and  ulnar  heads  of  origin  of  the 
flexor  digitorum  superficialis.  This  is  the 
usual  anatomical  arrangement.  Variations 
occur  when  the  median  nerve  goes  through 
one  or  under  both  heads  of  the  pronator 
teres  muscle.  This  configuration  produces 
the  basis  for  compression  of  the  median 
nerve  in  the  upper  forearm. 

In  this  series,  five  patients  (four  women 
and  one  man)  had  surgical  release  of  the  me- 
dian nerve  at  the  level  of  the  pronator  teres 
muscle.  The  numbness  in  one  woman’s  hand 
promptly  disappeared  after  surgical  release 
of  the  pronator  teres  muscle,  but  she  has 
had  some  difficulty  in  picking  up  tiny  ob- 
jects (Fig.  1).  Another  woman  who  had 
symptoms  in  her  forearm  and  hand  for  four 
years  was  relieved  promptly  by  surgical 
treatment,  and  a postoperative  conduction 
study  showed  normal  conduction  time.  The 
third  woman  obtained  symptomatic  relief 
for  four  months  following  surgical  treat- 
ment, but  then  nocturnal  pain  recurred  in 
the  hand.  Conduction  studies  demonstrated 
persistently  delayed  conduction  time  of  the 
forearm  segment  of  the  median  nerve,  and 
symptoms  of  numbness  and  pain  in  her 
forearm  and  hand  were  about  as  severe  21 
months  postoperatively  as  they  were  pre- 
operatively. 

A corticosteroid  injection  in  the  upper 
forearm  provided  temporary  symptomatic 
relief  for  the  fourth  woman.  She  was  expe- 
riencing numbness  of  the  median  nerve  in 
the  upper  forearm  and  occasional  numbness 
of  her  hand.  When  the  paresthesias  returned 
in  two  months,  the  pronator  teres  muscle 
was  released.  One  of  a series  of  three  cor- 
ticosteroid injections  into  the  operative  site 
relieved  postoperative  symptoms.  The  me- 
dian nerve  then  was  decompressed  at  the 
flexor  superficialis  origin.  Although  the  pain 
of  median  nerve  distribution  was  relieved, 
some  diffuse  causalgic  symptoms  remained. 
Seven  months  after  one  cervical  sympathet- 
ic block,  she  returned  to  work.  Her  hand 
was  improved,  but  some  residual  weakness 
remained. 

The  only  man  in  this  group  of  five  pa- 
tients had  bilateral  lesions.  Aching  in  his 
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hands  and  forearms  was  relieved  by  surgi- 
cal release  of  the  pronator  teres  muscles,  but 
a Raynaud’s  type  phenomenon  remained  in 
his  hands. 

Delayed  conduction  velocity  in  the  elbow- 
to-wrist  segment  of  the  median  nerve  was 
the  main  criterion  for  the  diagnosis  of  com- 
pression of  the  median  nerve  in  the  upper 
forearm.  In  two  of  the  five  patients,  various 
maneuvers  were  performed  to  elicit  physical 
findings  significant  for  a clinical  diagnosis 
of  compression  of  the  median  nerve  in  the 
upper  forearm.  These  tests  included  pro- 
longed passive  supination,  resistance  to  pro- 
nation, and  percussion  over  the  path  of  the 
median  nerve;  but  the  symptoms  were  not 
reproduced.  Injection  of  a corticosteroid 
drug  has  been  recommended  as  a means  of 
diagnosis.5  The  one  patient  in  this  series 
who  had  some  relief  following  an  injection 
did  not  obtain  a good  operative  result,  and 
only  two  of  the  six  hands  had  the  expected 
relief  of  symptoms  following  surgical  treat- 
ment. 

Above  the  Elbow 

If  compression  occurs  under  a supracon- 
dyloid  process,  the  median  nerve  may  pro- 


duce clinical  symptoms.  This  bony  projec- 
tion occurs  on  the  anteromedial  aspect  of 
the  lower  third  of  the  humerus.  This  pat- 
tern is  common  in  lower  animals.  The  tip  of 
this  osseous  projection  is  connected  by  a 
fibrous  band  to  the  medial  epicondyle  (de- 
scribed by  and  called  Struther’s  ligament)  .6 
The  median  nerve  usually  passes  under  this 
projection.  The  brachial  artery  may  follow 
the  same  course,  or  it  may  divide  high,  and 
the  ulnar  artery  may  pass  through  the  tun- 
nel with  the  median  nerve.  The  pronator 
teres  muscle  usually  originates  from  the 
process  and  the  fibrous  band,  and  the  mus- 
cle overlays  the  median  nerve  and  brachial 
artery.  The  process  may  provide  insertion 
for  an  extension  of  the  coracobrachialis 
muscle. 

Median  nerve  compression  from  a supra- 
condyloid  process  has  been  reported.7  Exci- 
sion of  the  process  and  its  fibrous  band  have 
resulted  in  cessation  of  symptoms.  Extra- 
periosteal  excision  of  the  osseous  process  and 
transfer  of  the  anomalous  pronator  origin 
have  been  recommended  when  median  nerve 
symptoms  recur  from  a regenerated  supra- 
condyloid  process. 

Although  symptomatic  cases  produced  by 


Fig.  1.  Photographs  show  (a)  the  median  nerve  compressed  by  one  head  of  origin  of  the  pronator  teres  muscle  and 

(b)  the  median  nerve  after  decompression. 
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median  nerve  compression  from  the  supra- 
condyloid  process  were  not  observed  in  this 
series,  the  three  brought  to  our  attention 
represent  incidental  findings  on  roentgeno- 
grams (Figs.  2-3). 

Summary 

The  carpal  tunnel  syndrome  can  be  diag- 
nosed most  reliably  by  case  history  and 
physical  findings.  After  injection  with  a 
corticosteroid  preparation,  prolonged  symp- 
tomatic relief  may  occur;  and  the  procedure 
may  be  repeated  if  the  motor  power  of  the 
thumb  is  not  impaired.  Surgical  release  of 
the  median  nerve  under  the  transverse  car- 
pal ligament  usually  provides  prompt  relief 
of  sensory  symptoms,  but  return  of  motor 
function  is  more  unpredictable. 

Symptomatic  entrapment  of  the  median 
nerve  under  the  pronator  teres  muscle  is  an 
uncommon  condition.  Diagnosis  was  primar- 
ily dependent  upon  nerve  conduction  studies. 
The  results  following  surgical  release  of  the 
pronator  teres  muscle  are  not  as  satisfac- 
tory as  procedures  for  decompression  of  the 
median  nerve  at  the  wrist. 


Figs.  2-3.  Roentgenograms 


Median  nerve  symptoms  may  be  caused 
by  a supracondyloid  process,  but  usually 
this  abnormality  is  an  asymptomatic  inci- 
dental finding.  The  lesion  usually  is  palpa- 
ble and  is  seen  best  on  oblique  roentgeno- 
grams of  the  distal  humerus. 
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TEXAS  MEDICINE 


when  congestion  is  complicated  by  sulfa-suscep  'e 

bacterial  invaders  in 
upper  respiratory  tract... 


prescribe  economical 


TTriimlUfaiDiDmik' 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  card  iovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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2.  Sn*” 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  A 


Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph.  Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 

MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 


Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0. 4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1. 6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S , and  Black,  H.  R Current  Ther.  Res.,  6-253,  1964. 


V-Cillin  KSS  .. 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information 


New  500  mg.  tablets 


a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  I1 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mucf 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu- 
lar forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  or 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is 
administered,  measures  for  treating  anaphylaxis  should  be  readily 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamines 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  ad- 
ministration should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg,  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte- 
remia may  be  treated  with  200,000  to  400,000  units  three  times  a day. 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de- 
velopment of  rheumatic  fever  and/or  other  serious  complications.  Dos- 
age for  routine  streptococcus  prophylaxis  in  patients  with  a history  ol 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac- 
tion, or  other  minor  surgery,  the  prophylactic  dose  should  be  500,000 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  days 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur- 
gery, parenteral  therapy  should  be  considered.  Mild  to  moderately 
severe  pneumococcus  pneumonia  has  been  treated  effectively  with 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giver 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  for 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphilis 
should  have  a dark-field  examination  before  receiving  penicillin  and 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  (800,000 
units)  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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CAUSE  AND  EFFECT 


Mechanics  of  Cranial  Trauma 

George  Ehni,  M.D. 


Since  bobbly-headed  humans  must  ride  in 
fast  vehicles,  they  will  continue  to  sustain 
many  head  injuries.  Well-designed  helmets 
could  prevent  or  lessen  the  severity  of  trau- 
ma, and  knowledge  of  the  mechanics  in- 
volved will  help  physicians  in  the  treatment 
of  cranial  injuries. 

T HE  BRAIN  obeys  the  same  physical  laws 
that  govern  similar  materials.  If  we  know 
all  the  physical  factors  of  mass,  velocity,  time 
and  so  forth,  soon  we  shall  be  able  to  pre- 
dict where  and  how  brain  lesions  occur.  This 
will  influence  both  the  protective  measures 
for  the  head,  and  the  way  we  diagnose  and 
treat  certain  injuries. 

Physical  analysis  of  cranial  trauma  indi- 
cates that  brain  injury  tends  to  be  focal  rath- 
er than  diffuse.  The  brain  is  hurt  by  physical 
separation  of  some  of  its  constituent  parti- 
cles. It  is  not  harmed  by  uniform  forces ; for 
example,  in  a few  minutes’  time  astronauts 
undergo,  without  harm  to  the  brain,  propul- 
sion to  a linear  velocity  of  18,000  miles  an 
hour  or  more,  and  also  withstand  the  tre- 
mendous kinetic  energy  that  goes  with  this 
speed.  The  brains  and  nerves  of  marine  ani- 
mals and  humans  function  normally  under 
the  pressure  of  hundreds  of  feet  of  water. 

Work  done  on  one  particle  of  the  brain, 
such  as  pushing  a cell  from  one  point  to  an- 
other while  the  others  are  left  in  place,  is 
what  injures  it.  Differential  work  must  be 
done  to  thrust  a needle  into  the  brain,  to 
deform  it,  to  lacerate  it,  and  to  rotationally 
accelerate  it,  or  to  cause  cessation  of  a rota- 
tional motion  it  already  possesses. 

The  total  energy  available  to  do  work  on 
the  brain  is  proportional  to  the  mass  of  the 
object  in  motion  (either  the  head  or  a mis- 


sile) times  the  square  of  its  velocity.  This 
total  energy  of  a collision  never  reaches  the 
brain,  for  some  is  expended  in  the  scalp  and 
skull  as  well  as  in  the  injuring  agent.  There- 
fore, the  extent  of  injury  is  determined  by 
the  energy  spent  doing  differential  work  in 
the  brain  rather  than  the  total  obtained  from 
the  energy  formula. 

There  are  six  major  injury  determinants: 
(1)  mass,  (2)  velocity,  (3)  time  during 
which  energy  is  yielded  or  work  is  done,  (4) 
size  of  the  area  of  traumatic  contact,  (5) 
head  mobility,  and  (6)  the  direction  of  blow 
and  the  site  of  contact.  The  last  four  items 
determine  if  and  how  the  energy  deriving 
from  mass  and  velocity  will  injure  the  brain. 

When  two  bodies  of  equal  mass,  say  two 
heads,  collide  without  fracturing,  kinetic 
energy  becomes  momentarily  potential  in  de- 
formed bone  which  is  similar  to  a compressed 
spring.  In  the  next  instant  the  heads  fly 
apart  as  the  bone  makes  elastic  recovery,  and 
the  energy  again  becomes  kinetic  and  is 
shared  between  the  two  objects  about  equal- 
ly. When  the  object  is  larger  than  the  head, 
great — almost  instantaneous — is  the  acceler- 
ation of  the  head  to  the  velocity  of  the  strik- 
ing mass,  and  minute  is  the  velocity  reduc- 
tion and  course  change  by  the  heavier  object. 
Great  energy  is  given  the  head,  but  far  more 
remains  with  the  large  mass  which  had  so 
much  to  begin  with.  When  the  striking  mass 
is  small  relative  to  the  head,  it  has  less  ener- 
gy to  expend.  The  motion  imparted  to  the 
head  is  slower,  and  the  stopping  and  deflect- 
ing effect  of  the  head  on  the  striking  mass 
is  greater. 

An  example  of  low  velocity  injury  is  the 
propelling  of  a blunt  cannula,  2 mm.  in  di- 
ameter, along  a straight  path,  as  in  ven- 
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triculography.  The  situation  is  nonballistic 
for  the  cannula  is  pushed  just  enough  to  part 
cells  and  fibers  slowly.  The  work  is  modula- 
ted by  feedback  from  the  eyes  and  fingertips 
of  the  energy  source,  and  the  only  cells  and 
fibers  affected  are  those  in  the  cannula’s 
path. 

At  the  other  extreme,  a small  shell  frag- 
ment traveling  1,000  yards  or  more  per 
second,  strikes  the  head  with  great  energy 
undiminished  by  feedback.  All  of  this  energy, 
except  that  spent  in  the  scalp  and  skull,  is 
spent  accelerating  certain  brain  particles 
with  velocity  so  great  that  the  time  of  trau- 
matic contact  is  very  short.  The  head’s  in- 
ertia fixes  it  in  space,  and  virtually  no  ener- 
gy is  spent  moving  the  head  as  a whole.  In 
the  usual  traffic  and  construction  accident, 
the  velocity  is  great  enough  for  some  energy 
to  be  delivered  to  the  brain  directly  under  the 
blow,  yet  slow  enough  for  some  rotational 
acceleration  injury  as  well. 

Effect  of  Time 

The  time  of  energy  transfer  often  is  a 
reciprocal  of  velocity,  and  is  subject  to  as 
much  variation.  Reducing  time  speeds  accel- 
eration or  deceleration,  resulting  in  higher 
gravity  forces.  In  a fall  on  pavement,  energy 
is  spent  in  a few  milliseconds  and  fatal  in- 
jury may  result,  but  a fall  with  identical 
velocity  on  a haystack  or  a trampoline  is 
fun,  because  the  head  is  decelerated  more 
slowly. 

Undesirable  though  unyielding  knobs  and 
surfaces  on  an  automobile  dashboard  are, 
they  actually  have  a certain  protective  effect 
because  they  lengthen  the  time  of  decelera- 
tion. Striking  projections  dissipates  energy 
in  lacerating  soft  tissue,  breaking  bone,  and 
in  making  frictional  contact  with  bone  edges. 
The  head  comes  to  a slower  stop  and  re- 
bounds less  with  less  indirect  energy  to  front- 
al and  temporal  lobes,  the  brain  stem  and 
other  areas  vulnerable  in  high  gravity  de- 
celeration. Obviously,  it  is  more  desirable  to 
simulate  the  haystack  and  to  provide  length- 
ened time  by  using  yielding  material  around 
the  head  or  on  the  surface  the  head  may 
strike. 

Mobility  of  Head 

Some  of  the  differential  work  done  in 
rapid  deceleration  and  acceleration  is  on  the 
upper  brain  stem,  which  contains  the  retic- 
ular formation  concerned  with  maintenance 
of  consciousness.  If  an  object  strikes  the 
freely  moveable  head  at  a velocity  of  28  feet 


per  second  (approximately  19.1  m.p.h.)  or 
more,  it  will  produce  concussion.  With  slower 
velocities,  concussion  does  not  occur.  If  the 
head  is  fixed  so  it  cannot  be  accelerated,  and 
if  the  blow  does  not  depress  the  skull,  no 
concussion  will  be  produced. 

Optimum  conditions  for  injury  by  a large 
mass  having  low  velocity  exist  when  the  head 
is  fixed  and  the  bone  is  weak.  A head,  rest- 
ing on  pavement,  which  is  struck  by  a car 
slipping  from  a jack  is  almost  certain  to  be 
severely  damaged.  If  the  head  were  free  to 
move,  it  would  not  be  harmed  by  a blow 
from  a mass  of  any  size  moving  at  the  two 
feet  per  second  that  a falling  object  attains 
in  its  first  foot  of  fall. 

Under  certain  conditions,  concussion  may 
be  more  easily  produced  with  the  head  fixed 
rather  than  free.  If  the  striking  mass  is  large 
relative  to  the  head,  and  its  velocity  is  just 
under  that  necessary  to  produce  acceleration 
concussion,  coma  will  not  result  if  the  head 
is  free,  but  a fixed  head  struck  the  same  way 
absorbs  more  of  the  energy  not  by  accelera- 
ting, but  by  being  indented.  The  hammer-like 
descent  of  the  indented  skull  on  the  brain 
causes  concussion  by  raising  the  intracranial 
pressure  sufficiently  long  to  actually  displace 
or  do  other  work  on  the  brain  stem. 

Deceleration  of  the  moving  head  against  a 
stationary  object  is  more  likely  to  produce 
indirect  injury,  and  a blow  on  the  stationary 
head  by  a moving  object  favors  direct  injury. 
These  facts  have  led  to  the  belief  that  the 
type  of  injury  to  the  brain  is  influenced  by 
whether  it  is  struck  by  something  moving  or 
whether  it  has  its  motion  arrested  by  hitting 
something.  When  all  physical  factors  are 
identical,  however,  the  same  injury  will  re- 
sult whether  the  head  is  struck  or  strikes, 
whether  it  is  accelerated  or  decelerated. 

Theories  on  Cause  of  Indirect  Injury 

Just  how  work  is  done  in  remote  parts  of 
the  brain  is  in  dispute.  Two  postulates  vie 
for  favor : ( 1 ) the  cavitation  hypothesis,  and 
(2)  the  rotational  acceleration  hypothesis. 

If  a stoppered  tube  of  water  is  driven  down 
sharply  enough,  the  inertia  of  the  water  and 
the  tube  wall  sliding  by  the  water  results  in 
compression  of  the  air  in  the  top  of  the  tube, 
elevated  pressure  in  the  subjacent  fluid,  and 
a cavity  or  vacuum  having  a —1  atmosphere 
pressure  at  the  bottom  of  the  tube.  In  the 
next  instant  the  cavity  collapses  with  great 
force  and  may  break  out  the  bottom  of  the 
tube.  According  to  some,  this  same  thing 
happens  in  the  brain  at  the  pole  opposite  the 
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side  of  the  blow.  In  forming  and  in  collaps- 
ing, a myriad  of  small  cavities  separate  or 
do  work  on  certain  brain  particles,  producing 
contusions  and  hemorrhages. 

The  other  theory  denies  that  pure  linear 
acceleration  can  have  any  injurious  effect 
on  the  brain  because  the  absence  of  gas  in  the 
head,  the  brain’s  incompressibility,  and  the 
skull’s  constant  volume  forbid  the  develop- 
ment of  cavities.  According  to  this  theory, 
it  is  rotational  acceleration  that  is  harmful. 
Brain  within  the  skull  does  not  follow  spin 
movements  imparted  to  the  container  as  it 
does  linear  motion,  but  tends  to  remain  sta- 
tionary, as  tea  does  in  a cup  when  the  handle 
is  turned.  The  skull  is  not  spherical  and  it 
has  large,  hard  partitions  within  it,  such  as 
the  sphenoid  ridges  projecting  between  the 
frontal  and  temporal  lobes  and  the  sphenoid 
bone  upon  which  the  brain  stem  rests.  Any 
new  motion  given  the  head  produces  some 
rotational  component  because  of  the  attach- 
ment of  the  neck,  and  the  internal  skull  ir- 
regularities are  ever  at  work  pushing  or 
slapping  the  brain  to  make  it  rotate,  that  is, 
doing  differential  work  on  certain  focal 
areas. 

This  theory  best  explains  several  of  the 
main  features  of  indirect  brain  injury  such 
as  the  predominance  of  lesions  in  the  tempor- 
al and  subfrontal  regions  adjacent  to  the 
sphenoid  ridges,  the  rarity  of  such  lesions 
in  the  occipital  lobes  (though  frontal  blows 
are  at  least  as  frequent  as  occipital  ones), 
and  the  necessity  to  invoke  subcontusional 
injury  to  the  upper  brain  stem  and  its  con- 
tained reticular  formation  to  explain  com- 
mon concussion. 


Conclusions 

Whichever  theory  of  indirect  injurv 
true,  there  is  no  doubt  that  the  brain  is  in- 
jured focally  or  multifocally  rather  than  dif- 
fusely, and  that  generalization  of  disturbance 
and  fatality  often  result  from  the  pressure  and 
displacing  effects  of  swelling  and  bleeding  in 
focal  areas.  Sometimes,  these  are  amenable 
to  excision,  but  first  their  existence  must  be 
suspected  and  identified.  Identification  is 
made  by  contrast  radiography,  particularly 
carotid  arteriography,  which  accurately  de- 
lineates space-taking  masses  in  the  frontal 
and  temporal  regions  where — clinical  experi- 
ence and  the  rotational  acceleration  hypothe- 
sis agree — they  occur  regularly.  Suspicion  of 
the  existence  of  these  lesions  is  heightened 
by  understanding  something  of  the  mechan- 
ics of  cranial  trauma. 

In  viewing  the  mechanisms  of  such  in- 
juries for  their  implications  as  to  preven- 
tion, it  is  obvious  that  mass  and  velocity  are 
not  modifiable.  Cars,  airplanes,  and  heads 
are  going  to  travel  faster  rather  than  slower 
in  the  future.  Body  harnesses  and  better  car 
construction  may  affect  time  and  the  state 
of  head  fixation,  but  only  a little.  The  most 
direct  approach  to  broaden  the  area  of  the 
blow  to  the  head,  to  limit  direct  injury,  and 
to  lengthen  the  time  of  energy  transfer  to 
limit  acceleration  or  indirect  lesions,  is  to 
protect  the  head  with  a well-designed  helmet 
that  is  properly  yielding  on  the  inside  and 
highly  resistant  on  the  outside. 

I Dr.  Ehni,  1531  Hermann  Professional  Bldg., 
Houston  77025. 


Lock  Doors,  Fasten  Safety  Belts 

From  on-scene  investigations  of  139  fatal  automobile  accidents 
during  four  years,  physicians  found  that  of  177  persons  killed,  48,  or 
27  percent,  died  by  being  thrown  from  the  car;  that  was  the  leading 
single  cause  of  death. 

Most  of  the  victims  were  thrown  through  open  doors;  others 
were  ejected  through  windshields,  open  convertible  roofs,  or  door 
windows. 

The  investigators,  Drs.  D.  R.  Huelke  and  P.  W.  Gikas,  University 
of  Michigan,  estimate  from  their  examinations  that  80  percent  of  the 
ejection  deaths  would  have  been  prevented  had  the  ejectees  worn 
seat  belts. 
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Now , now } Mrs.  Forsythe , we’ve  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM AN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


NOVAHISTINE  LP 


For  relief  of  nasal  congestion. 
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Clinicopathologic  Conference 


David  J.  Werner,  M.D.;  James  C.  Gaither,  M.D.;  John  T.  Davis,  M.D.;  William  Shapiro,  M.D.; 
Jay  P.  Sanford,  M.D.;  Eugene  Frenkel,  M.D.;  and  Bruce  D.  Fallis,  M.D. 


At  age  4,  the  patient  had  a Potts  operation; 
he  was  active  until  he  was  20.  Then  he  had 
a tooth  abscess;  Streptococcus  viridans  grew 
on  a blood  culture,  and  bacterial  endo- 
carditis was  diagnosed.  Surgery  revealed  con- 
genital single  ventricle  with  pulmonary  ste- 
nosis. For  14  months,  he  had  symptoms  of 
infection  and  positive  blood  cultures,  and 
anemia  developed.  Despite  antibiotic  therapy, 
the  patient  died  during  his  seventh  hospital- 
ization. 


r 1 DR.  GAITHER : This  20-year-old 
white  man,  a college  student,  first 
entered  Parkland  Memorial  Hos- 
pital on  Jan.  8,  1965,  with  short- 
ness of  breath  and  mild  chest  pain.  He  was 
reportedly  cyanotic  at  birth,  and  when  he 
was  four  years  old,  a Potts  operation  was 
successfully  performed  at  a hospital  in  St. 
Louis,  Mo.  One  year  later  he  moved  to  Dal- 
las, and  until  1964  he  lived  an  active  life 
with  only  mild  exertional  dyspnea.  Follow- 
ing a tooth  abscess  in  April,  1964,  a positive 
blood  culture  for  Streptococcus  viridans 
was  reported,  and  a diagnosis  of  bacterial 
endocarditis  was  made.  He  entered  Baylor 
Hospital  and  was  treated  for  five  weeks  with 
penicillin.  This  illness  coincided  with  an  in- 
crease in  exertional  dyspnea,  onset  of  noc- 
turia, and,  by  his  admission,  an  inability  to 
lead  a normal  life.  It  was,  therefore,  sug- 

This  is  the  ninth  in  a series  of  clinicopathologic 
conferences  from  The  University  of  Texas  South- 
western Medical  School  and  Parkland  Memorial  Hos- 
pital, Dallas.  Dr.  Bruce  D.  Fallis,  professor  of  path- 
ology, is  guest  editor  for  the  series.  Other  partici- 
pants this  month  are  Drs.  David  J.  Werner,  resident, 
pathology;  James  C.  Gaither,  resident,  internal  medi- 
cine; John  T.  Davis,  assistant  professor,  radiology; 
William  Shapiro,  assistant  professor,  internal  medi- 
cine; Jay  P.  Sanford,  professor,  internal  medicine; 
and  Eugene  Frenkel,  associate  professor,  internal 
medicine. 
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gested  that  he  enter  Parkland  Memorial 
Hospital  for  corrective  cardiac  surgery. 

First  Admission,  Jan.  8-28,  1965:  On  ad- 
mission the  patient  was  afebrile.  His  blood 
pressure  was  145/50  mm.  of  mercury,  pulse 
100,  and  respirations  22.  Other  significant 
findings  in  this  slender,  pale  man  included 
minimal  cyanosis  without  clubbing  or  signs 
of  peripheral  embolization.  He  had  a ma- 
chinery murmur  over  the  left  interscapular 
area,  a pansystolic  murmur  at  the  left  ster- 
nal border,  increased  pulmonic  second 
sound,  a double  aortic  second  sound,  and  a 
small  diastolic  blow  following  the  second  pul- 
monic sound.  An  exploratory  cardiotomy 
with  cardiopulmonary  bypass  was  per- 
formed on  Jan.  13.  Ventriculotomy  was  car- 
ried out  in  what  was  thought  to  be  the  right 
ventricle,  but  digital  exploration  revealed 
that  this  chamber  communicated  directly 
with  the  aorta,  and  there  was  almost  total 
absence  of  the  interventricular  septum.  The 
pulmonary  valve  was  extremely  stenosed 
with  only  a pinpoint  lumen.  Closure  was  be- 
gun, complicated  by  fibrillation  requiring 
conversion  with  one  direct  current  shock. 
The  pericardial  cavity  was  irrigated  with  a 
bacitracin  and  neomycin  solution,  and  a la- 
tex tube  was  used  for  drainage  through  the 
abdominal  wall.  The  day  following  surgery  a 
tracheostomy  with  intermittent  positive 
pressure  breathing  was  required  to  alleviate 
severe  respiratory  distress.  Intermittent  fev- 
er with  elevation  to  101.5  F.  began  on  the 
day  of  surgery  and  continued  until  two  days 
before  discharge.  Procaine  penicillin,  1.2 
million  units  per  day,  had  been  started  five 
days  before  surgery  and  was  continued 
along  with  streptomycin,  1 gm.  daily,  which 
was  initiated  at  the  onset  of  fever.  Five  days 
after  surgery,  Lanoxin,  0.25  mg.  daily,  was 
begun  along  with  a low  salt  diet  for  control 
of  right-sided  congestive  heart  failure  char- 
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acterized  by  tachycardia  and  increased  ven- 
ous pressure.  Seven  units  of  whole  blood 
were  given  during  this  hospitalization. 

One  month  later  it  was  noted  in  clinic 
that  the  patient  squatted  often  to  be  more 
comfortable,  and  that  two  “nosebleeds”  had 
occurred  since  surgery. 

Second  Admission,  April  10-20,  1965:  Af- 
ter one  week  of  intermittent  fever,  shaking 
chills,  anorexia,  myalgia,  and  vomiting,  the 
patient  entered  Parkland  Memorial  Hospital. 
A dull,  nonradiating  mid-chest  pain  which 
was  aggravated  by  lying  down  had  also  been 
present  during  the  week.  A nonproductive 
cough  began  on  the  day  of  admission.  The 
patient  volunteered  at  this  time  that  for 
about  one  year  he  had  noted  dark  streaks 
under  his  fingernails  that  disappeared  in 
two  to  three  days.  This  had  occurred  several 
times  during  the  past  week.  On  admission, 
his  blood  pressure  was  130/20-0  mm.  of 
mercury,  pulse  120,  respirations  32,  and 
temperature  103  F.  No  change  in  the  car- 
diac examination  was  noted,  and  no  splinter 
hemorrhages  were  present.  The  liver  was 
barely  palpable.  One  splinter  hemorrhage 
was  noted  on  the  third  hospital  day.  No  anti- 
biotics were  given,  and  the  patient  remained 
afebrile  after  the  sixth  hospital  day.  Eight 
out  of  27  blood  cultures  were  reported  posi- 
tive for  Pseudomonas  aeruginosa;  six  were 
drawn  two  days  before  admission  and  two 
on  the  day  of  discharge. 

After  discharge,  he  had  several  episodes 
of  spiking  fever  to  102  F.,  with  a negative 
blood  culture  on  one  occasion. 

Third  Admission,  June  5-15,  1965:  On  re- 
view of  his  second  admission,  the  positive 
cultures  on  two  separate  days  suggested  a 
possible  focus  of  infection,  and  the  patient 
was  readmitted  for  further  study.  He  had  re- 
mained essentially  the  same  in  the  interim, 
and  no  changes  were  noted  on  physical  ex- 
amination. Temperature  spikes  up  to  101.4 
F.  were  recorded  during  this  admission. 
Twelve  blood  cultures  were  reported  sterile, 
and  he  was  discharged  to  clinic  follow-up. 

Fourth  Admission,  June  27 -July  29,  1965: 
Malaise  associated  with  low-grade  fever  and 
night  sweats  continued  during  the  13  days 
that  he  was  at  home,  and  pleuritic  chest 
pain  on  the  left  side  precipitated  the  fourth 
admission.  The  presence  of  several  splinter 
hemorrhages  in  his  fingernail  beds  was  the 
only  change  noted  on  physical  examination. 
On  July  2,  the  patient  was  started  on  colis- 
tin,  4.0  mg.  per  kg.  of  body  weight  (50  mg. 
t.i.d.),  along  with  oral  tetracycline,  2 gm. 


daily.  Blood  drawn  on  July  2 grew  Pseudo- 
monas on  1 out  of  16  cultui’es.  He  remained 
afebrile  after  the  11th  day  of  treat  at  and 
was  discharged  after  a 28-day  course  m co- 
listin  and  tetracycline. 

Fifth  Admission,  Aug.  18 -Nov.  2,  1965: 
Intermittent  fever  had  continued  since  dis- 
charge, with  chills  and  night  sweats  for  two 
weeks.  Chest  pain  was  now  present  on 
coughing.  Blood  presssure  was  146/50  mm. 
of  mercury,  pulse  120,  respirations  22,  and 
temperature  102.4  F.  on  admission  with  a 
palpable  spleen  tip  noted  for  the  first  time. 
Splinter  hemorrhages  were  again  present, 
and  the  remainder  of  the  physical  examina- 
tion was  unchanged,  with  no  liver  edge  felt. 
A blood  culture  grew  Pseudomonas.  Inter- 
mittent temperature  spikes  to  101  F.  con- 
tinued through  the  31-day  course  of  poly- 
myxin B,  60  mg.  per  day  intramuscularly, 
and  Keflin,  10  gm.  per  day  intravenously.  A 
blood  culture  on  the  day  of  discharge  grew 
P.  aeruginosa. 

Sixth  Admission,  Jan.  19-Feb.  23,  1966: 
Frequent  low-grade  temperature  elevations 
had  been  common  at  home,  and  a tempera- 
ture of  104  F.  with  anorexia  and  dysuria 
initiated  this  admission.  The  patient  re- 
mained alert  and  was  able  to  give  a clear 
history,  but  was  now  more  despondent  over 
his  chronic  illness.  As  before,  several  splinter 
hemorrhages  were  found,  but  the  spleen  was 
not  palpable.  The  auscultatory  findings 
matched  those  found  in  the  record  of  his 
first  admission.  Blood  cultures  grew  Pseudo- 
monas. Colistin,  100  mg.  twice  a day,  first 
intramuscularly  (10  days)  and  then  intra- 
venously (18  days),  with  tetracycline,  500 
mg.  four  times  a day,  were  tried  for  28  days 
without  apparent  effect  on  his  fever,  which 
now  often  reached  104  F.  During  this  course 
new  problems  arose,  including  hematuria, 
pedal  and  sacral  edema,  and  deepening  de- 
pression. He  was  discharged  to  return  for 
trial  on  an  investigative  drug,  gentamicin. 

Seventh  Admission,  Feb.  28-Death,  March 
8,  1966:  He  was  admitted  before  the  genta- 
micin arrived,  because  he  developed  cramp- 
ing abdominal  pains,  nausea,  vomiting,  and 
diarrhea.  He  was  unusually  weak,  with 
blood  pressure  of  130/60  mm.  of  mercury, 
pulse  112,  respirations  20,  and  temperature 
102  F.  New  splinter  hemorrhages  were  pres- 
ent, and  a ventricular  gallop  was  heard.  His 
abdomen  was  diffusely  tender,  the  spleen 
tip  was  palpable,  and  the  liver  edge  was  3 
cm.  below  the  right  costal  margin.  Cyano- 
sis was  now  obvious.  Nine  out  of  ten  blood 
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cultures  had  been  reported  positive  in  the 
last  month.  He  remained  quite  cyanotic 
without  nasal  oxygen,  and  had  deepening 
lethargy  but  was  able  to  question  his  physi- 
cians concerning  a painful,  nodular,  bluish 
lesion  found  on  his  finger  tip  three  days  af- 
ter  admission.  Intravenous  colistimethate 
did  not  halt  a fulminating  course  consisting 
of  hematuria,  hematemesis,  melena,  general- 
ized abdominal  pain,  rapidly  developing  azo- 
temia, and  edema.  Iced  saline  lavage  for  four 
hours  failed  to  clear  the  gross  blood  in  the 
stomach.  He  was  found  dead  at  7:15  a.m.  on 
March  8. 

His  hemoglobin  level  was  17.5  gm.  per  100 
ml.  on  his  first  admission,  but  fell  progres- 
sively during  his  illness  and  ranged  between 
6.2  and  8.9  gm.  per  100  ml.  during  his  sixth 
and  seventh  admissions.  His  white  blood  cell 
count  was  8,000  on  his  first  admission,  and 
varied  between  8,000  and  18,000  on  subse- 
quent admissions.  Urinalysis  was  normal  un- 
til his  sixth  and  seventh  admissions,  when 
trace  albuminuria,  many  red  blood  cells,  and 
a few  white  blood  cells  and  casts  were  noted. 
Repeated  serum  electrolyte  and  enzyme  stud- 
ies were  unrevealing. 

Radiological  Findings 

DR.  DAVIS:  Chest  roentgenograms  re- 
vealed an  enlarged  heart  which  grew  pro- 
gressively larger  d u r i n g his  illness.  The 
heart  had  a peculiar  shape;  it  was  enlarged 
to  the  left,  and  the  cardiac  border  extended 
well  beyond  the  margin  of  the  left  main  pul- 
monary artery.  The  aorta  was  visible  on  the 
left  side  but  not  on  the  right,  suggesting 
that  the  patient  had  some  type  of  aortic 
transposition.  The  pulmonary  vascular  vol- 
ume was  greater  than  normal  on  each  ad- 
mission (Fig.  1).  On  his  last  admission,  bi- 
lateral pulmonary  infiltration  and  a right 
pleura]  effusion  were  noted.  Roentgeno- 
grams of  the  abdomen  during  his  last  ad- 
mission revealed  splenomegaly. 

Clinical  Discussion 

DR.  SHAPIRO:  By  virtue  of  the  operative 
findings,  we  can  discuss  this  case  with  a con- 
siderable advantage  over  those  who  saw  the 
patient  before  the  exploratory  cardiotomy. 
At  an  early  age,  he  had  not  only  survived 
but  apparently  benefited  from  a Potts  oper- 
ation, which  consists  of  anastomosing  the 
aorta  to  the  pulmonary  artery,  and  was  once 
an  acceptable  method  for  palliative  treat- 
ment of  the  tetralogy  of  Fallot.  This  proce- 
dure has  been  more  or  less  abandoned  be- 


cause of  the  great  difficulty  in  getting  just 
the  right  size  opening  between  the  aorta 
and  the  pulmonary  artery.  Most  patients  de- 
velop flooding  of  the  lungs  with  blood  fol- 
lowed by  pulmonary  hypertension  and/or 
right  ventricular  failure.  Therefore,  this 
procedure  was  abandoned  in  favor  of  the 
Blalock  procedure  (anatomosis  of  the  left 
subclavian  artery  to  the  left  pulmonary  ar- 
tery), and  now,  of  course,  definitive  surgical 
correction  of  the  tetralogy  of  Fallot  is  a 
reality. 

At  age  20  he  underwent  an  exploratory 
cardiotomy,  presumably  to  correct  a tetral- 
ogy. I think  that  this  was  extremely  brave, 
because  we  have  no  record  of  his  having  had 
definitive  diagnostic  studies  attempted  prior 
to  this  second  operation.  By  means  of  this 
procedure  the  diagnosis  of  a single  ventricle 
with  pulmonary  stenosis  was  established. 
This  is  a rare  form  of  congenital  heart  dis- 
ease. Clinically,  it  is  frequently  confused 
with  tetralogy  of  Fallot  and  with  the  Eisen- 
menger  complex.  There  is,  if  you  review  the 
material,  no  clinical  point  that  is  diagnos- 
tic.1 The  history  is  not  helpful;  the  physi- 
cal examination  is  not  helpful;  the  electro- 
cardiogram is  only  helpful  if  one  suspects 
the  diagnosis,  and  the  same  may  be  said  for 
x-ray  studies.  Cardiac  catheterization  usual- 
ly produces  confusing  results  which  indicate 
a large  left-to-right  shunt  at  the  ventricular 
level  and  perhaps  evidence  of  pulmonary  or 


Fig.  1.  Shown  is  a posteroanterior  roentgenogram  of  the 
chest  which  was  taken  Oct.  7,  1965. 
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aortic  stenosis;  however,  these  results  are 
not  diagnostic.  Even  angiocardiography,  the 
procedure  most  likely  to  be  rewarding,  may 
not  be  diagnostic. 

There  are  actually  four  types  of  single 
ventricle.2  First,  there  is  the  single  left 
ventricle  which  communicates  with  the  out- 
flow tract  of  the  right  ventricle;  the  sinus 
of  the  right  ventricle  is  absent.  This  is  the 
most  frequent  type,  occurring  in  about  80 
percent  of  the  cases.  In  the  second  type,  a 
single  right  ventricle  is  found,  and  no  left 
ventricle  is  present.  In  the  third  type,  total 
failure  of  development  of  the  interventricu- 
lar septum  has  occurred,  and  a true  common 
ventricle  is  found.  Finally,  there  may  be  an 
absence  of  the  inflow  tract  of  both  ventri- 
cles. In  cases  of  single  ventricle,  about  a 
quarter  have  normally  placed  great  vessels, 
about  a quarter  have  complete  transposition 
of  the  great  vessels,  and  the  remainder  have 
corrected  transposition  of  the  great  vessels. 
The  majority  of  patients  with  single  ventri- 
cle have  a single  left  ventricle,  and  most  of 
these  have  an  associated  corrected  transpo- 
sition of  the  great  vessels. 

With  this  background  information,  and 
the  fact  that  we  do  have  an  example  of  sin- 
gle ventricle,  what  anatomic  type  do  we 
have?  We  might  consider  first  the  electro- 
cardiograms. Unfortunately,  there  is  no  elec- 
trocardiographic pattern  that  is  specific  for 
this  disorder,  but  most  of  this  patient’s  trac- 
ings showed  evidence  of  right  ventricular 
strain.  This  evidence  plus  the  roentgeno- 
graphic  evidence  of  corrected  transposition 
would  lead  us  to  think  that  this  patient 
probably  had  a single  left  ventricle  with  cor- 
rected transposition.  The  reason  the  ECG 
showed  right  axis  deviation  and  right  ven- 
tricular hypertrophy  is  that  the  left  ventri- 
cle was  dextroposed.  Further,  the  patients 
who  live  the  longest  with  this  illness  are 
those  who  have  pulmonic  stenosis.3  Pulmonic 
stenosis,  which  this  patient  had,  has  most 
often  been  found  in  those  with  a single  left 
ventricle  and  a rudimentary  outflow  tract  of 
the  right  ventricle.  Therefore,  the  findings 
in  our  patient  best  fit  with  the  most  com- 
mon type  of  single  ventricle.  Most  patients 
who  have  a single  ventricle  die  in  infancy, 
but  those  with  pulmonic  stenosis  may  sur- 
vive longer,  and  death  has  frequently  been 
ascribed  to  bacterial  endocarditis. 

In  our  patient,  we  seem  to  have  had  an 
opportunity  to  observe  the  natural  course  of 
untreated  bacterial  endocarditis  (probably 


related  to  his  surgery),  and  this  was  obvi- 
ously the  immediate  cause  of  death 

DR.  SANFORD:  I shall  begin  by  dis- 
agreeing with  Dr.  Shapiro.  This  patient  was 
not  untreated.  We  treated  him  vigorously. 
He  was  unsuccessfully  treated,  but  he  was 
certainly  not  untreated. 

On  his  second  admission  (April,  1965)  he 
came  in  with  fever,  chills,  and  nonproductive 
cough.  One  of  the  major  considerations  at 
that  time  was  whether  he  had  bacterial  en- 
docarditis or  not.  He  had  a heart  murmur, 
and  he  had  had  a previous  cardiotomy.  It  is 
well  recognized  today  that  bacterial  endocar- 
ditis occurs  with  some  frequency  post-cardi- 
otomy.  The  incidence  of  endocarditis  follow- 
ing cardiac  surgery  may  be  as  high  as  10 
percent  of  patients  in  whom  prosthetic  ma- 
terial is  introduced.  At  that  time,  we  were 
unable  to  palpate  his  spleen.  He  gave  a his- 
tory which  suggested  splinter  hemorrhages 
beneath  the  nails,  but  these  were  not  pres- 
ent on  admission.  However,  he  subsequently 
did  develop  a typical  splinter  hemorrhage. 
The  studies  of  Kilpatrick  and  associates4 
demonstrated  that  subungual  splinter  hemor- 
rhages occurred  in  11  percent  of  the  patients 
admitted  to  Parkland  Memorial  Hospital 
without  clinical  evidence  of  bacterial  endo- 
carditis and  with  negative  blood  cultures. 
Therefore,  the  occurrence  of  splinter  hemor- 
rhages is  not  sufficient  reason  in  itself  to 
consider  strongly  a diagnosis  of  bacterial  en- 
docarditis. This  patient  had  multiple  blood 
cultures  drawn  on  his  second  admission,  and 
8 of  27  cultures  were  ultimately  positive. 
Bacterial  endocarditis  is  characterized  by 
continuous  bacteremia,  not  by  intermittent 
bacteremia  as  occurs  with  focal  infections 
such  as  abscesses.  The  observation  that  less 
than  one-third  of  the  blood  cultures  were 
positive  suggested  that  the  patient  actually 
had  intramyocardial  abscess,  which  inter- 
mittently showered  bacteria  into  the  blood, 
instead  of  true  endocarditis  involving  the 
heart  valves. 

In  any  event,  treatment  with  antibiotics 
was  initiated.  However,  he  sporadically  con- 
tinued to  have  positive  blood  cultures  al- 
though we  were  able  to  achieve  blood  anti- 
biotic levels  which  would  inhibit  his  Pseu- 
domonas in  vitro.  On  his  last  and  terminal 
admission,  his  condition  obviously  had  deter- 
iorated, and  nine  of  ten  blood  cultures  were 
positive. 

Early  in  his  course  he  developed  anemia, 
which  occurs  quite  uniformly  in  patients 
with  bacterial  endocarditis.  Late  in  his 


Volume  63,  FEBRUARY,  1967 


91 


course  he  developed  other  classic  manifesta- 
tions of  bacterial  endocarditis  including 
splenomegaly  and  a typical  Osier  node. 

I like  to  think  of  bacterial  endocarditis 
today,  not  as  acute  and  subacute  from  the 
clinical  standpoint,  but  as  three  types  from 
an  etiologic  viewpoint.  First,  there  is  endo- 
carditis caused  by  highly  virulent  organisms 
which  are  able  to  implant  on  previously  nor- 
mal valves.  These  organisms  typically  cause 
rapidly  progressive  (acute)  endocarditis  and 
include  group  A streptococci,  pneumococci, 
coagulase-positive  staphylococci,  and  in  some 
instances  enterococci.  The  second  type  of  en- 
docarditis has  a subacute  course  and  is 
caused  by  microorganisms  which  implant 
upon  a previously  abnormal  heart,  either  ab- 
normal structurally  or  abnormal  hemody- 
namically.  The  organisms  involved  here  are 
primarily  the  less  virulent  bacteria  of  the 
oral  flora,  typified  by  the  viridans  group  of 
streptococci.  The  third  type  of  endocarditis 
might  be  designated  as  chronic,  and  made  its 
appearance  within  the  last  20  years,  at  the 
time  surgeons  began  to  perform  cardioto- 
mies.  This  type  of  endocarditis  requires 
some  structural  abnormality  in  the  heart  or 
in  the  vascular  system  plus  the  presence  of 
a foreign  body  such  as  suture  material  or 
prosthetic  material  used  to  correct  a cardiac 
defect.  This  type  of  endocarditis  is  caused 
by  microorganisms  of  limited  virulence  such 
as  coagulase-negative  staphylococci,  Candida 
and  other  fungal  organisms,  and  Pseudo- 
monas. These  organisms  by  themselves  rare- 
ly produce  endocarditis,  even  in  individuals 
with  structural  abnormalities. 

Knowing  that  in  all  likelihood  our  present 
patient  had  bacterial  endocarditis  which  fol- 
lowed the  insertion  of  suture  material  into 
his  myocardium,  I should  place  him  in  the 
third  category — chronic  endocarditis — and 
should  think  of  coagulase-negative  sta- 
phylococci, Candida,  or  possibly  Pseudomo- 
nas as  likely  causes.  Each  of  these  organisms 
is  difficult  to  treat  effectively.  This  is  the 
reason  that  we  waited  so  long  on  his  second 
admission  to  start  therapy.  We  felt  that  it 
was  absolutely  essential  to  identify  the  spe- 
cific causative  organism,  because  the  usual 
regimen  for  bacterial  endocarditis,  consist- 
ing of  streptomycin  and  penicillin,  would 
not  be  applicable  under  these  circumstances. 
The  blood  cultures  eventually  established 
the  diagnosis  of  Pseudomonas  endocarditis. 
From  the  reported  cases,  Pseudomonas  endo- 
carditis carries  a 90  to  100  percent  mortali- 
ty. Until  two  years  ago  there  were  no  sur- 


vivors in  whom  the  prosthetic  material  or 
the  sutures  had  not  been  removed  from  the 
heart;  all  patients  who  were  not  reoperated 
upon  died.  In  1964,  Pressman  and  associates 
reported  a series  of  three  patients  who  were 
treated  with  an  antibiotic  combination  con- 
sisting of  cephalothin  and  polymyxin  B,  and 
all  three  survived.5  Initial  treatment  of  our 
patient  included  colistin,  4 mg.  per  kg.  per 
day,  and  tetracycline,  2 gm.  per  day.  This 
combination  of  antibiotics  is  based  on  in 
vitro  and  in  vivo  animal  studies  in  which 
the  combination  of  polymyxin  B and  tetra- 
cycline was  more  effective  than  either  drug 
alone.6  We  simply  extrapolated  from  the 
polymyxin  B data  to  colistin,  which  is  actu- 
ally a polymyxin  E.  He  was  treated  with 
near  maximal  tolerated  doses  of  both  colistin 
and  tetracycline  for  28  days.  Although  there 
was  some  response  in  that  his  temperature 
returned  to  normal,  he  relapsed  immediately 
after  discharge.  He  was  then  readmitted 
and  treated  with  a regimen  of  cephalothin 
and  polymyxin  B ; again  his  fever  respond- 
ed, but  he  subsequently  relapsed.  He  was  fin- 
ally retreated  with  intravenous  colistimeth- 
ate,  an  investigational  form  of  the  drug, 
again  with  little  or  no  response.  We  finally 
planned  on  using  gentamicin,  a close  struc- 
tural relative  of  neomycin.7  Earlier  we  had 
avoided  this  drug  because  of  its  potential 
nephrotoxicity,  but  finally  felt  justified  in 
its  use  because  of  its  apparent  effectiveness 
against  Pseudomonas.  Unfortunately,  thera- 
py could  not  be  instituted  before  the  pa- 
tient’s death. 

Throughout  the  patient’s  course  we  dis- 
cussed with  the  cardiac  surgeons  the  ques- 
tion of  reoperation:  should  he  be  subjected 
to  another  operative  procedure  in  an  attempt 
to  see  whether  there  was  an  infected  suture 
line  and  a myocardial  abscess  which  could 
be  drained?  The  surgeons  felt  that  this  was 
not  a wise  course  to  follow,  and  I think  their 
reasoning  was  sound.  The  patient  had  al- 
ready gone  into  heart  failure  before  his  sec- 
ond operation,  at  which  time  he  presumably 
acquired  endocarditis,  and  his  course  was 
going  to  be  downhill.  Another  operative  pro- 
cedure in  a patient  this  sick,  with  an  ulti- 
mate prognosis  which  was  dismal  because  of 
his  uncorrectable  cardiac  anomaly,  did  not 
seem  justified,  and  the  operation  itself 
would  almost  certainly  have  been  lethal 
with  no  significant  potential  gain  in  survi- 
val. 

We  considered  certain  other  measures,  for 
example,  the  use  of  hyperbaric  oxygenation. 
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Pseudomonas  is  quite  susceptible  to  the  ef- 
fects of  high  oxygen  tension ; specifically 
oxygen  at  2 to  3 atmospheres  absolute  has  a 
bactericidal  effect  against  Pseudomonas. 
About  the  only  two  sites  where  one  can 
achieve  oxygen  tensions  in  this  range  in  a 
hyperbaric  chamber  are  the  endocardium 
and  perhaps  the  surface  of  the  body  such  as 
the  decubitus  ulcers.  Although  we  seriously 
considered  the  possibility  of  hyperbaric  oxy- 
genation in  conjunction  with  antibiotics, 
this  procedure  was  not  used  because  of  the 
inherent  technical  difficulties. 

In  summary,  from  the  standpoint  of  the 
results  of  our  therapy,  Dr.  Shapiro  is  cor- 
rect; the  patient  was  certainly  unsuccessful- 
ly treated  and  followed  the  course  of  bac- 
terial endocarditis  as  seen  before  the  advent 
of  antibiotics.  Even  in  retrospect,  however, 
I can  see  nothing  else  we  could  have  done 
except  perhaps  to  have  reoperated  on  his 
heart  as  soon  as  the  diagnosis  of  endocardi- 
tis was  made,  and  such  reoperation  would 
certainly  have  been  a great  gamble. 

The  question  has  been  raised  of  prophy- 
lactic antibiotic  coverage  of  patients  sub- 
jected to  cardiac  surgery.  Unfortunately 
there  are  no  adequate  clinical  or  experimen- 
tal studies  of  this  question.  The  majority  of 
surgeons  doing  open  heart  surgery  cover 
their  patients  with  antibiotics  preoperative- 
ly.  However,  cleareut  proof  of  the  value  of 
such  coverage  is  not  yet  available. 

DR.  FRENKEL:  Without  more  specific 
hematologic  data,  four  possible  etiologic  bas- 
es for  this  man’s  anemia  can  be  postulated. 
The  first  and  most  obvious  is  his  chronic 
infection.  The  physiologic  mechanism  in 
such  a circumstance  is  not  completely  un- 
derstood, but  we  do  know  that  in  some  way 
decreased  reutilization  of  senescent  erythro- 
cyte iron  occurs.  This  poor  reutilization  of 
iron  is  associated  with  normochromic  nor- 
mocytic  anemia,  generally  a reticulocyto- 
penia,  and  evidence  of  adequate  or  even  in- 
creased iron  stores  in  bone  marrow  aspi- 
rates. A second  possible  but  uncommon 
cause  for  the  anemia  in  this  case  is  hyper- 
splenism  associated  with  splenomegaly  sec- 
ondary to  bacterial  endocarditis.  In  this  cir- 
cumstance the  classical  laboratory  picture  of 
hemolysis  might  be  identified.  A third  possi- 
ble basis  for  his  anemia  is  hemolysis  associ- 
ated with  the  prosthetic  material  in  the  car- 
diovascular tree.  This  so-called  microangio- 
pathic hemolytic  anemia  appears  to  be 
caused  by  mechanical  trauma  of  the  red  cells 
by  the  prosthesis,  is  clinically  seen  in  cir- 


cumstances of  excessive  turbulence  (such  as 
with  replaced  aortic  valves),  and  can  be  anti- 
cipated when  the  prosthesis  fits  improperly. 
In  addition  to  other  stigmata  of  hemolysis, 
such  patients  have  evidence  of  intravascular 
red  cell  destruction  with  deformed  red  blood 
cells  (so-called  helmet  and  burr  cells)  and 
fragmented  red  blood  cells  on  a well-prepared 
peripheral  blood  smear.  In  each  of  these 
hemolytic  mechanisms  we  would  anticipate 
increased  iron  stores  in  the  marrow. 

Finally,  one  must  consider  a fourth  possi- 
ble cause  of  his  anemia,  namely  iron  defi- 
ciency caused  by  blood  loss.  The  average 
iron  store  of  the  normal  male  is  only  about 
500  mg.  This  patient  probably  had  signifi- 
cant blood  loss  during  his  prior  surgery  with 
inadequate  replenishment  of  his  iron  stores. 
Superimposed  upon  this  circumstance  is  the 
significant  phlebotomy  program  that  the  ex- 
tensive diagnostic  blood  studies  entailed.  It 
is  worthy  of  attention  that  extensive  labora- 
tory studies  can  indeed  induce  a significant 
iron  depletion  with  resultant  anemia,  and 
this  is  especially  true  in  the  ill  patient  whose 
dietary  intake  may  be  inadequate.  This  ex- 
planation seems  to  me  the  most  likely  cause 
of  the  anemia  in  our  patient,  and  would  be 
strongly  supported  by  the  presence  of  micro- 
cytosis and  hypochromia  of  the  red  blood 
cells  and  by  the  absence  of  iron  stores  on  his- 
tologic examination  of  the  marrow. 

Pathological  Findings 

DRS.  WERNER  AND  F ALLIS:  At  the 
time  of  autopsy  the  man  was  5 ft.  4 in.  tall 
and  weighed  110  lb.  The  scars  of  the  old 
surgical  procedures  were  apparent.  The  left 
pleural  cavity  contained  400  ml.  of  straw- 
colored  fluid,  but  the  other  serous  cavities 
contained  no  excess  fluid. 

The  heart  weighed  710  gm.  and  consisted 
of  three  chambers,  each  of  which  was  hyper- 
trophied and  dilated.  There  were  two  atria 
and  a single  large  ventricle.  Except  for  hy- 
pertrophy and  dilatation  the  two  atria  were 
unremarkable  and  were  separated  by  an  in- 
tact interatrial  septum.  The  atrioventricular 
valves  were  normal.  The  interventricular 
septum  was  almost  absent  and  was  repre- 
sented by  only  an  indistinct,  low  muscular 
ridge  on  the  inner  wall  of  the  ventricle.  Most 
of  the  ventricle  lay  to  the  left  of  this  ridge, 
and  only  a small  part  of  the  common  ventri- 
cle was  derived  from  the  right  ventricle. 
There  was  hypertrophy  of  the  crista  supra- 
ventricularis.  The  conus  segment  of  the 
right  ventricle  was  narrowed  with  endocar- 


Volume  63.  FEBRUARY,  1967 


93 


dial  fibrosis,  producing  a severe  subvalvular 
pulmonic  stenosis  (Fig.  2).  Hard,  gritty,  yel- 
low-gray deposits  of  calcium  and  dense  fib- 
rous tissue  were  present  at  the  margins  of 
the  pore-like  opening  of  the  conus  segment, 
representing  the  end  result  of  subacute  bac- 
terial endocarditis  from  which  the  patient 
suffered  in  1964.  The  pulmonic  valve  itself 
was  fibrotic  and  bicuspid.  The  wall  of  the 
common  ventricle  was  about  25  mm.  thick. 
The  aortic  valve  was  unremarkable.  There 
was  transposition  of  the  great  vessels.  The 
aorta  arose  anterior  to  the  pulmonary  artery 


Fig.  2.  Heart.  The  single  ventricle  has  been  opened.  Note 
the  overriding,  transposed  aorta  (top  center),  below  which 
is  the  thickened  crista  supraventricularis  with  patchy, 
grayish-white  fibrous  endocardial  thickening.  The  probe 
lies  in  the  pore-like  opening  of  the  conus  segment.  The 
arrow  indicates  the  endocardial  opening  of  the  intramyo- 
cardial  abscess,  and  there  is  grayish-white  fibrous  thicken- 
ing of  the  surrounding  endocardium. 


Fig.  3.  Heart.  The  anterior  wall  of  the  ventricle  has  been 
incised,  exposing  the  intramyocardial  abscess.  Note  the 
dense  fibrosis  of  the  pericardium  and  epicardium,  and  the 
suture  material  along  the  inner  wall  of  the  abscess;  the 
pointer  indicates  the  site  of  communication  with  the 
ventricular  lumen  (see  Fig.  2). 


and  overrode  the  right  ventricular  part  of 
the  common  ventricle.  The  right  coronary 
artery  was  unremarkable;  the  left  coronary 
artery  had  a large  circumflex  branch  but  no 
anterior  descending  branch.  The  old  surgi- 
cal anastomosis  between  the  descending  tho- 
racic aorta  and  the  left  main  pulmonary  ar- 
tery was  patent  and  measured  2 cm.  in  di- 
ameter. 

The  pericardium  and  epicardium  were 
bound  together  by  dense  fibrous  adhesions. 
In  the  right  anterior  wall  of  the  common 
ventricle  there  was  a line  of  black  silk 
sutures  from  the  exploratory  cardiotomy. 
Along  this  line  of  sutures  the  wall  of  the 
ventricle  was  thinned,  flaccid,  and  ectatic, 
and  sections  revealed  a collection  of  thick, 
greenish-yellow  pus.  This  pocket  of  pus  was 
about  5 cm.  in  greatest  dimension,  lay  within 
the  myocardium  and  epicardium,  and  was 
surrounded  by  abundant  fibrous  tissue.  The 
intramural  abscess  was  connected  to  the 
lumen  of  the  ventricle  by  a pore,  10  mm.  in 
diameter.  Partially  detached  sutures  were 


Fig.  4.  Great  vessels.  The  aortic  root  has  been  incised, 
reflected,  and  held  open  by  three  clamps.  The  aortic  valve 
is  seen  at  the  top  right.  The  dark  mass  in  the  center  is 
the  septic  thromboembolus  in  the  left  pulmonary  artery, 
which  communicates  with  the  aorta  at  the  site  of  the 
Potts  procedure  (the  line  of  anastomosis  is  indicated  by 
the  arrow;  "L"  overlies  the  left  lung).  The  main  stem  and 
right  pulmonary  arteries  are  not  seen. 


Fig.  5.  Ileum.  The  pointer  indicates  a focus  of  hemorrhagic 
inflammation  of  the  mucosa  caused  by  a septic  embolus. 
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present  in  the  wall  of  the  abscess  (Fig.  3). 
Whether  the  infection  of  the  heart  wall  oc- 
curred during  the  cardiotomy  or  occurred 
later  at  the  locus  minoris  resistentiae  cre- 
ated by  embedded  suture  material  is  uncer- 
tain. but  the  former  is  more  likely. 

A large,  friable,  gray-red  septic  throm- 
boembolus  lay  in,  and  almost  occluded,  the 
pulmonary  artery  and  had  partially  de- 
stroyed the  arterial  wall  (Fig.  4).  However, 
perforation  had  not  occurred. 

Microscopic  study  of  the  intramural  ab- 
scess of  the  heart  and  the  septic  embolus 
from  the  left  pulmonary  artery  revealed  ex- 
tensive necrosis,  acute  and  chronic  inflam- 
mation, and  masses  of  smudgy  basophilic 
material  containing  large  colonies  of  gram- 
negative bacilli.  The  histologic  changes 
were  typical  of  those  seen  with  infection  by 
P.  aeruginosa,  and  cultures  from  the  heart 
and  several  other  organs  grew  this  organ- 
ism. 

Small  septic  emboli  and  resultant  foci  of 
hemorrhagic  inflammation  were  present  in 
the  skin,  conjunctivae,  serous  membranes, 
and  most  of  the  viscera.  The  lungs  weighed 
1,200  gm.,  and  their  external  and  cut  sur- 
faces were  characterized  by  large  irregular 
foci  of  hemorrhagic  consolidation.  Micro- 
scopic study  revealed  severe,  acute  intersti- 
tial (hematogenous)  pneumonia  with  hem- 
orrhage. The  spleen  weighed  600  gm.  and  on 
its  cut  surface  there  were  prominent  lym- 
phoid follicles  plus  a small  infarct.  Focal  fi- 
brinous perisplenitis  was  also  present.  Mul- 
tiple hemorrhagic  septic  foci  were  scattered 


throughout  the  mucosa  of  the  alimentary 
tract  (Fig.  5).  The  left  and  right  kidneys 
weighed  325  and  350  gm.  respectively,  and 
were  large  and  soft;  their  external  and  cut 
surfaces  were  speckled  by  innumerable  pe- 
techiae  (“fleabitten”  kidneys),  and  micro- 
scopic study  revealed  typical  focal  embolic 
glomerulonephritis,  progressing  in  a few  re- 
gions to  early  abscess  formation  (Fig.  6). 
There  was  also  lower  nephron  nephrosis 
(acute  tubular  necrosis),  which  began  dur- 
ing the  last  days  of  the  patient’s  life  when 
circulatory  collapse  occurred.  Examination 
of  the  brain  was  not  permitted. 

In  summary,  the  patient  had  a complex 
congenital  malformation  of  the  heart  consist- 
ing of  cor  trilocular  biatriatum  with  a hypo- 
plastic interventricular  septum  and  right 
ventricle,  transposition  of  the  great  vessels 
with  an  overriding  aorta,  subvalvular  pul- 
monary stenosis  with  a bicuspid  pulmonic 
valve,  and  absence  of  the  anterior  descend- 
ing branch  of  the  left  coronary  artery.  There 
was  patent  surgical  anastomosis  between  the 
descending  thoracic  aorta  and  the  left  pul- 
monary artery,  performed  when  he  wras  four 
years  old.  At  age  18  he  developed  subacute 
bacterial  endocarditis  which  was  effectively 
treated.  At  age  21,  he  had  an  exploratory 
cardiotomy,  which  was  followed  by  a post- 
operative bacterial  carditis  with  a mycotic 
ventricular  aneurysm  due  to  P.  aeniginosa. 
This  infection  was  complicated  by  septic  em- 
boli involving  the  left  pulmonary  artery, 
lungs,  kidneys,  gastrointestinal  tract,  myo- 
cardium, spleen,  urinary  tract,  prostate,  ser- 
ous membranes,  skin,  and  conjunctivae. 


Fig.  6.  Photomicrograph  of  kidney,  low  magnification. 
Focal  embolic  glomerulonephritis;  the  glomerulus  in  the 
center  is  hypercellular,  and  two  of  its  lobules  are  necrotic 
and  stain  darkly.  The  interstitial  tissue  is  edematous  and 
contains  a few  neutrophilic  leukocytes,  especially  to  the 
right  of  the  glomerulus. 
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TABLETS 

Equagesic 

( meprobamate  and 
ethoheptazine  citrate  witb 
aspirin) 

® 

Precautions:  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
• symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
|vyith  suicidal  tendencies.  Treat  attempted  suicide 
with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper 
thermia.  A few  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported:  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 


Composition  : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  his 
mind, 
too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


Estomul  does  what  standard  anticholinergics  fail 
to  do  — it  provides  a continuous  climate  for  ulcer 
healing,  eliminating  the  peaks  and  valleys  of 
ordinary  therapy.  It  is  a comprehensive  formulation 
providing  sustained  antisecretory  effect  on 
gastric  activity.  A recent  study1  reported  a 56% 
satisfactory  response  with  a maintenance  schedule 
of  Estomul  in  patients  refractory  to  all  previous 
medication.  In  less  difficult  peptic  ulcer  patients, 
a second  study2  noted  a 94%  satisfactory  response. 
Both  studies  confirmed  this  clinical  improvement 
radiologically.  And  both  reported  unusually 
prolonged  reduction  of  bafeal  secretion.  With  a 
maintenance  course  of  Estomul  therapy  you  can 
provide  this  continuous  climate  for  healing  in 
your  own  peptic  ulcer  patients. 

A continuous 
climate  for 
ulcer  healing 

(not  simply  episodic  reduction  of  secretion  or  motility) 


Estomul’ 


Tablets 

Each  swallow  tablet  contains:  orphenadrine  hydrochloride,  25  mg.; 
bismuth  aluminate,  25  mg.;  magnesium  oxide,  45  mg.;  aluminum  hy- 
droxide-magnesium carbonate  (as  co-precipitate),  500  mg. 

Good -Tasting  Liquid 

Each  tablespoon  (15  cc.)  contains:  orphenadrine  hydrochloride, 25  mg.; 
bismuth  aluminate,  50  mg.;  aluminum  hydroxide— magnesium  carbon- 
ate (as  co-precipitate),  918  mg. 

Dosage:  1 or  2 tablets  or  1 or  2 tablespoons  3 times  daily. 

Supplied:  In  bottles  of  100  tablets  or  12  fluid  oz. . 

Side  Eflects:  Doses  in  excess  of  6 tablets  or  6 tablespoons  daily  may 
produce  dryness  of  mouth  or  blurring  of  vision.  Other  possible  side 
actions  include:  tachycardia,  palpitation,  urinary  hesitancy  or  reten- 
tion, dilatation  of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may 
experience  some  degree  of  mental  confusion. 

Contraindicated:  In  glaucoma,  pyloric  or  duodenal  obstruction,  ste- 
nosing  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the 
bladder  neck,  achalasia  and  myasthenia  gravis. 

References:  1.  McHardy,  G.  G.,  Judice,  R.  C„  McHardy,  R.  J„  and  Cradic,  H.: 
Southern  Med.  J.  59:459  (April)  1966. 2.  Slanger,  A. : Western  Med.  6.205, 1965. 
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Pending  Federal,  State  Medical  Legislation 
Studied  by  Physicians  at  TMA  Conference 


A.N  ESTIMATED  616  members 
of  the  Texas  medical  profession 
and  their  guests  took  a brief  but 
“indepth”  look  at  the  legislative  is- 
sues concerning  medical  and  allied 
fields  facing  the  current  90th  Con- 
gress and  the  60th  Texas  legisla- 
ture at  a statewide  meeting  in  Aus- 
tin on  Jan.  21. 

Medical  leaders  from  all  over 
the  state  gathered  in  Austin  for 
the  Texas  Medical  Association’s 
1967  Conference  on  Legislation, 
held  in  conjunction  with  a Sym- 
posium for  County  Medical  Society 
Officers  and  an  orientation  pro- 
gram for  new  and  transfer  mem- 
bers of  TMA. 

Opening  the  day’s  activities  was 
a panel  session,  designed  for  new 
officers  of  county  medical  socie- 
ties and  featuring  a discussion  of 
a management  and  organizational 
survey  plan,  pioneered  by  the  Bex- 
ar County  Medical  Society. 

The  Hon.  Preston  Smith  of  Lub- 
bock, lieutenant  governor  of  Texas, 
opened  the  Legislative  Conference 
schedule  of  talks  and  discussions, 
followed  by  Dr.  Ernest  B.  Howard 
of  Chicago,  assistant  vice-president 
of  the  American  Medical  Associa- 
tion, and  C.  Joseph  Stetler  of 
Washington,  D.C.,  president  of  the 
Pharmaceutical  Manufacturers  As- 
sociation. 

An  afternoon  panel  session  fea- 
tured five  speakers  who  outlined 
medical  and  health  issues  before 
the  1967  Texas  Legislature. 

Closing  the  day’s  program  were 


the  Hon.  Omar  Burleson  of  Anson, 
US  Congressional  representative 
from  the  17th  District  of  Texas, 
and  Rep.  Ralph  Wayne  of  Plain- 
view,  chairman  of  the  Texas  House 
of  Representatives  Administration 
Committee. 

Luncheon  for  the  conference  was 
catered  at  noon  by  Walter  Jetton 
of  Fort  Worth  for  TMA  members 
and  guests,  compliments  of  TMA. 
A hospitality  hour  was  held  after 
the  meetings  in  the  Colonnade 
Room  of  the  Commodore  Perry  Ho- 
tel by  the  Texas  Employers’  In- 
surance Association. 

Panel  Session:  County 
Medical  Society  Activities 

A pioneering  survey  staged  by 
the  Bexar  County  Medical  Society 
to  strengthen  its  organization  was 
described  by  two  San  Antonio  phy- 
sicians who  played  key  roles  in  the 
survey  and  by  the  executive  direc- 
tor of  the  society  at  the  Symposium 
for  County  Medical  Society  Of- 
ficers. The  panel  session  was  en- 
titled, “Stimulating  and  Evaluating 
County  Medical  Society  Activities.” 

The  symposium,  which  preceded 
the  day’s  Conference  on  Legisla- 
tion, was  held  simultaneously  with 
the  Orientation  Program  for  new 
and  transfer  members  of  the  Texas 
Medical  Association. 

The  survey  of  the  Bexar  County 
society,  held  in  May,  1965,  was 
conceived  by  Dr.  Jack  M.  Partain, 
with  the  approval  and  assistance 


of  the  AMA  and  TMA.  Since  the 
completion  of  the  initial  survey, 
which  produced  recommendations 
now  being  implemented  in  the  Bex- 
ar County  group,  similar  surveys 
have  been  held  in  Ohio  and  in 
Arizona.  Already  a fourth  survey 
is  being  planned  in  Albuquerque, 
N.M.,  late  in  February.  Additional 


Dr.  James  D.  Murphy  of  Fort  Worth, 
Texas  Medical  Association  President,  wel- 
comes members  and  guests  to  the  1967 
Conference  on  Legislation. 
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societies  over  the  nation  have  ex- 
pressed interest  in  the  Bexar  Coun- 
ty plan  and  have  been  furnished 
with  packets  of  material  assembled 
in  San  Antonio  as  well  as  copies 
of  the  final  report. 

Dr.  Partain,  who  initiated  the 
survey  plan  as  president-elect  of 
the  Bexar  County  Medical  Society, 
presented  at  the  symposium  the 
most  recent  format  from  the  AMA 
for  a similar  management  and  or- 
ganizational survey. 

First,  he  pointed  out,  the  county 
society  must  request  the  survey 
in  writing  from  the  AMA,  and  the 
state  association  should  indicate  its 
willingness  to  participate  in  the 
survey. 

The  six  members  of  the  survey 
team  should  include  a physician 
selected  by  the  AMA  from  out  of 
state;  an  AMA  (non-physician) 
staff  member  familiar  with  state 
and  county  operation,  but  not  the 
field  representative  assigned  to  the 
state;  a physician  selected  by  the 
state  association;  a state  associa- 
tion staff  member,  preferably  the 
executive  officer;  a physician  who 
has  been  through  such  a survey; 
and  a county  society  executive 
from  within  or  outside  the  state, 
depending  on  the  size  of  the  state. 

Dr.  John  C.  Meadows,  who 
served  as  chairman  of  the  ad  hoc 
committee  appointed  to  review  the 
survey  report  and  to  make  recom- 
mendations to  the  Bexar  County 
Medical  Society,  suggested  that  a 
smaller  society  “could  . . . appoint 
its  own  reviewing  team  from 
among  its  membership,”  when  the 
high  cost  of  the  outside  survey 
was  prohibitive. 

“Our  executive  board  should  be 
more  and  better  streamlined  to 
serve  the  society,”  Dr.  Meadows 
said,  “permitting  better  represen- 
tation of  the  entire  society,  and  a 
more  informed  return  of  informa- 
tion to  the  society  members.  We  be- 
lieve that  we  will  function  better 
in  serving  the  public  at  all  levels, 
including  our  contributions  to  vari- 
ous community  organizations,  and 
we  hope  that  we  will  accomplish 
better  relationships  with  the  news 
media.  We  genuinely  feel  that  we 
will  afford  better  service  to  our 
patients  at  all  levels.” 

Sid  E.  Cockrell,  Jr.,  executive 
director  of  the  Bexar  County  Medi- 
cal Society,  said  that  the  greatest 
benefits  from  the  changes  have 
been  that  more  people  are  working- 
in  the  society,  more  officials  of 
the  society  are  now  elected,  pre- 
senting better  representation  of 


the  group,  and  officers,  committees, 
and  society  staff  members  know 
better  what  they  are  doing. 

Opening  speaker  for  the  morn- 
ing symposium  was  C.  Lincoln 
Williston,  TMA  executive  secre- 
tary, who  discussed  stimulating 
greater  participation  in  county 
medical  societies. 

He  pointed  out  that  although 
medical  societies  are  stronger  and 
more  effective  than  ever,  there  is 
increasing  concern  about  “Federal 
encroachment  into  the  private 
practice  of  medicine;  about  those 
county  societies  which  have  de- 
faulted leadership  to  hospitals,  to 
voluntary  health  agencies,  or  to 
government;  about  finding  ade- 
quate financing;  and  about  the 
great  number  of  physicians  who 
take  no  interest”  in  the  work  of  the 
societies. 

To  stimulate  interest  in  society 
activities,  Mr.  Williston  listed  six 
primary  factors  to  help  guarantee 
good  attendance:  (1)  “the  presen- 
tation of  outstanding  programs 
and  the  conduct  of  timely,  mean- 
ingful, yet  uncomplicated  business 
meetings”;  (2)  “food  and  fellow- 
ship”; (3)  concurrent  or  joint 
meetings  of  the  medical  society  and 
the  woman’s  auxiliary;  (4)  ad- 
vance notification  of  the  meeting, 
with  particular  mention  of  impor- 
tant policy  matters  to  be  discussed; 
(5)  holding  meetings  at  a central 
location,  and  (6)  developing  good 
relationships  between  physicians. 

“When  the  general  attitude  is 
wholesome,  that  in  itself  will  stim- 
ulate attendance  as  well  as  partici- 


pation in  society  affairs,”  Mr.  Wil- 
liston said. 

Lt.  Gov.  Smith 

“The  American  system  demands 
dedicated  leadership  as  well  as  re- 
sponsible citizenship.  If  we  do  not 
get  them,  we  the  people  cease  to 
be  masters  of  our  government — 
and  become  its  wards.  At  that  mo- 
ment Democracy  is  not  only  in 
danger;  it  is  in  decay,”  said  Texas 
Lt.  Gov.  Preston  Smith,  urging 
members  of  the  medical  profession 
to  accept  the  sacrifices  of  leader- 
ship. 

Lt.  Gov.  Smith  was  opening 
speaker  at  the  initial  General  Ses- 
sion of  the  1967  Conference  on 
Legislation. 

Discussing  the  cost  and  value  of 
leadership,  Lt.  Gov.  Smith  stated 
that  “what  any  man  can  do  by,  for, 
in,  and  of  himself  is  limited.  But 
what  he  can  do  by  leading  others 
is  almost  unlimited.” 

He  pointed  out  that  we  are  en- 
dangering the  “American  Dream” 
by  failing  to  define  aims  clearly 
and  by  “thinking  murkily,  if  at  all, 
of  true  values,  and  by  clinging  to 
false  fetishes.” 

“Economic  determinism,”  he  said, 
“the  theory  that  material  things 
are  controlling  in.  human  existence 
— is  the  philosophy  of  communism.” 

Although  the  War  on  Poverty, 
properly  construed,  is  in  the  Amer- 
ican tradition,  he  warned  against 
the  guarantee  of  “cradle-to-grave 
‘security’  without  responsibility.” 

While  most  strive  toward  eco- 


Dr.  Ernest  B.  Howard  of  Chicago,  assistant  executive  vice-president  of  the  Ameri- 
can Medical  Association,  and  C.  Joseph  Stetler  of  Washington,  D.C.,  president  of 
the  Pharmaceutical  Manufacturers  Association,  second  and  third  from  left,  converse 
with  Dr.  Milford  0.  Rouse  of  Dallas,  President-elect  of  the  AMA,  left,  and  Dr. 
Howard  0.  Smith  of  Marlin,  a Past  President  of  TMA. 
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nomic  security,  he  went  on,  “securi- 
ty is  not  one  of  life’s  ultimate  ex- 
periences.” 

He  urged  the  group  to  keep  a 
place  in  the  American  system  for 
“taking  a chance.” 

“Is  there  still  an  American 
dream  of  self-determination,  or 
self-expression,  of  self-fulfillment, 
of  individual  freedom  and  initiative 
— even  if  we  have  to  do  things 
the  hard  way?”  he  asked. 

He  cited  as  another  false  fetish 
the  American  dream  of  equality 
among  men. 

“Equal  before  the  law — yes. 
Equal  in  the  quest  of  opportunity 
to  fulfill  one’s  own  unique  destiny,” 
he  said.  “But  forcing  physically 
and  mentally  unequal  people  into 
a common  mold — no.” 

He  emphasized  that  “we  have  a 
right  to  expect  leadership  which 
will  bring  out  the  best  in  us — not 
the  average.” 

He  pointed  out  that  the  price  of 
leadership  is  high  but  that  someone 
must  be  willing  to  pay  the  cost. 

“Someone  with  the  proper  en- 
dowments and  credentials  must  pay 
the  high  cost  of  leadership — or 
leadership  will  fall  by  default  to 
the  evil  and  self-serving  or — what 
is  almost  worse — to  the  unqualified 
and  inept,”  the  lieutenant  governor 
said. 

“So  many  of  us  shun  the  hard 
choices  of  life.  We  look  for  ways 
to  remain  ‘secure’  and  anonymous 
when  risk  is  involved.  We  wait  for 
a leader — or  a dictator,”  he  con- 
tinued. 

Urging  the  physicians  to  con- 


sider their  potential  as  responsi- 
ble, qualified,  dedicated  leaders,  he 
told  the  group:  “The  price  of  lib- 
erty is  not  only  eternal  vigilance. 
It  is  also  the  sacrifices  of  leader- 
ship.” 

Dr.  Howard 

Perhaps  the  most  important  is- 
sue facing  the  medical  profession 
today  is  the  controversy  over  direct 
billing  versus  vendor  billing,  Dr. 
Ernest  B.  Howard  of  Chicago,  as- 
sistant executive  vice-president  of 
the  AM  A,  told  the  Conference. 

“The  manner  in  which  the  gov- 
ernment will  engulf  the  medical 
profession  depends  on  the  decision 
made  concerning  the  type  of  bill- 
ing,” he  said. 

He  warned  that  the  federal  gov- 
ernment likely  will  be  able  to  de- 
fine and  spell  out  “the  way  you 
practice  medicine,”  should  direct 
billing  not  be  allowed  in  the  new 
health  programs. 

In  predicting  the  socioeconomic 
trends  and  their  effects  upon  the 
practice  of  medicine,  Dr.  Howard 
pointed  out  that  the  big  push  in 
present  and  predictable  legislation 
is  to  increase  quantity  of  health 
care,  thereby  lessening  the  im- 
portance of  quality  care. 

Cost  control,  he  said,  will  be- 
come a compelling  factor  in  health 
care  programs,  as  more  and  more 
financed  programs  come  into  ef- 
fect. It  will  become  more  and  more 
necessary  to  try  to  find  ways  to 
cut  the  ever-expanding  cost  of  the 
programs  without  raising  taxes. 


Pausing  for  conversation  before  the  closing  session  of  the  Conference  on  Legislation 
are,  left  to  right,  Dr.  John  K.  Glen  of  Houston,  vice-president  of  TMA,  Dr.  A. 
Fletcher  Clark,  Jr.,  of  San  Antonio,  and  Rep.  Ralph  Wayne  of  Plainview,  chairman, 
Texas  House  of  Representatives  Administration  Committee.  Rep.  Wayne  informed 
the  Conference  on  "Issues  Facing  the  60th  State  Legislature." 


As  sources  of  health  care  that 
cost  less  are  sought,  free  choice 
on  the  part  of  the  patients  will 
become  more  and  more  restricted. 

Dr.  Howard  discussed  the  new 
obligations  that  would  fall  on  the 
physician  as  new  legislation  chang- 
es his  role  in  his  relations  with  his 
patients,  the  intermediaries,  and 
the  government. 

“Medical  societies  must  examine 
their  operations  in  order  to  be  as 
effective  as  possible,”  he  urged. 
Internal  harmony,  not  just  liaison, 
is  vitally  important  within  the 
working  structure  of  societies  at 
this  time  of  great  change. 

He  also  called  for  better  internal 
quality  control  in  a time  when  the 


Smith  Pettigrew  of  Texas  Employers'  In- 
surance Association,  Dallas,  hands  C. 
Lincoln  Will iston,  TMA  Executive  Secre- 
tary, an  invitation  to  the  hospitality  hour 
following  the  Conference  on  Legislation. 
Texas  Employers'  Insurance  Association 
served  as  host  for  the  hospitality  hour. 


Dr.  Max  E.  Johnson  of  San  Antonio,  a 
former  President  of  TMA,  welcomes  Texas 
Lt.  Gov.  Preston  Smith  to  the  Conference 
on  Legislation.  Lt.  Gov.  Smith  was  open- 
ing Conference  speaker. 
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public  is  looking  at  the  medical  pro- 
fession more  than  ever.  “If  physi- 
cians in  your  group  are  not  prac- 
ticing well,  do  something  about  it,” 
Dr.  Howard  said. 

He  pointed  out  that  a new  ele- 
ment of  thought,  the  Independent 
Sector,  is  needed  today.  He  said 
that  perhaps  combining  the  social 
conscience  of  the  political  liberal 
and  the  constitutionality  of  the 
political  conservative  within  the 
medical  profession  would  evolve 
this  Independent  Sector  and  result 
in  the  happy  support  of  both  sides. 

Mr.  Stetler 

Physicians  were  next  exhorted 
to  share  the  responsibility  with  the 
pharmaceutical  industry  in  oppos- 
ing legislative  action  requiring 
drug  prescription  by  generic  name. 

Final  speaker  in  the  morning’s 
General  Session,  C.  Joseph  Stetler, 
called  upon  the  doctors  to  “oppose 
misguided  actions  which  we  are 
convinced  would  harm  both  the  na- 
tion’s unrivaled  health  care  system 
and  this  [pharmaceutical]  industry 
which  has  contributed  so  richly  to 
medical  progress  over  the  years.” 

Mr.  Stetler  pointed  out  that  drug 
hearings  by  a Senate  subcommittee 
are  planned  soon. 

“This  will  undoubtedly  mean  side 
trips  into  the  fields  of  physician 
prescribing,  generic  equivalency, 
patents,  prices,  and  profits,  as 
well  as  industry  marketing  and 
promotion  practices,”  he  said. 

Other  hearings,  he  continued, 
will  deal  with  legislation  intro- 
duced in  the  89th  Congress  propos- 
ing the  compulsory  generic  pre- 
scribing or  dispensing  of  drugs 
provided  under  federally  financed 
health  programs. 

Mr.  Stetler  called  the  proposed 
legislation  a “peril  to  therapeutic 
advances  in  the  world.” 

He  pointed  out  that  the  “ration- 
ale for  ‘compulsory  generic’  legis- 
lation is  that  ‘generic  drugs’  would 
be  less  expensive  to  the  federal 
treasury.” 

However,  he  stated  that  the  myth 
that  a great  deal  of  money  can  be 
saved  by  prescribing  generically 
and  that  the  therapeutic  results 
will  be  identical  was  exploded  long 
ago. 

“In  the  market  place  there  are 
high  quality  products  and  low 
quality  products  and  many  grades 
in  between,”  he  said.  Substandard 
drug  products  do  find  their  way  to 
market,  he  explained,  and  these  are 


often  sold  under  their  generic 
name.  “They  vary  widely  in  purity, 
potency,  and  therapeutic  effect,” 
he  said. 

Explaining  the  advantages  of 
freedom  of  prescription  rights,  Mr. 
Stetler  told  the  physicians  that  the 
present  system  of  competition  in- 
sures the  developing  and  improving 
of  methods  of  quality  control  on  the 
part  of  producers  who  depend  on 
their  good  name  in  the  market 
place. 

Panel  Session:  Issues 
Before  the  Legislature 

“Medical  and  Health  Issues  Be- 
fore the  1967  State  Legislature” 
were  discussed  by  five  members  of 
the  second  panel  of  the  Conference. 

Implementation  of  Title  XIX  in 
Texas  was  discussed  by  Dr.  Charles 
Max  Cole  of  Dallas,  chairman  of 
the  TMA  Special  Committee  to 
Study  Title  XIX. 

The  need  to  educate  more  physi- 
cians in  Texas  and  legislation  re- 
lated to  medical  education  were 
described  by  Dr.  F.  C.  Pannill  of 
San  Antonio,  dean  of  The  Univer- 
sity of  Texas  South  Texas  Medical 
School. 

Dr.  Robert  W.  Grace  of  Dallas, 
member  of  the  TMA  Committee  on 
Nursing,  talked  on  the  need  for 
more  nurses  and  on  proposed 


amendments  to  the  Nurse  Practice 
Act. 

Dr.  P.  C.  Palasota  of  Abilene, 
chairman  of  the  TMA  Committee 
on  Mental  Health,  discussed  mental 
health  and  mental  retardation 
legislation. 

And  a final  speaker,  Philip  R. 
Overton  of  Austin,  general  counsel 
for  TMA,  talked  on  proposed  legis- 
lation dealing  with  matters  of  med- 
ical and  health  interest. 

Dr.  Cole  called  Title  XIX  the 
“iceberg  under  Medicare,”  combin- 
ing a number  of  health  programs 
designed  to  assist  the  needy:  spe- 
cifically, the  totally  disabled,  the 
blind,  and  needy  families  with  de- 
pendent children. 

By  1975,  he  said,  the  State  of 
Texas  must  show  progress  in  min- 
istering to  all  the  needy  and  the 
medical  needy,  or  lose  all  matching 
federal  funds  for  medical  aid  with- 
in the  state. 

The  legislation  which  will  come 
before  the  present  Texas  Legisla- 
ture, will  provide  appropriations 
for  administering  Title  XIX  within 
the  state.  Dr.  Cole  pointed  to  the 
hope  that  efforts  would  be  made 
to  legalize  in  the  future  direct 
billing,  which  is  not  presently  per- 
missible under  Title  XIX  accord- 
ing to  Health,  Education,  and  Wel- 
fare Department  rulings.  At  the 
present  time,  he  said,  the  state 


Philip  R.  Overton,  Austin,  general  counsel  to  TMA,  and  Rep.  Omar  Burleson  of 
Anson,  United  States  Congressional  Representative,  17th  District  of  Texas,  Con- 
ference speakers,  pause  briefly  during  the  busy  activities  of  Jan.  21.  Mr.  Overton 
spoke  to  the  Conference  on  issues  of  medical  and  health  interest.  Rep.  Burleson 
reported  on  “Issues  Facing  the  90th  Congress." 
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cannot  reimburse  persons  who  have 
already  paid  directly  for  their  med- 
ical care. 

Dr.  Pannill  told  the  group  that 
no  medical  education  legislation  is 
pending-  but  stated  that  undoubted- 
ly some  bills  will  be  presented  dur- 
ing- this  session  of  the  Legislature. 
He  pointed  to  the  urgent  need  for 
increased  educational  opportunities 
for  physicians  in  the  State  of  Tex- 
as and  predicted  that  a new  medi- 
cal school  likely  will  be  proposed 
this  year.  He  said  there  was  a 
possibility  that  the  proposed  school 
would  be  located  in  Houston. 

The  equally  urgent  need  for  more 
nurses  in  the  state  was  empha- 
sized by  Dr.  Grace,  who  noted  that 
Texas  ranks  48th  or  49th  in  the 
United  States  in  proportion  of 
nurses  to  the  population. 

He  also  discussed  the  proposed 
amendments  to  the  Nurse  Practice 
Act,  being  presented  to  the  cur- 
rent legislative  session,  which  con- 
sist primarily  of  three  parts : 1 ) 
requiring  licensure  of  all  persons 
practicing  professional  nursing;  2) 
defining  in  law  the  practice  of  pro- 
fessional nursing;  and  3)  enabling 
the  State  Board  of  Nurse  Examin- 
ers to  impose  disciplinary  action  on 
illegal  practices. 

This  bill  has  been  discussed,  he 
said,  by  such  groups  as  Texas 
Nurses  Association,  Texas  Medical 


Association,  Texas  Hospital  Asso- 
ciation, the  State  Board  of  Nurse 
Examiners,  and  other  groups  in 
order  to  present  amendments  that 
could  in  no  way  jeopardize  other 
groups  or  hinder  the  operation  of 
health  institutions. 

At  this  time,  Dr.  Grace  contin- 
ued, the  only  reasonable  objection 
to  the  bill  as  it  now  stands  is  in 
Section  III,  which  provides  for  a 
list  of  professions  and  occupations 
that  shall  not  be  governed  by  other 
sections  of  the  bill,  unless  by  later 
interpretation  they  might  be  in- 
cluded. 

Facing  the  Texas  Legislature 
this  year  is  the  task  of  passing- 
enabling  legislation  to  put  into  ef- 
fect House  Bill  3,  passed  by  the 
1965  Legislature,  Dr.  Palasota  told 
the  doctors. 

The  needs  for  the  next  two  years 
of  implementing  the  bill  include: 
$13  million  to  help  local  communi- 
ties staff  comprehensive  community 
centers;  $58  million  to  build  essen- 
tial research  and  training  units, 
demonstration  projects,  and  addi- 
tional hospital  and  special  school 
facilities;  and  $156  million  to  carry 
on  and  to  upgrade  the  current 
programs  of  treatment  and  care  in 
state  hospitals  and  special  schools 
and  to  help  local  communities  get 
their  programs  going.  These  fig- 
ures were  given  by  a Liaison  Com- 


mittee of  Texas  Association  for 
Mental  Health  and  Texas  Asso<  a 
tion  for  Retarded  Children. 

He  stated  that  at  least  15  per- 
cent of  all  federal  grants  set  aside 
for  “Comprehensive  Health  Plan- 
ning” are  designated  for  planning 
these  programs,  including  funds 
for  site  acquisitions,  physical  edu- 
cation and  training,  and  recrea- 
tional facilities  for  the  mentally 
retarded  or  other  disabled  persons. 

The  old  question  of  HB-3  not 
stating  specifically  that  directors 
of  community  mental  health  cen- 
ters be  licensed  physicians  appar- 
ently has  been  answered,  at  least 
for  the  present  Legislature,  by  the 
statement  that  “The  leaders  in  the 
field  of  mental  retardation  would 
not  accept  such  a change  in  HB-3.” 

Mr.  Overton  told  the  group  that 
of  1,774  bills  introduced  in  the  59th 
Texas  Legislature,  over  200  of 
them  had  a direct  bearing  on  the 
medical  profession  and  allied  fields. 

He  mentioned  several  specific 
bills  of  particular  interest  to  TMA, 
including  a Medical  Practice  Act, 
which  would  change  the  require- 
ment that  no  school  shall  have  a 
majority  representation  on  the 
State  Board  of  Medical  Examiners. 

Another  bill,  the  Privileged 
Communication  Act,  would  main- 
tain the  privileged  relationship  be- 
tween the  patient  and  his  doctor  in 
such  matters  as  confessions  or  le- 
gal testimony.  Mr.  Overton  noted 
that  certain  members  of  the  legal 
profession  have  expressed  disfav- 
or in  regard  to  this  type  legisla- 
tion. 

A special  committee  appointed 
by  the  President  of  TMA  has  rec- 
ommended that  the  present  law 
concerning-  abortions  be  amended 
to  authorize  legal  abortions  in 
cases  involving  incest,  rape,  and 
certain  medical  circumstances.  It 
was  brought  out  that  this  bill  is 
not  sponsored  by  TMA.  However, 
it  would  be  supported  by  the  group 
provided  certain  safeguards  are  in- 
cluded, such  as  a requirement  for 
adequate  medical  consultation,  and 
in  cases  of  criminal  matters,  co- 
operation with  district  and  county 
attorney  offices,  as  well  as  stipu- 
lating that  residence  requirements 
be  met. 

A committee  of  the  Texas  Society 
of  Pathologists,  Inc.,  is  considering 
at  this  time  a rough  draft  of  a 
bill  to  license  clinical  laboratories 
in  Texas,  in  lieu  of  previous  drafts 
which  were  not  favored  by  TMA. 


Members  of  a panel  on  "Stimulating  and  Evaluating  County  Medical  Society  Ac- 
tivities" presented  to  the  Symposium  for  County  Medical  Society  Officers  were,  left 
to  right,  C.  Lincoln  Williston,  TMA  Executive  Secretary,  and  present  and  former 
officers  of  the  Bexar  County  Medical  Society  from  San  Antonio,  Dr.  Jack  M.  Par- 
tain,  Dr.  John  C.  Meadows,  and  Sid  E.  Cockrell,  Jr.,  executive  director  (standing). 
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Participants  in  an  afternoon  panel  discussion  of  "Medical  and  Health  Issues  Be- 
fore the  1967  State  Legislature"  were  top  row,  left  to  right,  Dr.  Robert  W.  Grace  of 
Dallas;  Dr.  P.  C.  Palasota  of  Abilene;  Mr.  Philip  R.  Overton  of  Austin;  bottom  row, 
left  to  right.  Dr.  Charles  Max  Cole  of  Dallas,  Dr.  F.  C.  Pannill  of  San  Antonio,  and 
Dr.  Howard  R.  Dudgeon,  Jr.,  of  Waco.  Specific  medical-interest  bills,  as  well  as 
the  general  legislative  outlook,  were  surveyed. 


Rep.  Burleson 

Issues  facing-  the  90th  Cong'ress 
and  the  60th  State  Legislature 
were  described  at  the  closing'  ses- 
sion of  the  Conference  by  US  Con- 
gressional Representative  Omar 
Burleson  of  Anson  and  Texas 
State  Representative  Ralph  Wayne 
of  Plainview. 

Predicting  a more  conservative 
Congress  than  the  89th,  Rep.  Burle- 
son pointed  out  that  perhaps  the 
most  compelling  decisions  that  the 
Administration  and  Cong'ress  will 
have  to  make  involve  questions  of 
fiscal  priority. 

“The  Administration,  with  dual 
commitments  to  the  war  in  Vietnam 
and  to  the  programs  of  the  Great 
Society,”  he  said,  “will  be  hard 
pressed  to  make  available  revenues 
to  stretch  far  enough  to  fill  both 
goals.” 

^ The  Congressman  stated  that 
Congress  will  consider  a variety 
of  new  health  proposals  and  almost 
certainly  will  act  to  expand  Social 
Security  benefits. 

“I  think  that  is  almost  a sure 
course  of  action,”  Rep.  Burleson 
said,  “but  not  necessarily  to  the  ex- 
tent recommended  by  the  President 
in  his  State  of  the  Union  message, 
which  called  for  a 20  percent  in- 
crease.” 

“There  may  be  recommendations 
to  expand  Medicare  coverage,”  he 
said.  He  pointed  out  that  both 
political  parties  seemingly  favor 
higher  Social  Security  benefits. 
“The  fight,”  he  said,  “will  come 
over  the  size  of  the  increase  and 
how  it  will  be  financed  and  when  it 
will  become  effective.” 

The  Congressman  explained  that 
the  President  recommends  approxi- 
mately a 20  percent  increase  across 
the  board.  The  Republicans,  how- 
ever, seem  to  center  on  about  an  8 
percent  increase  across  the  board, 
with  an  additional  increase  tied  to 
the  rising  cost  of  living. 

“The  President  said  there  should 
be  improvement  for  new  Medicare 
beneficiary  groups — meaning  the 
more  than  a million  persons  who 
receive  Social  Security  benefits, 
but  who  are  under  65  years  of 
age,”  he  said. 

Congressman  Burleson  also  pre- 
dicted that  legislation  will  again 
be  considered  to  cover  the  cost  of 
outpatient  drug  purchases,  and  that 
the  Congress  will  look  more  closely 
at  the  nation’s  welfare  programs. 

“The  Congress  will  try  to  enact 
legislation  to  limit  federal  partici- 
pation in  the  controversial  Medic- 
aid program  which  was  included  in 


the  1965  Social  Security  Medicare 
bill,”  the  Congressman  said.  “Title 
XIX  . . . was  designed  to  combine 
all  of  the  federal  medical  aid  pro- 
grams for  the  indigent  covered  in 
five  titles  of  the  Social  Security 
Act.  It  also  extended  coverage  to 
the  needy  as  defined  by  each  state. 

“It  was  realized  soon  after  pass- 
age of  the  Medicare  Bill  that  Title 
XIX  was  a sinker  and  called  for 
action  to  limit  federal  matching 
funds,”  he  continued. 

He  pointed  out  that  the  Admini- 
stration announced  in  the  fall  that 
| it  is  going  to  make  every  effort  “to 
insure  and  guarantee  to  the  great- 
est degree  possible,  progress  in  the 
field  of  health  at  the  lowest  possi- 
ble cost.” 

Burleson  told  the  doctors 
that  the  US  health  goals  for  the 
next  ten  years  sound  good.  But, 
he  said,  “local  governments,  pri- 
vate corporations,  and  individuals 
owe  more  money  than  at  any  time 
in  the  history  of  our  nation.” 

Because  of  the  two  grave  chal- 
lenges to  the  nation’s  security  to- 
day— the  war  in  Vietnam  and  the 
weakness  of  the  dollar — the  Con- 
gressman said  he  felt  that  the 
federal  government  should  take  the 
first  step  to  meet  the  fiscal  chal- 
lenge by  making  no  new  commit- 
ments. “We  have  no  right  to  mort- 
gage the  future  generations  of 
this  country — legally  or  morally,” 
he  said. 

He  stated  that  he  believed  that 
the  first  and  foremost  concern  of 
the  Congress  and  every  citizen  of  j 


the  United  States  should  be  to  stem 
the  upward  pressure  on  prices  that 
brings  about  continual  tunneling  of 
funds  to  keep  up  with  inflationary 
levels. 

Rep.  Wayne 

Rep.  Ralph  Wayne  told  the  doc- 
tors that  “legislation  is  everybody’s 
business.” 

Also  concerned  with  needed  ap- 
propriations to  put  into  effect  cur- 
rent legislation  as  well  as  upcom- 
ing proposals,  Rep.  Wayne  pointed 
out  the  urgent  need  for  additional 
revenue. 

“With  an  expected  income  of 
$847  million  in  1968-69,  and  with 
the  need  for  more  revenue  coming 
to  something  like  $125  million,  we 
simply  cannot  help  but  be  short  of 
cash,”  he  said. 

He  cited  a vital  need  for  a much 
expanded  base  of  revenue  at  the 
state  level. 

“We  will  need  to  write  a two- 
year  appropriations  bill  and  bal- 
ance the  increased  spending  with 
new  sources  of  revenue,”  he  stated. 
“You  and  I share  these  problems. 
They  must  be  solved.  Suggestions 
as  to  how  to  solve  some  of  these 
puzzles  range  from  taxing  specific 
items  like  cigarettes  and  chemicals 
to  a general  sales  tax  increase.” 

He  reminded  the  group  that  Gov. 
John  Connally  said  recently  that 
he  was  favoring  a one  percent  tax 
levy  to  be  imposed  by  local  option, 
as  one  means  of  solving  the  prob- 
lem. 

Rep.  Wayne  also  told  the  phy- 
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Smith  County  Medical  Society  had  100  percent  officer  attendance  at  the  Symposium 
for  County  Medical  Society  Officers.  Heading  downstairs  for  coffee  are,  left  to 
right.  Dr.  Fred  M.  Warren,  Jr.,  president,  Dr.  I.  E.  Lamberth,  vice-president;  Dr. 
Joseph  Selman,  president-elect;  Dr.  Norman  Holbrooks,  secretary-treasurer;  Dr.  C. 
E.  Willingham,  member  of  the  TMA  Board  of  Trustees;  Dr.  J.  W.  Birdwell  and  Dr. 
V.  V.  Goss,  Smith  County  delegates  to  TMA.  All  are  from  Tyler. 


sicians  of  the  work  of  the  Legisla- 
tive Council,  the  research  arm  of 
the  Legislature,  which  has  been 
studying  the  needs  and  problems  of 
the  deaf  in  Texas. 

As  a member  of  the  study  com- 
mittee, Rep.  Wayne  told  of  the 
work  over  the  past  year  in  deter- 
mining the  problems  and  coming- 
up  with  suggestions  and  remedies. 

He  called  the  most  important 
concern  the  early  case  findings  and 
diagnosis  of  newborn  babies.  “If 
we  can  find  the  deaf  baby  early, 
we  can,  hopefully,  begin  his  lan- 
guage training  right  away,  and 
thus,  make  a useful  citizen  out  of 
him,”  Rep.  Wayne  said. 

Among  specific  recommendations 
coming  out  of  the  study  of  the  deaf 
were  salary  supplements  sufficient 
to  persuade  greater  numbers  of 
young  people  to  enter  the  teaching- 
field  in  deaf  education. 

He  also  cited  the  need  for  two 
more  state  schools  for  the  deaf 
and  two  more  county-wide  day 
schools. 


Greater  Liaison  with  Government 
Among  Chief  Topics  of  Board 


Medical  legislation,  liaison 

with  governmental  agencies,  and 
the  institution  of  an  informational 
business  management  service  for 
doctors  were  major  topics  present- 
ed during  the  Jan.  22  session  of 
the  Texas  Medical  Association’s 
Executive  Board,  meeting  in  Aus- 
tin. 

Liaison  with  Government 

Recognizing  the  need  for  greater 
liaison  with  governmental  agencies 
which  are  administering  medical 
and  health  programs,  the  Board  of 
Trustees  approved  in  principle  the 
establishment  of  an  administrative 
section  for  liaison  with  govern- 
mental agencies  handling  health 
programs.  A staff  member  of  the 
office  of  the  Association’s  General 
Counsel  would  collect  information 
and  keep  appropriate  boards,  coun- 
cils, and  committees  of  the  Asso- 
ciation fully  aware  of  government- 
al actions. 

Referred  to  the  Trustees  for 
consideration  also  was  a request 
of  the  Council  on  Scientific  Ad- 
vancement for  personnel  assistance 
in  implementing  the  intent  of  a 
House  of  Delegates  resolution  call- 


ing for  coordination  of  planning- 
grant  efforts  for  the  heart  disease, 
cancer  and  stroke  program. 

Nuclear  Medicine  Regulations 

The  Executive  Board  approved 
a recommendation  of  the  Commit- 
tee on  Nuclear  Medicine  calling 
upon  the  American  Medical  Asso- 
ciation’s legal  counsel  to  study  the 
Atomic  Energy  Act  of  1954  to  de- 
termine whether  statutory  author- 
ity to  license  physicians  to  use 
radioisotopes  in  human  beings  is 
within  the  jurisdiction  of  the  Unit- 
ed States  Atomic  Energy  Commis- 
sion or  is  the  function  of  the  in- 
dividual states  through  their 
boards  of  medical  examiners.  The 
AMA  also  is  to  be  asked  to  con- 
sult with  and  advise  the  state  medi- 
cal societies  of  the  35  states  whose 
radioisotopes  for  medical  use  are 
regulated  by  the  AEC,  and  to  as- 
sist these  states  in  establishing 
their  own  licensing  programs. 

The  Committee  on  Nuclear  Med- 
icine sought  AMA  study  because  a 
special  panel  of  persons  from  out- 
side government  is  to  review  poli- 
cies and  procedures  of  the  AEC 


and  submit  recommendations  with- 
in six  months  for  improvements  in 
the  licensing  and  regulating  of  use 
of  radioisotopes. 

State  Legislation 

The  Executive  Board  reviewed  a 
number  of  legislative  matters 
which  are  to  be  presented  to  the 
Texas  Legislature  during  its  cur- 
rent session,  and  concurred  with 
recommendations  of  the  Council  on 
Medical  Jurisprudence.  These  items 
are  reviewed  in  an  editorial  on  p. 
37  of  this  issue. 

Medical  Economics  Service 

An  outline  for  service  which 
would  provide  Texas  physicians 
with  objective,  reliable  information 
that  would  help  them  to  evaluate 
office  management  decisions  was 
submitted  to  the  Executive  Board 
through  the  Council  on  Medical 
Service  and  Insurance.  Through 
the  service,  physicians  could  obtain 
materials  on  special  management 
problems  from  the  Association’s 
Memorial  Library,  articles  in  Tex- 
as Medicine,  and  via  management 
symposia. 
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Physician-Patient  Relations 

Among  significant  programs  cit- 
ed by  the  Council  on  Public  Rela- 
tions and  Public  Service  and  the 
Executive  Secretary  was  one  on 
physician-patient  relations. 

The  program  encourages  the 
physician  to  devote  more  time  to 
showing  his  patients  that  he  has  a 
personal  as  well  as  a professional 
interest  in  their  welfare. 

Another  public  education  pro- 
gram initiated  last  year  will  be 
continued  in  1967.  The  billboard 
campaign  against  disease  this  year 
will  feature  six  messages  including 
topics  on  diabetes,  heart  disease, 
cancer,  tetanus,  birth  defects,  and 
eye  care. 

The  Council  on  Public  Relations 
and  Public  Service  commended  the 
A.  H.  Robins  “Doctor  of  Tomor- 
row” series  which  appears  in  sev- 
eral consumer  magazines,  noting 
that  the  series  was  a worthwhile 
contribution  toward  recruitment  of 
medical  students  and  furthering 
physicians’  image. 

The  Board  concurred  with  the 
Council  in  endorsing  in  principle 
the  goals  of  the  “Texans  for  Traf- 
fic Safety,”  a nonprofit  organiza- 
tion formed  to  obtain  public  sup- 
port of  Governor  Connally’s  1967 
highway  safety  program. 

AMA  Delegates  Elect 

AM  A delegates  reported  to  the 
Executive  Board  that  Dr.  Harvey 
Renger  of  Hallettsville,  a past 
president  of  Texas  Medical  Asso- 
ciation, was  elected  chairman  of 
the  Texas  delegation  to  the  AMA. 
Dr.  James  Sammons  was  elected 
vice-chairman.  Another  change  re- 
ported was  the  appointment  of 
Dr.  Floyd  Norman  of  Dallas  by 
the  President  as  alternate  dele- 
gate to  fill  a vacancy  in  the  dele- 
gation. 

Medical  Education 

Continuing  studies  on  medical 
education  facilities,  areawide  plan- 
ning for  health  facilities,  and  on 
health  careers  were  reported  to  the 
Board  by  the  Council  on  Medical 
Education  and  Hospitals. 

A committee  on  voluntary  area- 
wide hospital  and  health  care  fa- 
cility planning,  composed  of  repre- 
sentatives of  several  health-orient- 
ed organizations  including  the  Tex- 
as Medical  Association,  reported 
that  it  had  nominated  lay  members 
from  throughout  the  state  to  serve 
on  the  committee.  The  entire  group 
is  expected  to  meet  in  May  in 
Houston,  in  conjunction  with  a 


meeting  sponsored  by  the  Texas 
Hospital  Association. 

A request  from  the  Committee 
on  Medical  Careers  asking  that  its 
name  be  changed  to  Committee  on 
Health  Cai-eers  was  referred  to  the 
Council  on  Constitution  and  By- 
Laws. 

New  County  Societies 

The  Board  of  Councilors  report- 
ed approval  of  the  dissolution  of 
the  Andrews-Ector-Midland  Coun- 
ties Medical  Society  and  the  estab- 
lishment of  the  Midland  County 
Medical  Society  and  the  Andrews- 
Ector  Counties  Medical  Society. 
This  brings  the  number  of  county 
medical  societies  making  up  the 
Texas  Medical  Association  to  115. 

Osteopathy 

The  Board  of  Councilors  report- 
ed that  it  is  instituting  a study  in 
depth  to  determine  a possible  solu- 
tion to  the  problems  in  the  present 
relationship  of  doctors  of  medicine 
and  doctors  of  osteopathy.  The 
Councilors  noted  that  they  had  in- 
creased the  membership  of  their 
subcommittee  on  osteopathy  from 
three  to  six  members.  The  Council- 
ors are  seeking  opinions  from 
county  medical  societies  on  the 
subject. 

Bank,  Medical  Credit  Cards 

Recent  opinions  of  the  American 
Medical  Association  pertaining  to 
the  use  of  bank  credit  cards  and 
medical  credit  cards  were  ampli- 
fied by  the  Board  of  Councilors. 

The  Councilors  noted  that  “the 
medical  credit  card  plans  as  cur- 
rently conceived  do  increase  the 
cost  of  medical  care  and  are  there- 
fore unethical.” 

In  other  action  also,  the  Coun- 
cilors pointed  to  another  AMA 
Judicial  Council  decision  which  de- 
clared that  the  practice  of  medicine 
is  a profession  and  not  a business 
and  that  practices  of  businesses 
are  not  necessarily  suitable  for  pro- 
fessional practice.  The  AMA  furth- 
er said  that  it  is  not  in  the  best 
interest  of  the  public  or  the  pro- 
fession to  charge  interest  on  an 
unpaid  bill  or  note  or  to  charge  a 
penalty  on  fees  for  professional 
services  not  paid  within  a pre- 
scribed period  of  time  or  to  charge 
a patient  a flat  collection  fee  if  it 
becomes  necessary  to  refer  the 
account  to  an  agency  for  collection. 

The  Councilors  observed  that  the 
implications  of  the  AMA  statement 
were  that  promissory  notes  ac- 
cepted for  the  purpose  of  receipting 


bills  under  Title  18  and  Title  19  of 
the  Social  Security  Act  of  1966 
shall  be  non-interest  bearing  and 
must  not  in  any  way  increase  the 
cost  of  medical  care  to  the  patient. 

Association  policy  matters  will 
next  be  considered  by  the  House 
of  Delegates  during  the  Texas  Med- 
ical Association’s  Annual  Session, 
May  4-7,  in  Dallas. 


Woman's  Auxiliary  Studies 
Health  Careers  Recruitment 


The  Woman’s  Auxiliary  to  the 
Texas  Medical  Association  held  its 
January  Conference  on  Saturday, 
Jan.  21,  at  the  TMA  Headquarters 
Building,  Austin.  Mrs.  Walter  H. 
Patton  of  Dallas,  Auxiliary  Confer- 
ence chairman,  presided. 

Mrs.  C.  F.  Hamilton,  Dallas  city 
councilwoman  and  member  of  the 
Woman’s  Auxiliary  to  the  Dallas 
County  Medical  Society,  spoke  on 
“The  State  of  Affairs.”  She 
stressed  the  responsibility  of  wom- 
en to  be  active  in  local  as  well  as 
national  political  affairs. 

Dr.  Edmund  M.  Fountain,  a 
Houston  neurosurgeon,  spoke  on 
“Project  HOPE.”  He  told  of  Proj- 
ect HOPE  teaching,  treating,  and 
healing  activities  in  Kenya  and  of 
plans  to  take  Project  HOPE  to 
Colombia  in  1967  and  to  Ceylon  in 
1968. 

“Health  Careers  Unlimited”  was 
the  subject  of  a panel  discussion 
moderated  by  Dr.  John  D.  Bonnet 
of  Temple,  chairman  of  the  TMA 
Committee  on  Medical  Careers.  He 
said  that  doctors,  nurses,  and  medi- 
cal technicians  should  work  as  a 
health  team.  He  compared  careers 
in  health  areas  to  industry.  He  said 
that  General  Motors  allots  five  per- 
cent of  its  budget  for  recruitment. 
Medical  career  areas  might  con- 
sider a budgeted  allotment. 

Miss  Billye  Brown  of  Austin, 
president  of  the  Texas  Nurses  As- 
sociation, and  Dr.  F.  C.  Pannill  of 
San  Antonio,  dean  of  The  Univer- 
sity of  Texas  South  Texas  Medical 
School,  panel  participants,  stressed 
the  great  need  for  more  nurses  and 
physicians.  Dr.  Pannill  compared 
conditions  in  the  years  1910  and 
1967 : more  persons  are  served  by 
one  doctor  in  Texas  today  than 
were  served  by  one  doctor  in  1910, 
but  at  the  same  time  there  are 
fewer  medical  schools  in  operation 
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TEXAS  MEDICINE 


DOCTOR, 


Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


ABBOTT 

...  ----- 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN  Gradumet0 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  a 15  mg.  EJ 

DESBUTAL0 10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  ^ SIDE  j 

r 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  3 SIDE  J 

W 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  oral  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


\BBOTT 

RECTIC 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 


of 

controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 


There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient  s 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAIN  DICATIONS  : Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient.  ABBOTT 
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nationally  today  than  were  in  op- 
eration in  1910. 

Final  panelist,  J.  D.  Hall,  Jr., 
of  Fort  Worth,  chairman  of  the 
Texas  Hospital  Association  Com- 
mittee on  Health  Careers,  advanced 
the  idea  of  a Career  Day  in  high 
schools  of  small  towns.  Such  an 
activity  can  inform  students  of  op- 
portunities in  medical  careers  and 
of  the  availability  of  financial  aids 
for  obtaining  education  in  these 
fields. 

Sixty-eight  Auxiliary  members 
and  guests  were  registered  for  the 
Auxiliary  Conference. 


IRP  Forms  Available 
From  Harris  County 


Harris  County  Medical  Society 
reports  that  physicians  who  are 
interested  in  the  individual  respon- 
sibility program,  which  was  en- 
dorsed in  principle  by  the  Texas 
Medical  Association  House  of  Dele- 
gates last  April,  may  receive  IRP 
forms  by  writing  directly  to  Harris 
County  Society. 

The  society  address  is  1133  M.D. 
Anderson  Blvd.,  Houston  77025. 


March  13-15  Dates  Scheduled 
For  Dallas  Clinical  Conference 


The  Dallas  Southern  Clinical 
Society  will  hold  its  36th  annual 
spring  clinical  conference  March 
13-15  at  the  Statler  Hilton  Hotel 
in  Dallas. 

Features  of  the  conference  will 
be  general  assemblies,  scientific 
exhibits,  panel  discussions,  round- 
table luncheons,  technical  exhibits, 
and  postgraduate  lectures. 

Conference  speakers  will  include 
Dr.  Richard  F.  Mattingly  of  Mil- 
waukee, Wis.;  Dr.  James  Donald- 
son, Seattle,  Wash.;  Dr.  John  R. 
Amberg,  San  Francisco;  Dr.  W. 
Proctor  Harvey,  Washington,  D.C.; 
Dr.  Sidney  Olansky,  Atlanta,  Ga.; 
Dr.  Charles  E.  Iliff,  Baltimore; 
Dr.  Curtis  P.  Artz,  Charleston, 
S.C.;  Dr.  James  Allen,  New  Or- 
leans; and  Dr.  William  G.  Thur- 
man, Charlottesville,  Va. 

Other  speakers  are  Drs.  Richard 
J.  Bellucci,  Frank  Glenn,  and  Raf- 
faele  Lattes,  all  of  New  York  City; 
Dr.  James  H.  Nelson,  Jr.,  Brook- 
lyn; Drs.  Arthur  M.  Olsen  and 
Howard  P.  Rome,  both  of  Roches- 


ter, Minn.;  Dr.  Julian  Johnson, 
Philadelphia;  Dr.  Joseph  C.  Shipp, 
Gainesville,  Fla.;  and  Dr.  Donald 
F.  McDonald,  Rochester,  N.Y. 

Conference  registration  fee  is 
$25. 


Obstetricians,  Gynecologists 
To  Hold  Meeting  in  Galveston 


Members  of  the  Texas  Associa- 
tion of  Obstetricians  and  Gynecolo- 
gists will  meet  March  4 at  the 
Hotel  Galvez  in  Galveston. 

Out-of-state  program  speakers 
and  their  topics  will  include  Dr. 
Donald  L.  Hutchinson  of  Pitts- 
burgh, Pa.,  “Amniotic  Fluid:  Re- 
flecting Pool  or  Cesspool?”;  and 
Dr.  Harry  Prystowsky  of  Gaines- 
ville, Fla.,  “Obstetrical  Anesthes- 
ia.” 

Texas  speakers  scheduled  in- 
clude Dr.  James  R.  Morgan  of  El 
Paso,  “Incidence  and  Prevalence  of 
Cancer  of  the  Cervix  over  20 
Years”;  Dr.  Felix  Rutledge  of 
Houston,  “Follow-up  of  Cases  of 
Cervical  Cancer  with  Microinva- 
sion”; Dr.  Charles  E.  Flowers,  also 
of  Houston,  “Effects  of  Analgesia 
and  Anesthesia  on  the  Fetus”;  Dr. 
Paul  McDonald  of  Dallas,  “Origin 
of  Estrogen  in  Sclerocystic  Ovar- 
ies”; and  Dr.  Alan  Kaplan  of  Hous- 
ton, “Pediatric  Gynecology:  A Re- 
view of  Fifteen  Years  Experience.” 

A panel  discussion  will  take 
place  in  the  afternoon.  The  topic 
will  be  “What’s  New  in  Obstetrics 
and  Gynecology.”  Dr.  Jack  R. 
Pritchard  of  Dallas  will  moderate 
the  session.  Drs.  William  McGanity 
of  Galveston,  Hutchinson,  Prystow- 
sky, and  Flowers  will  be  partici- 
pants in  the  discussion. 


Gulf  Bend  Center  Plans  Meet 


Mental  health-mental  retarda- 
tion services  for  smaller  commun- 
ities will  be  discussed  at  the  Spring 
Conference  of  the  Gulf  Bend  Cen- 
ter for  Children  and  Youth  at 
Victoria,  March  9-10. 

The  center  and  the  Hogg  Foun- 
dation are  cosponsors  of  the  con- 
ference. 

Guest  speakers  will  include  Dr. 
Edith  Potter,  professor  of  patholo- 
gy, University  of  Chicago,  and  Dr. 
Luther  Stringham,  New  York,  ex- 
ecutive director,  National  Associa- 


tion for  Retarded  Children.  Texas 
Medical  Association  members  on 
the  program  include  Drs.  Eva 
Seger  and  George  A.  Constant  of 
Victoria,  Mclver  Furman  of  Cor- 
pus Christi,  Silas  Grant  of  Hills- 
boro, and  E.  Winston  Cochran  of 
Beaumont.  Several  other  Texas 
speakers  will  participate. 


New  Orleans  Assembly  Plans 
Scientific  Program  March  6-19 


The  30th  annual  meeting  of  The 
New  Orleans  Graduate  Medical 
Assembly  will  take  place  March 
6-9  at  the  Roosevelt  Hotel  in  New 
Orleans. 

Nineteen  guest  speakers  will 
participate.  The  program  will  in- 
clude 51  discussions  on  topics  of 
current  medical  interest,  in  addi- 
tion to  clinicopathologic  confer- 
ences, symposia,  medical  motion 
pictures,  round-table  luncheons, 
and  technical  exhibits.  This  pro- 
gram is  acceptable  for  30%  ac- 
credited hours  by  the  American 
Academy  of  General  Practice. 

Dr.  Friedrichs  H.  Harris,  1430 
Tulane  Ave.,  Room  1528,  New 
Orleans  70112  is  secretary  of  the 
Assembly. 


Colorado  Winter  Clinic 
In  Denver  Feb.  28-March  3 


Colorado  Medical  Society  will 
hold  the  Colorado  Winter  Clinics 
at  the  Brown  Palace  Hotel  in  Den- 
ver, Feb.  28-March  3. 

Scientific  programs  planned  for 
each  afternoon  include  “Intrauter- 
ine Transfusion  and  the  Fetus,” 
“Surgery  of  the  Heart,”  “Airway,” 
and  “Hypertension.” 

Daily  luncheon  programs  will  in- 
clude “The  Look  Ahead,”  “Govern- 
ment Medical  Problems,”  and 
“Image  of  Medicine.” 

Organizations  cooperating  with 
the  Colorado  Medical  Society  in 
planning  the  meeting  include  the 
Colorado  Chapter  of  the  American 
Academy  of  General  Practice,  the 
Colorado  Gynecological  and  Ob- 
stetrical Society,  and  the  Colorado 
Society  of  Internal  Medicine,  the 
Denver  Academy  of  Surgery,  the 
Colorado  Society  of  Clinical  Path- 
ologists, the  Rocky  Mountain  Uro- 
logical Society,  and  the  Rocky 
Mountain  Pediatric  Society. 
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VERSATILE  COUGH 
SEDATIVE /EXPECTORANT 


Each  Fluid  Ounce  Contains: 

ALCOHOL  10% 


A Cough  Sedative/Expectorant 


Codeine  Phosphate  (1  gr.)  . 

. 65  mg. 

(WARNING:  may  be  habit  forming) 

Chlorpheniramine  Maleate  . . 

6 mg. 

Glyceryl  Guaiacolate 

. 600  mg. 

Chloroform  

2 min. 

Tolu  

. 2.5  gr. 

to  consider 


Does  not  contain  vasoconstrictors 


(Safe  to  use  in  diabetics  and 


■free 


(Better  suited  for  diabetic  and  obese  patients) 
(Codeine) 


Quiets  the  cough 

Decreases  the  viscosity  of  mucus  of  the  respiratory  tract 


(Glyceryl  Guaiacolate) 


(Chlorpheniramine  Maleate) 


One  name  to  remember  for  all  patients  needing  a cough 


i_ 

DIRECTIONS:  Adults  and  older  children,  1 to  2 teaspoonfuls; 
Children  10  to  12  years  of  age,  1 teaspoonful;  7 to  9 years,  yk 
teaspoonful;  6 to  7 years,  yU  teaspoonful,  every  4 hours.  Under 
6 years  consult  a physician. 

CAUTION:  This  product  may  produce  drowsiness,  and' if  so  do 
not  drive  a car  or  engage  in  other  activities  requiring  alertness. 

Q tfitSk  rt  mjf  w «7nTT71 


WARNING:  Persons  with  a high  fever  or  persistent  cough  should 
not  use  this  preparation,  unless  directed  by  a physician. 

AVAILABILITY:  Pints  and  gallons. 


Scientific  and  technical  exhibits 
will  contribute  to  the  scientific  as- 
pects of  the  meeting.  Registration 
fee  for  all  doctors  of  medicine  is 

$10. 


Conference  on  Rural  Health 
To  Be  Sponsored  by  AMA 


The  American  Medical  Associa- 
tion Council  on  Rural  Health  will 
Sponsor  a 20th  National  Confer- 
ence on  Rural  Health  March  10-11 
at  the  White  House  Inn  in  Char- 
lotte, N.C. 

The  theme  of  the  conference  will 
be  Rural-Urban  Health  Relation- 
ships. 

Speeches  will  be  presented  on 
such  topics  as  ‘‘Health  Manpower 
to  Meet  Rural-Urban  Needs,”  “The 
Role  of  the  University  in  the 
Emerging  Rural-Urban  Community 
Center,”  “Community  Planning  for 
Health  Resources,”  “Occupational 
and  Rural  Accidents,”  and  “Future 
Patterns  of  Personal  Health  Care 
in  the  Rural-Urban  Complex.” 

Discussion  groups  will  consider 
the  following  topics:  “Health  Man- 
power,” “Community  Planning  To- 
ward Excellence  in  Living,” 
“Health  Careers  Education,” 
“Emergency  Medical  Care  and 
First  Aid,”  and  “Utilization  of 
Health  Services.” 

The  program  is  acceptable  for 
six  accredited  hours  by  the  Ameri- 
can Academy  of  General  Practice. 


AMA,  Bar  Association  Plan 
Joint  Medicolegal  Symposium 


Miami  Beach  will  be  the  site  for 
the  1 9 6 7 National  Medicolegal 
Symposium  jointly  sponsored  by 
the  American  Medical  Association 
and  the  American  Bar  Association. 

The  meeting  will  be  held  at  the 
Fontainebleau  Hotel  March  9-11 
and  is  expected  to  be  attended  by 
2,000  physicians  and  lawyers. 

The  national  forum  promotes 
mutual  knowledge,  appreciation, 
and  understanding  between  the  two 
professions.  It  affords  an  opportun- 
ity for  lawyers  and  doctors  to  dis- 
cuss matters  of  common  interest 
and  to  seek  solutions  for  interpro- 
fessional differences. 

Four  major  subject  areas  will  be 
discussed:  (1)  roadblocks  in  inter- 
professional communications,  (2) 
the  physician  as  a client,  (3)  legal 


rights  of  the  mentally  ill,  and  (4) 
legal  therapy  for  health-care  prob- 
lems. 

Registration  fee,  which  includes 
a reception  and  a copy  of  the  pro- 
ceedings, is  $30.  Advance  registra- 
tion and  additional  information 
may  be  obtained  by  writing  Law 
Division,  American  Medical  Asso- 
ciation, 535  N.  Dearborn  St.,  Chi- 
cago 60610. 


M.  D.  Anderson  Gets  Grant 
To  Research  DNA  Viruses 


A Public  Health  Service  con- 
tract with  the  University  of  Texas 
M.D.  Anderson  Hospital  and  Tu- 
mor Institute,  Houston,  will  en- 
able researchers  to  collect  blood 
serum  from  cancer  patients  which 
will  be  studied  for  the  presence 
of  antibodies  to  DNA  viruses. 

Investigation  of  possible  causal 
relationship  between  DNA  viruses 
and  human  cancer  will  be  carried 
out  under  this  and  two  other  Pub- 
lic Health  Service  contracts.  These 
projects,  totaling  approximately 
$357,000,  are  part  of  the  National 
Cancer  Institute’s  DNA  Solid  Tu- 
mor Virus  Program. 

A contract  with  Lilly  Research 
Laboratories,  Indianapolis,  Ind., 
will  provide  large  quantities  of  ra- 
dioactively  labeled  DNA  viruses 
for  use  in  studies  of  how  the  DNA 
of  viruses  affect  the  DNA  in  ma- 
lignant human  cells.  A broad  spec- 
trum of  studies  to  elucidate  the 
role  of  viruses  in  human  cancer 
will  be  extended  by  a contract  with 
Merck  Institute  for  Therapeutic 
Research,  West  Point,  Pa. 

Scientists  at  The  University  of 
Texas  will  collect  serum  from  230 
patients  with  advanced  cancer,  and 
also  from  well  members  of  the  pa- 
tients’ families.  Studies  will  deter- 
mine if  “T”  antigen  preparations 
from  viruses  known  to  induce  can- 
cer in  animals  react  more  fre- 
quently and  to  a higher  degree 
with  the  serum  from  cancer  pa- 
tients than  with  serum  from  the 
control  group.  Dr.  Tate  Minckler 
is  the  principal  investigator  for 
this  contract. 


El  Paso  Careers  Conference 
To  Take  Place  on  March  3 


An  area  Health  Careers  Confer- 
ence for  junior,  senior  high  school, 


and  college  students  will  be  held 
in  conjunction  with  the  Trans- 
Pecos  Teachers  Association  Dis- 
trict Convention  in  El  Paso  on 
March  3.  This  all-day  conference 
will  include  five  hospital  tours,  a 
luncheon,  a general  session,  and 
section  meetings  in  all  paramedical 
areas. 

Each  hospital  will  feature  a 
medical  specialty,  and  students  will 
have  an  opportunity  to  select  the 
tour  and  section  meeting  of  their 
choice.  The  general  session  will  in- 
clude discussions  of  the  curriculum 
that  health  career-oriented  stu- 
dents should  follow  in  high  school 
and  college  ;he  Medical  College 
Admission  Test,  loans  and  scholar- 
ships, and  a medical  lecture-demon- 
stration. 

After  the  general  session,  stu- 
dents will  meet  in  small  groups 
with  practicing  physicians,  den- 
tists, nurses,  and  recognized  prac- 
titioners from  more  than  a dozen 
paramedical  fields. 

A pilot  Medical  Careers  Confer- 
ence was  held  in  El  Paso  in  May, 
1965.  This  initial  program,  though 
not  widely  advertised,  attracted 
more  than  130  students  and  par- 
ents. Because  of  the  genuine  inter- 
est displayed  by  participants,  it 
was  decided  to  organize  the  Trans- 
Pecos  Medical  Careers  Conference 
which  is  cosponsored  by  the  El 
Paso  County  Medical  Society,  the 
El  Paso  Public  Schools,  Texas 
Western  College  of  the  University 
of  Texas,  the  El  Paso  District 
Dental  Society,  and  the  Trans- 
Pecos  Teachers  Association. 


San  Antonio  To  Be  Studied 
In  Federal  Epilepsy  Program 


San  Antonio  is  one  of  three 
cities  chosen  to  undertake  a pilot 
study  and  demonstration  program 
for  the  United  States  Department 
of  Labor  in  a federal  project  being- 
done  in  contract  with  the  Epilepsy 
Foundation. 

The  project  will  employ  the  co- 
operation of  state  and  local  gov- 
ernmental agencies  in  order  to  de- 
termine the  employability  and/or 
training  of  persons  with  medically 
controlled  epilepsy. 

The  other  two  cities  involved  in 
the  employment-training  program 
will  be  Atlanta,  Ga.,  and  Chicago. 


Volume  63,  FEBRUARY,  1 967 


113 


PROFESSIONAL  LIABILITY  INSURANCE 

is  a liUjh  mad?  op  distinction 


’ll 
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TEXAS  MEDICINE 


Medicine  and  the  Law 


Texas  Attorney  General  Declares  Unlawful 
Fitting  of  Contact  Lenses  by  Technicians 


On  DEC.  30,  1966,  the  outgoing 
attorney  general  of  Texas  issued 
an  official  attorney  general’s  opin- 
ion, designated  Opinion  No.  C-795, 
which  held  that  the  laws  of  Texas 
prohibit  an  unlicensed  ophthalmic 
dispenser  from  fitting  contact  lens- 
es unless  such  fitting  was  done 
under  the  “direct  supervision  and 
control”  and  in  the  “presence”  of 
a licensed  physician  or  optometrist. 

The  opinion  is  in  answer  to  a 
request  by  the  president  of  the 
Texas  State  Board  of  Examiners 
in  Optometry  for  an  official  in- 
terpretation of  whether  or  not  spe- 
cific acts,  which  were  set  out  in 
the  request,  constitute  unauthorized 
practice  of  optometry  or  medicine. 
Because  of  its  importance  in  evalu- 
ating the  effect  of  this  opinion,  the 
complete  text  of  that  portion  of  the 
opinion  regarding  the  hypothetical 
fact  situation  is  herein  set  out: 

Specifically  you  ask  whether 
the  activities  of  an  unlicensed 
ophthalmic  dispenser  as  set 
out  in  the  following  examples 
are  lawful : 

a.  Dr.  Jones,  a licensed  phy- 
sician or  optometrist,  has  his 
office  on  the  10th  floor  of  the 
X building.  Mr.  Smith,  an  un- 
licensed ophthalmic  dispenser, 
has  his  office  in  another  build- 
ing some  five  blocks  away. 
The  offices  have  no  common 
ownership  and  are  distinct 
entities.  Dr.  Jones,  after  ex- 
amining the  patient  at  his 
(Jones’)  office,  sends  him  to 
Mr.  Smith,  the  dispenser,  with 
a written  prescription  signed 
by  Jones  for  contact  lenses 
which  contains  the  refractive 
correction  desired,  and  nothing 
more.  Mr.  Smith,  at  his 
(Smith’s)  office,  thereafter, 
and  over  the  course  of  one  or 
more  visits  by  the  patient,  uses 
an  ophthalmometer  to  measure 
the  curvature  of  the  patient’s 
cornea,  helps  the  patient  select 
the  type  and  color  of  the  lens- 


es, makes  several  trial  inser- 
tions and  placements  of  differ- 
ent sized  and  shaped  lenses  on 
the  eyes  of  the  patient,  per- 
forms the  fluorescein  test  and 
the  other  indicated  procedures, 
and  advises  the  patient  in  the 
matter  of  inserting  the  lenses 
and  to  return  to  him,  Smith, 
for  any  corrections;  in  deter- 
mining the  lens  initially  selec- 
ted Smith  observes  the  physi- 
cal effect  on  the  eye  of  the 
various  trial  lenses  and  also 
evaluates  the  subjective  state- 
ments of  the  patient.  During 
all  the  activities  described  in 
the  foregoing  sentence  Dr. 
Jones  is  in  his  (Jones’)  of- 
fice. 

1.  Assume  the  same  situa- 
tion as  in  (a)  above  except 
only  that  Smith,  at  the  end  of 
all  the  above  described  measur- 
ing and  fitting  processes,  and 
after  he  has  selected  the  lens 
which  seems  appropriate  to 
him,  directs  the  patient  to  re- 
turn not  to  him,  but  instead  to 
Dr.  Jones  for  Dr.  Jones’ 
checking  of  the  selection  and 
fit  of  the  lenses,  and  the  pa- 
tient does  in  fact  return  to 
Dr.  Jones;  Dr.  Jones  requires 
this  ‘return’  visit  to  him  in  all 
cases. 

2.  Same  situation  as  in  (1) 
above  except  Dr.  Jones’  pre- 
scription includes  the  measure- 
ments of  the  curvature  of  the 
cornea. 

(b)  The  situation  is  the  same 
as  in  paragraph  a.,  except 
that  Smith’s  office  is  on  the 
floor  below  that  of  Dr.  Jones, 
and  in  the  same  building. 

In  finding  an  answer  to  these 
questions,  the  opinion  includes  ex- 
cerpts from  the  various  applicable 
laws  defining  the  practice  of  medi- 
cine and  optometry.  The  greatest 
reliance  is  placed,  however,  on  the 
following  language  which  is  in- 
cluded both  in  Article  4552,  V.C.S., 
defining  what  shall  constitute  the 
practice  of  optometry,  and  in  Arti- 
cle 4565g,  V.C.S.,  setting  out  what 
the  ophthalmic  dispenser  is  auth- 
orized to  do : 


. . . provided,  however,  the 
fitting  of  contact  lenses  shall 
be  done  only  under  the  direct 
supervision  of  a licensed  phy- 
sician or  licensed  optometrist 
as  defined  by  the  laws  of  this 
state. 

Then  the  opinion  quotes  cases 
from  other  jurisdictions  and  dis- 
cusses the  skills  necessary  in  fit- 
ting contact  lenses.  It  is  note- 
worthy that  the  opinion  dismisses 
as  unimportant  to  the  final  deter- 
mination of  the  question  two  con- 
flicting statements  of  technique 
submitted  by  optometrists,  and 
then  quotes  an  article  by  Dr.  Thom- 
as S.  Edwards,  which  originally 
appeared  in  the  Southern  Medical 
Journal  (Vol.  55,  August,  1962,  p. 
865)  regarding  the  fitting  of  con- 
tact lenses: 

This  is  one  aspect  of  medi- 
cine . . . which  cannot  be  dele- 
gated to  improperly  trained 
and  improperly  motivated  tech- 
nicians especially  the  tech- 
nicians who  are  poorly  trained 
and  not  supervised  by  any 
ophthalmologist  at  all. 

The  opinion  summarizes  the  find- 
ings from  courts  of  other  jurisdic- 
tions in  the  following  language: 

The  authorities  are  harmoni- 
ous in  holding  that  the  taking 
of  any  measurements  of  the 
cornea  or  eye,  other  than  the 
mere  measurement  of  inter- 
pupillary distances,  constitutes 
the  practice  of  optometry  and 
medicine,  and  requires  the  di- 
rect personal  supervision  of 
one  licensed  to  practice,  State 
ex  rel  Reed  v.  Kuzirian,  228 
Ore.  619,  365  P2d  1046  (1961), 

88  A.L.R.2d  1284,  holding  that 
the  fitting  of  glasses  required 
professional  skill  and  judg- 
ment and  distinguishing  “be- 
tween a nurse,  who  has  profes- 
sional skill  in  her  own  right, 
and  an  optician  who,  as  far  as 
the  law  is  concerned,  needs 
none”  1.,  Ketring  v.  Sturges, 
372  S.W.2d  104  (Mo.  1963); 
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*Diplomate  of  The  American  board  of  his  specialty 

‘Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


San 

Angelo 

Medical  & Su 

rgical  Clinic 

111  East  Harris  Avenue 

Dial  2-6811 

SAN  ANGELO,  TEXAS 

Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 

M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery : 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

Genera]  Surgery : 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

Genera]  Practice : 

Wm.  Lacey  Smith,  M.D. 

Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw.  M.D.,  F.A.C.S.,  F.A.C.O.G. 

Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 

Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology: 

J.  L.  Read.  M.D. 

Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer.  M.D..  F.A.C.P. 

Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Administration  : 

W.  V.  Smith,  Administrator 

Fred  Wills,  Business  Manager 
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New  Jersey  State  Board  of 
Optometrists  v.  Reiss,  83  N.J. 
Super.  47,  198  A.2d  816 

(1964),  in  which  it  was  held 
as  follows : 

There  is  a self-evident  dis- 
tinction between  the  mechan- 
ics of  making  conventional  eye- 
glasses and  their  adjustment 
to  the  face  and  the  fabrica- 
tion of  contact  lenses  and  the 
fitting  of  them  directly  to  the 
eyes.  The  latter,  unlike  the 
former,  involves  a direct  ex- 
posure to  possible  eye  injury 
and  requires  professional  skill 
and  judgment.  The  character, 
intensity,  and  severity  of  ocu- 
lar damage  resulting  from  the 
improper  fitting  of  contact 
lenses  has  general  recognition 

It  is  no  defense  that  Reiss 
possessed  a doctor’s  prescrip- 
tion and  that  his  work  had  been 
pronounced  satisfactory  by  the 
ophthalmologist  after  a wear- 
ing time  of  several  weeks.  The 
crucial  period  requiring  pro- 
fessional supervision  was  at 
the  time  of  the  adaptation  of 
the  lenses,  their  initial  adjust- 
ments . . . 

Then,  in  answer  to  the  specific 
inquiries  made  by  the  president  of 
the  Texas  State  Board  of  Exami- 
ners in  Optometry,  the  attorney 
general  holds: 

In  each  of  the  instances 
about  which  you  have  inquired, 
the  ophthalmic  dispenser 
would  be  engaged  in  the  pro- 
cess of  fitting  contact  lenses. 

It  is  our  opinion  that  the  oph- 
thalmic dispenser  may  not  fit 
contact  lenses  in  any  of  these 
situations  because  he  is  not 
acting  under  the  direct  super- 
vision of  a licensed  physician 


or  optometrist  as  contemplated 
and  intended  by  the  Legisla- 
ture. The  statutes  direct  in 
clear  and  unambiguous  lan- 
guage that  the  unlicensed  dis- 
penser shall  perform  the  act 
of  fitting  of  contact  lenses 
only  under  the  “direct  super- 
vision” of  a licensed  physician 
or  licensed  optometrist.  The 
statutes,  being  in  the  exercise 
of  the  police  power  of  the  state 
and  for  the  protection  of  the 
public  health  and  welfare,  are 
mandatory  and  must  be  con- 
strued strictly  in  the  light  of 
the  purposes  of  their  enact- 
ment. 70  C.J.S.  823-825,  Phy- 
sicians and  Surgeons,  Section 
3 (b). 

Since  the  duty  of  direct  su- 
pervision and  control  requires 
presence,  we  conclude  that  the 
statutory  duty  of  the  licensed 
practitioner  is  not  delegable  to 
the  unlicensed  dispenser. 
Therefore,  it  is  a violation  of 
the  statutes  in  question  to  per- 
mit the  ophthalmic  dispenser 
to  fit  the  contact  lenses  under 
the  fact  situations  inquired 
about. 

Doubtless,  the  previously  sum- 
marized opinion  of  the  attorney 
general  of  Texas  will  raise  a great 
many  more  questions  than  it  an- 
swers. Since  the  opinion  may  serve 
to  call  into  review  the  office  prac- 
tices and  techniques  of  many  phy- 
sicians of  this  state,  it  is  impor- 
tant to  understand  that  an  attor- 
ney general’s  opinion  is  the  official 
opinion  of  the  state’s  “lawyer”  and 
as  such  becomes  the  statutory  in- 
terpretation of  the  agency  seeking 
the  opinion,  as  in  this  case,  the 


Texas  State  Board  of  Examiners 
in  Optometry.  However,  the  opin- 
ion does  not  have  the  force  of  law; 
and  one  cannot  be  found  “guilty” 
and  punished  except  by  a court. 
Of  course,  the  various  licensing 
agencies  may  seek  to  revoke  or 
suspend  a license;  but  here,  too, 
the  licensee  has  the  option  of  hav- 
ing such  a revocation  reviewed  by 
a court. 

Thus,  in  the  present  case,  we  may 
expect  the  Texas  State  Board  of 
Examiners  in  Optometry  to  investi- 
gate and  then  perhaps  file  com- 
plaints alleging  the  practice  of  op- 
tometry without  a license  against 
an  ophthalmic  dispenser  who  fits 
contact  lenses  when  not  under  the 
direct  and  personal  supervision  of 
a licensed  optometrist  or  physician. 
This  board  might  seek  to  have  a 
dispenser  prosecuted  for  practicing 
optometry  without  a license  or  it 
might  seek  to  enjoin  the  fitting  of 
contact  lenses. 

The  board  could  even  go  so  far 
as  to  seek  the  revocation  of  the 
license  to  practice  optometry  of  a 
doctor  of  optometry  who  sent  one 
of  his  patients  to  an  ophthalmic 
dispenser  for  the  fitting  of  contact 
lenses.  Such  an  attempt  at  revoca- 
tion of  a license  would  be  on  the 
theory  of  the  optometrist’s  aiding 
and  abetting  an  unlicensed  person 
to  practice  optometry. 

Likewise,  it  is  theoretically  possi- 
ble that  the  Texas  State  Board  of 
Medical  Examiners  could  take  ac- 
tion similar  to  that  available  to 
the  optometry  board,  though  the 
writers  do  not  imply  or  suggest 
that  the  Texas  State  Board  of 
Medical  Examiners  intends  to  fol- 
low such  a policy. 

In  any  event,  the  herein  dis- 
cussed attorney  general’s  opinion 
has  no  force  or  legal  effect  in  and 
of  itself,  and  its  conclusions  and 
interpretations  must  finally  be 
tested  in  a court  if  they  are  said 
to  represent  the  law  in  the  state 
of  Texas  regarding  the  fitting  of 
contact  lenses. 

— Philip  R.  Overton,  LL.B.,  and 
Sam  V.  Stone,  Jr.,  LL.B., 
Austin. 


In  1967  Texas  Medical  Association  will  join  with  other  organizations  for  the  second 
year  in  a public  education  campaign  against  disease.  This  billboard  poster  contains 
the  first  of  six  messages  on  public  health  to  be  promoted  during  the  year.  Message 
sponsors  underwrite  the  cost  of  printing  the  posters,  outdoor  advertising  firms 
donate  billboard  space,  and  TMA  underwrites  administrative  expenses  and  co- 
ordinating activities  and  prepares  publicity  releases  for  news  media.  The  message 
on  diabetes  is  being  sponsored  by  Pfizer  Laboratories. 


Volume  63,  FEBRUARY,  1967 


117 


TMA  To  Present  35  Out-of-State  Speakers 
At  1967  Centennial  Annual  Session 


T HIRTY-FIVE  out-of-state  guest 
speakers  have  accepted  invitations 
to  participate  in  various  programs 
of  the  Texas  Medical  Association 
Centennial  Annual  Session,  May 
4-7  in  Dallas.  Programs  featuring 
these  speakers  will  include  those 
of  scientific  sections,  related  or- 
ganizations, committees,  luncheons, 
refresher  courses,  and  general 
meetings. 

In  addition  to  the  35  out-of-state 
speakers,  approximately  50  special 
speakers  and  150  TMA  essayists 
will  present  papers  at  the  Annual 
Session. 

Besides  the  scheduled  speakers, 
several  special  features  will  be  in- 
cluded in  the  1967  Annual  Session. 
Historical  articles  about  related 
groups  and  specialties  are  being 
processed  by  the  staff  of  Texas 
Medicine  to  appear  in  the  March 
issue  of  the  journal.  Highlights  of 
these  articles  will  be  excerpted 
and  published  in  the  final  Annual 
Session  program. 

Five  medical  color  television  pro- 
grams, sponsored  by  Smith  Kline 
& French  Laboratories  of  Phila- 
delphia and  arranged  under  the 
direction  of  Dr.  Vernie  A.  Stem- 
bridge  of  Dallas,  will  be  offered 
for  registrants  at  the  Annual  Ses- 
sion. 

A commemorative  painting  of 
the  first  TMA  Annual  Session  in 
Austin  in  1853  is  being  prepared 
by  Robert  A.  Thom,  artist  for  the 
two  series  “Great  Moments  in  Med- 
icine” and  “Great  Moments  in 
Pharmacy.”  Parke-Davis  & Com- 
pany is  defraying  the  cost  of  pro- 
ducing the  painting.  Reprints  of 
the  painting  will  be  available. 

Out-of-State  Speakers 

Out-of-state  guest  speakers  in- 
clude Dr.  R.  G.  Bell,  Willowdale, 
Ontario,  Canada,  executive  direc- 
tor, The  Donwood  Foundation;  Dr. 
Wernher  Von  Braun,  Huntsville, 
Ala.,  director,  George  C.  Marshall 
Space  Flight  Center;  Dr.  James 
A.  Ferguson,  Grand  Rapids,  Mich.; 
Dr.  James  B.  Field,  Pittsburgh, 
Pa.,  professor  of  medicine,  Univer- 


sity of  Pittsburgh  School  of  Medi- 
cine; Dr.  Sydney  S.  Gellis,  Boston, 
chairman,  Department  of  Pedi- 
atrics, Tufts  University  School  of 
Medicine;  Dr.  Victor  Goodhill,  Los 
Angeles,  professor  of  surgery,  Uni- 
versity of  California  School  of 
Medicine;  and  Lt.  Col.  Wallace  G. 
Haworth,  M.C.,  Colorado  Springs, 
Colo.,  director,  Aeromedical  Serv- 
ices, US  Air  Force  Academy. 

Other  scheduled  speakers  are 
Dr.  Chauncey  D.  Leake,  Ph.D.,  San 
Francisco,  senior  lecturer  in  phar- 
macology, University  of  California 
School  of  Medicine;  Dr.  Lee  W. 
Milford,  Jr.,  Memphis,  Tenn.,  staff 
of  Campbell  Clinic  and  Hospital; 
Dr.  Donald  L.  Rose,  Kansas  City, 
Kan.,  professor  of  medicine,  Uni- 
versity of  Kansas  School  of  Medi- 
cine; Dr.  J.  G.  Scadding,  London, 
England,  Institute  of  Diseases  of 
the  Chest,  Brompton  Hospital;  Dr. 
Donald  B.  Slocum,  Eugene,  Ore., 
chief  of  orthopedic  surgery,  Sacred 
Heart  General  Hospital;  and  Dr. 
Gerald  Solomons,  Iowa  City,  Iowa, 
associate  professor  of  pediatrics, 
State  University  of  Iowa  College 
of  Medicine. 

Two  speakers  will  be  from  the 
University  of  Minnesota  in  Ro- 
chester, Minn.  They  are  Dr.  Ray- 
mond V.  Randall,  associate  profes- 
sor of  medicine,  Mayo  Graduate 
School  of  Medicine;  and  Dr.  Hugh 
R.  Butt,  professor  of  medicine, 
Mayo  Foundation.  From  the  Mayo 
Clinic  will  come  Dr.  Oliver  H. 
Beahrs,  head  of  section,  Division 
of  Surgery. 

Four  guest  speakers  are  from 
Washington,  D.C.:  Dr.  Robert  J. 
Coffey,  chairman,  Department  of 
Surgery,  Georgetown  University 
School  of  Medicine;  Dr.  Frank  D. 
Costenbader,  clinical  professor  of 
ophthalmology,  George  Washington 
University  Medical  School;  Dr. 
Reginald  S.  Lourie,  director,  De- 
partment of  Psychiatry,  Children’s 
Hospital;  John  C.  Post,  Profession- 
al Business  Management,  Inc.;  and 
Dr.  Peter  V.  Siegel,  Federal  Air 
Surgeon,  Federal  Aviation  Agency. 

Three  guest  speakers  from  New 


York  City  are  Dr.  Ramon  Castro- 
viejo,  professor  of  clinical  ophthal- 
mology, New  York  University  Post- 
graduate Medical  School;  Dr.  Wil- 
liam B.  Ober,  director  of  labora- 
tories, Knickerbocker  Hospital;  and 
Dr.  Joseph  Ransohoff,  chairman, 
Department  of  Neurosurgery,  New 
York  University  School  of  Medi- 
cine. 

Additional  speakers  will  include 
Dr.  Meyer  A.  Perlstein,  associate 
professor  of  pediatrics,  North- 
western University  Medical  School, 
and  Dr.  John  D.  Porterfield,  di- 
rector, Joint  Commission  on  Ac- 
creditation of  Hospitals,  both  of 
Chicago;  Dr.  Anthony  R.  Curreri, 
director,  Division  of  Clinical  On- 
cology, and  Dr.  Francis  M.  Forster, 
chairman,  Department  of  Neurolo- 
gy, both  of  the  University  of  Wis- 
consin Medical  School,  Madison, 
Wis. ; and  Dr.  Albert  M.  Kligman, 
Department  of  Dermatology,  Duh- 
ring  Laboratories,  Hospital  of  the 
University  of  Pennsylvania,  and 
Dr.  Robert  I.  Wise,  head,  Depart- 
ment of  Medicine,  Jefferson  Medi- 
cal College  of  Philadelphia,  both 
of  Philadelphia. 

And  four  speakers  will  come 
from  Ohio.  They  are  Dr.  Charles 
L.  Hudson,  President,  American 
Medical  Association,  and  Dr.  James 
H.  Christie,  assistant  professor  of 
radiology,  Western  Reserve  Uni- 
versity School  of  Medicine,  both  of 
Cleveland;  and  Dr.  Zeph  J.  R.  Hol- 
lenbeck, professor  of  obstetrics  and 
gynecology,  and  Dr.  William  H. 
Saunders,  chairman,  Department 
of  Otolaryngology,  both  of  Ohio 
State  University  College  of  Medi- 
cine, Columbus. 

Television  Programs 

The  five  color  closed-circuit  tele- 
vision programs  will  present  cases 
beamed  from  Parkland  Memorial 
Hospital  to  the  Theater  of  the 
Dallas  Memorial  Auditorium.  A 
moderator  for  each  program  will 
be  present  in  the  theater  and  will 
receive  questions  from  the  audi- 
ence and  direct  them  to  the  panel- 
ists at  Parkland. 
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Tentative  television  prog- rams 
are  “Psychosomatic  Problems,” 
Texas  Academy  of  General  Prac- 
tice program;  “Shoulder-Neck 
Problems,”  General  Meeting;  “In- 
tra-Uterine  Transfusion  and  the 
Care  of  the  Neonate,”  joint  meet- 
ing of  the  Sections  on  General 
Practice,  Pediatrics,  and  Obstetrics 
and  Gynecology;  “Common  Derma- 
tological Problems,”  general  meet- 
ing; and  “Language  Disturbances 
in  Children,”  joint  session  of  the 
Section  on  Nervous  and  Mental 
Diseases  and  United  Cerebral  Palsy 
Association  of  Texas,  Inc. 

Special  Committee  Programs 

Four  TMA  Committee-sponsored 
special  programs  will  also  contri- 
bute to  the  Annual  Session  pro- 
gram. 

These  are  (1)  “First  Texas  Con- 
ference on  Physicians  and  Nurses,” 
sponsored  by  the  TMA  Committee 
on  Nursing;  (2)  “Symposium  on 
Cardiovascular  Diseases,”  spon- 
sored by  the  TMA  Committee  on 
Cardiovascular  Diseases  in  cooper- 
ation with  the  Texas  Heart  Asso- 
ciation; (3)  “Seminar  on  Food 
Preservation  and  Irradiation,” 
sponsored  by  the  TMA  Committee 
on  Nuclear  Medicine;  and  (4) 
“Conference  on  Physicians  and 
Schools,”  sponsored  by  TMA  Com- 
mittee on  School  Health. 

The  First  Texas  Conference  on 
Physicians  and  Nurses  is  not  only 
the  first  meeting  of  its  kind  in 
Texas,  but  it  is  also  the  first  such 
meeting  on  the  state  level.  Previ- 
ously, the  AMA  and  the  American 
Nurses  Association  have  sponsored 
a national  conference  but  no  state 
has  heretofore  held  such  a con- 
ference. 

The  program  will  feature  Dr. 
George  G.  Reader,  New  York  City, 
professor  of  medicine,  the  New 
York  Hospital-Cornell  Medical  Cen- 
ter; and  Dr.  Eleanor  C.  Lambert- 
sen,  also  of  New  York  City,  R.N., 
Ed.D.,  chairman,  Department  of 
Nursing  Education,  Teachers  Col- 
lege, Columbia  University. 

The  program,  which  will  take 
place  on  the  evening  of  May  3 and 
all  day  May  4,  will  include  the 
featured  speeches,  group  discus- 
sion sessions,  and  a panel  discus- 
sion. Theme  of  the  program  will  be 
“Physicians  and  Nurses  Plan  To- 
gether for  Improved  Patient  Care.” 

The  Symposium  on  Cardiovascu- 
lar Diseases  will  take  place  from 
9 a.m.  to  5:15  p.m.  on  Thursday, 
May  4.  Eleven  speakers  will  pre- 
sent papers  on  the  general  theme 
of  “Perspectives  1967.”  Two  panel 


discussions  will  also  be  conducted: 
“Congenital  Lesions  and  Valve  Re- 
placements,” and  “Facilities  and 
Agencies  in  Texas  to  Help  the 
Heart  Patients.” 

Scheduled  speakers  for  the  sym- 
posium include  Drs.  Robert  D. 
Leachman,  Arthur  C.  Beall,  Jr., 
Denton  A.  Cooley,  and  Michael  E. 
DeBakey,  all  of  Houston;  Drs. 
Hugh  E.  Wilson,  Milton  V.  Davis, 
and  George  H.  Carman,  all  of 
Dallas;  Drs.  Leonard  C.  Harris  and 
Roger  Youmans,  both  of  Galves- 
ton; and  Drs.  Thomas  D.  Kirksey 
and  William  J.  Block,  both  of  San 
Antonio. 

The  Seminar  on  Food  Preserva- 
tion and  Irradiation  will  feature 
two  out-of-state  guest  speakers, 
Dr.  Charles  L.  Dunham  of  Wash- 
ington, D.C.,  director,  Division  of 
Biology  and  Medicine,  US  Atomic 
Energy  Commission;  and  Dr.  Ed- 
ward C.  Maxie  (Ph.D.),  professor 
of  pomology,  University  of  Cali- 
fornia, Davis,  Calif.  This  seminar 
will  be  held  on  Friday,  May  5, 
from  9:15  to  11  a.m.,  in  the  Dallas 
Memorial  Auditorium. 

The  Conference  on  Physicians 
and  Schools  program  on  May  4 
will  include  studies  in  five  areas: 
minimally  brain  injured  children, 
language  disability,  sex  education, 
underachievers,  and  school  phobia. 

Other  Special  Programs 

Five  special  programs  will  be 
sponsored  by  organizations  other 
than  those  of  TMA.  These  are  (1) 
Seminar  on  Psychosomatic  Dis- 
orders, sponsored  by  the  Texas 
Academy  of  General  Practice, 
12:30-5  p.m.  Thursday,  May  4; 
(2)  Symposium  on  Cerebral  Palsy, 
sponsored  by  United  Cerebral  Pal- 
sy of  Texas,  all  day  Saturday, 
May  6;  (3)  Symposium  on  Alcohol- 
ism (“The  Nature  of  Addiction”), 
sponsored  by  the  Texas  Commission 
on  Alcoholism,  8 p.m.  Thursday, 
May  4;  (4)  “Current  Concepts  in 
Etiology  and  Diagnosis  of  Cancer,” 
sponsored  by  American  Cancer 
Society,  9 a.m.  to  5 p.m.  Wednes- 
day, May  3;  and  (5)  Symposium 
on  Arthritic  Diseases,  sponsored 
by  the  Texas  Rheumatism  Asso- 
ciation, 2-5  p.m.  Thursday,  May  4. 

Speakers  at  the  two  special  As- 
sociation luncheons  will  be  Dr. 
Wernher  Von  Braun  and  Dr.  Char- 
les L.  Hudson.  Their  topics  are  as 
yet  unannounced. 

Physicians  planning  to  attend 
the  Centennial  Annual  Session 
should  make  reservations  for  hous- 
ing accommodations  as  early  as 


possible.  A reservation  card  is  in- 
cluded for  doctors’  convenience  on 
p.  119  of  this  issue  of  Texas  Medi- 
cine. 


Constitutional  Changes  To  Get 
Final  TMA  Delegates  Vote 


Two  proposed  changes  in  the 
Texas  Medical  Association  Consti- 
tution will  come  to  a vote  before 
the  House  of  Delegates  at  the 
1967  Annual  Session.  As  provided 
in  the  Constitution,  the  proposals 
are  lying  over  for  one  year  before 
the  final  vote  is  taken.  The  pro- 
posed changes  must  be  sent  offi- 
cially to  the  component  county  so- 
cieties at  least  two  months  before 
the  meeting  at  which  final  action 
is  to  be  taken  and  must  be  pub- 
lished in  Texas  Medicine. 

The  first  amendment  would 
change  the  words  “shall  be  exclu- 
sively” in  the  second  sentence  of 
Article  IX,  Section  2 to  the  words 
“should  be.”  This  change  is  recom- 
mended along  with  the  correspond- 
ing change  in  the  By-Laws.  Article 
IX,  Section  2,  would  read  after 
the  change:  “The  House  of  Dele- 
gates shall  provide  for  the  organi- 
zation and  chartering  of  such  dis- 
trict societies  as  will  promote  the 
best  interests  of  the  profession. 
Such  societies  shall  be  composed 
only  of  members  of  component 
county  societies  of  their  respective 
councilor  districts,  and  should  be 
scientific  and  educational  in  char- 
acter.” 

The  second  Constitutional  change 
would  add  the  Immediate  Past 
President  of  TMA  as  an  ex  officio 
member  to  the  House  of  Delegates. 
Article  VII,  Section  1 would  then 
read,  if  changed:  “The  House  of 
Delegates  shall  constitute  the  legis- 
lative body  of  the  Association.  The 
membership  of  the  House  of  Dele- 
gates shall  consist  of  (1)  Dele- 
gates, elected  in  accordance  with 
this  Constitution  and  By-Laws, 
and  ex  officio  (2)  the  President, 
the  President-Elect,  the  Vice-Presi- 
dent, the  Immediate  Past  Presi- 
dent, the  Secretary,  and  the  Trea- 
surer; (3)  Councilors;  (4)  Trus- 
tees; (5)  the  Speaker  of  the 
House  of  Delegates;  (6)  Vice- 
Speaker  of  the  House  of  Delegates; 
(7)  Texas  delegates  and  alternate 
delegates  to  the  American  Medical 
Association;  and  (8)  the  members 
of  the  Council  on  Medical  Juris- 
prudence and  the  several  chair- 
men of  other  respective  councils.” 
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Medical  Standards 


The  Board  of  Examiners  in  the  Basic 
Sciences  seeks  to  raise  the  standards  of 
medical  practice  by  issuing  certificates 
of  proficiency  in  the  sciences.  The  board 
not  only  issues  certificates  after  the  suc- 
cessful completion  of  established  exami- 
nations, but  also  functions  in  several 
other  areas  to  insure  better  medical  care 
for  Texans.  Mrs.  Betty  J.  Anderson  of 
Austin,  executive  secretary  of  the  Board 
of  Examiners  in  the  Basic  Sciences,  re- 
cords here  the  story  of  the  Board's  ac- 
tions since  its  inception  in  1949. 


MRS.  BETTY  J.  ANDERSON 


I N 1949,  the  51st  Texas  Legisla- 
ture passed  the  Minimum  Stand- 
ards Act,  establishing  a Board  of 
Examiners  in  the  Basic  Sciences 
in  Texas.  The  Act  also  defined  cer- 
tain standards  of  basic  educational 
requirements  for  all  persons  (ex- 
cept for  those  specifically  exempt 
under  the  Act)  seeking  profession- 
al licensure  to  practice  a healing 
art  in  Texas.  The  Dallas  Morning 
News  on  March  11,  1949,  quoted 
Jack  Ridgeway  of  San  Antonio,  a 
sponsor  of  the  bill,  as  stating  that 
the  bill’s  purpose  was  to  “lift  the 
healing  arts  to  higher  standards 
and  stop  unqualified  persons  from 
practicing.” 

Since  1949,  thousands  of  appli- 
cations and  information  forms 
have  been  dispatched  to  prospec- 
tive certificate  holders  and,  on 
Aug.  31,  1966,  a total  of  13,116 
certificates  had  been  issued  by  the 
Board.  Many  persons,  especially 
those  coming  from  other  states, 
have  only  brief  contact  with  the 
Texas  basic  science  board  when 
they  apply  for  certification.  Since 
the  Minimum  Standards  Act  was 
designated  as  a public  health  mea- 
sure, the  functions  of  the  Board 
it  created,  its  purposes  and  accom- 
plishments should  be  a matter  of 
public  and  professional  interest. 

Organization 

The  Board  is  composed  of  six 
members,  appointed  by  the  govern- 
or and  confirmed  by  the  Senate 
for  six-year  terms. 

Current  members  are  Henry  B. 


Hardt,  Ph.D.,  president,  professor 
of  chemistry,  Texas  Christian  Uni- 
versity, Fort  Worth;  Paul  C.  Witt, 
Ph.D.,  vice-president,  head,  De- 
partment of  Chemistry,  Abilene 
Christian  College,  Abilene;  Cornel- 
ia M.  Smith,  Ph.D.,  secretary- 
treasurer,  professor  of  biology, 
Baylor  University,  Waco;  W. 
Mayne  Longnecker,  Ph.D.,  profes- 
sor of  biology,  Southern  Methodist 
University,  Dallas;  Eb  C.  Girvin, 
Ph.D.,  professor  of  biology,  South- 
western University,  Georgetown; 
and  Everett  D.  Wilson,  Ph.D., 
dean,  School  of  Science,  Sam  Hous- 
ton State  College,  Huntsville. 

Drs.  Hardt,  Smith,  and  Long- 
necker were  among  the  original 
six  professors  selected  for  appoint- 
ment to  the  Board  by  Gov.  Beau- 
ford  Jester  in  1949. 

Certification 

The  Board  is  authorized  to  issue 
certificates  of  proficiency  in  the 
basic  sciences  by  three  methods: 
examination,  reciprocity,  and  waiv- 
er. The  applicant  may  choose  the 
method  under  which  he  wishes  to 
qualify;  however,  if  he  is  found 
ineligible  for  certification  by  that 
method,  he  may  still  explore  the 
possibility  of  certification  under 
either  of  the  other  two  methods. 

Examinations  are  conducted  by 
the  Board  in  April  and  October  of 
each  year.  The  dates  for  each  ses- 
sion are  established  approximately 
two  to  three  months  in  advance 
and  notices  are  sent  to  all  profes- 
sional healing  art  schools  in  Texas, 
to  professional  licensing  boards  and 
associations,  and  to  individual  ap- 
plicants who  have  expressed  an 
interest  in  participation. 
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Aided  by 


The  October  examinations  are 
given  in  Austin  only;  the  April 
ones  are  conducted  in  Houston  at 
facilities  provided  by  Baylor  Uni- 
versity College  of  Medicine,  in  Dal- 
las at  The  University  of  Texas 
Southwestern  Medical  School,  in 
Galveston  at  The  University  of 
Texas  Medical  Branch,  and  in  Aus- 
tin. Locations  are  established  ac- 
cording to  the  number  of  exami- 
nees in  each  area. 

Applicants  for  examination  must 
provide  a transcript  of  credits 
showing  the  successful  completion 
of  60  or  more  semester  hours  of 
college  courses  which  were  accept- 
able at  the  time  of  completion  at 
The  University  of  Texas  for  a 
bachelor’s  degree.  An  application 
and  fee  of  $25  must  also  be  pro- 
vided. After  the  applicant’s  file  is 
complete,  he  is  sent  an  admittance 
letter  approximately  two  weeks 
prior  to  the  examinations. 

After  preparation  by  the  individ- 
ual members,  the  Board  meets  to 
give  full  consideration  to  all  the 
questions,  checking  both  content 
and  construction. 

The  material  covered  by  the  ex- 
aminations would  be  that  normally 
covered  in  established  courses  in 
the  six  subjects,  as  taught  in  pre- 
professional school.  Because  of  the 
changes  in  undergraduate  chemis- 
try during  the  past  few  years,  the 
Board  has  decided  to  incorporate 
some  biochemistry  and  more  or- 
ganic chemistry  in  that  examina- 
tion, beginning  in  April. 

The  applicant’s  identity  and  his 
school  of  practice  are  not  known 
to  the  Board  members  as  they 
grade  the  papers. 

To  be  certified  by  examination, 


the  applicant  must  receive  grades 
of  75  percent  or  better  in  each  of 
the  six  subjects.  If  the  applicant 
receives  less  than  75  percent  in  one 
subject  and  75  percent  or  better  in 
each  of  the  remaining  subjects,  he 
is  allowed  a reexamination  during 
the  next  examination  period  upon 
payment  of  the  prescribed  $15  fee. 
He  is  required  to  be  reexamined 
only  in  the  subject  in  which  he  re- 
ceived the  grade  below  75  percent. 

If  the  applicant  receives  less 
than  75  percent  in  more  than  one 
subject,  he  is  entitled  to  take  a 
second  examination  six  months  af- 
ter the  first  examination.  He  must 
pay  the  $15  fee  and  be  reexamined 
in  all  subjects.  If  the  applicant  re- 
ceives less  than  75  percent  in  more 
than  one  subject  on  the  second  ex- 
amination, he  may  not  be  reex- 
amined unless  he  presents  proof, 
satisfactory  to  the  Board,  of  addi- 
tional study  in  the  basic  sciences 
sufficient  to  justify  reexamination. 
He  is  then  reexamined  in  all  sub- 
jects after  a year  has  elapsed  fol- 
lowing the  second  examination.  Re- 
sults of  the  examinations  are  usual- 
ly available  within  three  to  four 
weeks  after  the  examination.  Noti- 
fication is  forwarded  immediately 
to  the  successful  examinee’s  pro- 
fessional licensing  board.  The  ex- 
amination dates  are  established  so 
that  the  results  may  be  available 
in  time  to  meet  deadlines  for  ap- 
plication for  the  professional  ex- 
aminations. The  certificate  ac- 
quired by  examination  is  the  only 
certificate  valid  for  reciprocal  pur- 
poses with  other  state  basic  sci- 
ence boards.  Students  are  encour- 
aged to  take  the  basic  sciences  ex- 
aminations upon  completion  of  the 


course  work  in  the  sciences,  usual- 
ly at  the  end  of  the  second  year  of 
professional  school. 

The  first  board  examination 
took  place  on  Nov.  6,  1949.  A total 
of  4,171  applicants  have  been  ex- 
amined through  Oct.  10-11,  1966. 
Of  that  number,  3,333,  or  approxi- 
mately 80  percent,  passed  the 
board  examination;  and  838,  or 
approximately  20  percent,  failed 
to  pass. 

Reciprocity 

Twenty-three  states  and  the  Dis- 
trict of  Columbia  have  separately 
organized  basic  science  boards.  The 
Texas  board  offers  reciprocal  cer- 
tificates to  persons  qualified  by 
17  of  these  boards.  Because  of  some 
variations  in  the  laws  of  the  states, 
informal  reciprocal  agreements 
have  been  made,  in  that  each  ap- 
plication must  receive  individual 
evaluation  to  determine  that  the 
requirements  of  the  Texas  law 
have  been  met. 

Specifically,  the  Board  may  is- 
sue a certificate  of  proficiency  by 
reciprocity  when  proof  satisfactory 
to  the  Board  is  submitted.  Proof 
consists  of  certification  that  (1) 
the  applicant  has  passed  an  exami- 
nation in  the  basic  sciences  before 
a board  of  examiners  in  the  basic 
sciences  in  another  state,  territory, 
or  the  District  of  Columbia;  (2) 
the  requirements  of  that  govern- 
mental entity  are  not  less  than 
those  required  by  the  Texas  law 
as  a condition  precedent  to  the  is- 
sue of  a certificate;  (3)  the  board 
of  examiners  in  the  basic  sciences 
of  that  entity  grants  like  exemp- 
tion from  examination  in  the  basic 
sciences  to  persons  holding  certifi- 
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cates  from  the  State  Board  of  Ex- 
aminers in  the  Basic  Sciences  in 
Texas;  and  (4)  the  applicant  is  a 
person  of  good  moral  character  and 
the  holder  of  an  uncancelled  basic 
science  certificate  from  another 
place. 

The  applicant  for  reciprocal  en- 
dorsement must  submit  a $50  ap- 
plication fee,  a transcript  of  pre- 
professional credits  showing  the 
successful  completion  of  at  least 
60  semester  hours  of  college  credits 
which  would  he  acceptable  at  the 
time  of  completion  at  The  Univer- 
sity of  Texas  on  a bachelor’s  de- 
gree, and  a notarized  copy  of  the 
basic  science  certificate  from  the 
other  state.  The  Board  will  then 
write  to  the  board  of  origin  for 
certification  of  the  applicant’s  ex- 
amination. Reciprocity  is  not  grant- 
ed on  the  basis  of  examinations 
passed  before  any  professional  ex- 
amining board  or  national  board, 
but  rather,  on  the  basis  of  a basic 
science  board  examination  only. 

The  states  with  which  Texas  re- 
ciprocates are  Alabama  (on  the 
basis  of  successful  examination 
May  31,  1966,  or  later),  Alaska, 
Arizona,  Arkansas,  Colorado,  Iowa, 
Kansas,  Michigan,  Minnesota,  Ne- 
braska, Nevada,  New  Mexico  (on 
the  basis  of  successful  examina- 
tion April,  1966,  or  later),  Okla- 
homa, Oregon,  South  Dakota,  Ten- 
nessee, and  Washington  (on  the  ba- 
sis of  successful  examinations 
July  1,  1956,  or  later).  Reciprocity 
with  Alabama,  Kansas,  and  New 
Mexico  was  added  in  1966.  The 
Board  is  currently  working  on  re- 
ciprocal possibilities  with  Rhode 
Island,  Utah,  and  Wisconsin. 

The  Texas  board  is  a member  of 
the  American  Association  of  Basic 
Science  Boards.  The  members  of 
the  association  strive  constantly  to 
promote  more  effective  relations 
between  the  states  and  work  to 
eliminate  wide  variances  in  the 
laws  which  might  hamper  the  ef- 
fectiveness of  the  healing  arts 
population. 

Waiver 

Section  16-a  of  the  Minimum 
Standards  Act,  which  establishes 
the  certificate  by  waiver,  may  be 
the  most  widely  used  and  abused 
section  of  the  act.  It  is  interesting 
to  note  that  Texas  is  the  only  basic 
science  state  having  this  distinctive 
method  of  issuance.  The  greatest 
number  of  certificates  have  been 
issued  by  waiver,  8,014;  those 
granted  by  examination  being  3,- 
304;  and  those  by  reciprocity, 


1,798.  A total  of  13,116  certificates 
have  been  issued. 

The  applicant  for  waiver  must 
submit  application,  $50  fee,  and 
transcripts  of  both  preprofessional 
and  professional  credits.  To  be  cer- 
tified by  waiver,  he  must  have  com- 
pleted 60  semester  hours  or  more 
of  credits  acceptable  to  The  Uni- 
versity of  Texas  toward  a bache- 
lor’s degree  and  he  must  have  sat- 
isfactorily completed  courses  in 
the  basic  sciences  with  acceptable 
grades. 

Evaluation  of  credentials  for 
waiver  is  made  by  the  executive 
secretary  under  guidelines  estab- 
lished by  the  Board.  Cases  which 
are  difficult  to  interpret  or  evalu- 
ate are  referred  to  the  secretary- 
treasurer  and/or  to  the  Board  for 
decision. 

Foreign  training  and  older  rec- 
ords, whether  foreign  or  domestic, 
present  the  most  problems  in  waiv- 
er evaluation.  Accumulative  in- 
formation is  maintained  on  all  do- 
mestic professional  schools  and 
many  undergraduate  schools.  Since 
1949,  the  catalog  of  information 
for  foreign  schools  has  been  steadi- 
ly increasing  and  is  constantly  in 
revision  with  help  from  the  For- 
eign Admissions  Office  of  The  Uni- 
versity of  Texas  and  from  the  in- 
dividual schools.  Every  effort  is 
made  to  assist  the  foreign  trained 
and  the  older  physician  in  over- 
coming special  difficulties  in  meet- 
ing the  requirements  for  waiver. 

In  a ten-year  study,  1,051  suc- 
cessful applicants  presented  certi- 
fication of  foreign  training  involv- 


ing 266  separate  schools.  Of  that 
number,  543  were  certified  by  waiv- 
er, 393  by  examination  and  115  by 
reciprocity.  Of  those  certified  by 
examination,  255  passed  the  exami- 
nation at  the  first  attempt,  120  at 
the  second  attempt,  15  at  the  third 
attempt,  and  3 repeated  the  exami- 
nations a fourth  time  before  pass- 
ing. These  figures  represent  only 
those  applications  which  resulted 
in  certification  during  that  period. 
Figures  are  not  given  for  the  num- 
ber of  applications  made  during 
that  time  which  did  not  result  in 
certification. 

At  the  last  examination  in  Octo- 
ber, 1966,  23  of  the  applicants 
were  from  the  United  States,  1 
each  from  China,  Czechoslovakia, 
Peru,  Spain,  Brazil,  Syria,  Iran, 
and  India,  2 each  from  the  Philip- 
pines, Argentina,  and  Egypt,  5 
from  Cuba,  and  8 from  Mexico. 

Temporary  Certification 

A temporary  certificate  may  be 
issued  by  the  Board  before  the  ex- 
aminations only  after  the  applicant 
has  filed  a completed  application 
and  has  met  all  of  the  other  re- 
quirements for  a permanent  cer- 
tificate. It  must  be  determined 
that  the  applicant  is  not  eligible 
for  immediate  permanent  certifi- 
cation by  waiver  or  reciprocity 
and/or  tfiat  the  applicant  must 
wait  for  examination  by  the  Board 
at  a later  date.  The  applicant  must 
provide  information  that  he  has  on 
file  with  the  Texas  State  Board 
of  Medical  Examiners  an  applica- 
tion for  professional  licensure  and 
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that  he  is  eligible,  upon  issuance 
of  a temporary  basic  science  certif- 
icate, for  consideration  for  temp- 
orary licensure  by  that  Board.  The 
temporary  certificate  is  effective 
only  until  after  the  results  of  the 
next  examination  session  are  avail- 
able. 

If  the  applicant  receives  a tem- 
porary certificate  and  fails  the  ex- 
aminations, he  is  not  eligible  for 
further  temporary  certification.  If 
an  applicant  holds  a temporary  cer- 
tificate and  finds  it  impossible  to 
secure  permanent  certification 
prior  to  the  expiration  date,  and 
has  not  failed  the  basic  science  ex- 
aminations since  his  temporary 
certificate  was  issued,  he  may  re- 
quest an  extension  to  the  next 
usual  expiration  date.  The  secre- 
tary of  the  Board  will  consider 
such  requests  on  individual  merits. 

Effectiveness  of  the  Law 

Effectiveness  of  the  statute  and 
the  direct  benefits  to  physicians 
can  be  judged  only  by  physicians 
themselves.  Criteria  for  making 
such  an  evaluation  may  be  estab- 
lished, however,  as  follows. 

1.  Establishment  of  standards  of 
excellence  in  the  basic  sciences  for 
all  practitioners  of  the  healing  arts. 
Texans  may  expect  that  those  per- 
sons most  directly  responsible  for 
their  mental  and  physical  health 
and  well-being  have  demonstrated, 
to  the  satisfaction  of  the  law,  pro- 
ficiency in  the  basic  science  area. 
This  proficiency  forms  a solid 
basis  for  professional  competence. 

2.  Decrease  in  the  number  of  in- 
adequately prepared  practitioners 
at  best,  and  outright  “quacks”  at 
worst.  This  must  be  considered  an 
accomplishment  of  direct  benefit 
to  every  competent  practitioner. 

3.  Objectivity.  In  the  fiscal  year 
just  completed,  for  the  period  of 
Sept.  1,  1965,  through  Aug.  31, 
1966,  applications  totaling  1,139 
were  entered  and  considered  for 
certification;  of  those,  250  did  not 
result  in  certification  because  of 
failure  to  meet  the  requirements 
of  the  law.  The  Board  is  pledged 
to  objectivity  toward  all  schools  of 
practice  included  in  the  statute. 

4.  Increase  in  reciprocal  agree- 
ments. It  is  now  easier  for  a Texas 
physician,  who  has  met  our  string- 
ent requirements,  to  qualify  for  li- 
censure in  other  states  having  bas- 
ic science  laws.  Reciprocity  may  be 
especially  important  for  military 
physicians  who  transfer  frequently 
and  may  wish,  for  obvious  reasons, 


to  be  licensed  in  their  duty  area. 
For  instance,  in  Texas  the  “com- 
missioned or  contract  surgeons  of 
the  United  States  Army,  Navy,  or 
Public  Health  Service,  in  the  per- 
formance of  their  duties  and  not 
engaged  in  private  practice”  are 
exempt  from  the  basic  science  re- 
quirement. However,  if  such  a phy- 
sician seeks  professional  licensure 
in  Texas,  he  must  then  first  ac- 
quire the  basic  science  certificate. 
The  Texas  Board  does  not  charge 
a fee  for  certification  of  examina- 
tion grades  of  Texas  certificate 
holders  to  other  state  boards. 


State  Boards  Announce 
Spring  Examination  Dates 


The  next  examination  of  the 
Texas  State  Board  of  Examiners 
in  the  Basic  Sciences  has  been  set 
for  Friday  and  Saturday,  April 
14-15,  in  Austin,  Dallas,  Galveston, 
and  Houston. 

Applications  for  the  April  exam- 
ination must  be  complete  and  in 
the  office  of  the  board  by  March 
15.  Also,  all  necessary  information 
and  documents  required  of  exam- 
inees by  the  board  must  be  com- 
pleted and  in  the  applicant’s  file 
by  that  date. 

For  further  information,  inter- 
ested applicants  should  write  to 
Mrs.  Betty  Anderson,  Executive 
Secretary,  Texas  State  Board  of 
Examiners  in  the  Basic  Sciences, 
1012  State  Office  Building,  Austin 
78701. 


The  Texas  State  Board  of  Medi- 
cal Examiners  has  scheduled  its 
next  examinations  and  considera- 
tion of  reciprocity  applications  for 
June  19-21,  at  the  Hotel  Texas  in 
Fort  Worth. 

Completed  examination  applica- 
tions for  graduates  from  United 
States  medical  schools  must  be 
filed  with  the  board  30  days  prior 
to  the  June  meeting.  Complete  ex- 
amination applications  for  grad- 
uates of  foreign  medical  schools 
and  complete  reciprocity  applica- 
tions must  be  filed  60  days  prior 
to  the  June  meeting  dates. 

Further  information  may  be  ob- 
tained from  the  Texas  State  Board 
of  Medical  Examiners,  Office  of 
the  Secretary,  1714  Medical  Arts 
Building,  Fort  Worth  76102. 


Postgraduate  Courses 


Pediatrics,  Temple,  March  24-25. 
—The  Annual  Postgraduate  Con- 
ference in  Pediatrics  will  be  held 
at  Scott  and  White  Memorial  Hos- 
pital in  Temple,  March  24-25. 

Guest  speaker  will  be  Dr.  Harry 
C.  Shirkey,  Director,  Children’s 
Hospital,  Birmingham,  Ala. 

For  further  information  write  to 
Mrs.  Judy  Ingram,  Publications 
Office,  Scott  and  White  Clinic, 
Temple  76501. 

Hospital  Pharmacy  Seminar, 
Austin,  March  10-12. — The  19th 
Annual  Hospital  Pharmacy  Semi- 
nar will  be  presented  by  the 
Pharmacy  Extension  Service  of 
The  University  of  Texas  in  co- 
operation with  the  Texas  Society 
of  Hospital  Pharmacists. 

Registration  fee  is  $10.  For  in- 
formation and  application  write  to 
Bill  D.  Jobe,  Director,  Pharmacy 
Extension  Service,  The  University 
of  Texas,  Austin  78712. 

Texas  State  Department  of 
H e al  t h Laboratory  Workshops, 
Austin,  Spring,  1967. — The  Texas 
State  Department  of  Health  will 
hold  laboratory  workshops  in 
March,  April,  and  May.  These 
workshops  are  designed  for  the 
benefit  of  public  health,  hospital, 
clinical,  and  other  medical  labora- 
tories. Courses  will  be  limited  to 
from  4 to  12  students. 

The  spring  workshops  will  in- 
clude parasitology,  March  29-31; 
mycology,  April  4-7 ; and  medical 
bacteriology,  May  22-26. 

Admittance  to  all  workshops  is 
by  prior  registration.  There  is  no 
registration  fee.  Applications 
should  be  addressed  to  Dr.  J.  V. 
Irons  (Sc.  D.),  Director  of  Labora- 
tories, Texas  State  Department  of 
Health,  1100  W.  49th  St.,  Austin 
78756. 

Bacteriology  Workshops,  Spring, 
1967. — Workshops  are  scheduled 
for  March  7-9,  State  Tubercu- 
losis Hospital,  San  Antonio;  April 
25-27,  McKnight  Tuberculosis  Hos- 
pital, Carlsbad,  Tex.;  May  16-18, 
State  Tuberculosis  Hospital,  Tyler; 
and  June  7-9,  State  Tuberculosis 
Hospital,  Harlingen. 

Applications  should  be  addressed 
to  Dr.  Robert  B.  Skinner,  Director, 
Division  of  Tuberculosis  Hospitals, 
State  Health  Department,  1100  W. 
49th  St.,  Austin  78756. 
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1967  Anson  Jones  Awards 
Given  for  Medical  Writing 


Winners  of  the  1967  Anson  Jones 
Award,  given  by  Texas  Medical 
Association  for  excellence  in  con- 
veying- health  information  to  the 
public  in  Texas,  were  announced 
Feb.  1. 

Four  awards  went  to  news- 
papers, radio  and  television  sta- 
tions in  San  Antonio;  and  one 
award  each  went  to  news  media 
representatives  in  Corpus  Christi, 
Dallas,  and  Houston. 

Winner  of  the  award  in  the 
category  for  daily  newspapers  in 
cities  of  300,000  or  more  popula- 
tion was  Mrs.  Annette  Parham, 
medical  reporter  for  the  San  An- 
tonio Evening  News.  Mrs.  Par- 
ham’s entries  consisted  of  news  and 
feature  coverage  of  varied  medical 
topics. 

Stanley  Campbell,  publisher  of 
the  Kelly  Observer,  Kelly  Air 
Force  Base  in  San  Antonio,  won 
the  award  in  the  category  for 
weekly  newspapers.  His  newspa- 
per won  on  the  basis  of  a weekly 
health  column  and  support  of  spe- 
cific health  and  medical  measures. 

The  Broadcaster,  employee  pub- 
lication of  the  San  Antonio  City 
Public  Service  Board,  was  named 
the  winning  magazine  entry  for 
two  medical  feature  articles  writ- 
ten by  editor  Jack  L.  Finger. 

The  fourth  San  Antonio  award 
went  to  television  station  KONO 
in  the  television  category.  KONO 
won  with  its  series  of  15  half-hour 
productions  entitled  “Doctors  at 
Work,”  produced  by  Miss  Katie 
Ferguson  in  cooperation  with  the 
Bexar  County  Medical  Society. 
Each  program  consisted  of  a film 
dramatization  of  a specific  medi- 
cal subject,  followed  by  studio 
panel  discussion. 

A feature  article  on  the  Driscoll 
Foundation  Children’s  Hospital 
won  top  honors  for  Grady  Phelps 
of  the  Corpus  Christi  Caller-Times 
in  the  category  for  daily  news- 
papers in  cities  under  300,000 
population. 

“Biography  of  a Heart  Attack,” 
a 30-minute  documentary  by  radio 
station  WFAA  in  Dallas,  won  in 
the  radio  category.  The  program 
explored  the  nature  of  heart  dis- 
ease and  open  heart  surgery  and 
was  produced  by  WFAA  news  di- 
rector Bob  Thornton  and  the  news 
department. 

A special  recognition  award  was 
given  to  KTRK-TV  in  Houston 


for  a true,  dramatic  presentation 
on  cancer,  “The  Many  Faces  of 
Fear.” 

Award  plaques,  certificates,  and 
checks  will  be  presented  to  the 
winners  by  the  county  medical  so- 
cieties of  their  respective  localities. 
Cash  prizes  total  $750. 

The  award  was  created  by  TMA 
in  1956  and  is  named  in  honor  of 
Dr.  Anson  Jones,  physician,  states- 
man, writer,  and  last  president  of 
the  Republic  of  Texas. 

Printed  entries  were  reviewed 
by  Garth  Jones,  Austin  bureau 
chief  of  the  Associated  Press;  Dr. 
C.  Richard  King,  associate  profes- 
sor of  journalism,  The  University 
of  Texas;  and  Mrs.  Marilyn  Baker, 
managing  editor  of  Texas  Medi- 
cine. Radio  and  television  entries 
were  rated  by  the  Texas  Associa- 
tion of  Broadcasters.  A panel  of 
six  physicians  determined  the  fi- 
nal winners  in  all  categories. 


Personals 


Dr.  Charles  Cameron  Sprague, 
dean  of  Tulane  University  School 
of  Medicine  in  New  Orleans,  has 
been  named  to  succeed  Dean  A.  J. 
Gill,  who  recently  resigned,  as  dean 
of  The  University  of  Texas  South- 
western Medical  School  in  Dallas. 
The  appointment  will  become  ef- 
fective July  1.  Dr.  Sprague  holds 
B.B.A.  and  B.S.  degrees  from 
Southern  Methodist  University  in 
Dallas  and  was  graduated  from 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  1943. 

A native  of  Dallas,  Dr.  Sprague, 
50,  was  presented  the  Ashbel  Smith 
Award  as  an  outstanding  alumnus 
of  The  University  of  Texas  Medi- 
cal Branch  in  1966.  He  began  his 
teaching  career  as  an  instructor 
at  Tulane  in  1949.  He  was  an 
assistant  professor  of  medicine 
there  from  1952-54.  In  1952  he 
was  also  named  associate  profes- 
sor of  medicine  and  director  of  the 
Division  of  Hematology.  He  held 
that  position  until  1963  when  he 
was  named  dean  of  the  school. 

Dr.  Sprague  is  the  author  of 
numerous  scientific  papers  on  hem- 
atology. He  is  president-elect  of 
the  American  Society  of  Hematolo- 
gy and  is  on  the  National  Advisory 
Council  for  the  Health  Professions 
Assistance  Act. 


Dr.  M.  T.  Jenkins  of  Dallas  has 
been  appointed  to  the  newly  estab- 


lished Margaret  Milam  McDermott 
Chair  of  Anesthesiology  at  The 
University  of  Texas  Southwestern 
Medical  School.  Dr.  Jenkins  has 
been  chairman  of  anesthesiology  at 
Southwestern  School  and  its  af- 
filiated hospitals  since  1948. 

Dr.  W.  Compere  Basom  of  El 
Paso,  president  of  the  American 
Fracture  Association,  presided 
over  the  association’s  meeting  in 
La  Guaira,  Venezuela  Nov.  1-5, 
1966. 

Millard  J.  Heath,  executive  offi- 
cer of  the  Dallas  County  Medical 
Society,  was  honored  by  the  so- 
ciety with  a resolution  citing  him 
for  devotion  to  the  medical  profes- 
sion in  Dallas  for  more  than  20 
years. 

The  society  also  renamed  its 
scholarship  trust  fund  to  recognize 
Mr.  Heath.  The  resolution  praised 
him  for  his  work  with  the  com- 
munity polio  immunization  drive  in 
1962  and  for  his  continuing  contri- 
butions to  the  community  and  to 
the  society.  An  editorial  in  The 
Dallas  Times  Herald  on  Thursday 
evening,  Jan.  12,  lauded  the  ex- 
ecutive officer  and  said  the  medi- 
cal society  spoke  for  the  entire  Dal- 
las community  in  bestowing  the 
honor. 


Dr.  Doyle  W.  Ferguson,  immediate  past 
president  of  Dallas  County  Medical  So- 
ciety, presents  a plaque  to  Millard  Heath, 
society  executive  officer.  The  plaque  was 
accompanied  by  a resolution  honoring  the 
executive  officer  for  more  than  20  years' 
devotion  to  advancing  the  medical  profes- 
sion in  Dallas.  The  presentation  took 
place  on  the  evening  of  Jan.  10  at  the 
society's  inaugural  banquet. 
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l)r.  A.  Chapman  Isham,  Lubbock 
psychiatrist,  was  one  of  48  Ameri- 
can physicians  to  receive  certifi- 
cates of  awards  for  “outstanding 
contributions  to  the  economic 
knowledge  of  the  medical  profes- 
sion,” in  an  awards  prog-ram  spon- 
sored by  Medical  Economics  maga- 
zine. 

Dr.  J.  Arnold  Bargen  of  Temple, 
director  of  medical  education  and 
head  of  the  Department  of  Gastro- 
enterology at  Scott  and  White  Clin- 
ic and  Memorial  Hospital,  has  re- 
cently returned  from  a two-month 
lecture  tour  which  took  him  into 
five  nations.  He  was  named  Cald- 
well Lecturer  for  1966  by  the 
American  Roentgen  Ray  Society  at 
the  society’s  meeting  in  San  Fran- 
cisco, Sept.  27,  1966.  He  traveled 
through  Japan,  Singapore  (Malay- 
sia), New  Zealand,  Australia,  and 
South  Africa  lecturing  at  medical 
schools  and  before  medical  societies 
and  civic  g-roups. 


DR.  H.  L.  BROWN 

Dr.  Hubert  Lee  Brown,  78,  died 
Dec.  27,  1966,  in  a Sherman  hos- 
pital. Cause  of  death  was  carci- 
noma of  the  esophagus. 

The  son  of  Mr.  and  Mrs.  John 
Henry  Brown,  he  was  born  Feb. 
14,  1888,  in  Hamilton,  Tex.  He 
obtained  his  preliminary  education 
in  Hamilton  public  schools  and  his 
academic  education  at  Baylor  Uni- 
versity. In  1912  he  was  graduated 
from  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  and  he 
interned  at  St.  Vincent’s  Hospital 
in  Sherman. 

He  practiced  in  Sherman  until 
his  retirement  in  1964.  During 
World  War  I,  Dr.  Brown  was  in 
the  US  Army,  serving  at  the 
Rockefeller  Institute  in  New  York 
City,  and  the  US  Medical  Corps  in 
Washington,  D.C.  Later  he  served 
two  years  in  France.  He  was  presi- 
dent of  the  Medical  and  Surgical 
Clinic  in  Sherman  for  many  years 
and  was  division  surgeon  for  the 
Frisco  Railroad  for  12  years. 

An  honorary  member  of  the 
Texas  Medical  Association,  he  be- 
longed to  the  Grayson  County 
Medical  Society,  and  the  American 
Medical  Association. 


Dr.  Everett  L.  Goar  of  Houston, 
was  elected  to  membership  on  the 
board  of  advisors  of  the  American 
Association  of  Ophthalmology, 
which  met  in  October,  1966.  The 
term  of  a member  of  the  board  of 
advisors  is  one  year. 

Among  Texas  physicians  elected 
as  officers  in  sections  of  the 
Southern  Medical  Association  at 
the  association’s  meeting  in  De- 
cember, 1966,  were  Dr.  William  M. 
Wallis  of  Houston,  section  on  gen- 
eral practice,  chairman;  Dr.  John 
R.  Kelsey,  Jr.,  also  of  Houston, 
secretary,  section  on  gastroenter- 
ology; Dr.  W.  Kemp  Clark  of  Dal- 
las, chairman,  section  on  neurology 
and  psychiatry;  Dr.  Charles  R.  Pet- 
erson of  Houston,  secretary,  sec- 
tion on  physical  medicine  and  re- 
habilitation; Dr.  W.  H.  Neil  of  Fort 
Worth,  vice-chairman,  section  on 
radiology;  and  Dr.  William  S.  Der- 
rick of  Houston,  chairman,  section 
on  anesthesiology. 


In  1919  Dr.  Brown  and  the  for- 
mer Margaret  Wallace  were  mar- 
ried in  Sherman.  She  survives,  as 
do  a daughter,  Mrs.  Margaret  Lee 
Foster  of  Houston;  a brother, 
Waldo  Brown  of  Weatherford, 
Tex.;  and  a granddaughter,  Kris- 
ten Foster  of  Houston. 


DR.  B.  A.  KIRKPATRICK 


Dr.  Bedford  A.  Kirkpatrick,  77, 
died  Dec.  7,  1966,  at  his  home  in 
Taylor. 

Born  Sept.  29,  1889,  in  Com- 
merce, he  was  the  son  of  Dr.  S.  B. 
and  Roxie  Hamilton  Kirkpatrick. 
He  attended  Waco  public  schools, 
and  was  graduated  from  Texas 
Christian  University  in  1915.  He 
practiced  in  the  Texas  towns  of 


DR. 

KIRKPATRICK 


San  Gabriel,  Rockdale,  Thrall,  and 
Thorndale  before  moving  to  Taylor 
in  1936. 

A past  president  of  the  William- 
son County  Medical  Society,  be 
was  an  honorary  member  of  the 
Texas  Medical  Association  and  be- 
longed to  the  Fifty-Year  Club.  He 
also  belonged  to  the  American 
Medical  Association.  He  was  a 
Shriner. 

Dr.  Kirkpatrick  and  the  former 
Marjorie  Thomson  of  Thrall  were 
married  on  March  2,  1924,  in  Tay- 
lor. Mrs.  Kirkpatrick  died  in  1965. 

Survivors  include  three  daugh- 
ters, Dr.  Marjorie  Ruth  Kirkpat- 
rick of  Taylor,  Mrs.  John  J.  Han- 
nan of  Houston,  and  Mrs.  Robert 
G.  Mitchell  of  Tuscaloosa,  Ala.; 
two  sons,  Dr.  Roy  H.  Kirkpatrick 
of  Taylor,  and  C.  V.  Kirkpatrick 
of  Austin;  one  sister,  Mrs.  Gordon 
Mann  of  Los  Angeles,  Calif.;  and 
11  grandchildren. 


DR.  G.  L.  BURTON 


Dr.  Gerald  Lynn  Burton,  34,  as- 
sistant professor  of  ophthalmology 
at  Baylor  University  College  of 
Medicine,  died  of  knife  wounds  at 
his  residence  in  Houston  on  Nov. 
19,  1966. 

A native  of  Beaumont,  he  was 
born  Sept.  22,  1932,  the  son  of 
Lowell  C.  and  Sue  Gravett  Burton. 
He  received  his  preliminary  edu- 
cation in  Beaumont,  and  he  was 
graduated  from  The  University  of 
Texas  in  Austin  in  1956.  After  re- 
ceiving his  medical  degree  from 
Baylor  University  College  of  Medi- 
cine, he  served  an  internship  at 
Presbyterian  Hospital  in  Chicago 
and  a residency  at  Baylor  Affiliat- 
ed Hospitals  in  Houston.  He  did 
graduate  work  at  Facultad  de  Med- 
icina  de  la  Universidad  de  Barce- 
lona, in  Barcelona,  Spain. 

Dr.  Burton  was  a member  of 
Harris  County  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association.  A 
member  of  Phi  Beta  Pi  medical 
fraternity,  he  was  president  of  his 
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class  in  medical  school,  and  vice- 
president  of  the  Osier  Society.  He 
belonged  to  Phi  Gamma  Delta  so- 
cial fraternity. 

He  was  a member  of  South  Main 
Baptist  Church  in  Houston. 

Survivors  include  his  parents, 
Mr.  and  Mrs.  Lowell  C.  Burton  of 
Beaumont;  and  two  sisters,  Mrs. 
Douglas  Carter  of  Beaumont,  and 
Mrs.  Robert  Powell  of  Houston. 


DR.  B.  G.  GRAFA,  JR. 

Dr.  Barney  G.  Grafa,  Jr.,  51, 
died  Nov.  5,  1966,  of  heart  failure 
in  a Midland  hospital. 

He  was  born  Feb.  13,  1915,  in 
Fort  Worth,  the  son  of  Barney 
Gerald  and  Mabel  Clair  Hawley 
Grafa.  His  family  moved  to  Mid- 
land when  he  was  12  years  old. 

He  received  his  bachelor  of  arts 
degree  from  Baylor  University  in 
Waco.  He  attended  Texas  Techno- 
logical College  in  Lubbock  and  The 
University  of  Texas  in  Austin.  In 
1943  he  received  his  medical  degree 
from  Baylor  University  College  of 
Medicine,  then  located  in  Dallas. 
He  interned  at  Baylor  University 
Hospital  in  Dallas  and  served  a 
residency  at  Shannon  West  Texas 
Memorial  Hospital  in  San  Angelo. 

Dr.  Grafa  enlisted  in  the  US 
Army  in  1944  and  served  in  the 
European  theater  of  operations. 
He  practiced  in  Eden,  Tex.,  from 
1948  to  1954;  and  in  1954  he  re- 
turned to  Midland. 

A member  of  Andrews-Ector- 
Midland  Counties  Medical  Society, 
he  belonged  to  Texas  Medical  As- 
sociation, American  Medical  Asso- 
ciation, and  the  American  Academy 
of  General  Practice.  While  in  Eden, 
he  served  as  president  of  the  Eden 
Lions  Club. 

Dr.  Grafa  was  a member  of  the 
First  Baptist  Church  in  Midland. 

Survivors  include  his  wife,  the 
former  Babe  Kelley  whom  he  mar- 
ried Sept.  7,  1941,  in  Earth,  Tex.; 
his  mother,  Mrs.  B.  G.  Grafa,  Sr., 
of  Midland;  a daughter,  Mrs.  Ann 
Claire  Ferrell  of  Arlington;  and  a 
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son,  Barney  G.  Grafa,  III,  of  Mid- 
land. 


DR.  L.  B.  LANDRY 

Dr.  Luchion  Bernard  Landry,  61, 
retired  Cuero  physician  and  sur- 
geon, died  Oct.  29,  1966,  at  Port 
O’Connor  while  on  a fishing  trip. 
He  retired  in  1964  because  of  cardi- 
ac disease. 

Born  on  July  16,  1905,  in  Pat- 
terson, La.,  Dr.  Landry  was  the 
son  of  Bienvenue  and  Felicia  Land- 
ry. He  attended  schools  there,  and 
Southwestern  Louisiana  Institute 
in  Lafayette,  La.  He  was  graduat- 
ed from  Louisiana  State  University 
Medical  School  in  1936,  and  he  in- 
terned at  Charity  Hospital  of  New 
Orleans.  After  practicing  in  Colum- 
bia, La.,  and  Lake  Providence,  La., 
he  joined  the  US  Air  Force,  and 
served  for  four  years  at  installa- 
tions in  Texas  and  Oklahoma.  Aft- 
er the  Second  World  War  he  prac- 
ticed in  Gatesville  for  a short  time, 
and  then  moved  to  Cuero  in  1947 
where  he  practiced  until  his  re- 
tirement. 

Active  in  civic  affairs,  he  had 
been  named  “Man  of  the  Year”  in 
Cuero  for  1964.  He  was  a trustee 
of  the  Cuero  Independent  School 
Board  for  several  years.  Dr.  Land- 
ry was  a member  of  St.  Michael’s 
Catholic  Church  of  Cuero  and  the 
Knights  of  Columbus. 

A past  president  of  De  Witt 
County  Medical  Society,  he  be- 
longed to  the  Texas  Medical  Asso- 
ciation, American  Medical  Associa- 
tion, American  Academy  of  Gener- 
al Practice,  and  the  Texas  Acad- 
emy of  General  Practice. 

On  April  5,  1937,  Dr.  Landry 
and  Miss  Zelie  Thiebaud  of  New 
Orleans  were  married  in  Gretna, 
La. 

His  wife  survives,  as  do  two 
daughters,  Miss  Dienne  Zelie  Land- 
ry of  Cuero,  and  Miss  Janis  Xavier 
Landry  of  Gretna,  La.;  and  a son, 
Lucien  B.  Landry  of  Cuero. 


DR.  R.  A.  DUNCAN 

Pioneer  Amarillo  physician,  Dr. 
Robert  Austin  Duncan,  83,  died 
Dec.  6,  1966,  at  his  home  there. 
He  began  his  practice  in  Amarillo 
in  1925,  specializing  in  diseases  of 
the  eye,  ear,  nose,  and  throat. 

Born  Dec.  20,  1883,  in  Ozark, 
Ark.,  he  moved  to  Wylie,  Tex., 


with  his  family  at  the  age  of  eight 
months.  He  was  the  son  of  E.  L. 
and  Sarah  Pickel  Duncan.  He  at- 
tended schools  in  Wylie,  and  Bay- 
lor University  in  Waco.  Dr.  Dun- 
can was  licensed  to  practice  medi- 
cine after  attending  Tulane  Uni- 
versity School  of  Medicine.  In  1907 
he  began  practice  in  Bigfoot,  Tex., 
and  stayed  there  four  months.  He 
returned  to  Tulane  and  received 
his  medical  degree  in  1908.  He  in- 
terned at  Charity  Hospital  of  Lou- 
isiana at  New  Orleans.  Dr.  Dun- 
can practiced  for  several  years  at 
Graham  and  Loving  before  moving 
to  Amarillo.  In  1914  he  did  an  ex- 
ternship at  Eye,  Ear,  Nose,  and 
Throat  Hospital  at  New  Orleans. 

He  served  as  a first  lieutenant 
in  the  US  Army  Medical  Corps 
from  1917  to  1918. 

Dr.  Duncan  owned  and  managed 
a ranch  near  Skellytown,  Tex.  He 
enjoyed  hunting  and  fishing,  and 
collected  muzzle-loading  rifles. 

He  was  the  author  of  several 
published  medical  articles. 

A past  president  of  Potter  Coun- 
ty Medical  Society,  Panhandle  Dis- 
trict Medical  Society,  and  the  old 
Northwest  District  Medical  Socie- 
ty (now  Thirteenth  District),  he 
was  an  honorary  member  of  the 
Texas  Medical  Association.  He  also 
belonged  to  the  American  Medical 
Association,  American  College  of 
Surgeons,  and  the  American  Acad- 
emy of  Ophthalmology  and  Oto- 
laryngology. 

A Mason  and  Shriner,  he  be- 
longed to  the  Texas  Southwestern 
Cattle  Raisers  Association,  Inc., 
Panhandle  Hereford  Breeders  As- 
sociation and  the  Amarillo  Rotary 
Club.  He  belonged  to  the  First 
Presbyterian  Church  and  the  Khiva 
Temple. 

On  Aug.  13,  1907,  he  married 
Edna  Browning  Outland  of  New 
Orleans.  She  preceded  him  in  death 
in  July,  1963. 

Survivors  include  a son,  Dr. 
Frank  B.  Duncan,  Amarillo;  two 
daughters,  Mrs.  Lillian  Jenkins, 
Austin,  and  Mrs.  Katharine  Dee, 
Amarillo;  eight  grandchildren;  and 
eight  great-grandchildren. 
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^OURCS:  DUNCAU  tb6URE- 


MLUI'n  LOST  THE  BATTLE  OF  WATERLOO 

IT  BECAUSE  HE  WAS  TOO  FAT / 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890,  A 
THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  M 

HIS  INTELLIGENCE  INFORMATION.  “IT  WAS  A M 

MATTER  OF  MERE  INDOLENCE  AND  THIS 
INDOLENCE  WAS  CAUSED  BY  FAT." 

SOURCE:  JAMA  186165  (OCT.  5)  1963.  ' / 


nPOr  ACCORDING  TO  DRS.  SHIPMAN  AND 

^ PLESSET  “APPARENTLY  NO  DIETER 

SUCCEEDS  WHO  IS  VERY  ANXIOUS  OR  DEPRESSED."* 

THE  AMBAR  FORMULA  PROVIDES  METHAMPHETAMINE 
TO  HELP  ELEVATE  THE  MOOD  AND  PHENOBARBITAL 

TO  HELP  REDUCE  ANXIETY. 

* source:  ARCHIVES  OF  GENERAL  PSYCHIATRY  8:26  (JURE  1963). 


THE  BOOK  "PRAY  YOUR  WE/GHT  AWAY  ” URGES  READERS  TO 
'ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY, 

source:  rev.  c.m  shedd:  hem  York  lippincott.  i958. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast 
can  help  control  most  patients’  appetite 
for  up  to  12  hours.  Methamphetamine, 
the  appetite  suppressant,  gently  elevates 
mood  and  helps  overcome  dieting  frus- 
trations. Phenobarbital,  the  sedative  in 
Ambar,  controls  irritability  and  anxiety 
...helps  maintain  a state  of  mental  calm 
and  equanimity.  Both  work  together  to  ease  the  tensions 
that  erode  the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extenabs®  — methamphetamine  hydro- 


chloride 10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

BRIEF  SUMMARY-Indications:  Ambar  sup- 
presses appetite  and  helps  offset  emotional 
reactions  to  dieting.  Side  Effects:  Nervousness 
or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight 
drowsiness  has  been  reported  rarely.  Precau- 
tions: Administer  with  caution  in  the  presence 
of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sympathomi- 
metics;  patients  with  advanced  renal  or  hepatic  disease.  See  package 
insert  for  further  details. 

A.  H.  ROBINS  CO.,  Richmond,  Virginia  23220  xi  11* 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


It’s  clear — Dimetapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to  success 
is  the  Dimetapp  formula:  Dimetane  (brom- 
pheniramine maleate) — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 

Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient’s 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.H.  ROBINS  CO.,  Richmond, Virginia  23220 

Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500. 


in  sinusitis,  colds,  U.  R.  I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Togetherness , 


3 ^ If  ...  can  be  rough  when  epidemics  of  nausea  and 

vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


R 

O 

RORER 

R 


1.  Bradley,  J.  E.,  et  al J.  Pediat.  38: 41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


jpjMw 


One  of  hundreds 
of  TOWNE 

QUALITY  GENERICS. 


THINK 


when  you  think 

GENERICS 

In  medicine  and  in  .pharmacy  only  the  BEST 
is  good  enough.  When  you  prescribe  generically 
specify  the  manufacturer’s  name. 

Play  it  safe  . . . Specify  Jjwrue. 

So  your  patient  will  consistently  receive 
the  highest  quality  and  uniformity. 


BijwrvL 


Product  List  available  on  recjuesl. 


/(jumx. 


PRESCRIPTION  PRODUCTS  DIVISION 


Ton  ne,  Paulsen  & Company,  Inc. 

Pharmaceutical  Chemists  Monrovia,  California 


Volume  63,  FEBRUARY,  1967 


131 


in  the  treatment  of 

IMPOTENCE 


Android 

(thyroid-androgen) 

TABLETS 


\ 


Effectiveness  confirmed  by  another  double  blind  study * 


ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

percent  ^ 0 10  20  30  40  50  60  70  80  90  100 


SUMMARY 

1.  Forty  cases  reported. 

2.  Excellent  to  good  results,  75%  with  Android,  20%  with  Placebo. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted. 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy  cannot  be  disputed. 

*‘*Sexuol  impotence  treatment  with  methyl  testosterone  - thyroid  ( AN  DROID ) a 
double  blind  study ” * Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

ANDROID  ANDROID-HP 


CONTRAINDICATIONS  — Methyl  testosterone  is 
not  to  be  used  in  malignancy  of  reproductive 
organs  in  male,  coronary  heart  disease,  hyper- 
thyroidism. Thyroid  is  not  to  be  used  in  heart 
disease,  hypertension  unless  the  metabolic 
rate  is  low. 

CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 


ANDROID-X 


ANDROID-PLUS 


REFER  TO 


Each  yellow  tablet  contains: 


Methyl  Testosterone  2 5 mg 

Thyroid  Ext  (1/6  gr ) 10  mg 

Glutamic  Acid 50  mg. 

Thiamme  HCL 10  mg. 


Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500,  1,000. 


Each  red  tablet  contains: 


Methyl  Testosterone  5.0  mg. 

Thyroid  Ext.  (1/2  gr.) 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1,000. 


Each  orange  tablet  contains: 


Methyl  Testosterone 12.5  mg. 

Thyroid  Ext.  (1  gr.) 64  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60, 500. 


Write  for  literature  and  samples: 

(bh<3S3DTHE  BROWN  PHARMACEUTICAL  CO.  2500  W.  6th  St..  Los  Angeles,  Calif.  90057 


Each  white  tablet  contains: 

Methyl  Testosterone 2.5  mg. 

Thyroid  Ext.  (Va  gr.) 15  mg. 

Thiamine  HCL 25  mg. 

Ascorbic  Acid  (V it.  0 250  mg. 

Glutamic  Acid 100  mg. 


o mg. 

Calcium  Pantothenate. . 

.10  mg. 

Riboflavin 

5 mg. 

Dose : 1 tablet  twice  daily. 


Available: 
Bottles  of  60,  500. 
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TEXAS  MEDICINE 


COMING  MEETINGS 


American  Medical  Association,  Atlantic  City, 
June  18-22,  1967.  Dr.  F.  J.  L.  Blasingame, 
635  Dearborn,  Chicago  60610,  Exec.  Vice 
Pres. 

Texas  Medical  Association,  Dallas,  Annual 
Session,  May  4-7,  1967 ; Austin,  Public 
Relations  Conference,  Sept.  30,  1967.  C. 
Lincoln  Williston,  1801  N.  Lamar,  Aus- 
tin, Exec.  Sec. 

FEBRUARY 

American  Academy  of  Allergy,  Palm 
Springs,  Calif.,  Feb.  18-22,  1967.  Mr.  J. 
O.  Kelley,  766  N.  Milwaukee  St.,  Mil- 
waukee 63202,  Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 

Las  Vegas,  Feb.  26-March  3,  1967  (In- 
terim). Dr.  William  D.  Dolan,  Arlington 
Hospital,  Arlington,  Va.,  22203,  Sec. 

Texas  Public  Health  Association,  San  An- 
tonio, Feb.  26-March  1,  1967.  J.  N.  Mur- 
phy, Jr.,  P.  O.  Box  5192,  Austin  78731, 
Exec.  Sec. 

MARCH 

American  College  of  Allergists,  New  Or- 
leans, March  22-24,  1967.  Dr.  John 

D.  Gillaspie.  2141  14th  St.,  Boulder, 
Colo.  80302,  Treas. 

South  Central  Association  of  Blood  Banks. 
Jackson.  Miss.,  March  30-April  1.  1967. 
Miss  Norma  M.  Bender.  3600  Florida 
St.,  Baton  Rouge,  La.  70806,  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Galveston,  March  4,  1967. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas  75246,  Sec. 

Texas  Nursing  Home  Association,  (Spring 
Meeting)  Austin,  March  27-29,  1967.  John 
M.  Crawford,  Jr.,  6225  Highway  290  E., 
Austin  78723,  Exec.  Dir. 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  13-15,  1967.  C.  F.  Hamil- 
ton, 1616  Medical  Arts  Bldg.,  Dallas 
75201,  Dir. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  6-9,  1967.  Irma  B. 
Sherwood.  1430  Tulane  Ave.,  New  Or- 
leans 70112,  Exec.  Sec. 

National  and  Regional 

American  Academy  of  Dermatology,  Inc., 

Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E. 
Huff,  636  Church  St.,  Evanston,  111., 
Sec. -Treas. 

American  Academy  of  General  Practice, 

Dallas,  Sept.  15-23,  1967.  Mr.  M.  F. 
Cahal,  Volker  Blvd.,  at  Brookside,  Kan- 
sas City  64112,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and 

Otolaryngology,  Chicago,  Oct.  29-Nov.  3, 
1967.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.  55901,  Exec.  Sec. 


American  Academy  of  Pediatrics,  San 

Francisco,  April  3-5,  1967.  Dr.  E.  H. 
Christopherson,  1801  H i n m a n Ave., 
Evanston,  111.  60201,  Exec.  Dir. 

American  Association  of  Obstetricians  and 

Gynecologists,  Hot  Springs,  Va.,  Sept.  7- 
9,  1967.  Dr.  R.  B.  Wilson,  200  First  St. 
S.  W.,  Rochester,  Minn.  55902,  Exec.  Sec. 

American  Association  of  Plastic  Surgeons, 

Toronto,  Can.,  May  18-21,  1967.  Dr. 

Clarence  W.  Monroe,  715  Lake  St.,  Oak 
Park,  111.  60301,  Sec. 

American  Association  for  Thoracic  Surgery, 
New  York  City,  April  17-19,  1967.  Ada 
Hanvey,  311  Carondelet  Bldg.,  West, 
7730  Carondelet  Ave.,  St.  Louis  63105, 
Adm.  Asst. 

American  Cancer  Society,  Inc.,  New  York 
City,  Oct.  18-20,  1967.  Mr.  Charles  R. 
Ebersol,  219  E.  42nd  St.,  New  York  10017, 
Sec. 

American  College  of  Chest  Physicians,  At- 
lantic City,  June  15-19,  1967.  Mr.  M. 
Kornfeld,  112  E.  Chestnut,  Chicago  60611, 
Exec.  Dir. 

American  College  of  Gastroenterology.  Mr. 
D.  Weiss,  33  W.  60th,  New  York  10023, 
Exec.  Dir. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Jackson,  Miss.,  Oct.  19-21.  Mr. 

D.  F.  Richardson,  79  W.  Monroe,  Chicago 
60603,  Exec.  Sec. 

American  College  of  Physicians,  San  Fran- 
cisco, April  10-14,  1967.  Dr.  E.  C.  Rose- 
now,  Jr.,  4200  Pine,  Philadelphia  19104. 
Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  60606. 
Exec.  Dir. 

American  College  of  Surgeons,  Chicago. 
Oct.  2-6,  1967.  Dr.  Samuel  P.  Harbison, 
55  E.  Erie  St.,  Chicago,  111.  60611. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Miami  Beach,  Fla.,  Aug. 
27-Sept.  1,  1967.  Mr.  Creston  C.  Herold, 
30  N.  Michigan,  Chicago  60602,  Exec. 
Dir. 

American  Dermatological  Association. 
Colorado  Springs,  May  28-June  1,  1967. 
Dr.  Robert  R.  Kierland,  Mayo  Clinic, 
Rochester,  Minn.  55901,  Sec. 

American  Gastroenterological  Association. 

Colorado  Springs,  Colo.,  May  25-27,  1967. 
Dr.  David  Cayer,  2240  Cloverdale  Ave., 
Winston-Salem,  N.C.,  27103,  Sec. 

American  Gynecological  Society,  Phoenix, 
May  4-6,  1967.  Dr.  G.  W.  Douglas,  550 
First  Ave.,  New  York  10016,  Sec. 

American  Heart  Association,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44 

E.  23rd,  New  York  10010,  Exec.  Dir. 


American  Hospital  Association,  Chicago, 
Aug.  21-24,  1967.  Mr.  James  E.  Hague, 
840  N.  Lake  Shore  Dr.,  Chicago  60611, 
Sec. 

American  Medical  Women’s  Association. 

Mrs.  Gertrude  F.  Conroy,  1790  Broadway, 
New  York  City  10019,  Exec.  Dir. 

American  Neurological  Association,  At- 
lantic City,  June  12-14,  1967.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  10032, 
Sec. 

American  Proctologic  Society,  New  Or- 
leans, April  17-19,  1967.  Miss  Harriette 
Gibson,  320  W.  Lafayette,  Detroit  48226, 
Adm.  Sec. 

American  Public  Health  Association,  Inc. 

Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  10019,  Exec.  Dir. 

American  Society  of  Anesthesiologists,  Las 
Vegas,  Sept.  30-Oct.  4,  1967.  Mr.  J.  W. 
Andes,  515  Busse  Highway,  Park  Ridge, 
111.,  60608,  Exec.  Sec. 

American  Surgical  Association,  Colorado 
Springs,  May  11-14,  1967.  Dr.  Harris 
B.  Shumacker,  Jr.,  1100  W.  Michigan, 
Indianapolis  46207,  Sec. 

American  Thoracic  Society,  Pittsburgh, 
Pa.,  May  21-24,  1967.  F.  W.  Webster, 
1790  Broadway,  New  York  10019,  Exec. 
Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Houston,  Oct.  5-7,  1967. 
Mr.  H.  E.  Northam,  185  N.  Wabash, 
Chicago  60601,  Exec.  Dir. 

Gastroenterology  Research  Group,  (with 
American  Gastroenterological  Associ- 
ation) Colorado  Springs,  May  25,  1967  ; 
forum,  Chicago,  Nov.  3,  1967.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.  55901,  Sec. 

International  College  of  Surgeons,  April 
30-May  5,  1967.  Stanley  E.  Henwood, 
1516  Lake  Shore  Dr.,  Chicago  60610,  Sec. 

Medical  Society  of  United  States  & Mexico, 

Guadalajara,  Mexico,  Jan.  25,  1968.  Dr. 
Robert  Witzemann,  222  W.  Osborn  Rd., 
Phoenix,  Ariz.,  85013,  Sec. 

Radiological  Society  of  North  America, 

Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D. 
Frazer,  1744  S.  58th  St.,  Lincoln,  Neb. 
68104,  Sec. 

Southern  Medical  Association,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts, 
2601  Highland,  Birmingham,  Ala.  35205, 
Exec.  Dir. 

Southern  Psychiatric  Association.  Dr.  Mark 
A.  Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager, 
314  Medical  Arts  Bldg.,  Baltimore  21201, 
Sec. 
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South  Texas  District,  American  College  of 

Surgeons.  Dr.  August  Herff,  Jr.,  1526 
Nix  Professional  Bldg.,  San  Antonio 
78205,  Sec. 

Southwest  Allergy  Forum.  Dr.  W.  L. 
Marr.  Sealy-Smith  Prof.  Bldg.,  Galveston 
77550,  Pres. 

Southwestern  Medical  Association.  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton 
St.,  El  Paso  79901,  Exec.  Sec. 

Southwestern  Society  of  Nuclear  Medicine. 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas  75219,  Sec. 

Southwestern  Surgical  Congress,  Phoenix, 
Ariz.,  April  10-13,  1967.  Dr.  Jack  A. 
Barney,  301  Pasteur  Building,  Oklahoma 
City.  Okla.,  73103,  Sec. 


State 

Private  Clinics  and  Hospitals  Association 
of  Texas.  A.  A.  Hubbard,  Alvarado 
Community  Hospital,  Alvarado  76009, 
Sec. 

Texas  Academy  of  General  Practice,  Austin, 
June  12-14,  1967.  Mr.  D.  C.  Jackson, 
1905  N.  Lamar,  Austin  78705,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  San 

Antonio,  December,  1967.  Dr.  William 
Levin,  816  Strand,  Galveston  77550,  Sec. 

Texas  Air-Medics  Association,  Dallas,  May 
6-7,  1967.  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  for  Mental  Health.  R. 
W.  Shafer,  Jr.,  4004  N.  Lamar  Blvd., 
Austin  78756,  Exec.  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Dallas,  May  4,  1967.  Dr.  S.  J. 
Lerro,  Box  95.  La  Marque  77568,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Dallas,  May  5,  1967.  R.  L.  Mathis, 
4119  Montrose  Blvd.,  Houston  77006, 
Sec. 

Texas  Chapter,  American  College  of  Chest 

Physicians,  Dallas,  May  7,  1967.  Dr.  Paul 
Richburg,  6011  Harry  Hines,  Dallas 
75235,  Sec. 

Texas  Dermatological  Society,  Dallas,  May 
6-7,  1967.  Dr.  A.  C.  Ressmann,  714  Medi- 
cal Arts  Bldg.,  San  Antonio  78205,  Sec. 

Texas  Diabetes  Association,  Dallas,  May  7, 
1967.  Dr.  Holbrooke  Seltzer,  Veterans 
Administration  Hospital,  4500  S.  Lan- 
caster, Dallas  75216,  Sec. 

Texas  Division,  American  Cancer  Society, 
Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  78731,  Exec.  Sec. 

Texas  Heart  Association,  Houston.  Mr.  E. 
T.  Guy,  2480  Times  Blvd.,  Houston 
77005,  Exec.  Sec. 

Texas  Hospital  Association,  Houston,  May 
20-24,  1967.  O.  Ray  Hurst,  6225  US 
Highway  290  E.,  Austin  78723,  Exec.  Dir. 


Texas  Industrial  Medical  Association,  Dal- 
las, May  4,  1967.  Dr.  C.  O.  Bruce,  P. 
O.  Box  817,  Port  Neches  77615.  Sec. 

Texas  Neuropsychiatric  Association,  Dal- 
las, April  7,  1967.  Dr.  Irvin  M.  Cohen, 
641  Hermann  Prof.  Bldg.,  Houston 
77025,  Sec. 

Texas  Ophthalmological  Association,  Dallas, 
May  5-6,  1967.  Dr.  J.  L.  Mims,  Jr.,  730 
N.  Main,  San  Antonio  78205,  Sec. 

Texas  Orthopaedic  Association,  Dallas, 
May  6,  1967.  Dr.  L.  Ray  Lawson,  2828 
Lemmon  Ave.,  Dallas  76204,  Sec. 

Texas  Otolaryngological  Association,  Dal- 
las, May  5-6,  1967.  Dr.  C.  F.  Engel- 
king,  224-34  W.  Beauregard,  San  Angelo 
76902,  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  28- 
30,  1967.  Dr.  C.  E.  Gilmore,  811  Bonham, 
Paris  75460,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Dallas,  May  4,  1967.  Dr.  Vincent 
J.  Kitowski,  1333  Moursund  Ave.,  Hous- 
ton 77025,  Sec. 

Texas  Proctologic  Society,  Dallas,  May  4, 
1967.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston  77025,  See. 

Texas  Radiological  Society.  Dr.  H.  C.  Se- 
hested,  Medical  Arts  Bldg.,  Fort  Worth 
76102,  Sec. 

Texas  Rehabilitation  Association,  Dallas, 
May  4,  1967.  D.  Preston,  3700  Worth, 
Dallas  75210,  Sec. 

Texas  Rheumatism  Association.  Dr.  Homer 
R.  Goehrs,  801  W.  34th  St.,  Austin  78705, 
Sec. 

Texas  Society  of  Anesthesiologists,  Dal- 
las, May  6-7,  1967.  Dr.  Gerald  Mullikin, 
Longview,  Sec. 

Texas  Society  on  Aging.  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  251  N.  Field, 
Dallas  75202,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
Dallas,  May  5,  1967.  Dr.  W.  Cone  John- 
son, Scott  and  White  Clinic,  Temple 
76501,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, Austin,  Dec.  1-2,  1967.  Dr. 
James  H.  Scruggs,  2223  Austin  Ave., 
Waco  76701,  Sec. 

Texas  Society  of  Pathologists,  Inc.  Dr. 
Jack  L.  Smith,  3155  Stagg  Drive,  Beau- 
mont 77701,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas, 
May  6,  1967.  Dr.  J.  R.  Smith,  615  M&S 
Tower,  San  Antonio  78205,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 

Sciences.  Mrs.  Betty  J.  Anderson,  201  E. 
14th  St.,  Austin  78701,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Fort  Worth,  June  19-21,  1967.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth  76102,  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Dallas,  May  4,  1967.  Jack 
A.  Crow,  1826  Hickory,  Abilene  79601. 


Texas  Surgical  Society,  Fort  Worth,  April 
2-4,  1967.  Dr.  Jesse  E.  Thompson,  1008 
N.  Washington,  Dallas  75204,  Sec. 

Texas  Traumatic  Surgical  Society.  Dr.  J. 
C.  Long,  805  W.  8th,  Plainview  79072, 
Sec. 

Texas  Tuberculosis  Association,  Fort 
Worth,  April  6-8,  1967.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Rd.,  Austin 
78722,  Exec.  Dir. 

Texas  Urological  Society.  Longview.  Dr. 
Joseph  Rappeport,  621  N.  Fourth,  Long- 
view 75601. 

United  States-Mexico  Border  Public  Health 
Association.  Dr.  Jorge  Jimenez-Gandica, 
501  U.  S.  Court  House,  El  Paso  79901, 
Sec. 

District 

First  District  Society.  Dr.  Mario  Palafox, 
111  N.  Fullam,  El  Paso  77905,  Sec. 

Third  District  Society,  Lubbock,  Oct.  14, 
1967.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo  79106,  Sec. 

Fifth  District  Society.  Dr.  Walter  Walthall, 
1114  South  Texas  Bldg.,  San  Antonio 
78205,  Councilor. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin  78701,  Sec. 

Eighth  District  Society.  Dr.  Harry  T. 
Barnes,  Jr.,  1015  Avenue  G,  Bay  City 
77414,  Sec. 

Ninth  District  Society.  Dr.  Bobby  Jones, 

218  Main  Street,  Houston  77002,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont  77701,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 

1967.  Dr.  Lucy  Mathis,  107  Redland 
Lane,  Palestine  75801,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple  76501, 
Sec. 

Thirteenth  District  Society,  Fort  Worth. 
Dr.  W.  H.  Neil,  1217  W.  Cannon,  Fort 
Worth  76104,  Sec. 

Panhandle  District  Medical  Society,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres, 
Box  2276,  Amarillo  79105,  Acting  Exec. 
Sec. 

Clinics 

Blackford  Memorial  Lectures.  Dr.  W.  S. 
Fry,  2301  S.  Austin  Ave.,  Denison  75020, 
Chm. 

International  Medical  Assembly  of  South- 
west Texas.  S.  E.  Cockrell,  Jr.,  202  W. 
French  PI.,  San  Antonio  78212,  Exec. 
Sec. 

Oklahoma  City  Clinical  Conference.  Miss 
Alma  F.  O'Donnell,  503  Medical  Arts 
Bldg.,  Oklahoma  City  73102,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston,  July  17-19,  1967.  Dr.  W. 
Tom  Arnold,  6448  Fannin,  Houston  77025, 
Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  Fifth  Ave.,  Fort 
Worth  76104,  Sec. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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fluocmolone  acetomde  — an  original  steroid  from 

SYNTEX^ 


LABORATORIES  INC.,  PALO  ALTO,  CALIF 


The  "itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.1  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent — neomycin  — combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli2  that  often 
colonize  and  thrive  on  abraded  skin.1 
A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  P.:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963, p.  111. 
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Neo-Synalar 

luocinolone  acetonide-neomycin  sulfate  cream) 

Cream 


BOND  RADIOLOGICAL  GROUP 
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100  Medical  Tower — ED  6-8681 

Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

E.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

G.  M.  Hilliard,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Vanis  Pennington,  M.D. 

Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A Specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 
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New  from  Du  Pont 

Symmetrel 

(Amantadine  HC1) 


he  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist’s 
representation 


J* 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel  "?  "Symmetrel”  (amantadine  HC1)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel  (amantadine  HC1)  means  to  you 

...the  first  and  only  oral  chemical  agent  to  prevent  influenza  A.  (Asian). 

. . .not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent. 
. . . unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  functions. 

. . .specifically  active  against  all  influenza  A_,  viruses  tested  to  date. 

...not  indicated  lor  the  prevention  ol  influenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

...does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel  means  to  your  patient 

...possible  immediate  influenza  A_,  protection  when  taken  following  suspected  contact. 

. . . may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  AL>  is  especially  hazardous. 

. . . a high  degree  of  safety  in  clinical  use. 

. . . simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane— effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissu c).  Artist's  conception  based  on  current  scientific  knowledge. 

1.  Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Haff,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90, 623  (1965). 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel 5 (Amantadine  HCI)  prevents  virus  invasion1 


CELL 

CELL  CYTOPLASM 


RECEPTOR  AREA 


VACUOLE 


j Safety  of  Symmetrel  Confirmed.  When  used  as  indicated,  is  generally  well  tolerav  kidney, 

I liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  “Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A.,  in  persons  of  all  age 
. groups.  Early  use  is  recommended,  preferably  before 
[or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A.,. 

Symmetrel”  should  especially  be  considered  for 
j high  inlluenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
! persons. 

I Contraindications:  Not  indicated  for  the  prevention 
I of  influenzal  or  respiratory  illness  other  than  influ- 
enza A.j  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  “seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
S evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  “Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  ;i;. 
drunken  feeling,  slurred  speech,  ataxia, 
concentrate  and  some  psychic  reactions  inciuch:  : 
pression  and  feelings  of  detachment  were  seen.  Decs 
sional  blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HC1. 


Symmetrel* 

(Amantadine  HC1) 

A molecular  barrier  to  virus  penetration 


arrest  diarrhea 

in  • gastroenteritis  • acute  infections. 


✓ 

LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. Z xr\g.  V2  tsp.  3 times  daily 

6-12  months 

. n\g. V2  tsp.  4 times  daily 

1-2  years . . 

. 5 5 times  daily 

2-5  years . . 

. 6mg.0  0 # 1 tsp.  3 times  daily 

5-8  years . . 

. 8 mg.^  0 # # 1 tsp.  4 times  daily 

8-12  years  . 

10  mg.  1 tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


why  wonder  about  a drug 

when  you  know 

BECIX)MYCIN 

DEMETHYLCHLOETETRACYCIINE 

produces  1-2  “extra”days’  activity 


Days  1 2 

3 

4 

5 

duration  of  therapy,  tetracycline 

duration  of  activity,  tetracycline 

duration  of  therapy 

DECLOMYCIN  demethylchlortetracycline 

duration  of  activity 

DECLOMYCIN  demethylchlortetracycline 

1-2  “extra” days’  activity 

after  the  last  dose  to  protect  against  relapse 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or.  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 
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For  he’s  a jolly  good  fellow 


But  what  does  he  think? 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS; 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex®  Sequels® 

DEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications .-  Dextro-amphetomine  sulfate  in 
hyperexcitobility  and  in  agitated  prepsychotic 
stales.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions-.  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects.-  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  ond  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  cose),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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CANTIL 


(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)  — 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 
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TEXAS  MEDICINE 


Imferon0 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  Of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb / lOOcc.of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  oextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1 2  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  VS  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Models  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1.  Gold,  Harry, et  al.:  ASystem  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 
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TEXAS  MEDICINE 


NORPRAMIN8 

(desipramine  hydrochloride) 

ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressiveor  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 
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With  Hygroton,  you’ll  discover  that  you  can  almost 
always  use  fewer  tablets  than  is  possible  with  other 
diuretics. 


You  may  be  told  that  a new  short-acting  diuretic  was 
found  more  effective  than  Hygroton  in  congestive  heart 
failure  — but  this  was  when  twice  the  manufacturer’s 
maximum  recommended  dose  was  given.*  At  the  max- 
imum recommended  dose  for  both  diuretics,  two 
tablets  of  Hygroton  were  far  and  away  more  effective 
than  five  tablets  of  the  other  diuretic  in  producing 
natruresis  and  weight  loss.  And  at  these  dosages, 
Hygroton  costs  only  Vh  as  much  as  the  other  diuretic. 


Since  the  discovery  of  chlorothiazide,  the  trend  has 
been  away  from  short-acting,  multiple-dose,  high-cost 
diuretics.  With  Hygroton  you  can  usually  do  the  job 
with  just  one  tablet  a day,  or  every  other  day. 

More  than  any  of  the  newer  diuretics,  Hygroton  brings 
dosage  and  cost  of  medication  down  to  earth. 

*Brest,  A.  N.,  et  al.:J.  New  Drugs  5:329,  1965. 


Hygroton8 

chlorthalidone 


Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  disease.  Warning:  With  administration  of  enteric-coated 
potassium  supplements,  the  possibility  of  small  bowel  lesions  should  be  kept  in  mind.  Precautions:  Reduce  dosage 
of  concomitant  antihypertensive  agents  by  at  least  one-half.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Electrolyte  imbalance  and  potassium  depletion  may  occur;  take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease,  and  in  patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Side  Effects:  Dizziness,  weakness,  nausea,  vomiting,  hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia,  thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria  and  purpura,  epigastric  pain,  or  G.l.  symptoms  after  prolonged 
administration.  Average  Dosage:  One  tablet  (100  mg.)  with  breakfast  daily  or  every  other  day.  Availability:  Tablets 
of  100  mg.  in  bottles  of  100  and  1000.  For  full  details,  see  the  complete  prescribing  information.  6524-V(B) 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


Geigy 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


J 


t 


“A  steroid-nutritional  compound 
( Mediatric ) was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . 

McNeill,  A.  J.:  Clin.  Med.  <5:518  (Mar.)  1961. 


“Mediatric  (steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612  (Oct.)  1957. 


Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins ) may  not  be  supplied . . .The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 

“ Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can't 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


' The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

^Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 
Each  MEDIATRIC  Tablet  or  Capsule  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg 

Methyltestosterone  2.5  mg 

Ascorbic  acid  100.0  mg 

Cyanocobalamin 2.5  meg 

Intrinsic  factor  concentrate  8.0  mg 

Thiamine  mononitrate  10.0  mg 

Riboflavin  5.0  mg 

Niacinamide  50.0  mg 

Pyridoxine  HC1 3.0  mg 

Calc,  pantothenate  20.0  mg 

Ferrous  sulfate  exsic 30.0  mg 

Methamphetamine  HC1  1.0  mg. 

*Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  — MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017  • Montreal,  Canada 


6636 


You  carft  set  her  free. 
But  you  can  help  her 
feel  less  anxious. 


You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Sera 

(oxazepam) 


Wyeth  Laboratories 
Philadelphia,  Pa. 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


ged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11:617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Wait,  Annabelle.  Mommy  hasn’t  told 
the  doctor  yet  that  you  need  a shot. 


Maybe  she  does,  maybe  she 
doesn’t.  But  if  her  problem  is 
nasal  congestion  due  to  cold 
or  allergy,  consider  the  medi- 
cation that  combines  conve- 
nience and  effectiveness— 
Novahistine  Melet. 

Melet  is  especially  suitable 
in  the  treatment  of  children.  It's 
a pleasant  tasting,  chewable 
tablet  that  leaves  no  aftertaste 
or  gritty,  undissolved  particles 


in  the  mouth.  It  provides  decon- 
gestant action  almost  as  quickly 
as  a liquid,  but  assures  the 
accurate  dosage  of  a tablet. 

Because  Melets  are  so  con- 
venient to  carry  and  so  easy  to 
take  at  any  time,  adults,  too, 
will  appreciate  this  modern 
dosage  form. 

Use  cautiously  in  individuals 
with  severe  hypertension,  dia- 
betes mellitus,  hyperthyroidism 


PITMAN-MOORE  Division 


or  urinary  retention.  Caution 
adults  who  operate  machinery 
or  motor  vehicles  that  drowsi- 
ness may  occur.  Each  Melet 
contains  phenylephrine  hydro- 
chloride 10  mg.  and  chlor- 
pheniramine maleate  2 mg. 

MIHISTIK 

MELET 

of  The  Dow  Chemical  Company,  Indianapolis 


TM  A 

PHYSICIANS' 

DIRECTORY 


Space  is  available  to  TMA  members  at 
$6.50  per  column  inch  and  must  run 
six  months.  A discount  of  5%  is  allowed 
for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Director,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  25th  of  month  preceeding  publi- 
cation. 


Cardiology 


GUS  SCHREIBER,  M.D.,  F.A.C.P.,  F.C.C.P. 

Associate  Fellow  American  College  of  Cardiology 
CARDIOVERSION 


Allergy 


1430  Medical  Arts  Building  Dallas,  Texas 

Tel:  1-214-748-3715,  Answered  24  hours  daily. 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  RENAN  A.  LORENZ.  M.D. 
F.A.C.A. 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Anthony  A.  Fernandez,  M.D. 
Aubrey  T.  Baugh,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd.;  F.A.A.C.I.A. 
Clinical  Allergy  and  Immunology 

Diplomate  of  The  American  Board  of  Clinical  Immunology 
and  Allergy 

2649  Procter  Street  Port  Arthur,  Texas 


Anesthesiology 


NERVE  BLOCK  CLINIC  FOR 
THERAPEUTIC  AND  DIAGNOSTIC  BLOCKS 
DAVID  A.  ALMEYDA,  M.D. 
Anesthesiologist 

1419  Medical  Arts  Building  Tel.  CA  8-7345 
Houston,  Texas  77022 


Clinical  Laboratories 


MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 
John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Avenue 
Fort  Worth,  Texas 

EDison  6-7137  P.  0.  Box  1118 


PILCHER-SISSON  LABORATORY 

PATHOLOGY -CLINICAL  PATHOLOGY 

John  Pilcher,  M.D,,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  MJ). 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“ Mailing  Containers  on  Request ” 

“Office  Pickup  Service  in  Houston” 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 
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TEXAS  MEDICINE 


HOUSTON 
EKG  LABORATORY 
1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 
EEC  LABORATORY  CA  5-4139  EEG  LABORATORY 
811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories,  CA  5-5473 
Limited  to  ELECTROENCEPHALOGRAMS 
John  E.  Skogland,  M.D.,  Ph.D.,  Director 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


DRS.  RACE,  CRASS,  SHAW.  NICKEY. 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey.  Jr„  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in : 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 


CARDIOPULMONARY  LABORATORY 

1428  Medical  Arts  Bldg.  (Separate  Entrance)  Dallas,  Texas 

Telephone  214-748-3715  Answered  24  hours  daily. 

For  both  hospitalized  and  outpatients:  Complete  Spirometric 
analysis  before  and  after  IPPB  Aerosol ; Electrocardiography : 
Derived  Vectorcardiography ; Phonocardiography  with  Central 
Pulse  Wave  Timing  and  Analysis ; Sphygmorecording  for  Derived 
Arterial  Pulse  Wave  Front  Analysis;  ECG-Monitored  Exercise 
Tolerance  Tests  ; Apex  Cardiograms  ; and  Oscillometry. 

For  outpatients : IPPB  Therapy  with  Main-Stream  Nebulizer 
and  Heated  Alcohol-Water  Mist. 

Director:  Gus  Schreiber,  M.D.,  F.A.C.P.,  F.C.C.P.,  A.A.C.C. 


ERIC  G.  COMSTOCK,  M.D. 
Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  0.  Box  2565 

Houston,  Texas  77001 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 


Anatomic  Pathology 

Surgical  Pathology7 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 


John  A.  Webb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


704  The  Medical  Towers  Houston  25,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  MgT. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.  D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 

John  R.  Hall.  M.D.,  M.P.H.. 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

PSYCHIATRY 

Albert  Owers,  M.D. 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 


James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D.,  F.C.A.P 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanex,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Jack  G.  Smith.  M.D. 

Clayton  A.  Travland,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 
2100  North  Fulton  Street 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENFRAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Richard  McDonald,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


713  LE  2-1700 


GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D.,  F.A.C.S. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black.  M.D. 


FREEPORT  MEDICAL  & SURGICAL  CLINIC 

Dr.  A.  O.  McCary,  M.  D.  Dr.  R.  M.  McCary,  M.  D. 

Dr.  W.  D.  Nicholson,  M.  D.  Dr.  C.  B.  Cade,  M.  D. 

304  West  Broad  Street 
Freeport,  Texas 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 

INTERNAL  MEDICINE 


164 


TEXAS  MEDICINE 


THE  CHESTER  CLINIC  & HOSPITAL 

S330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Internal  Medicine  & Diagnosis 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
A.  B.  Cairns,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton.  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  FR  6-3700 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-4632 
R.  B.  Curry,  M.D.,  General  Practice 
Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 


THE  JOHNS  CLINIC  & HOSPITAL 

720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine.  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Soldier,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


BEELER-MA 
9th  Avenue  N. 
Texas  City, 
AC  713, 

Obstetrics  and  Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 


NSKE  CLINIC 
at  6th  Street  N. 

Texas  77590 
WI  8-8521 

General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 
Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 
AND  THE 


MALONE  and  HOGAN  FOUNDATION  HOSPITAL 


811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 
C.  B.  Marcum,  Jr..  M.D., 
F.A.C.S. 


Big  Spring,  Texas 

Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D. 
F.A.A.P. 


Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 
D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Radiology 

W.  R.  Cashion,  M.D. 
Urology 

G.  F.  Dillon,  M.D. 
Hospital  Administrator 
D.  S.  Riley 


CLINIC  OF  THE  SOUTHWEST 


6437  High  Star,  Houston,  Texas  PR  4-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
James  M.  Gray,  M.  D. 


OBSTETRICS  & GYNECOLOGY 
J.  L.  Deere,  M.  D. 

Loren  B.  Goss,  M.  D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.  D. 

UROLOGY 

Glen  E.  Lewis,  M.  D. 

DENTISTRY 

Don  K.  Hamblen,  D.D.S. 


PEDIATRICS  CONSULTING  RADIOLOGIST 

John  R.  Dunn,  Jr.  M.  D.  Neil  B.  Longley,  M.  D. 


Complete  Laboratory,  X-Ray,  and 
Physical  Therapy  Facilities 


Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infections  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 


Dermatology 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


Volume  63,  FEBRUARY,  1967 


165 


BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 

Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3479  Houston  25,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CLYDE  M.  CAPERTON,  M.D. 

Dermatology 

408  West  28th  Street 

Phone  823-5511  Bryan,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

Eye,  Ear,  Nose,  Throat 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

RICHARD  S.  RUIZ,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  J A 8-6871 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 
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TEXAS  MEDICINE 


Drs.  Mukphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Gastroenterology  and 
Proctology 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Noee  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S..  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr.,  M.D., 

DAB  Oph.,  F.A.C.S.  DAB  Oto..  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser.  M.D.,  Ophthalmology 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI 7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

TioIIqq  T nvoq 

Off.  Tel.  TA  4-2573  ' Res.  Tel.  EM  1-4500 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

W.  P.  ANTHONY,  M.D. 

Otology 

705  Fifth  Avenue  Fort  Worth  4,  Texas 

DR.  ROUSE,  PATTERSON,  BAILEY, 
DOUGLAS  and  FISHER 

1414  and  1108  Medical  Arts  Building,  Dallas 
Gastro-enterology,  Gastroscopy 
Esophagoscopy 

Cecil  0.  Patterson,  M.D.  Milford  O.  Rouse,  M.D. 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

At  your  service! 

MEMORIAL  LIBRARY 

of  the 

Texas  Medical  Association 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

AC  512  GR  7-6704 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 
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General  Surgery 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

ANDREW  J.  HARRELL,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

610  Medical  Arts  Bldg.  Dallas,  Texas 

RI  2-8147 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

Internal  Medicine 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S.  in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

1407  Medical  Arts  Building  Houston,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 
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TEXAS  MEDICINE 


ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 
Cancer  Chemotherapy 
Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 
JA  3-6374  MO  6-1721 

Houston  Texas 


CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Txas 

Riverside  8-2219 


THE  GREER  CLINIC 
ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1606  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 


ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 
JA  4-7547 

P.  O.  Box  2565  Houston,  Texas  77001 


P.  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 
Albert  F.  Reidel,  M.D. 

John  H.  Reitmann,  M.D. 

Dode  M.  Hanke,  M.D. 

John  F.  Hickman,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 
4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-2121 


Nervous  and  Mental 
Diseases 


MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 
PE  2-9961  San  Antonio,  Texas 

T.  M.  TRIMBLE  M.D.,  A.A.G.P. 
American  Society  of  Clinical  Hypnosis 
Hypnotherapy 

in  Smoking,  Obesity,  Alcohol,  etc. 

Wylie  Clinic-Hospital,  Wylie,  Texas 
Dallas  Phone  BR  8-0315 


THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D. *  *Robert  I.  Hauser,  M.D. 

*Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 


ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 


808  Memorial  Professional  Building 
1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 
CA  4-5041 

•Diplomate  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

♦Diplomates  American  Board  of  Psychiatry  and  Neurology 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 
Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 
SWift  5-4023 
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Neurological  Surgery 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  J A 8-5373  Residence:  JA  8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

WILLIAM  R.  CHEEK,  M.D. 

Neurological  Surgery 

Hermann  Professional  Building  Houston,  Texas 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomats  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JACK  STERN,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Obstetrics  and 
Gynecology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 

N euro-surgery 

Office  Telephone  Riverside  8-4988 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Orthopedic  Surgery 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 
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TEXAS  MEDICINE 


FORT  WORTH  BONE  & JOINT  CLINIC 


918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb.  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Pediatrics 


BYRON  P.  YORK,  M.D. 


■ 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

1133  N.  19th  St.  Abilene,  Texas 


Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

Pediatric  Surgery 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 


DICK  G.  ELLIS,  M.D. 

Diplomats  American  Board  of  Surgery 
Surgery  of  Newborns,  Infants,  and  Children 


Houston,  Texas 


ROYCE  C.  LEWIS,  JR.,  M.D. 
Diplomate  American  Board  of  Orthopedic  Surgery 

ORTHOPEDIC  SURGERY  and 
SURGERY  OF  THE  HAND 
3702  - 21st  Street,  Suite  #9 
SW  5-8261  Lubbock,  Texas 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


Doctors  Building,  800  Fifth  Avenue 
Fort  Worth,  Texas 

EDison  6-7881  (telephone  answered  24  hours  daily) 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

THOMAS  M.  BIGGS,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  Blvd.  JA  3-8131  Houston,  Texas  77004 


WILLARD  C.  SELLMAN,  JR.,  M.D. 
Plastic,  Maxillo-Facial  and  Hand 
Surgery 


530  Locke  Medical  Building- 
6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 


BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 
Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 
1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 
JA  3-5575  GR  3-5488 
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DRS.  GRANT  & FINLEY 

David  A.  Grant,  M.D.  Marcus  L.  Finley,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  EDison  5-4761 

Fort  Worth,  Texas  76104 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

DRS.  CARLSON,  BAREKMAN  & PARNELL 
Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

B.  J.  Parnell,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg.  . RI  1-3621 

6011  Harry  Hines  Blvd...  ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  8-6421 

Beaumont,  Texas 

H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OP  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

Radiology 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT,  JR.,  M.D.,  D.A.B.R. 

WILBUR  Q.  BUDD.  M.D..  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  0.  McBride,  M.D.,  F.A.C.S. 

1405  Medical  Arts  Building 

Fort  Worth,  Texas 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  MA.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 

MARY  L.  KILLINGSWORTH,  M.D. 
RADIOLOGY 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 
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LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-6184  LA  8-6125 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomat®  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

HERBERT  E.  MAD  ALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

The  Doctors  Building,  Corpus  Christi,  Texas  78404 

3154  Reid  Drive  TE  5-6641 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

WILLIAM  WT.  TAYLOR,  M.  D. 

Thoracic  and  Cardiac  Surgery 

Diplomate  Board  of  Thoracic  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  1-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

Urology 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

JA  8-1691 

5420  Caroline  Street  Houston 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

EDWARD  WHITE,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 

UROLOGICAL  SURGERY 

523-5  Medical  Arts  Bldg.  Dallas,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 
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ADVERTISEMENTS 


Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
25th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well  - established 
practice  in  Moody,  Texas.  Available  facilitiee  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas. 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


TRINITY.  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 
open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes,  Trinity,  Texas. 


NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 


WANTED  BOARD  CERTIFIED  or  eligible  anesthesiologist 
to  join  Anesthesia  Associates  in  San  Angelo,  Texas.  This  is 
private  practice  with  fee  for  service.  Direct  all  correspondence 
to  Dr.  O.  G.  Zacharias,  224  East  Harris  Avenue,  Suite  A,  San 
Angelo,  Texas  76901. 


WANTED : PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 


GENERAL  PRACTITIONER  WANTED.  Join  group  of  three ; 
adequate  clinic  and  hospital  facilities.  Must  be  young,  top-notch 
man.  If  you  can  find  a better  opportunity — take  it.  Please  reply 
to  Box  110,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist:  to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000  ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  Guaranteed  salary  of  $1200  per  month  for  six  months, 
then  guarantee  of  $1200  per  month,  plus  50%  of  any  income 
above  that  for  next  six  months.  Office  expenses,  nurses,  aids, 
etc.  paid.  20-bed,  three  doctor,  clinic-hospital  in  Nocona,  Texas. 
Deceased  doctors  net  income  above  $2,500  per  month.  Nocona 
is  city  of  4,000  with  good  schools,  industry,  all  white  popula- 
tion, nice  lake  and  golf  course,  hunting  and  fishing.  90  minutes 
from  Dallas  and  Fort  Worth.  Contact  A.  D.  Major,  M.D.,  or 
K.  J.  Wharram,  M.D.,  Major  Clinic-Hospital,  Nocona,  Texas. 
Phone  Area  Code  817,  825-3371. 


GENERALIST  URGENTLY  NEEDED  by  medical  center  in 
major  metropolitan  area,  within  two  blocks  of  large  hospital. 
No  investment,  liberal  assistance  in  getting  started.  Please  reply 
to  Box  113,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 

Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  INTERNIST  OR  GENERAL  PRACTITIONER  to 
resume  deceased  doctors  practice.  Patients  still  waiting.  Will 
lease  fully  equipped  office-clinic  with  x-ray,  electrocardiograph. 
Patient  records  available.  Write  to  Mrs.  Jake  Markewich,  3706 
North  Braeswood,  Houston,  Texas. 


GENERAL  PRACTITIONERS  (SURGERY)  WANTED:  Two 
general  practice-surgery  openings  in  Carrizo  Springs,  Dimmit 
County.  One  full  time  physician  now  in  county.  Serve  county 
of  10,000  population.  Modern  27-bed  county  hospital  approved 
for  medicare.  Membership  on  hospital  6taff  available  to  new 
physicians.  Chamber  of  Commerce  will  assist  in  office  and  resi- 
dence location.  Please  reply  to:  Administrator,  Dimmit  Memori- 
al Hospital,  704  Hospital  Street,  or  Manager,  Dimmit  County 
Chamber  of  Commerce,  104  4th  Street,  Carrizo  Springs,  Texas. 


UROLOGIST : Certified  or  Board  eligible  to  associate  with  a 
progressive  and  expanding  multispecialty  group  owning  their 
own  clinic  building  and  having  exclusive  use  of  an  adjoining 
accredited  hospital.  Many  fringe  benefits  including  one  month 
paid  annual  leave.  $20,000  annual  salary  first  year  increasing 
yearly  to  full  participation  in  three  to  five  years.  West  Texas. 
Please  reply  to  Box  122,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST : Certified  or  Board  eligible  to  join  14-man 
multispecialty  group.  New  clinic  building  with  adjoining  85  bed 
accredited  hospital.  Malpractice,  life  and  disability  insurance 
provided.  One  month  paid  annual  leave.  Guaranteed  $20,000  to 
start.  City  of  35,000  in  West  Texas.  Please  reply  to  Box  123, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER:  West  Texas  city  of  110,000 
with  a dry  climate  and  rapid  growth  rate.  Forty  hour  week, 
paid  vacation  plus  about  12  holidays  per  year.  Progressive 
school  for  the  mentally  retarded  with  five  full  time  physicians 
on  staff.  Hospital  is  new,  modern  and  completely  air  condi- 
tioned. Must  have  or  be  eligible  for  a Texas  license.  Salary  to 
$16,000.  Must  give  outline  of  training  and  experience.  L.  W. 
Cain,  Superintendent,  P.  O.  Box  451,  Abilene,  Texas. 


GENERAL  PRACTITIONER  WANTED.  Town  of  1,000  popu- 
lation, drawing  area  6,000 ; Hill-Burton  Hospital  operated  by 
county.  No  other  doctor  in  community,  eleven-room  office  rent 
free.  Good  hunting  and  fishing  ; located  only  30  miles  from  Sam 
Rayburn  Lake.  Address  inquiry  to:  John  Sirman,  Corrigan, 
Texas. 


ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in 
northeast  Dallas  for  20  years.  Members  Baylor  Medical  Center 
Staff.  Need  pediatrician  on  or  before  July  1,  1967.  Lakewood 
Medical  Center,  6331  Prospect,  Dallas,  Texas. 


WANTED  INTERNIST.  Must  be  board  eligible  or  certified. 
To  be  associated  with  well  established  expanding  group.  Start- 
ing salary  $20,000  with  partnership  after  second  year.  Uni- 
versity Medical  and  Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas. 


INDUSTRIAL — opening  for  full-time  staff  physician  in  exist- 
ing medical  department  in  chemical  industry  located  Texas  Gulf 
Coast.  Emphasis  on  clinical,  preventive,  and  occupational  medi- 
cine. Excellent  opportunity  for  young  physician  to  establish 
himself  in  field  of  occupational  medicine  with  international 
corporation.  40-hour  week.  Excellent  facilities  and  staffing. 
Generous  fringe  benefits.  Salary  commensurate  with  qualifica- 
tions. Send  resume  to  Box  125,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126.  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

ORTHOPEDIST — Board  eligible  wanted  for  two  man  ortho- 
pedic department  of  strong,  well  established  multi-specialty 
group.  Southwest.  Good  salary  two  years,  then  partnership. 
Excellent  fringe  benefits,  retirement,  life  insurance.  No  in- 
vestment required.  Teaching  opportunities.  New  building.  Inter- 
viewing expense  paid.  Please  reply  to  Box  127,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN  WANTED.  Cardiac  death  of  active,  esteemed 
pediatrician  presents  excellent  opportunity  for  personable,  well- 
trained,  young  pediatrician.  Two  100-bed  children’s  hospitals 
(exclusively)  in  city  severely  needing  pediatricians.  Office  and 
practice  now  maintained  intact  by  locum  tenens  desiring  to 
retire.  Contact  Mrs.  George  Stewart,  3600  Hamilton,  Fort 
Worth,  Texas  76107. 
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PHYSICIANS  WANTED.  Town  of  4,500,  county  of  6,500. 
Diversified  economy : oil,  ranching1,  and  cotton  mill.  Two  or 
three  desperately  needed  for  A-l  county  hospital.  GP  alone  on 
staff,  partially  disabled  by  illness.  Terrific  space  available  and 
a lot  of  work  for  the  right  men.  Financing.  Unlimited  potential. 
Write  or  call  C.  H.  Bailsman,  M.D.,  320  West  8th  Street,  Post, 
Texas  79356.  Office  phone  495-2896. 


GENERAL  PRACTITIONER  WANTED  FOR  LOCUM  TEN- 
ENS  for  any  four  weeks  in  Summer,  1967,  in  small  town  32 
miles  south  of  San  Antonio.  Purpose:  to  take  first  vacation  in 
two  years.  Please  write  Box  121,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST.  PEDIATRICIAN,  AND  UROLOGIST  wanted 
to  associate  with  a small  well  established,  multi-specialty  group 
in  a pleasant  suburban  area  near  Houston.  Initial  salary  lead- 
ing to  full  partnership  in  three  years  ; no  investment  required. 
Board  eligible  or  certified  required.  Please  reply  to  Box  128, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON  AND  OR  THORACIC  AND  VASCU- 
LAR SURGEON  wanted  to  associate  with  a small  well  estab- 
lished, multi-specialty  group  in  a pleasant  suburban  area  near 
Houston.  Initial  salary  leading  to  full  partnership  in  three 
years ; no  investment  required.  Board  eligible  or  certified  re- 
quired. Please  reply  to  Box  129,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


IMMEDIATELY  AVAILABLE:  Fully-«quipp€d  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic,  P.  O.  Box  2005,  Laredo,  Texas. 


NORTH  EAST  DALLAS.  New  Medical  Building  just  com- 
pleted, Ferndale  and  Northwest  Hwy.  For  M.D.’s  and  D.S.’s 
only.  12,000  feet  of  space.  Will  decorate  to  suit.  In  area  of 
45,000  people  with  few  physicians  close.  Leasing  now.  Call 
DI  8-2320  or  RI  2-8266. 


AVAILABLE,  spacious  doctors  office.  Landscaped  profession- 
al patio,  regional  shopping  center.  Now  occupied  by  general 
practitioner.  Reasonable.  Contact  W.  H.  Smith,  P.  O.  Box 
28294,  Dallas.  DA  1-6431  collect. 


FOR  SALE : Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 
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OPPORTUNITIES  IN  TEXAS 

ANESTHESIOLOGY:  W/special  training  cardio-vasc  ones;  outstand- 
ing multi-sp  grp;  $30,000  & fringes. 

GENERAL  PRACTICE:  (p)  Able  do  S;  prtnrshp  grp;  shld  net  $30,000 
1st  yr.  (q)  W/anes  trng;  3 man  grp;  area  $30,000.  (r)  W/IM 

exp;  assn  3-man  grp;  area  $24,000;  fast  grwng  twn.  (s)  Assn  6 
cert  spec;  must  do  some  S;  coll  twn  nr  Dallas,  (t)  w/modn,  well 
est  clin  & 50-bd  hsp;  $24,000  1st  yr  w/%;  reqs  int  in  anes. 

INTERNAL  MEDICINE:  (m)  Only  spec  grp  in  area  300,000;  13  spec 
maj  cert;  $25,000;  prtnr  sevl  yrs;  intrvu  exp  pd.  (n)  Assn  6 man 
grp,  2 cert,  own  hsp,  coll  twn;  $24,000  & poss  prtnrshp  later,  (o) 
Well-est  cl  w/fine  JCAH  hsp;  multi-sp  grp;  2 dipls  IM;  oppor 

med  sch  tchg;  substntl  sal  plus  profit  sharing. 

OB-GYN:  (I)  Assn  w/cert  OBG;  7-man  multi-sp  grp  long  estab;  exc 
hosp  facil;  $24,000.  (m)  Well-est  grp  w/own  hsp;  new  cl;  serves 

large  area;  $24,000;  oppor  build  fine  pract  in  nice  coll  twn. 

ORTHOPEDICS:  (p)  Assn  w 20  cert  spec;  oppor  build  fine  pract  in 
larger  city;  prtnr  2-3  yrs.  (q)  oppor  assoc  w/  med  sch  tchg 
faculty  mbr;  one  of  finest  med  centers  in  SW.  recommended. 

PEDIATRICS:  (s)  Chief;  small  hgly-regrded  grp  w/mod  facil  est 
20  yrs  in  impor  med  sch  cty;  exc  sal  1st  yr,  open,  then  prtnr. 
(t)  Assn  w/  2 cert  peds  w/  extremely  active  priv  pract  in  a very 
rapidly  expndg  town  over  100,000;  financl  arrngmts  open. 

RADIOLOGY:  (v)  Dipl,  DR  qual  as  chief  to  cover  2 med-size  hsps; 
oppor  area  $60,000;  pleasant  livg  in  nrby  large  city. 

SURGERY:  (t)  Assn  w/cert  GS,  FACS,  Vanderbilt  grad;  long-estab’d, 
hgly  regrded,  fairly  Ige  multi-sp  grp;  sal  open;  nr  Houston. 

UROLOGY:  (w)  Only  specialty  grp  in  area  300,000;  15  spec,  mostly 
certified;  if  certified,  $25,000;  jr  partner  2 yrs,  full  prtnr,  5 yrs; 
intervu  expns  paid  for  self  and  wife. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 

INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES  IN  TEXAS  AND 

ELSEWHERE. 


STRICTLY  CONFIDENTIAL 


Situations  Wanted 


M.D.  DESIRES  WORK  as  college  M.D.,  in  industrial  medicine, 
insurance,  government,  state  or  city.  Interested  in  clinic  or  rest 
home  location.  Please  reply  to  Box  118,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST,  age  34,  University  trained,  Board  eligible,  with 
cardiology  subspecialty,  desires  relocation  in  larger  city  with 
a group,  clinic  or  associate.  Please  refer  to  Box  131,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


UROLOGIST.  Married  below  40  years  of  age  well  trained, 
taking  certification  exam  this  year.  Desires  salaried  position 
in  a group — preferably  to  associate  with  another  urologist. 
Available  July,  1967.  Please  reply  to  Box  130,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED — exposed  x-ray  film.  Reconditioned  physician's 
equipment  bought,  sold,  traded.  Write  today  to  TeX-RAY  Co., 
3305  Bryan,  Dallas,  Texas  75204. 


FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  5200 
Cedar,  Bellaire,  Texas. 


FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 
feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney,  Box 
330,  Edinburg,  Texas.  , 


FOR  SALE:  Your  greatest  opportunity.  Two  story  clinic, 
brick  building,  completely  equipped  and  furnished.  X-ray,  Ekg, 
etc.  Year  round  heating  and  air  condition.  Put  your  jacket  on 
and  see  30  to  60  patients  daily.  Collections  are  good.  $250,000 
value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms  and  6 
upper  rooms  plus  2 bath  rooms.  Same  location  35  years.  Desire 
immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Methvin 
Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 


OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


AVAILABLE:  Excellent  general  and  obstetrical  practice.  Net 
in  excess  of  $20,000.  Southeast  Texas.  Excess  one  million  dollar 
industrial  payroll.  Office  equipment  available  if  wanted,  assume 
four  year  office  lease  in  air  conditioned  professional  building 
housing  another  GP  and  dentist.  Object  retirement.  Apply  Box 
120,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


SALE,  LEASE,  RENT  OR  SUBLET  all  or  part  of  4,500 
square  foot  office  space  with  all,  part  or  no  equipment,  with 
records.  Modern.  Across  from  70-bed  county  hospital.  Industrial 
and  general  center  for  20,000  population  of  Dumas,  45  miles 
north  of  Amarillo,  Texas.  Owner  retired.  Please  contact  O.  J. 
Richardson,  M.D.,  2516  11th  Avenue,  Canyon,  Texas.  OL  5-4068. 


CLINIC  AVAILABLE  IN  ORANGE,  TEXAS.  Busy  area  of 
city  with  plenty  of  parking  space  around  clinic.  Waiting  room, 
reception  area,  five  other  rooms  and  small  laboratory.  Entire 
area  air  conditioned  and  centrally  heated.  For  additional  in- 
formation, please  contact  Mrs.  C.  M.  Covington,  664  Gardenia, 
Orange,  Texas. 


OFFICE  SPACE  AVAILABLE  in  Houston  suburb  of  Galena 
Park,  adjoining  busy  pharmacy.  Population  12,000.  Good  schools 
and  shopping  centers,  several  small  hospitals.  Excellent  oppor- 
tunity for  general  practitioner  or  pediatrician.  Attractive  office 
at  reasonable  rent.  For  complete  information  contact  A.  C. 
Sneed,  Galena  Park  Pharmacy,  1511  Clinton  Drive,  Galena  Park, 
Texas.  Telephone  OR  3-3631,  AC  713. 
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MEDICAL  SPACE  AVAILABLE  in  professional  building 
near  Manned  Space  Center  in  community  undergoing  growth 
with  middle  to  upper  income  families.  Excellent  opportunity 
for  pediatrician  or  general  practitioner.  Office  space  available 
varying  from  600  square  feet  to  1300  square  feet.  Write  Box 
653,  Dickinson,  Texas,  or  call  534-2577. 


OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  540  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building.  Please  contact  James  R.  Phillips,  M.D.,  308  N.W.  2nd, 
Grand  Prairie,  Texas. 


FOR  SALE  OR  FOR  LEASE— Port  Lavaca,  Texas.  Clinic 
fully  equipped  with  x-ray  and  laboratory,  for  two  G.P/s,  next 
to  hospital.  Fastest  growing  town  in  Texas.  Please  write  Rt.  2, 
Box  4,  Port  Lavaca,  Texas,  or  call  524-4592. 


Miscellaneous 

CHIEF  DIETITIAN  with  experience  for  210  bed  accredited 
hospital.  Complete  charge  of  Dietary  Department.  BS  in  foods 
and  nutrition.  ADA  member.  Excellent  benefits  and  salary. 
Write  M.  L.  Taylor,  Southmore  Hospital  and  Clinic,  906  East 
Southmore,  Pasadena,  Texas  77502. 


ioo. 

TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 

MAY  4-7,  1967 
DALLAS 


35  GUEST  SPEAKERS 
16  REFRESHER  COURSES 
12  SECTION  MEETINGS 
2 GENERAL  SESSIONS 
5 COLOR  TV  PRESENTATIONS 
10  CURBSTONE  CONSULTATIONS 
200  EXHIBITS 

9 SPECIAL  PROGRAMS 
27  SPECIALTY  MEETINGS 
ENTERTAINMENT 


WATCH  FOR  THE 
COMPLETE  PROGRAM 
IN  THE 
MARCH  1967 
ISSUE  OF 

TEXAS  MEDICINE 


DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with 


BRAND  THIPHENAMIL  HC1 


Minimum  dosage  400  mg.,  q. 

4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  AVAILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 

Literature  and  samples  available. 

' j 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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TEXAS  MEDICINE 


ABBOTT  LABORATORIES  16-18,107-110 

AMES  COMPANY  24 

ARCH  LABORATORIES  25 

AYERST  LABORATORIES  27,154-155 

BEVERLY  HILLS  HOSPITAL  '35 

BLUE  CROSS-BLUE  SHIELD  OF  TEXAS  5 

BOND  RADIOLOGICAL  GROUP  '38 

THE  BROWN  PHARMACEUTICAL  COMPANY  132 

THE  BROWN  SCHOOLS  178 

BURROUGHS  WELLCOME  AND  COMPANY  43 

CIBA  21 

COCA-COLA  COMPANY  '32 

DALLAS  MEDICAL  AND  SURGICAL  CLINIC  2nd  Cover 

DORSEY  LABORATORIES  9-12,79 

DUNCAN  MEMORIAL  HOSPITAL  32 

DU  PONT  139-141 

CHARLES  O.  FINLEY  AND  COMPANY  48 

FIRST  TEXAS  PHARMACEUTICALS  35,112 

C.  B.  FRANCIS  NURSING  HOMES  8 

GEIGY  152-153 

HOMESTEAD  CHILD  PLACEMENT  AGENCY  32 

HUMCO  LABORATORY  32 

HYNSON,  WESTCOTT  .AND  DUNNING,  INC.  13 

KING'S  DAUGHTERS  CLINIC  Back  Cover 

LAKESIDE  LABORATORIES  148-151 

LEDERLE  LABORATORIES  26,144-147 

ELI  LILLY  AND  COMPANY  36,44-46,80-82 

MARTIN  X-RAY  AND  RADIUM  CLINIC  177 

MEDICAL  ARTS  CLINIC,  CORSICANA  138 

MEDICAL  PROTECTIVE  COMPANY  114 

WM.  S.  MERRELL  COMPANY  68-69 

MILLER  BRACE  & SURGICAL  SUPPORT  COMPANY  32 

NEISLER  LABORATORIES,  INC 19 

PARKE,  DAVIS  AND  COMPANY  3rd  Cover 

PHILIPS  ROXANE  LABORATORIES  158-159 

PITMAN-MOORE  „ 86-87,160-161 

WM.  P.  POYTHRESS  176 

RIKER  LABORATORIES  98 

A.  H.  ROBINS  129-130 

ROCHE  LABORATORIES  15,22-23 

J.  B.  ROERIG  30-31 

WILLIAM  H.  RORER,  INC 18,131 

SAN  ANGELO  MEDICAL  AND  SURGICAL  CLINIC  116 

SCOTT  AND  WHITE  CLINIC  Back  Cover 

G.  D.  SEARLE  142-143 

SMITH  KLINE  & FRENCH  LABORATORIES  14 

SOUTHERN  CLINIC  ' '6 

SOUTHWEST  CLINIC  ASSOCIATION  116 

STARLITE  VILLAGE  CLINIC  138 

SYNTEX  LABORATORIES,  INC 6-7,136-137 

TERRELL'S  LABORATORIES  AND  MEDICAL  GROUP  1 

TEXAS  MEDICAL  ASSOCIATION 

100TH  ANNUAL  SESSION  119-120,176 

TIMBERLAWN  PSYCHIATRIC  CENTER  114 

TORBETT,  HUTCHINGS,  SMITH  MEMORIAL 

HOSPITAL  - - 2nd  Cover 

TOWNE,  PAULSEN  & COMPANY,  INC 131 

TRAVIS  CLINIC  AND  NAN  TRAVIS 

MEMORIAL  HOSPITAL  138 

TURNER'S  CLINICAL  & X-RAY  LABORATORIES  116 

WARNER-CHILCOTT  28-29 

WICHITA  FALLS  CLINIC  AND  HOSPITAL  177 

WINTHROP  LABORATORIES  2 

WOODWARD  MEDICAL  PERSONNEL  175 

WYETH  LABORATORIES  20,33-34,96-97,156-157 


PHYSICIANS'  DIRECTORY  162-173 

CLASSIFIED  ADVERTISING  174-176 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump.  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D..  D.A.B.R..  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


^Ue  Mantln  X-Ray  and 
Radium  Clinic 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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for 

the 

retarded 

or 

disturbed 


...of  all  ages 

THE  BROWN  SCHOOLS  for  mentally 
retarded  and  emotionally  disturbed 
persons  from  infancy  to  maturity. 

□ Older  retarded  persons  (21  years 
and  over)  $300  monthly  tuition. 

□ Retarded  children  (infancy  to  21 
years)  $300  monthly  tuition. 

□ Emotionally  disturbed  children  and 
adolescents  (5-18  years)  $375  month- 
ly tuition  plus  $110  per  month  individ- 
ual therapy. 

(Psychiatric  care  is  available  for  other 
ages  if  indicated. ) 

...the  Brown  Schools  provide: 

an  experienced,  professional  staff 
working  as  a team  to  form  a plan  of 
living  and  learning  for  each  student  to 
help  him  realize  his  fullest  potential,  in 
one  of  six  specialized  residential  cen- 
ters. 

For  further  information,  write  for 
a detailed  catalogue  today. 


Registrar,  Dept.  K-l 
P.O.  Box  4008. 
Austin,  Texas  78751 


Paul  L.  White,  M.D.,  Medical  & Psychiatric  Director 


76e  Srtwuc  ScAoalb 


FOUNDED  IN  1940  SIX  SEPARATE  RESIDENT  CENTERS  AUSTIN  & SAN  MARCOS.  TEXAS 
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100  Annual  Sessions 
Histories  of  Specialties 
Medical  Bills  Pending 
Texans  for  Traffic  Safety 
A Grave  for  Rubeola? 
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STorbrit,  2j utr lyings, tS'mtilj  ^Memorial  hospital 


306  Coleman  Street 
Post  Office  Box  60 


Anfr  OTorbett  Clinic 

iHarlin,  (Texas 


Telephone:  WE  6-3561 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.  F.A.C.S. 
A.  C.  Bennett,  M.D.,  F.A.C.S. 

D.  R.  Swetland,  M.D  . F.A.C.S. 
Howard  L.  Smith.  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett.  I.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


ALLERGY 

Walter  S.  Smith, 


M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt.  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D..  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer.  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison.  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 

Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 

*Expired  5-27-62. 

**Expired  7-1-66. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 

♦Wm.  H.  Potts,  B.A.,  M.D.,  F.A.C.P.,  Internal  Medicine 

Sydney  S Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & Bron- 
choscopy 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

Wells  M.  Wade,  D.D.S.,  Dental  Surgery 

Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate  Ameri- 
can Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics, 

Diplomate  American  Board  OB-GYN 

I aymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
enry  G.  Montgomery,  M.D..  F.A.C.S.,  D.A.B. S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 


John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 
Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 

Livius  L.  Lankford,  M.D.,  D.A.B.O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  Diplomate 
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Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Vs  % solution  for  infants 

V4%  solution  for  children  and  adults 

V 4 Vo  pediatric  nasal  spray  for  children 

V 2 Vo  solution  for  adults 

Vi  % nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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TEXAS  MEDICINE 


"It’s 


This  month,  in  our  advertising  to  business 
executives,  we  remind  them  that  it’s  people  who 
make  a hospital  what  it  is.  And  — that  people 
are  the  hospitals’  major  item  of  expense.  Payroll.  As 
the  cost  of  people  goes  up,  hospital  charges  to 
patients  must  go  up,  too. 


no  good 
without 
people” 


It’s  time  for  someone  to  “lay  it  on  the  line”  — to 
let  the  public  know  that  the  dedicated  people 
of  the  hospital-medical  profession  are  doing  a 
magnificent  job;  one  that  is  worth  far  more 
than  it  costs,  no  matter  what  the  price  tag  happens 
to  be. 

This  is  what  we  are  doing  in  our  advertising  — 
“laying  it  on  the  line.” 


BLUE  CROSS9 

GROUP  HOSPITAL  SERVICE,  INC. 

BLUE  SHIELD9 

GROUP  MEDICAL  & SURGICAL  SERVICE 


OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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for  that  added  measure  of  protection 

SIGNED 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC^ 


gp  -"^r  TJ~~~  - 

* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

* WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

* NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 
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TEXAS  MEDICINE 


(tetracycline  HCI  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO,.  INC. 

235  EAST  42nd  STREET 
NEW  YORK.  N Y.  10017 
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Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


{ Warning:  butabarbital  may  be  habit-forming.) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reducesbronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 GR.) 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 

ABBOTT 

ANORECTIC 

PROGRAM 

DESOXYN  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  a 

15  mg.  3 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FR0NT  3 

SIDE 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  3 

SiDE  | 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora / dose. 


; 
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THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 
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THE  PRICE 

ECONOMY 


ABBOTT 

ANORECTIC 

PROGRAM 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS : Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


is  what  a cold  looks  like 
to  DISOPHROL 


Indications:  Upper  respiratory  mucosal  congestion  in  seasonal 
and  perennial  nasal  allergies,  acute  rhinitis  and  rhinosinusitis, 
acute  and  subacute  sinusitis,  eustachian  tube  blockage,  secre- 
tory otitis  media;  also  useful  for  correcting  nosedrop  "addic- 
tion". Contraindications:  Disophrol  Chronotab  tablets  should  not 
be  given  to  children  under  12  years  of  age;  patients  with  severe 
hypertension  and  coronary  heart  disease;  or,  until  animal  stud- 
ies support  the  safety  of  this  preparation  for  use  during  gesta- 
tion, to  pregnant  women.  Precautions  and  Side  Effects:  Mild 
drowsiness,  side  effects  of  sympathomimetic  origin,  and,  rarely, 
skin  rash  may  occur.  Caution  should  be  exercised  in  patients  with 
cardiac  disease,  thyrotoxicosis,  glaucoma,  prostatic  hypertrophy, 
hypertension,  coronary  artery  disease  and  hyperthyroidism.  Anti- 
histaminic  drug-related  side  effects,  or  tolerance  should  be 
looked  for.  Patients  under  continuous  treatment  should  be  exam- 
ined periodically.  Dosage:  Adults  and  Children  over  12:  One 
Chronotab  tablet  in  the  morning  and  one  at  bedtime.  In  excep- 
tional cases,  one  every  8 hours  may  be  required.  For  children  6 
to  12  years  of  age  a conventional  scored  Disophrol  tablet  is  avail- 
able (each  tablet  contains  2 mg.  dexbrompheniramine  maleate 
and  60  mg.  d-isoephedrine  sulfate).  Dosage  for  this  product  for 
children  6 to  12  years  of  age  is  Vz  tablet  four  times  a day. 
Supply:  Bottles  of  50,  100  and  250  Chronotab  tablets.  Conven- 
tional Disophrol  tablets  available  in  bottles  of  100. 

' Brand  of  sustained-action  tablet 

White  Laboratories,  Inc. 

Kenilworth,  N.  J. 


* * 

- 


The  Disophrol  Chronotab  tablet  components 
(dexbrompheniramine  and  d-isoephedrine)  shrink 
the  common  cold  to  size— more  effectively,  more 
completely.  Sniffles,  sneezes  and  congestion  are 
rapidly  cleared  to  ease  breathing  and  clear 
sinuses.  Dosage  is  simple— one  in  the  morning, 
one  in  the  evening— for  decongestive  effect 
through  the  day  and,  importantly,  throughout  the 
hours  of  sleep. 

Clearly  superior  to  other  oral  nasal  decongestant 
combinations  for  prolonged  symptomatic  relief  of: 

□ the  common  cold  □ acute  and  subacute 
sinusitis  □ seasonal  and  perennial  allergies 

□ acute  rhinitis  and  rhinosinusitis  □ eustachian 
tube  blockage  □ secretory  otitis  media 


SUSTAINED-ACTION 


DISOPHROL  CHRONOTAB 


Tablets 


Each  Chronotab  tablet  contains:  Disomer®  (brand  of  dexbrompheniramine  maleate),  6 mg  ; d-isoephedrine  sulfate,  120  mg 


NorinyL*. 

(no.rethindrone2  mg.  c mestranol  %/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1’13  and  an  acceleration 
of  endometrial  changes. 1’3>7’16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early  < 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  I.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond.  D.  0.:  Ibid.  6.  Rice-Wray,  E.. 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7-  Goldzieher,  J.  W..  Moses, 
L.  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  (tempers,  R.  D : GP  29:88  (Jan.)  1964.  9.  Tyler,  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
ti nez-M  ana  utou.  J.,  and  Maqueo-Topete,  M : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  If-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I .:  Appl  Ther 
6:427  (May)  1964  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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Perhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


E*rTH»o«rcm 
trim  succinate 
TRi&jimmwioiws 
CHfWWtE  lABlEIS 

Cioiion  redial  u Si 
u«  [noh»b«  a-icensoig 


ERYTHROCIN -SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 

1.  Case  Reports  on  File,  Dept.  Clin.  Development, 

Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


87  patients  were  treated12— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 

Brief 

Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 
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• ASTHMA 

• CHRONIC  BRONCHITIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 
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labst IX 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology -long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  —provides  a "Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 


AMES 


08  1 6 S 


Establish  and 
maintain 
early,  more 
decisive  control 
of  blood  pressure 


When  thiazide 
or  reserpine  alone 

won’t  keep 


When  blood  pressure  won’t  stay  down  despite  initial  therapy— 
when  complaints  of  headache,  fatigue  or  dizziness  are  often 
voiced  — it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a 
rational,  comprehensive  therapy  to  help  establish  and  maintain 
early,  more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vaso- 
dilating reflexes  while  the  thiazide  and  reserpine  components 
maintain  vasorelaxant,  sedative,  and  saluretic  benefits.  Cryp- 
tenamine lowers  pressoreceptor  reflex  thresholds  (which  may 
be  abnormally  high  in  hypertension)— “resets”pressoreceptors 
to  function  at  more  nearly  normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure  con- 
tinuing benefits— may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential 
hypertension. 

Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening 
meals.  However,  adjustment  of  dosage  to  suit  individual  circumstances 
may  be  required.  Please  refer  to  package  insert  for  full  particulars. 

Side  effects  and  precautions:  The  side  effects  observed  with  patients  on 
Diutensen-R  have  been  of  a mild  and  nonlimiting  nature.  These  include 
occasional  urinary  frequency,  nocturia,  nasal  congestion,  muscle  cramps, 
skin  rash,  joint  pains  due  to  gout  and  nausea  and  dizziness  which  have 
been  reported  for  the  individual  components.  Most  of  these  symptoms 
disappear  while  the  drug  is  continued  at  the  same  or  lower  dosage  level. 
The  concomitant  use  of  digitalis  and  Diutensen-R  may  increase  the  pos- 
sibility of  digitalis-like  intoxication.  If  there  is  evidence  of  myocardial 
irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage  of  Diutensen-R 
should  be  reduced  or  discontinued.  Nocturia  in  patients  with  marginal 
cardiac  status  and  salt  and  fluid  retention  can  be  effectively  controlled 
by  limiting  the  time  of  administration  to  early  afternoon.  Diutensen-R 
should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions 
related  to  each  of  the  ingredients  of  Diutensen-R. 

*As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 

NEISLER  LABORATORIES,  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


NEISLER  E|iS 


DIUTENSENP 

Cryptenamine  1.0  mg  * Methyclothiazide  2.5  mg  Reserpine  0.1  mg 


New  from  Du  Pont 

Symmetrel 

(Amantadine  HC1) 


Fhe  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


/j . 

§P 

Influenza  virus 

Protein  shell  enclosing  W 
the  core  of  nucleic 
acid  (RNA) — artist’s  if 

representation 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel®?  "Symmetrel”  (amantadine  HC1)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrer  (amantadine  HC1)  means  to  you 

. the  first  and  only  oral  chemical  agent  to  prevent  influenza  Am  (Asian). 

.not  a vaccine  or  antibiotic, but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  functions, 
.specifically  active  against  all  influenza  A._,  viruses  tested  to  date. 

.not  indicated  lor  the  prevention  of  influenzal  or  respiratory  illness  other  than  influenza  AL,  or  for  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel  means  to  your  patient 

.possible  immediate  influenza  A_,  protection  when  taken  following  suspected  contact. 

. may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A.,  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

. simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza 


RECEPTOR  AREA 


the  untreated  cell 


CELL 
CELL  CYTOPLASM 


virus  invades  and  destroys 


VACUOLE 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel®  (Amantadine  HC1)  prevents  virus  invasion1 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  “Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist's  conception  based  on  current  scientific  knowledge. 


I.  “Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Half,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


Safety  of  Symmetrel"  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel"  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A._,  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  AL,. 
"Symmetrel"  should  especially  be  considered  for 
high  inlluenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A 2 or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel."  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  ol  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  ( 1 teaspoonful) 
contains  50  mg  amantadine  HC1. 


Symmetrel* 

(Amantadine  HC1) 

A molecular  barrier  to  virus  penetration 


NEW  EVIDENCE: 

Pro-Banthlne®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

N IMPORTANT  PROBLEM  in 

managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography1  visually 
confirm  previous  evidence  that 
Pro-Banthine  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthine  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthine  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthine  intravenously. 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1 . Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 


SEARLE 


Research  in  the  Service  of  Medicine 


When  the  hatne  with  bacteria 
is  in  the  upper  respiratory  traci 


Routes  of  invasion  through  the  oral  and  nasal  passages  to  the  nasopharyngeal 
mucosa:  artist’s  depiction  of  sagittal  section  of  head  in  perspective. 
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consider  Gantanoi  (sulfamethoxazole) 


To  rapidly  help  the  patient  win  against 
upper  respiratory  infections 

When  the  respiratory  tract  has  been  invaded,  an  antibacterial  that  can 
assure  effective  yet  generally  uncomplicated  therapy  is  your  first  line  of 
defense... an  agent  such  as  Gantanoi  (sulfamethoxazole),  the  wide-spec- 
trum  antibacterial  from  Roche. 

Gantanoi  (sulfamethoxazole)  is  effective  against  common  susceptible  up- 
per respiratory  pathogens,  both  gram-positive  and  gram-negative.  Acting 
at  foci  of  bacterial  invasion,  Gantanoi  (sulfamethoxazole)  promptly  helps 
control  most  infections,  yet  usually  presents  few  problems  to  patients.  Dos- 
age is  convenient  and  provides  a measure  of  economy. 

Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  females  at 
term,  premature  infants,  or  newborn  infants  during  first  three  monthsof  life. 
Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If  toxic  or  hyper- 
sensitivity reactions  or  blood  dyscrasias  occur,  discontinue  therapy.  In  in- 
termittent or  prolonged  therapy,  blood  counts  and  liver  and  kidney  function 
tests  should  be  performed. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  including 
maintenance  of  an  adequate  fluid  intake.  Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma.  Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal  impairment  may  cause  excessive 
drug  accumulation.  Occasional  failures  may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus  or  rickettsial  infections. 

Adverse  reactions:  Headache,  nausea,  vomiting,  urticaria,  diarrhea,  hepa- 
titis, pancreatitis,  blood  dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection  of  the  conjunctiva  and  sclera,  pe- 
techiae,  purpura,  hematuria  or  crystalluria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d.  or  t.i.d.  depending 
upon  severity  of  infection.  Children  — 1 tablet/20  lbs  initially,  followed  by 
1/2  tablet/20  lbs  b.i.d. 

How  supplied:  Tablets,  0.5  Gm,  bottles  of  50. 

Roche  Laboratories, Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  N.  J.  07110 

When  there  are  bacterial  invaders 
in  the  upper  respiratory  tract 

Gantanoi 

( sulfamethoxazole ) 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin' 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  cablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2 Vi , Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  N.  Y. 


America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 


Tareyton...with  the  taste  worth  fighting  for 
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TEXAS  MEDICINE 


For  people  who  eat 
more  than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak  activ- 
ity at  mealtime,  when  it  is  needed  most.  Reminds 
patients  toeataccordingto your  prescribed  diet  plan. 

t.i.d./Plegine 

Phen  d i m etrazin  e Ditartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of  exces- 
sive appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been  re- 
ported. However,  as  is  true  for  all  medications  of  this  type, 
Plegine  (Phendimetrazine  bitartrate)  is  not  recommended 
for  patients  with  coronary  disease,  severe  hypertension, 
or  thyrotoxicosis,  and  should  be  used  with  caution  in 
highly  nervous  or  agitated  individuals. 

Side  Effects:  There  have  been  occasional  reports  of  insom- 
nia and  nervousness.  Rare  instances  of  mouth  dryness, 
nausea,  blurring  of  vision,  dizziness,  constipation,  and 
stomach  pain  have  been  noted. 
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AYERST  LABORATORIES  NewYork,  N.Y.  10017  • Montreal,  Canada 


6700 


occipitale 


special  formula 
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ecial  problem 

specifically  formulated 
for  symptomatic 

sinus  headache 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 

It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 

It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions : Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARNER-CHI  LCOTT 

Morris  Plains,  N.J. 

^_TT\T"TT7T1  l\  ~~Q® 

for  sinus  headache 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


Tandearil* 

oxyphenbutazone 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 


Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2 Vi  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil* 

oxyphenbutazone 


helps  osteoarthritic 
joints  move  again 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 

Sperling,  I.L.:  3 Years’  Experience 
with  Oxyphenbutazone  in  the 

T reatment  of  Rheumatic  Disorders. 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts,  T.W  , Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin,  Med.  73:65, 1966. 

84.6%  of  39  patients 
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100  Annual  Sessions  Indicate 
Much  Growth,  Many  Changes 

The  CELEBRATION  of  the  Centennial  Annual 
Session  of  the  Texas  Medical  Association  points  up 
the  tremendous  changes  that  have  occurred  in  the 
practice  of  medicine  during  the  past  100  years. 

The  number,  variety,  and  effectiveness  of  drugs 
available  have  increased  at  an  ever  accelerating  rate. 
Surgical  procedures  and  techniques  have  developed 
capabilities  of  repair  and  replacement  beyond  the 
earlier  physician’s  wildest  imagination.  The  mode 
of  practice  has  changed  from  largely  solo  efforts  in 
the  homes  to  teamwork  centered  in  hospitals.  Earli- 
er doctors  usually  moved  to  the  site  of  the  patient, 
whereas  now  patients  generally  are  moved  to  the 
site  of  treatment.  The  dedication  of  the  physician  to 
the  best  possible  care  of  the  patient  has  remained 
unchanged,  however. 

The  TMA  annual  sessions  have  grown  from  gath- 
erings of  pioneer  doctors  to  complex  sessions  of 
scientific  meetings,  business  and  policy  delibera- 
tions, social  functions,  and  sports  events  that  rank 
among  the  best  of  those  at  state  meetings  in  the 
country.  The  Centennial  Session  will  feature  some 
40  out-of-state  guest  speakers  from  all  over  the 
world,  some  50  special  speakers,  and  about  150  TMA 
member  essayists. 

Special  features  of  the  scientific  program  will  in- 
clude five  live  closed-circuit  television  programs,  ten 
informal  round  table  “Curbstone  Consultations”  on 
coordinated  topics  presented  simultaneously,  and 
eight  special  symposia  or  seminars. 

Highlights  of  the  Annual  Session  will  include  the 
unveiling  of  a historical  painting  of  the  first  session 
of  the  Texas  Medical  Association  in  1853;  a special 
concert  by  members  of  the  Dallas  Symphony  Or- 
chestra ; and  addresses  by  Dr.  Charles  L.  Hudson  of 
Cleveland,  Ohio,  President  of  the  American  Medical 
Association,  and  Dr.  Wernher  von  Braun,  director 
of  the  George  C.  Marshall  Space  Flight  Center,  Na- 
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tional  Aeronautics  and  Space  Administra- 
tion, Huntsville,  Ala.  The  session  should  set 
a record  in  attendance.  A complete  prelimi- 
nary program  of  the  100th  Annual  Session 
will  be  found  in  the  back  section  of  this  issue. 

Present  trends  in  the  practice  of  medicine 
indicate  clearly  the  direction  in  which  prac- 
tice will  change  in  many  fields.  The  trend 
toward  centralization,  specialization,  and 
team  organization  will  certainly  continue. 

The  direction  that  scientific  advancement 
will  take,  of  course,  cannot  be  foreseen;  but 
we  can  be  sure  that  the  basic  attitudes  of  the 
doctors  toward  illness  and  pain  will  remain 
unchanged. 

— Herman  C.  Sehested,  M.D.,  Fort  Worth, 
Chairman,  Council  on  Annual  Session. 

[Editor’s  Note:  At  the  100th  Annual  Session  in 
May,  Dr.  Sehested  will  complete  six  years  as  chair- 
man of  the  Council  on  Annual  Session  and  will  re- 
tire as  a member  of  the  Council.  He  was  appointed 
to  membership  in  1957.] 


Hie  Jacet  Rubeola 

That  THESE  WORDS  could  appear  on  a 
symbolic  tombstone  within  the  near  future 
(6  to  12  months)  was  the  most  dramatic 
point  expressed  at  the  Symposium  on  Im- 
munization held  at  the  Communicable  Dis- 
ease Center,  Atlanta,  Ga.,  on  Oct.  17,  1966. 
The  concept  that  measles,  with  all  its  at- 
tendant complications,  could  indeed  be 
placed  to  rest  has  been  stressed  since  that 
time  by  speakers  at  the  annual  meeting  of 
the  American  Public  Health  Association  and 
by  writers,  both  lay  and  medical. 

Is  this  an  important  advance  of  man  over 
one  of  his  many  ancient  enemies?  In  1965 
almost  30,000  cases  of  measles  were  reported 
in  Texas;  in  all  likelihood,  at  least  as  many 
more  were  not  reported  to  local  city  or  county 
health  officers.  Complications  include  bron- 
chial pneumonia,  otitis  media,  and  encepha- 
litis. Occurring  about  once  per  1,000  cases, 
encephalitis  often  results  in  permanent 
brain  damage  and  subsequent  mental  re- 
tardation. An  average  of  one  measles  death 
occurs  in  every  10,000  cases.  Using  these 
figures,  it  can  be  assumed  that  in  1965,  from 
30  to  60  Texas  children  suffered  measles 
encephalitis,  and  from  3 to  6 children  suc- 
cumbed to  measles,  long  blithely  termed  one 


of  the  “usual  childhood  diseases.”  In  1965 
there  were  only  13  cases  of  paralytic  polio- 
myelitis. 

In  order  to  end  transmission  of  the  dis- 
ease, a level  of  general  immunity  from  60 
to  80  percent  should  be  obtained,  with  special 
emphasis  on  more  complete  coverage  of  those 
groups  most  likely  to  spread  the  infection: 
preschool  and  school-age  children,  who  have 
not  had  natural  measles  or  been  immunized 
previously.  An  effective  vaccine  is  available 
in  sufficient  supply,  and  at  a reasonable 
cost,  to  immunize  those  susceptible  to  the 
disease.  Measles  immunizations  should  be  an 
integral  part  of  the  immunization  program 
of  every  physician  and  health  department 
clinic. 

The  House  of  Delegates  of  the  Texas 
Medical  Association,  in  April,  1966,  urged 
the  use  of  measles  vaccine,  with  the  type  and 
method  of  use  left  to  the  option  of  the  in- 
dividual physician  and  county  medical  so- 
cieties. The  Executive  Board  of  TMA,  in 
September,  1966,  pledged  the  cooperation  of 
TMA  in  a statewide  information  and  educa- 
tion program  cosponsored  by  the  Texas  As- 
sociation for  Retarded  Children  and  the 
Texas  Academy  of  General  Practice.  The 
TMA  billboard  campaign  continues  to  be  an 
excellent  means  of  calling  the  public’s  at- 
tention to  this  immunization  measure. 

Can  rubeola  be  placed  in  its  grave  this 
year?  Of  course,  if  the  measles  vaccine  is 
widely  and  properly  used.  Will  Texas  relegate 
this  disease  to  the  near  nonexistent  status  of 
some  of  the  other  dread  communicable  dis- 
eases? Time,  and  the  yearly  statistics  of  the 
Texas  State  Department  of  Health,  will  tell. 

— Sam  A.  Nixon,  M.D.,  Floresville. 


Texans  for  Traffic  Safety 

In  JANUARY,  1967,  the  Texas  Medical  As- 
sociation’s Executive  Board  officially  en- 
dorsed a new  statewide,  nonprofit  educa- 
tional organization,  “Texans  for  Traffic 
Safety.”  An  enlarged  constructive  effort  for 
traffic  safety  was  thus  approved  for  our 
Association,  although  TMA’s  role  in  this  field 
is  by  no  means  a new  one.  In  1961,  the  House 
of  Delegates  stated  many  important  goals 
for  transportation  safety  which  might  be  ef- 
fected through  legislative  action.  In  1967, 
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these  goals  still  await  achievement. 

During  all  the  years  of  development  of  the 
automobile  and  of  fast  transportation,  count- 
less efforts  have  been  made  by  individuals, 
organizations,  and  researchers  to  contribute 
to  the  solution  of  various  traffic  safety  prob- 
lems. The  formation  of  Texans  for  Traffic 
Safety  appears  to  be  a giant  step  toward  the 
progress  of  safety. 

The  organization  has  already  begun  a pub- 
lic education  effort  showing  the  citizens  of 
our  state  the  need  for  improvements.  Texans 
for  Traffic  Safety  has  prepared  a special  kit 
of  instructions  on  how  to  organize  local 
groups.  They  will  help  with  local  program 
planning  and  publicity  releases  for  all  news 
media.  They  have  also  prepared  a slide- 
illustrated  talk  which  has  been  shown  to 
many  organizations  throughout  the  state  and 
is  scheduled  for  presentation  to  many  more 
groups. 

Texans  for  Traffic  Safety  is  not  only  a cen- 
tral source  of  information,  but  seeks  liaison 
with  local  groups  for  constant  exchanges  of 
ideas  and  suggestions.  It  wants  to  be  a stimu- 
lating and  coordinating  force  for  all  organi- 
zations and  individuals  wishing  to  partici- 
pate in  the  fight  against  traffic  accidents. 

While  all  human  endeavor  is  based  on  in- 
dividual human  behavior  and  ability,  our 
complex  society  also  requires  regulatory  le- 
gal action  to  correlate  individual  efforts. 
The  Governor  of  Texas  has  prepared  an  ex- 
tensive legislative  program  of  traffic  safety. 
It  contains  many  medical  aspects  which  must 
be  interesting  for  every  physician.  Several 
bills  have  been  introduced  in  the  Legislature. 
One  bill  would  provide  for  the  State  Depart- 
ment of  Health  to  study  the  medical  aspects 
of  driver  licensing,  enforcement  of  traffic 
safety  laws,  including  differentiation  be- 
tween drivers  who  are  ill  or  intoxicated,  and 
accident  investigation,  including  examination 
for  alcohol  or  drugs  in  the  bodies  of  persons 
killed  in  traffic  accidents.  As  a result  of  such 
studies,  the  Department  would  periodically 
recommend  policies,  standards,  and  proce- 
dures to  the  Department  of  Public  Safety 
relating  to  licensing,  law  enforcement,  and 
accident  investigation. 

Another  bill  calls  for  examination  every 
two  years  of  all  drivers  65  years  of  age  or 
older  by  the  Department  of  Public  Safety, 
at  which  time  the  driver  must  be  found  to  be 
mentally  and  physically  fit  to  operate  a motor 
vehicle  before  renewal  of  his  license. 

Help  from  all  physicians  is  needed  for  the 


study,  enactment,  public  acceptance,  and  en- 
forcement of  these  laws. 

Texans  for  Traffic  Safety  offers  an  un- 
usual opportunity  for  Texas  physicians  to 
exert  their  influence  in  legislation  which 
they  have  always  supported,  and  to  band 
together  with  people  of  all  walks  of  life  in  a 
needed  community  effort.  Your  comments 
will  be  especially  appreciated.  Texans  for 
Traffic  Safety  may  be  written  in  care  of 
Texas  Medical  Association,  1801  North  La- 
mar, Austin  78701. 

—Otto  Lippmann,  M.D.,  Austin,  Chairman, 
Committee  on  Transportation  Safety. 


Insurance  Claim  Forms 
Need  Jet-Age  Styling 

It  HAS  BEEN  said  that  Texas  has  never 
really  joined  the  Union,  and  we  Texans  have 
long  been  known  for  our  individuality,  and 
for  the  attitude  that  nothing  is  impossible 
if  you  really  want  to  do  it. 

Texas  has  pioneered  in  many  matters  re- 
lating to  medicine  and  health  insurance.  The 
Hospitals-Insurance-Physicians  Joint  Advis- 
ory Committee  was  organized  in  1951  with 
members  appointed  from  the  Texas  Medical 
Association,  the  Texas  Hospital  Association, 
and  the  insurance  industry.  A temporary 
committee  in  the  beginning,  it  was  appointed 
to  develop  a standardized  hospitalization  and 
physicians’  insurance  claim  form.  One  of  the 
chief  sources  of  dissatisfaction  between  the 
providers  of  health  services  and  the  insurers 
was  the  great  variety  of  claim  forms  then 
used  by  the  insurance  companies.  The  com- 
mittee was  so  effective  that  it  was  made  a 
permanent  committee  in  1952  in  order  to 
work  out  problems  mutual  to  the  member 
organizations. 

About  the  same  time,  the  Health  Insurance 
Council  was  cooperating  with  committees  of 
the  American  Medical  and  American  Hos- 
pital Associations  on  a national  level.  In- 
vestigative, difficult-to-answer,  and  rarely 
used  questions  were  excluded  from  the  forms 
and,  in  addition,  considerable  effort  was  ex- 
pended to  find  the  simplest  and  clearest 
wording  for  the  remaining  questions.  If  the 
companies  used  only  the  approved  questions 
they  were  authorized  to  place  the  Council’s 
symbol  on  their  forms,  thus  signifying  that 
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such  forms  were  approved  by  the  Council 
and  the  AMA. 

There  is  no  law  that  requires  the  use  of 
the  national  or  the  state  approved  forms, 
but  it  can  be  readily  seen  that  it  is  practical 
and  efficient  to  use  a standard  form  ap- 
proved by  a majority  of  the  persons  involved. 

In  Texas  another  unique  situation  exists. 
When  your  patient  is  admitted  to  a hospital, 
the  admissions  officer  may  call  or  wire  col- 
lect to  the  insurance  carrier  to  verify  the  in- 
surance in  force  and  the  benefits  available. 
This  makes  it  possible  for  the  patient  to  be 
admitted  with  a minimum  of  financial  ar- 
rangements and  discussion.  This  is  not  true 
in  most  states. 

Recommendations  in  regard  to  change  in 
insurance  forms  from  Wichita  Falls  and 
Nueces  and  Harris  Counties  are  healthy 
signs.  Changes  are  needed  from  time  to  time, 
but  these  changes  should  come  by  evolution 
and  not  revolution;  that  is,  by  improving 
existing  situations  rather  than  tearing  down 
the  good  that  has  been  accomplished. 

If  the  change  is  needed  in  Texas,  then  the 
review  should  be  on  a state  level.  If  it  applies 
to  the  entire  nation,  then  the  changes  should 
be  accomplished  through  the  appropriate 
committees  of  the  American  Medical  Asso- 
ciation. 

— E.  A.  Maxwell,  M.D.,  San  Antonio. 


A Centennial  Tiibute 

T/'.' AVI, S'  MEDICINE  this  month  salutes  with 
a series  of  historical  articles  persons  who 
have  made  the  100th  Annual  Session  of  the 
Texas  Medical  Association  possible.  Sched- 
uled for  May  4-7,  1967,  this  100th  anniver- 
sary of  the  Annual  Session  actually  follows 


114  years  after  the  first  meeting;  war  and 
years  of  hardship  prevented  continuity.  But 
how  the  event  has  grown  from  that  small 
gathering  of  35  persons  at  an  Austin  Meth- 
odist church  to  more  than  4,200  persons  an- 
ticipated at  the  Centennial  session  in  Dallas ! 
From  Wednesday  evening,  May  3 through 
Sunday,  May  7,  there  will  be  more  than  107 
meetings  of  scientific  and  business  groups, 
as  many  as  18  at  one  time.  The  Association’s 
membership  is  expected  to  exceed  10,000 
this  year. 

To  commemorate  the  developments  that 
have  occurred  in  medicine  in  Texas  during 
the  period  since  the  first  meeting  of  the  As- 
sociation in  1853,  we  have  sought  the  help 
of  many  Texas  physicians  and  other  individ- 
uals. Dr.  G.  V.  Brindley,  Sr.,  chairman  of 
the  Association’s  Committee  on  Medical  His- 
tory, the  officers  of  the  scientific  sections 
and  related  societies,  the  many  authors  of 
historical  articles,  and  our  consulting  artist 
Ed  Triggs  all  contributed  patiently  to  the 
final  production. 

The  authors’  manuscripts  and  other  ma- 
terials will  be  placed  on  file  in  the  Texas 
Medical  Association’s  Memorial  Library  for 
the  use  of  future  researchers. 

Parke,  Davis  & Company  has  graciously 
granted  us  permission  to  portray  the  growth 
of  medicine  pictorially  with  its  “Great  Mo- 
ments in  Medicine”  paintings  by  artist 
Robert  A.  Thom.  This  series  will  be  culmi- 
nated for  the  Texas  Medical  Association 
when  Mr.  Thom’s  conception  of  the  first 
meeting  of  the  Texas  Medical  Association  is 
revealed  during  the  100th  Annual  Session. 

We  pay  tribute  to  all  those  unsung  heroes 
whose  contributions  have  made  the  Texas 
Medical  Association  and  its  annual  meeting 
what  it  is  in  1967.  We  hope  that  you  will 
enjoy  reminiscing  through  this  issue. 

— The  Editors. 
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(chlordiazepoxideHCI) 


WHEN  ANXIETY 

IS  A SIGNIFICANT 
COMPONENT  OF  THE 

CLINICAL  PROFILE 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  Warn  against 
hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  administering  to  addiction-prone  patients  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug 
and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
child-bearing  age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  |n  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective  amount,  increasing 
gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other  psychotropics  is  not  recommended.  Paradoxical 
reactions  have  been  reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function,  impending 
depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  dosage  ranges.  Syncope 
occurs  rarely.  Also  encountered  are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop  occasionally,  making  periodic 
blood  counts  and  liver-function  tests  advisable  during  protracted  therapy.  Individual  maintenance  dosages  should  be 
determined. 

Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
orq.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50. 

Roche  Laboratories*  Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.J.  07110 


We  salute  the 

TEXAS  MEDICAL  ASSOCIATION 

on  its 

CENTENNIAL  MEETING 


We  are  proud  to  be  the  Administrator 
of  the  T.M.A.  Group  Insurance  Programs. 

DISABILITY  INCOME 
MAJOR  MEDICAL 

• ACCIDENTAL  DEATH 


Charles  0.  Finley  & Company 

1905  N.  Lamar  Blvd. 


Austin,  Texas 
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RUSSELL  F.  BONHAM, 
Houston  anesthesiologist, 
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Houston  ophthalmologist, 
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EN,  Dallas  psychiatrist, 
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Austin  thoracic  surgeon, 
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Antonio  dermatologist, 
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Houston  ophthalmologist, 
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ROBERT  K.  BLAIR, 
Houston  general  practi- 
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or with  his  son,  G.  V. 
BRINDLEY,  JR„  p.  106. 


ALVIN  E.  RODIN,  path- 
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HOWARD  E.  LEBUS, 
Temple  pediatrician,  p. 
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The  Unsung  Heroes 

Far  too  often  the  practicing  physician  and  the  general  public 
fail  to  remember  the  important  role  that  public  health  officers 
play  in  protecting  the  lives  and  health  of  our  fellow  Texans. 

In  Texas  there  are  some  62  full-time  local  health  jurisdictions 
which  cover  some  80  percent  of  the  state's  population.  These 
health  divisions,  in  conjunction  with  the  Texas  State  Depart- 
ment of  Health,  concern  themselves  with  water  purification,  air 
pollution,  the  control  of  communicable  diseases,  the  inspection 
of  food,  restaurants,  and  food  handlers,  rest  home  facilities 
and  many  other  activities  in  similar  areas. 

Any  public  health  program  must  be  a cooperative  enterprise  be- 
tween the  practicing  physician,  the  public  health  team,  and  the 
community. 

I feel  the  lack  of  communication  between  these  three  groups  has 
led  to  friction  and  misunderstanding  to  the  extent  that  our  full 
potential  in  health  protection  has  not  been  reached. 

Each  county  medical  society  should  have  the  local  health  officer 
on  its  public  health  committee,  regardless  of  whether  he  is  a 
physician.  This  would  assure  better  reporting  of  communicable 
diseases,  better  statistics,  and  more  efficient  and  effective 
health  programs. 


Sincerely, 


James  D.  Murphy,  M.D. 
President,  Texas  Medical  Association 
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ASSOCIATION  NEWS 


Action  on  Numerous  Bills  of  Medical  Interest 
Still  Pending  Before  60th  Texas  Legislature 


Of  the  1,142  bills  that  have  been 
introduced  into  the  Texas  Legis- 
lature at  its  60th  session,  approxi- 
mately 80  are  of  interest  to  mem- 
bers of  the  medical  professions. 

Among  bills  pending  action  of 
the  Legislature  are  implementation 
of  Title  XIX  of  the  federal  Public 
Law  89-97,  an  amendment  to  the 
Texas  Medical  Practice  Act,  amend- 
ments to  the  Nurse  Practice  Act, 
legalization  of  abortion  in  certain 
prescribed  cases,  inclusion  of  the 
controversial  drug  LSD  in  the  list 
of  “dangerous  drugs,”  provision  of 
physician  testing  of  newborn  in- 
fants for  hearing  defects,  and  es- 
tablishment of  privileged  commu- 
nications between  a doctor  and  his 
patients.  One  piece  of  medical- 
interest  legislation,  that  providing 
for  The  University  of  Texas  sys- 
tem institutional  name  changes,  has 
been  passed  by  both  houses  of  the 
Legislature  and  signed  into  law  by 
Gov.  John  Connally. 

The  bill  to  implement  the  Title 
XIX  portion  of  the  Medicare  Law  in 
Texas  was  drafted  by  members  of 
a TMA  Special  Committee  to  Study 
Title  XIX,  working  with  the  State 
Department  of  Public  Welfare.  This 
bill  would  create  the  Medical  As- 
sistance Act  of  1967,  providing  as- 
sistance for  needy  individuals. 

As  written,  the  bill  would  allow 
free  choice  of  physician,  support 
the  principle  of  usual  and  custom- 
ary fees,  and  place  no  restraint  on 
the  physician  as  to  how  he  shall 
treat  his  patient.  Although  direct 
billing  of  the  indigent  patient  is 
not  possible  because  both  the  Texas 
Constitution  and  federal  law  for- 
bid it,  this  aspect  of  procedure  may 
be  subject  to  future  negotiation. 

The  bill  on  Title  XIX  has  been 
introduced  into  both  legislative 
houses  and  is  presently  being  con- 
sidered by  the  Senate  Finance  Com- 
mittee and  by  the  House  Public 
Health  Committee. 

The  bill  to  amend  the  Medical 
Practice  Act,  currently  being  con- 


sidered by  the  Senate  State  Affairs 
Committee,  would  do  away  with 
the  requirement  that  no  school  of 
medicine  would  have  a majority  on 
the  Texas  State  Board  of  Medical 
Examiners.  The  present  composition 
of  the  Board  dates  back  to  the 
time  when  more  homeopaths  and 
eclectics  existed  in  the  state.  This 
bill  would  also  give  the  Board  the 
right  to  probate  a sentence. 

The  proposed  amendments  to  the 
Nurse  Practice  Act  would  make 
some  changes  in  the  definition  of 
nursing.  The  bills  are  currently  be- 
ing considered  by  the  Senate  Pub- 
lic Health  Committee  and  by  the 
House  State  Affairs  Committee.  As 
introduced,  these  bills  are  not  ac- 
ceptable to  the  Texas  Medical  As- 
sociation, the  Texas  Hospital  As- 
sociation, the  Texas  Nursing  Home 
Association,  and  Licensed  Vocation- 
al Nurses  Association  of  Texas  be- 
cause they  do  not  give  sufficient 
protection  to  licensed  vocational 
nurses  or  to  technical  assistants. 

The  proposed  “Humane  Abortion 
Act,”  introduced  in  the  Senate  and 
subsequently  referred  to  the  Senate 
Committee  on  Public  Health,  re- 
lates to  permissible  abortions  in 
cases  of  rape  or  incest,  and  for 
therapeutic  reasons.  A therapeutic 
abortion  committee  would  be  set 
up  in  hospitals  and  would  abide  by 
specific  guidelines  in  approving 
abortions.  The  committee  would  be 
composed  of  five  hospital  medical 
staff  members:  a specialist  in  ob- 
stetrics, a specialist  in  obstetrics  or 
pediatrics,  a specialist  in  internal 
medicine,  a specialist  in  psychiatry, 
and  a member  of  the  medical  staff. 

A therapeutic  abortion  committee 
could  not  approve  an  abortion  un- 
less (1)  the  application  is  support- 
ed by  written  consent  of  the  woman 
or  the  written  consent  of  a parent 
or  guardian  of  a minor;  (2)  the 
woman  became  pregnant  at  least 
90  days  after  she  began  residing  in 
Texas,  except  in  the  cases  of  rape 
or  incest;  (3)  the  application  is  sup- 


ported by  the  written  opinion  of  a 
non-computtee-member  physician  if 
the  pregnancy  is  the  result  of  rape 
or  incest  or  by  at  least  two  non- 
committee member  physicians  if  the 
reason  is  for  other  than  rape  or  in- 
cest; (4)  the  pregnancy  is  the  re- 
sult of  rape  or  incest,  abortion  is 
necessary  to  save  the  life  of  the 
pregnant  woman,  or  there  is  a sub- 
stantial risk  that  the  child  would  be 
born  with  grave  physical  or  mental 
defects. 

Texas  Medical  Association  is  on 
record  for  supporting  this  bill. 

Several  bills  concerning  the  drug 
LSD  have  been  introduced.  Three 
House  bills  have  been  referred  to 
the  Criminal  Jurisprudence  Com- 
mittee, and  one  Senate  bill  was  re- 
ferred to  the  Public  Health  Com- 
mittee. These  bills  would  include 
LSD  in  the  list  of  “dangerous 
drugs”  and  subject  LSD  to  the 
stipulated  control  required  of  these 
drugs.  Texas  Medical  Association’s 
Executive  Board  voted  to  support 
such  legislation  at  its  Jan.  22  meet- 
ing in  Austin. 

Representatives  of  TMA  have  ap- 
peared in  opposition  to  the  proposed 
House  bill  providing  that  a physi- 
cian test  newborn  babies  for  hear- 
ing defects.  A full  report  would 
have  to  be  made  to  the  State  De- 
partment of  Health  if  a hearing  de- 
fect was  found.  The  bill  provides 
that  the  physician  be  immune  from 
civil  and  criminal  liability  if  he 
reported  a defect  that  later  was  re- 
vealed nonexistent;  but  otolaryn- 
gologists consider  the  immunity 
clause  to  be  very  weak. 

Dr.  D.  B.  Powell,  Austin  oto- 
laryngologist who  testified  against 
the  hearing  defects  bill,  said  that 
the  methods  of  testing  are  still  in 
the  experimental  stage.  “There  is 
considerable  disagreement  among 
otolaryngologists  as  to  the  value 
of  this  type  of  program.  The  re- 
sults will  have  to  be  evaluated  over 
a period  of  several  years  before 
mass  screening  can  be  recommend- 
ed. Also,  this  type  of  procedure 
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does  not  need  to  be  legislated  but 
rather  through  education  the  phys- 
icians concerned  can  be  apprised 
of  the  needs  and  procedures  in- 
volved.” 

A House  bill  currently  in  the 
Judiciary  Committee  would  make 
privileged  certain  communications 
between  a clergyman  and  a peni- 
tent as  well  as  that  between  a med- 
ical practitioner  and  his  patient. 

Other  bills  in  the  Legislature  call 
for  the  State  Department  of  Health 
to  recommend  policies  relating  to 
medical  aspects  of  driver  licensing, 
traffic  safety,  and  accident  investi- 
gation and  for  the  establishment 
of  a chemical  test  to  determine 
whether  the  driver  of  a motor  ve- 
hicle is  intoxicated. 

A provision  which  has  passed 
both  legislative  houses  and  has 
been  signed  into  law  by  the  gov- 
ernor is  that  providing  for  the 
name  changes  in  several  divisions 
within  The  University  of  Texas 
System.  Of  medical  interest  are  the 
following  name  changes:  The  Main 
University  of  Texas  at  Austin  to 
The  University  of  Texas  at  Austin; 
The  University  of  Texas  South  Tex- 
as Medical  School  to  The  University 
of  Texas  Medical  School  at  San  An- 
tonio; The  University  of  Texas 
School  of  Public  Health  to  The 
University  of  Texas  Institute  of 
Environmental  Health  at  Houston; 
The  Institute  for  Dental  Science 
to  The  University  of  Texas  Dental 
Science  Institute  at  Houston;  and 
The  University  of  Texas  Dental 
School  to  The  University  of  Texas 
Dental  School  at  Houston. 

Name  changes  consisting  of  di- 
vision name  consolidations  include: 
The  University  of  Texas  Medical 
Branch  at  Galveston,  consisting  of 
The  University  of  Texas  School  of 
Medicine  at  Galveston,  The  Uni- 
versity of  Texas  School  of  Nursing 
at  Galveston,  and  The  University 
of  Texas  Medical  Branch  Hospitals 
at  Galveston;  The  University  of 
Texas  Dental  Branch  at  Houston, 
consisting  of  The  University  of 
Texas  Dental  School  at  Houston, 
and  The  University  of  Texas  Den- 
tal Science  Institute  at  Houston; 
and  The  University  of  Texas  at 
Houston,  consisting  of  The  Uni- 
versity of  Texas  Dental  Branch 
at  Houston,  The  University  of  Tex- 
as M.D.  Anderson  Hospital  and  Tu- 
mor Institute  at  Houston,  The  Uni- 
versity of  Texas  Graduate  School 
of  Biomedical  Sciences  at  Houston, 
and  The  University  of  Texas  Insti- 
tute of  Environmental  Health  at 
Houston. 


MEDICAL  SCHOOL  FUTURE 
REMAINS  TO  BE  DECIDED 

The  future  of  The  University  of 
Texas  Medical  School  at  San  An- 
tonio is  still  officially  undecided. 
The  latest  statement  of  the  Board 
of  Regents  of  The  University  of 
Texas,  noted  the  following: 

The  Board  of  Regents  of  The 
University  of  Texas  has  re- 
ceived no  official  communica- 
tion from  Bexar  County  repre- 
sentatives regarding  their  de- 
cision on  financing  the  opera- 
tion of  the  teaching  hospital 
for  The  South  Texas  Medical 
School  in  San  Antonio  in  spite 
of  the  passage  of  the  Feb.  20 
date  heretofore  set. 

The  Board  of  Regents  has 
made  no  final  decision  in  the 
matter.  If,  as,  and  when  Bexar 
County  reaches  a decision  as 
to  whether  and  how  it  will  fi- 
nance the  operation  of  the 
teaching  hospital  necessary  for 
the  medical  school  we  will  un- 
doubtedly be  formally  advised. 

When  the  Board  of  Regents 
makes  a decision  concerning 
the  future  of  the  South  Texas 
Medical  School  it  will  issue  a 
further  statement. 

Since  the  issuing  of  this  state- 
ment, however,  the  Texas  Legisla- 
ture has  passed,  and  Gov.  John 
Connally  has  signed  into  law,  an 
act  empowering  the  Commissioners 
Court  in  counties  with  population 
of  650,000  or  more  to  assess  a great- 
er percentage  of  property  tax  mar- 
ket value.  The  act  makes  this  pro- 
vision for  hospital  districts  con- 
taining facilities  of  a state-sup- 
ported medical  school. 

What  happens  in  regard  to  the 
establishment  of  the  new  medical 
school  will  be  of  interest  to  the 
Texas  Medical  Association  Council 
on  Medical  Education  and  Hospitals 
and  committees  serving  under  this 
Council.  These  groups  have  been 
greatly  interested  in  the  develop- 
ment of  the  San  Antonio  school. 


TEXAS  MEDICINE  INDEX 
AVAILABLE  FOR  1966 


The  index  to  the  1966  volume 
(Vol.  62)  of  Texas  Medicine  is  now 
available  upon  request. 

Requests  for  the  index  should  be 
directed  to  Texas  Medicine,  1801 
N.  Lamar  Blvd.,  Austin  78701. 


PERSONALS 

Dr.  Otto  Lippmann  of  Austin 
has  been  named  to  serve  on  the 
11-man  board  of  trustees  of  Texans 
for  Traffic  Safety.  The  board  con- 
sists of  five  representatives  from 
the  insurance  industry  and  one 
representative  each  from  the  press, 
broadcasting  media,  medicine,  auto 
dealers,  Federated  Women’s  Clubs, 
and  the  ministry. 

Dr.  Vernie  A.  Stemb  ridge, 

Dallas  pathologist,  was  given  the 
Caldwell  Award  at  the  Texas  So- 
ciety of  Pathology  meeting  in 
Austin  in  January.  The  award  is 
named  for  the  late  Dr.  George  T. 
Caldwell  and  is  the  society’s  high- 
est honor. 

Dr.  Jaime  Quintanilla,  Amarillo 
psychiatrist,  has  been  presented 
with  a distinguished  service  award 
by  the  Texas  Association  for  Men- 
tal Health.  He  is  one  of  four  Tex- 
ans to  be  so  honored  in  October, 
1966.  Dr.  Horace  Cromer  of  Aus- 
tin, chairman  of  the  Texas  Board 
of  Mental  Health  and  Mental  Re- 
tardation, made  the  presentation. 

Section  officers  of  the  Southern 
Medical  Association,  elected  at  the 
association  meeting  in  Washing- 
ton, D.  C.,  in  November,  1966,  in- 
clude Dr.  O.  P.  Griffin  of  Fort 
Worth,  chairman,  section  on  proc- 
tology; Dr.  Frederick  R.  Guilford 
of  Houston,  chairman-elect,  section 
on  otolaryngology;  Dr.  F.  Brant- 
ley Scott  of  Houston,  secretary, 
section  on  urology;  Dr.  Stephen  R. 
Lewis  of  Galveston,  secretary,  sec- 
tion on  plastic  and  reconstructive 
surgery;  and  Dr.  Harry  A.  Sau- 
berli  of  Dallas,  chairman,  section 
on  preventive  medicine. 


TMA  LIBRARIAN  ELECTED 

Miss  Pauline  Duffield,  Austin, 
librarian  for  the  Texas  Medical  As- 
sociation Memorial  Library,  has 
been  elected  secretary-treasurer  of 
the  newly-formed  Texas  Council  of 
Health  Science  Libraries. 

Other  officers  are  Dr.  David  A. 
Kronick,  Ph.D.,  San  Antonio,  The 
University  of  Texas  Medical  School 
at  San  Antonio,  president;  and  Dr. 
Willson  J.  Fahlberg,  Houston,  Bay- 
lor University  College  of  Medicine, 
vice-president. 
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Southwest  Clinic  (^Association 


MAIN  OFFICE 
220  Medical  Arts  Bldg. 

Rl  2-2141  — Area  Code  214 


DALLAS,  TEXAS 


NORTH  DALLAS  OFFICE 

5540  Denton  Drive  Cut-Off 
ME  1-3880  — Area  Code  214 


SURGERY  AND  GYNECOLOGY 
Sidney  Galt,  M.  D. 

H.  Earl  Taylor,  M.  D. 

John  W.  Lanius,  M.  D. 

INTERNAL  MEDICINE 
Cullen  L.  Tubb,  M.  D. 

Fronk  O.  Seay,  M.  D. 
Charles  M.  Preston,  M.  D. 


D 


ORTHOPEDIC  SURGERY 
Edward  R.  Richardson,  M. 

GENERAL  MEDICINE 
O.  Jay  Waddell,  M D. 

H.  S.  Woods,  Jr.,  M.D. 
UROLOGY 

Arthur  W.  Shannon,  M.  D. 


Robert  J.  Wright,  ADMINISTRATOR 


RADIOLOGY 

Valerie  A.  Sheehan,  M.  D. 

North  Dallas  Office 

MEDICINE  AND  SURGERY 
Frank  G.  Garfias,  M.  D. 
GENERAL  MEDICINE 

I William  Jones,  M.  D. 

T.  L.  Lauderdale,  M.D 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


i£>outf)ern  Clinic 

Southern  Clinic  Building 

40)  East  Fifth  Street  Texarkana,  Arkansas-Texas 


Surgery 


Walter  C.  Barnes,  Jr.,  M.D.* 
Robert  M.  Bransford,  M.D.* 
Donald  C.  Spencer,  M.D.* 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 


Urology 

Gerald  H.  Teasley, 


M.D.* 


Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sean,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.* 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 

•Diplomate  of  The  American  board  of  his  specialty 

••Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 
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Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D..  F.A.A.P. 

General  and  Thoracic  Surgery : 

B.  A.  Joiner,  M.D.,  F.A.CJ5. 

General  Surgery: 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Ill  East  Harris  Avenue 
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Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 
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W.  L.  Porter.  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 
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J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Administration  : 

W.  V.  Smith,  Administrator 
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TMA'S  100 
ANNUAL  SESSIONS 


JOE  C.  RUDE,  M.D. 

Reflected  in  the  reports  presented  at  the 
Annual  Sessions  of  the  Texas  Medical 
Association  are  two  stories  of  progress. 
The  amazing  changes  in  medical  science 
are  the  results  of  countless  smaller 
steps,  each  of  which  strengthens  scien- 
tific advance.  It  is  no  less  amazing  that 
from  a group  of  35  physicians  has  grown 
an  organization  nearly  10,000  strong. 
The  organization,  like  medical  science, 
was  and  is  nourished  by  the  individual 
contributions  of  its  members.  They  have 
guided  the  Association’s  progress;  step 
by  step,  they  will  lead  it  into  the  future. 

THE  PHYSICIANS  of  the  early  19th  century  fought  for 
survival  economically,  politically,  professionally,  and 
even  physically.  Pioneers  had  arrived  in  the  vast,  iso- 
lated Texas  frontier  from  the  east,  north,  and  south 
of  the  United  States  and  Europe.  They  brought  with 
them  different  ideas  of  how  to  live  and  how  to  stay 
alive.  Some  pioneers  were  educated,  many  were  ig- 
norant, and  most  were  unfamiliar  with  the  problems 
of  the  Texas  area.  None  of  the  immigrants  knew  how 
to  combat  yellow  fever,  malaria,  typhoid,  dengue,  or 
dysentery  endemic  to  this  region. 

The  need  of  early  pioneer  physicians  to  discuss 
health  problems  with  each  other  received  early  recog- 
nition. The  first  attempts  to  establish  standards  were 


made  during  Mexican  rule  in  1795  and  later  in  the 
colony  of  Stephen  F.  Austin:  licensing  physicians  and 
apothecaries,  and  regulating  public  health.  The  Medi- 
cal and  Surgical  Society  of  Houston  was  organized 
in  1838  to  obtain  unity,  educate  its  own  members,  op- 
pose quackery,  and  become  a constructive  force  in 
the  Houston  area. 

During  this  early  period,  preceptorship  with  a phy- 
sician was  a common  means  of  gaining  medical  ex- 
perience and  the  quality  of  the  physician’s  instruction 
was  evaluated  by  medical  schools  which  accepted  his 
students  for  medical  training.  The  value  of  this  per- 
sonal tutoring  by  physicians  is  now  being  recognized 
and  utilized  in  the  form  of  ten-week  elective  preceptor- 
ships  to  which  students  are  now  being  assigned. 

Political  instability  undermined  the  efforts  to  achieve 
a formal  medical  organization  in  Texas.  Once  the 
danger  of  an  epidemic  or  crisis  was  over,  apathy  al- 
ways seemed  to  set  in,  and  the  need  for  sustained  ef- 
fort was  not  fully  appreciated.  Medical  education  did 
begin  with  the  advent  of  the  first  medical  school  in 
Washington  County  in  1856,  but  it  collapsed  under  the 
strain  of  financial  instability  and  disorder  of  Civil 
War.  After  the  Civil  War,  the  Galveston  Medical  College 
was  organized  under  the  auspices  of  Soule  University. 
It  was  later  taken  over  by  The  University  of  Texas.  Dr. 
Greensville  Dowell  was  elected  to  the  chair  of  surgery 
and  he  established  and  published  the  Galveston  Medi- 
cal Journal,  which  appeared  irregularly,  and  under 
three  different  names,  from  1866  until  1881. 

The  first  meeting  of  the  Texas  Medical  Association 
in  1853,  at  the  Methodist  Church  in  Austin,  was  for 
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1961,  PARKE,  DAVIS  & COMPANY 


FOUNDING  OF  THE 
AMERICAN 
MEDICAL 
ASSOCIATION. 

Dr.  Jonathan  Knight 
of  Connecticut, 
temporary  chairman; 
Dr.  Nathaniel 
Chapman  of 
Pennsylvania,  first 
President;  and  250 
present  delegates 
officially  organized  the 
American  Medical 
Association  on  May  7, 
1847 , in  the  hall  of 
The  Academy  of 
Natural  Sciences  of 
Philadelphia,  Pa. 


the  purpose  of  organization  and  had  no  planned  scien- 
tific program.  Thirty-five  physicians  attended  this 
meeting;  considering  distances  and  difficulty  of  travel, 
35  was  a remarkable  number  of  physicians  for  such 
a gathering  in  a pioneer  land — only  80  doctors  had 
attended  the  1847  organizational  meeting  of  the  AMA 
in  New  York  City.  Nevertheless,  the  first  steps  lacked 
strength,  and  the  infant  organization  ceased  to  func- 
tion until  after  the  Civil  War.  From  1867  to  1871 
cases  were  discussed,  but  it  was  not  until  the  1871 
meeting  that  formal  papers  were  presented.  The  re- 
curring epidemics  of  yellow  fever  and  typhoid  during 
the  1860’s  and  1870’s  in  an  area  which  had  not  yet 
recovered  from  the  ravages  of  conflict  strengthened 
the  determination  of  physicians  to  unite  and  seek 
solutions  to  the  many  health  problems.  Topics  of  the 
medical  papers  presented  during  the  next  30  years 
indicate  many  pressing  problems;  typhoid  fever,  yel- 
low fever,  hydrophobia,  tetanus,  diphtheria,  smallpox, 
snake  bite,  meningitis,  congenital  syphilis,  and  the 
usual  childhood  diseases.  General  use  of  the  micro- 
scope in  Texas  enabled  physicians  to  take  advantage 
of  scientific  advances  such  as  the  discovery  of  strepto- 
coccus, staphylococcus,  and  pneumococcus  by  Pas- 
teur in  1880;  Koch’s  discovery  of  the  tubercle  bacil- 
lus in  1882;  and  discovery  of  typhoid  bacillus  by 


Eberth  in  1880.  The  routine  use  of  the  microscope 
in  the  study  of  blood  and  urine  elements  enabled 
both  surgeons  and  medical  men  to  proceed  with  better 
comprehension. 

Surgery  was  able  to  make  giant  strides  because  of 
the  principles  of  asepsis  and  antisepsis  laid  down  by 
Lister  in  1867.  Ancillary  support  came  with  develop- 
ment of  anesthesia  such  as  ether,  chloroform,  nitrous 
oxide,  and  cocaine  and  its  derivatives.  Surgeons  pro- 
duced more  than  twice  as  many  scientific  papers  as 
any  other  TMA  group.  Their  papers  covered  a multitude 
of  subjects  such  as  strictures  of  the  urethra,  bladder 
stones,  imperforate  anus,  ovarian  tumors,  abdominal 
hernias,  fractures,  amputations,  gunshot  wounds, 
vaginal  fistulae,  appendicitis,  gallstones,  tumors  of 
the  gastrointestinal  and  urogenital  tracts,  and,  in  con- 
nection with  railroads,  industrial  accidents.  The  de- 
velopment of  blood  chemistry  determinations  was  an 
additional  help. 

PUBLIC  HEALTH:  In  public  health,  attention  was  paid 
to  good  sanitation,  personal  hygiene,  elimination  of 
stagnant  water,  and  rigid  quarantine  to  prevent  the 
spread  of  contagious  diseases  such  as  yellow  fever. 
The  relationship  of  weather  conditions  to  disease  was 
observed.  After  Carlos  Finlay  identified  the  mosquito 
as  the  probable  carrier  of  yellow  fever  (1881)  a study 
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was  made  of  different  types  of  mosquitoes;  however, 
20  years  passed  before  Walter  Reed  and  his  group 
finally  proved  the  theory.  The  medicinals  then  avail- 
able to  treat  yellow  fever  in  general  practice  were 
calomel,  quinine,  Dover’s  powders,  and  brandy.  Be- 
cause of  their  large  water  requirement,  eucalyptus 
trees  were  planted  to  dry  up  swampy  or  low  areas. 

The  introduction  of  toxicology  in  connection  with 
poisons  of  all  sorts  became  a primary  concern  of  the 
state  health  department.  Microscopic  study  was  used 
in  the  detection  of  hookworm  and  other  parasites  that 
might  infest  swine  or  beef  cattle.  Native  plants  that 
might  be  of  medicinal  value  were  studied  by  the  drug 
and  toxicology  section  of  the  health  department. 

Scientific  papers  presented  at  TMA  meetings  were 
shortened  to  20  minutes  in  1874;  this  improved  the 
quality  and  content  of  the  presentations,  and  increased 
the  attendance.  In  1881,  Parke,  Davis  & Company  had 
the  first  technical  or  commercial  exhibit  at  the  TMA 
meeting.  These  exhibits  were  destined  to  become  an 
integral  part  of  each  annual  session.  Original  practical 
research  reported  in  1884  involved  use  of  the  tendons 
of  the  mule-eared  rabbit  for  suture  material  with  ef- 
fective results.  Successful  periosteal  bone  grafting 
was  reported  for  the  first  time  in  Texas  during  this 
year. 

In  the  period  of  1900  to  1932,  Walter  Reed  and  his 
associates  reported  the  transmission  of  yellow  fever 
by  the  mosquito,  confirming  the  views  expressed  by 
Dr.  Carlos  Finlay  in  1881.  At  the  1901  annual  session 
there  was  an  extensive  discussion  of  the  Galveston 
storm  of  1900,  detailing  the  cases  of  typhoid,  malaria, 
and  dysentery  occurring  after  the  storm.  The  medical 
and  sociological  effects  of  this  catastrophe  were  eval- 
uated. The  introduction  and  use  of  normal  saline 
which  was  given  subcutaneously  and  intravenously 
with  the  hypodermic  needle  was  a new  and  positive 
approach  to  fluid  balance  and  replacement.  This  re- 
versed the  previous  medical  practice  of  bleeding.  A 
report  on  hookworm  and  intestinal  parasites  with  the 
use  of  thymol  as  a method  of  their  elimination  was  an 
important  advance. 

The  lusty  young  science  of  medical  radiology  chose 
the  dawn  of  a new  century  to  make  its  appearance  in 


Texas.  Dr.  J.  M.  Martin,  Hillsboro,  purchased  the  first 
x-ray  machine  in  1902.  Four  years  later,  he  moved  to 
Dallas,  but  before  the  move  he  showed  his  new  ma- 
chine to  another  physician,  Dr.  George  D.  Bond,  who 
also  was  fascinated  by  the  new  branch  of  medicine. 
Shortly  afterward,  Dr.  Bond  settled  in  Fort  Worth; 
these  two  men  gave  radiology  its  start  in  the  south- 
west. Dr.  Martin’s  son,  Dr.  Charles  Martin,  was  the 
first  to  use  radioisotopes  in  the  treatment  of  malig- 
nancies. 

REORGANIZATION:  The  year  1903  marked  the  reor- 
ganization of  the  State  Medical  Association  of  Texas, 
with  the  most  significant  change  being  a mandatory 
relationship  of  county  societies  to  the  state  associa- 
tion, and  of  the  state  group  to  the  AMA.  The  introduc- 
tion of  the  automobile  about  this  time  was  to  have 
significant  effects  on  physicians  and  patients  alike. 

At  the  1905  annual  session,  the  Texas  State  Journal 
of  Medicine  was  established  as  the  official  publication 
of  a growing  State  Medical  Association  of  Texas. 
Articles  in  the  first  issue  included  “First  Aid  to  the 
Insane,’’  “Intestinal  Anastomosis  by  Intra-intestinal 
Ligature  and  Rapid  Suture  Forceps,”  and  “The  Value 
of  Leucocyte  Count  in  Appendicitis.” 

At  the  1907  meeting  of  the  Association,  an  unusual 
presentation  dealt  with  the  unsatisfactory  state  of 
medical  testimony  as  a factor  in  criminal  cases.  Dr. 
John  S.  Turner  reviewed  a notorious  1900  trial  in 
which  Albert  T.  Patrick  was  accused  of  murdering 
Houston  multimillionaire  William  M.  Rice.  (Rice’s 
estate  subsequently  was  used  to  found  Rice  Institute.) 
Opposing  medical  testimony  centered  on  whether 
pulmonary  edema  found  at  autopsy  was  the  result  of 
chloroform  purportedly  administered  in  fatal  amount, 
or  of  embalming  fluid.  In  1909,  of  public  interest  was 
a paper  on  skin  diseases  prevalent  in  Texas.  During 
this  session,  ten  cases  of  epidemic  meningitis  treated 
with  Flexner’s  anti-meningitis  serum  were  reported; 
another  contribution,  by  Dr.  Charles  H.  Mayo  of  the 
Mayo  Clinic,  dealt  with  surgery  for  the  control  of 
hyperthyroidism. 

In  1910,  Dr.  B.  F.  Stout  of  San  Antonio  went  to 
Berlin,  and  from  Wassermann’s  associates  he  learned 
of  the  Wassermann  test  and  the  administration  of 
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salvarsan  “606”  in  the  treatment  of  syphilis.  By  the 
end  of  the  year,  physicians  in  five  Texas  cities  were 
using  the  technique.  Pasteurization  of  milk  as  a means 
of  preventing  tuberculosis  also  gained  attention  during 
this  time,  as  did  other  public  health  problems.  Interest 
in  pellagra  eventually  led  to  the  study  of  nutrition  and 
efforts  to  improve  the  dietary  habits  of  people  not 
only  in  Texas  but  in  the  entire  nation. 

The  upheaval  of  World  War  I brought  consideration 
of  military  subjects  and  gave  impetus  to  the  develop- 
ment of  radiology.  Many  lessons  in  surgery  and  the 
management  of  wounds  under  wartime  conditions  were 
learned  the  hard  way,  but  knowledge  of  proper  surgi- 
cal management  did  advance. 

In  1915  the  Texas  Surgical  Society  was  organized 
with  21  charter  members.  The  organizational  meeting 
of  the  Texas  Roentgen  Ray  Association  had  been  in 
1914.  Mention  should  be  made  of  the  formation  of 
the  Woman’s  Auxiliary  in  1917,  with  Mrs.  E.  H.  Cary 
as  its  first  president.  Many  valuable  contributions  have 
been  made  by  this  group. 

In  the  1920  to  1930  decade  came  discussions  on 
health  insurance,  group  practice,  specialization  versus 
general  practice,  public  education,  preventive  medicine, 
and  postgraduate  medical  education.  Alcohol  and  pro- 
hibition were  issues  in  the  late  1920s,  and  the  stock- 
market  crash  of  1929  which  depressed  the  activities  of 
the  population  as  a whole  also  affected  the  medical 
profession. 

The  era  of  1930  to  1940  saw  considerable  interest 
in  focal  infection.  Radio  as  well  as  newspapers  were 
utilized  for  public  health  education.  A beginning  of 
cooperation  between  ministers  and  physicians  in  the 
1930’s  has  steadily  widened  its  scope  of  application 
to  the  time  of  our  present  centennial.  During  this 
time,  Mrs.  S.  C.  Red’s  book,  "The  Medicine  Man  in 
Texas,”  was  published,  preserving  much  of  the  history 
of  pioneer  men  individually.  The  Texas  Society  of 
Pathologists  gave  its  first  award  for  research  in  1935 
to  Dr.  R.  M.  Moore,  Galveston,  for  “Investigation  of 
Chemical  Changes  Which  May  Excite  Pain,  With  a Note 
on  Distribution  of  Pain  Fibers  to  Visceral  Organs,” 
and  to  Dr.  Hardy  A.  Kemp  of  Dallas  for  his  work  on 
"Relapsing  Fever  in  Texas.”  Early  in  this  decade,  the 


Texas  Medical  Association  offered  its  members  a 
package  library  service,  enabling  them  to  obtain  in- 
formation on  various  medical  subjects. 

RAPID  ADVANCES:  The  advent  of  sulfanilamide  therapy 
marked  the  beginning  of  research  and  development 
in  chemotherapeutic  drugs.  Antipneumococcic  serum 
heralded  another  advance  in  a research  field  which 
began  with  Jenner’s  smallpox  vaccination  in  1796. 

The  vast  accumulation  of  medical  knowledge  made 
it  a military  necessity  in  World  War  II  to  establish 
specialty  hospitals.  Large  medical  installations  in 
Texas  received  patients  from  all  theaters  of  activity, 
increasing  our  knowledge  of  disease  from  foregin 
lands. 

These  experiences  had  an  impact  on  the  type  of 
papers  presented  to  the  annual  sessions  of  the  TMA 
both  during  and  after  the  war;  topics  included  plasma 
protein  in  hematogenic  shock,  eye  and  ear  problems 
in  combat  aviation,  and  changing  methods  in  the  prac- 
tice of  medicine.  An  accelerated  program  to  graduate 
medical  students  in  three  years  was  inaugurated  by 
the  medical  schools  of  the  state.  In  1943,  Baylor  Uni- 
versity College  of  Medicine  moved  from  Dallas  to 
Houston;  in  the  same  year,  The  University  of  Texas 
Southwestern  Medical  School  was  organized.  During 
this  period  the  M.D.  Anderson  Hospital  with  humble 
beginnings  embarked  upon  a course  of  cancer  treat- 
ment and  research  that  was  to  make  of  it  one  of  the 
finest  institutions  in  the  world. 

In  immunology,  Dr.  Jonas  Salk  developed  an  effec- 
tive vaccine  for  poliomyelitis;  recently,  the  Sabin  oral 
vaccine  which  was  even  more  effective  and  less  haz- 
ardous was  introduced. 

In  1947,  the  Association  began  legislative  efforts 
which  culminated  in  the  1949  passage  of  the  Minimum 
Standards  Act,  which  established  the  Board  of  Exam- 
iners in  the  Basic  Sciences. 

Although  isotopes  for  both  diagnosis  and  treat- 
ment had  been  used  earlier,  it  was  not  until  the  late 
1940’s  and  1950’s  that  they  came  into  widespread 
use  in  Texas.  This  modality  has  expanded  in  scope 
and  versatility  in  many  fields  such  as  hyperthyroidism; 
thyroid  cancer;  identification  of  pericardial  effusions; 
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identification  of  lesions  in  kidney,  liver,  brain,  and 
thyroid  by  scanning;  and  others. 

THE  CENTENNIAL  DRAWS  NEAR:  The  closer  one 
comes  to  this  centennial  celebration  of  the  annual  ses- 
sion, the  more  numerous  and  diverse  are  the  accom- 
plishments to  be  reviewed;  this  makes  one  unsure  of 
one’s  ability  to  recognize  the  true  significance  of  each 
contribution  or  movement.  One  has  only  to  look  at 
the  list  of  TMA  sections  and  related  specialty  groups, 
all  of  which  have  dynamic  programs,  to  realize  the 
enormity  of  the  task  handed  to  the  writer. 

The  sections  are  general  practice,  internal  medicine, 
obstetrics  and  gynecology,  ophthalmology,  otolaryn- 
gology, radiology,  pathology,  public  health,  pediatrics, 
digestive  diseases,  surgery,  and  nervous  and  mental 
diseases.  Other  groups  with  interests  ranging  from 
athletics  to  nuclear  medicine  also  meet  during  the 
Texas  Medical  Association’s  Annual  Session.  Luncheon 
meetings  of  these  groups  have  become  popular  and 
appear  to  be  one  of  the  features  that  will  be  of  lasting 
value,  for  they  bring  together  those  who  have  common 
interests. 

Likewise,  in  recent  years  Curbstone  Consultations, 
at  which  specialists  in  different  fields  hold  round-table 
discussions  and  advise  on  the  best  management  and 
treatment  of  any  case  brought  in  to  them,  have  been 
a valuable  innovation.  A complete  history  and  physical 
work-up  including  x-ray,  electrocardiograms,  and  perti- 
nent laboratory  data  are  furnished  to  the  consultant 
for  his  evaluation.  This  program  has  been  going  only  a 
few  years,  but  it  seems  to  have  great  promise  for  the 
future. 

From  a small  beginning  and  through  trial  and  error, 
the  Texas  Medical  Association  became  an  organiza- 
tion. Its  tribulations  have  been  many,  but  the  Associa- 
tion has  progressed  year  after  year,  thanks  to  its 
determined  membership.  At  first,  the  struggle  was 
against  apathy,  superstition,  and  ignorance  among 
the  early  pioneers  who  came  from  diverse  backgrounds 
and  ethnic  groups.  Then  came  a period  of  rapid  growth 
of  the  state  which  called  for  reorganization. 

After  the  turn  of  the  century,  economic  conditions 
improved,  and  even  with  the  disruption  of  orderly 
progress  by  World  War  I,  medical  education  pro- 


gressed; diagnostic  and  therapeutic  radiology  put  in 
their  appearance;  immunology  continued  to  advance 
and  expand;  chemotherapy  is  assuming  an  ever  ex- 
panding role;  isotopes  have  widened  our  horizons 
both  diagnostically  and  therapeutically;  and  the  bur- 
geoning field  of  antibiotics  seems  to  be  an  ever  ex- 
panding one.  All  of  these  modalities  have  added  to  our 
capability  of  improving  the  health  of  our  people. 

Even  with  the  hardships  of  depression  after  the 
crash  of  1929,  medical  progress,  although  painfully 
slow,  did  continue  through  research  programs  in  medi- 
cal schools  and  military  installations.  World  War  II 
disrupted  progress  in  some  medical  fields  and  speed- 
ed up  progress  in  others.  Significant  research  is  being 
carried  out  in  all  of  our  medical  schools  including  the 
aerospace  medical  facilities  at  both  San  Antonio  and 
Houston.  Some  good  basic  research  is  being  done  in 
our  University  in  nutrition  and  related  medical  fields. 
The  fine  research  in  burns  and  their  treatment,  being 
carried  out  at  Brooke  Army  Medical  Center  and  The 
University  of  Texas  Medical  Branch,  merits  special 
comment. 

Cardiovascular  research  at  the  Texas  Medical  Center 
in  Houston  has  received  worldwide  recognition.  It 
must  be  a source  of  embarrassment  to  the  editors  of 
Lancet  who  once  wrote,  “What  good,  professionally 
that  is,  can  come  out  of  Texas,”  to  have  the  former 
King  Edward  of  Great  Britain  come  to  Houston  for  his 
vascular  surgery.  Our  M.D.  Anderson  Hospital  and 
Tumor  Institute,  in  connecton  with  The  University  of 
Texas  Graduate  School  of  Biomedical  Sciences,  has 
exceeded  anything  our  founding  fathers  might  have 
dreamed  of.  In  closing,  the  TMA  should  salute  South- 
western Medical  School  whose  graduates  achieved 
the  highest  scholastic  rating  in  the  National  Board 
examinations  of  1966. 

Competent  leadership  by  members  of  the  TMA  gives 
hope  for  the  future.  The  leaders  of  today  have  kept 
faith  with  the  past  by  making  their  hopes  and  dreams 
a reality.  Many  problems  face  us  in  the  future,  but 
with  the  satisfying  accomplishments  in  the  past,  the 
future  may  be  faced  with  hard  work  and  confidence. 

Dr.  Rude,  Brackenridge  Hospital,  Austin  78701. 
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MEDICINE 
IN  THE  CIVIL  WAR 


R.  MAURICE  HOOD,  M.D. 

Koch  and  Pasteur  were  still  in  their  labora- 
tories; Lister’s  precepts  were  not  yet  estab- 
lished; Semmelweis  scrubbed,  and  his  col- 
leagues smiled;  even  aspirin  was  a thing  of 
the  future.  The  year  was  1861,  and  Americans 
battled  each  other  in  a war  which  cost  more 
lives  than  any  other  war  in  this  nation’s  history. 
If  wounds  were  not  fatal,  subsequent  infection 
usually  was,  but  more  dreadful  than  battle 
casualties  was  the  toll  of  disease. 

THE  CIVIL  WAR  left  almost  no  area  or  person  un- 
touched as  its  awful  crescendo  rolled  across  the 
nation.  Texas,  only  25  years  freed  of  Mexican  rule 
and  15  years  a state,  became  deeply  involved;  its 
men  played  vital  roles  in  the  conflict.  Because  of  its 
geographical  location,  the  countryside  was  not  ravaged 
by  actual  conflict  and  emerged  physically  intact.  Its 
people,  however,  were  impoverished  by  a heavy  contri- 
bution of  their  means.  Commerce  and  farming  were 
disabled  by  absence  and  loss  of  so  many  Texas  men. 
The  harsh  reconstruction  period  further  disrupted 
normal  progress  and  activities.  The  struggle  and  de- 
feat left  the  people  disheartened  and  embittered;  re- 
covery was  slow  and  unenthusiastic. 

Texas  physicians  were  neither  numerous  nor  well- 
organized  in  1861.  Attempts  at  formal  incorporation  in 
1853  had  proved  short-lived.  Because  of  difficulties  in 
travel  and  communication,  possibly  disinterest,  and 
the  disruptive  influence  of  the  coming  Civil  War,  the 
infant  organization  disintegrated. 

Texas  physicians  entered  both  the  Confederate 
medical  services  and  the  Confederate  armies  as  com- 
batants, and  served  their  state  with  distinction  in 
both  capacities. 

STATUS  OF  MEDICINE  AND  SURGERY  DURING  THE 
CIVIL  WAR:  The  Civil  War  stands  unchallenged  by  any 
other  war  in  American  history  for  the  number  of 
soldiers  who  were  killed,  wounded,  or  died  of  disease. 
Of  the  3 million  men  in  the  Union  and  Confederate 


armies,  more  than  600,000  were  lost.  Some  94,000 
Confederate  soldiers  were  killed  in  battle,  but  164,000 
others  died  of  disease  during  the  long  four  years.1 

The  medical  care  of  the  injured  or  ill  soldier  was 
a tragedy  in  itself.  The  medical  departments  of  the 
Confederate  armies  were  slow  in  organizing,  under- 
manned, ill-equipped,  and  forced  to  work  under  cir- 
cumstances that  were  extremely  adverse. 

It  is  ironic  that  from  the  standpoint  of  medical 
knowledge,  this  conflict  could  not  have  occurred  at 
a worse  time  in  history.  Of  all  the  great  advances  of 
the  19th  century,  only  anesthesia  was  available  at 
this  time.  Koch  and  Pasteur  were  still  in  their  labora- 
tories. Lister’s  precepts  were  not  yet  established.  Sem- 
melweis was  pleading  with  a disinterested  medical 
world.  Asepsis  was  almost  half  a century  away.  The 
infectious  agents  of  disease  were  unknown.  Medical 
and  surgical  practice  actually  had  advanced  little  since 
revolutionary  days. 

BATTLEFIELD  SURGERY:  In  order  to  appreciate,  even 
partially,  the  almost  unbelievable  situation  in  which 
the  Civil  War  surgeon  found  himself,  we  need  but 
consider  how  surgery  was  practiced  in  1861-1865  in 
the  battle  areas.  Many  of  the  largest  battles  were 
fought  far  from  metropolitan  areas;  therefore,  local 
medical  facilities  were  completely  impoverished.  Trans- 
portation, slow  and  cumbersome,  was  traumatic  to 
the  patient.  Often  the  number  of  casualties  was  so 
overwhelming  that  the  few  available  surgeons  could 
not  begin  to  cope  with  the  injuries  even  on  a cursory 
basis.  For  example,  at  Shiloh,  a Confederate  army  of 
44,699  sustained  a casualty  list  of  injured  numbering 
8,012.2  No  hospital  facilities  were  within  100  miles. 
The  actual  number  of  doctors  on  hand  is  unknown, 
but  if  all  units  had  a full  complement,  which  is  un- 
likely, no  more  than  100  surgeons  were  on  the  field. 

The  introduction  of  the  rifled  ball  to  military  ord- 
nance resulted  in  wounds  with  extensive  soft-tissue 
damage  and  comminution  of  bones.  Amputation  was 
the  standard  treatment  for  almost  any  open  fracture 
of  an  extremity;  mortality  was  50  percent  in  primary 
amputation,  and  men  having  secondary  amputation 
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had  less  than  a 30  percent  chance  of  survival.3 
Chloroform,  the  only  anesthetic  agent  available,  prob- 
ably contributed  its  share  to  complications.  Late  in 
the  war  and  following  many  engagements,  supplies 
of  chloroform  were  expended  or  unavailable,  necessi- 
tating major  surgery  without  anesthesia.  This  situation 
prevailed  particularly  in  the  battles  around  Atlanta. 

Surgical  instruments  and  supplies  were  never  plen- 
tiful, and  frequent  improvisation  was  required.  No 
antisepsis  was  practiced,  and  “laudable  pus”  was 
expected.  Larval  therapy  was  widely  practiced.  As 
one  would  surmise,  penetrating  wounds  of  the  ab- 
domen and  chest  were  usually  mortal,  and  under 
existing  circumstances,  surgical  infections  claimed 
more  lives  than  the  wounds  themselves.  Transfusion 
and  parenteral  fluid  therapy  were  not  available  at 
this  date. 

MEDICAL  PROBLEMS:  More  tragic  than  the  horrible 
toll  of  battle  casualties  was  the  ravage  of  disease.  All 
the  factors  that  predispose  troops  from  rural  areas  to 
illness — ignorance  of  basic  health  rules,  neglect  of 
camp  hygiene,  filth,  parasites,  exposure,  inadequate 
clothing  and  shoes,  poor  and  insufficient  food,  im- 
pure water — found  harbor  with  the  Confederate  army. 
Disease  influenced  the  outcome  of  battles  more  than 
most  armchair  generals  would  care  to  admit. 

A brief  survey  of  some  of  the  diseases  and  their 
treatments  and  the  toll  of  dead  is  clear  evidence  of 
the  inadequacy  of  medical  knowledge  at  this  period. 

Jones4  recorded  226,828  cases  of  dysentery  out 
of  848,555  illnesses  reported  east  of  the  Mississippi 
in  the  first  two  years  of  the  war.  During  this  period, 
50  percent  of  all  deaths  not  due  to  trauma  were  from 
this  malady.  Treatments  for  diarrhea  were  varied,  non- 
specific, and  in  many  instances  harmful.  A partial  list 
of  remedies  included  silver  nitrate  applied  to  the 
rectum,  “blue  mass,”  varied  astringent  pills,  calomel, 
strychnine,  acetate  of  lead,  and  a number  of  herbs 
and  barks  including  blackberry,  chinquapin,  dogwood, 
crane’s-bill,  sweet  gum,  marsh  rosemary,  pomegran- 
ate, knotgrass,  and  black  oak.  A group  of  physicians 
popularized  cauterization  of  the  lower  six  inches  of 
rectal  mucosa.3  Measles  was  epidemic  in  all  armies — 
24,000  cases  were  estimated  to  have  occurred.3 

Malaria  probably  ranked  second  to  diarrhea  in  pro- 
ducing disability.  Not  infrequently,  entire  army  de- 
partments were  completely  incapacitated.  For  example, 
in  the  Department  of  South  Carolina,  Georgia,  and 
Florida  with  a mean  strength  of  25,723  men,  41,000 
cases  were  reported  between  July,  1862,  and  July, 
1863.  In  other  areas  as  many  as  80  percent  of  per- 
sonnel were  afflicted  at  a time.  Quinine  was  in  vogue 
but  in  short  supply.3 


Jones4  estimated  that  20  percent  of  all  deaths  due 
to  sickness  were  related  to  typhoid  fever  and  typhus. 
Epidemics  were  frequent.  During  the  winter  of  1863- 
1864,  2,513  cases  were  reported;  1,020  were  fatal.3 

Minor  epidemics  of  smallpox  were  frequent.  The 
total  number  of  cases  was  below  1,000,  but  the  mor- 
tality was  high. 

Many  deaths  in  the  post-injury  period  were  due  to 
pneumonia  and  its  complications,  and  more  than 
21,000  uninjured  soldiers  died  with  it.  Treatments  in- 
cluded antimony,  bleeding,  whisky,  opium,  and  various 
poultices  such  as  mustard  and  turpentine.  None  was 
beneficial  and  most  were  detrimental.3 

The  plight  of  prisoners  at  Andersonville  Prison  in 
Georgia  is  legendary,  but  little-known  was  the  fact 
that  2,808  men  acquired  tuberculosis  and  90  of  them 
died.3  At  Andersonville  9,501  inmates  also  fell  victim 
to  scurvy.3 

INFLUENCE  OF  THE  WAR  ON  MEDICAL  KNOWLEDGE: 

The  Civil  War  was  unique  in  American  wars  in  its 
influence  upon  the  knowledge  and  practice  of  medi- 
cine: it  had  none.  Medical  advance  has  been  spurred 
by  other  wars;  of  necessity,  much  new  information, 
new  concepts,  and  improvements  in  surgical  tech- 
nique have  resulted.  But  in  the  war  between  the 
states,  there  was  an  almost  total  absence  of  any 
significant  medical  discovery  or  addition  to  existing 
knowledge.  Medical  writings  during  this  period  were 
not  voluminous  and  are,  as  a whole,  most  unre- 
markable. 

Perhaps  in  judgment  a century  later  we  are  too 
harsh,  but  one  of  the  concepts  which  can  be  looked 
upon  with  favor  was  the  development  of  the  mobile 
hospital  which  could  be  set  up  near  the  sites  of  con- 
flict and  which  as  an  entire  unit  could  be  moved  to 
new  positions  during  rapid  advance  or  retreat.  Dr. 
S.  H.  Stout  of  the  Department  of  Tennessee  originated 
this  concept,  and  it  reached  its  maturity  as  the  army, 
under  Gen.  Joseph  Johnston  and  later  John  B.  Hood, 
fought  desperate  battles  as  they  retreated  from  Ten- 
nessee across  Georgia  to  Atlanta.3  This  concept  was 
a unique  one  in  the  care  of  casualties,  but  nearly  75 
years  elapsed  before  the  idea  matured  to  the  mobile 
surgical  unit  of  World  War  II.  It  was  possible,  in  Dr. 
Stout's  organization,  for  most  of  the  injured  to  be 
cared  for  within  the  day  of  injury.  This  is  in  sharp 
contrast  to  the  battle  of  the  First  Manassas,  where 
three  days  elapsed  before  all  of  the  injured  were  re- 
moved from  the  battlefield,  less  than  20  miles  from 
Washington.  At  Shiloh,  it  was  over  a week  before  all 
of  the  injured  were  placed  in  a medical  facility. 

Introduction  of  nursing  care  of  battle-injured  soldiers 
by  such  women  as  Clara  Barton  and  Kate  Cummings 
was  to  significantly  change  the  nursing  profession  and 
to  influence  care  of  injured  soldiers. 
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TEXAS  DOCTORS  IN  THE  CIVIL  WAR:  Fewer  doctors 
were  present  in  the  young  state  at  this  period  than 
in  the  more  populous  eastern  states.  Of  the  approxi- 
mately 3,000  medical  officers  in  the  Confederate 
armies,  only  46  were  from  Texas.  As  far  as  is  known 
none  attained  outstanding  recognition.0  8 However,  an 
additional  11  Texas  physicians  joined  the  Confederate 
armies,  not  as  physicians  but  as  soldiers.0-8  This  phe- 
nomenon was  similarly  present  in  the  Union  armies. 
The  reasons  for  doctors  abandoning  their  profession 
to  become  combatants  was  recently  examined  by 
Steiner.9  However,  it  is  difficult  to  examine  individual 
human  motives  statistically.  For  reasons  we  can  only 
surmise,  these  men  probably  contributed  more  to  the 
Southern  cause  than  their  contemporaries  who  re- 
mained in  their  profession.  Most  outstanding  among 
these  was  Gen.  Jerome  B.  Robertson  who  joined  the 
McLennan  County  Regiment  of  the  Texas  contingent, 
later  to  become  the  famed  Texas  Brigade  of  the  Army 
of  Northern  Virginia.  Robertson  became  its  command- 
ing officer  and  served  in  this  capacity  longer  than  any 
other  general.  He  was  thrice  wounded  in  combat  and 
led  the  brigade  into  battles  at  Fredericksburg,  Chicka- 
mauga,  and  Gettysburg  during  which  the  Texas  Bri- 
gade wrote  its  name  indelibly  in  the  annals  of  history 
and  today  retains  the  reputation  of  being  one  of  the 
most  effective  infantry  units  in  Anglo-Saxon  history.5 

Brig.  Gen.  R.  M.  Gano  is  another  physician  who 
sought  a combatant  rather  than  a medical  role.  Gen. 
Gano  was  graduated  from  medical  school  in  1850  and 
practiced  in  Bourbon  County  and  Tarrant  County  until 
the  war.  He  was  elected  to  the  Texas  Legislature  in 
1860-61.  He  recruited  two  companies  of  infantry  which 
saw  service  under  Gen.  A.  S.  Johnston.  After  John- 
ston’s death  Gano  commanded  the  Seventh  Kentucky 
Cavalry  of  the  famed  Morgan’s  Cavalry,  advancing  in 
rank  from  captain  to  colonel.3  In  1863  he  was  placed 
in  charge  of  all  Texas  State  Cavalry  and  was  appointed 
a general  in  March,  1865.  After  the  war  Dr.  Gano 
abandoned  medicine  and  became  a clergyman  in  the 
Christian  Church.0 

Dr.  John  C.  Jones,  surgeon  of  the  Fourth  Texas 
Regiment,  served  with  distinction,  and  in  the  postwar 
period  was  elected  vice-president  of  the  Texas  Medical 
Association.6 

Col.  Ashbel  Smith  represents  one  of  the  most  in- 
teresting personalities  of  his  age.  Obtaining  a medical 
degree  from  Yale  in  1828,  he  immigrated  to  Texas  in 
1837,  and  became  the  Surgeon  General  of  the  Texas 
Army.  He  served  in  several  public,  legislative,  and 
diplomatic  positions  prior  to  the  Civil  War. 

During  the  war  he  first  served  as  captain  of  a com- 
pany of  the  Second  Texas  Infantry  Regiment.  By  1863 


he  was  a colonel  commanding  this  regiment.  He  was 
captured  with  his  unit  at  Vicksburg.  After  being  paroled 
he  commanded  the  Southern  forces  on  Matagorda 
Peninsula  and  later  Galveston  Island. 

After  the  war  his  career  was  brilliant  and  purposeful. 
He  became  president  of  the  board  of  trustees  of  the 
Texas  Medical  College.  He  helped  to  organize  what 
is  now  Prairie  View  College.  Smith  was  one  of  the 
organizers  of  The  University  of  Texas  and  served  as 
president  of  the  Board  of  Regents.  In  addition  he 
authored  numerous  scientific  and  historical  articles 
and  books.  He  died  in  1886  and  is  buried  in  the  State 
Cemetery  in  Austin. 

Dr.  Samuel  H.  Stout  was  not  a Texan  prior  to  the 
war.  His  rank  of  medical  director  and  later  of  super- 
intendent of  hospitals  in  the  Department  of  Tennessee 
advanced  him  to  a position  of  real  authority.  His 
career  was  notable,  as  previously  mentioned,  in  estab- 
lishing the  mobile  hospital.  He  also  maintained  a 
superior  medical  record  system  and  was  instrumental 
in  establishing  isolation  wards  for  various  diseases 
known  to  be  contagious. 

Dr.  Stout’s  post-war  activities  are  notable.  He 
established  the  public  schools  of  Cisco;  became  a na- 
tionally recognized  educator;  helped  to  found  the 
medical  department  of  the  University  of  Dallas;  and 
was  dean  of  faculty  there.  At  the  time  of  his  death  in 
1903  he  was  professor  emeritus  of  medicine.3 

While  Texas  physicians  served  the  Confederate 
armed  services  in  several  capacities,  they  did  not  do 
so  in  number  equal  to  other  Confederate  states.  This 
is  undoubtedly  due  to  comparative  differences  in  pop- 
ulation between  the  frontier  state  of  Texas  and  the 
more  populous  eastern  seaboard  states.  Texas  phy- 
sicians served  their  cause  well  and  left  a commenda- 
ble heritage  for  their  successors. 
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AEROSPACE  MEDICINE 


MAJ.  GEN.  T.  C.  BEDWELL,  JR.,  USAF,  MC 

Aerospace  medicine,  concerned  with  any 
physical  condition  peculiar  to  man’s  trav- 
el through  air  or  space,  knows  no  bound- 
aries between  Earth  and  Infinity.  As  the 
site  of  the  world’s  principal  aerospace 
medical  center,  Texas  is  the  prime  source 
of  knowledge  in  this  branch  of  the  uni- 
versal art  of  medicine. 

SELDOM  IN  THE  past  has  a single  region  or  city  been 
esteemed  as  the  prime  source  of  knowledge  in  medi- 
cine or  in  a branch  of  medicine.  The  Greek  island  of 
Cos  was  identified  with  the  Hippocratic  school,  chief- 
ly because  it  was  the  birthplace  of  Hippocrates.  In 
modern  times,  we  think  of  Rochester,  Minn.,  as  an 
outstanding  clinical  center,  because  the  Mayo  brothers 
were  established  there.  But  medicine  is  such  a uni- 
versal art  that  few  localities  have  had  singular  influ- 
ence over  its  development. 

An  exception  is  the  State  of  Texas,  and  specifically 
the  cluster  of  Air  Force  bases  around  San  Antonio. 
For  more  than  40  years,  two  of  these  bases  in  particu- 
lar have  been  widely  acknowledged  as  leaders  in  evolv- 
ing, practicing,  and  teaching  the  principles  of  aero- 
space medicine. 

This  branch  of  medical  science  is  one  of  the  newer 
specialties,  recognized  as  such  by  the  American  Medi- 
cal Association  in  1953.  It  may  be  defined  simply  as 
the  study  and  treatment  of  pathological  conditions 
peculiarly  arising  from  travel  through  the  air  or  in 
space. 

As  aviation  medicine,  it  had  its  origin  in  World  War 
I,  for  the  protection  of  military  pilots  who  were  not 
then  fully  aware  of  the  potential  hazards  from  oxygen 
deficiency,  disorientation,  and  other  problems  asso- 
ciated with  flying.  The  more  exotic  area  of  space 
medicine  was  added  in  the  late  1940’s,  when  it  be- 
came evident  that  human  flight  beyond  the  Earth’s 
atmosphere  would  be  a practical  reality  within  a few 
more  years. 

RESEARCH  AND  TRAINING:  The  specialty  did  not 


originate  in  Texas.  It  began  with  the  appointment  by 
the  Army  Air  Service  of  an  Aviation  Medical  Research 
Board  to  consider  these  potential  hazards  and  other 
questions  relating  to  the  physical  fitness  of  pilots.  The 
board  met  at  Hazelhurst  Field,  outside  the  Long  Island 
town  of  Mineola,  N.Y.,  in  October,  1917.  Three  months 
later,  on  Jan.  18,  1918,  it  established  the  institution 
now  known  as  the  School  of  Aerospace  Medicine. 

The  basic  function  of  the  school  was  research,  to 
discover  more  about  the  medical  problems  in  aviation. 
Also  it  was  given  the  task  of  training  medical  officers 
to  recognize  and  treat  these  problems,  and  of  introduc- 
ing the  practice  of  flight  medicine,  particularly  by 
developing  and  administering  medical  examinations  for 
admission  to  flying  schools. 

The  first  three  student  medical  officers  graduated 
by  the  school  were  awarded  the  new  designation, 
"flight  surgeon,”  on  May  8,  1918,  and  were  assigned 
to  pilot  training  organizations. 

After  the  armistice,  aeromedical  research  was 
sharply  curtailed  except  as  an  incidental  interest  pur- 
sued by  staff  members  at  the  school.  Their  primary 
duties  were  training  flight  surgeons  and  giving  medical 
examinations  for  flying. 

TEXAS  HEADQUARTERS:  In  1926,  the  Army  decided 
to  concentrate  all  its  flight  training  in  Texas.  The  Air 
Corps  Training  Center  was  organized  at  what  is  now  a 
part  of  Kelly  Air  Force  Base,  on  the  southern  out- 
skirts of  San  Antonio,  and  the  present  School  of  Aero- 
space Medicine  was  placed  under  its  jurisdiction. 

Headquarters  for  the  school  were  found  at  Brooks 
Field,  a few  miles  east  of  Kelly.  It  was  transferred 
there  from  Long  Island  on  July  1,  1926,  and  has  been 
a prominent  feature  of  the  medical  life  of  San  Antonio 
ever  since. 

From  its  earlier  home  at  Brooks,  it  was  removed  to 
Randolph  Field  in  1931,  when  that  new  base  northeast 
of  San  Antonio  was  opened  as  the  site  of  the  Training 
Center.  From  Randolph,  over  the  next  28  years,  the 
school’s  reputation  and  its  influence  spread  to  every 
part  of  the  world. 

Until  the  eve  of  World  War  II,  the  School  of  Aero- 
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This  20  ft.  long,  13  ft.  in  diameter 
extension  complements  the  existing 
four-man  space  cabin  simulator 
at  the  Aerospace  Medical  Division’s 
USA  F School  of  Aerospace 
Medicine,  Brooks  AFB.  It  has  a 
built-in  treadmill  and  permits  two 
different  tests  or  one  two-part 
test  to  be  conducted  simultaneously. 


space  Medicine  was  the  only  institution  of  its  kind. 
It  trained  flight  surgeons  for  the  Navy  as  well  as  the 
Army  Air  Corps.  In  addition,  it  taught  an  ever-increas- 
ing number  of  medical  officers  from  other  nations 
friendly  to  the  United  States,  first  from  the  Americas 
and  Asia,  where  this  country  had  close  ties,  and  later 
from  Europe  and  Africa. 

In  1938,  the  Navy  built  an  aeromedical  school  of  its 
own  at  Pensacola,  Fla.,  staffed  by  graduates  of  the 
School  at  Randolph,  offering  essentially  the  same 
instruction.  After  the  war,  several  of  the  larger  nations 
abroad — notably  England  and  France — followed  the 
Navy's  example. 

But  the  flow  of  students  to  the  Texas  school  from 
overseas  has  continued  unabated.  Today  these  grad- 
uates total  well  over  500  outstanding  flight  surgeons 
in  the  forces  of  some  noncommunist  countries. 
Through  them,  the  School  of  Aerospace  Medicine  has 
propagated  its  knowledge  and  techniques  in  this  un- 
usual specialty  over  the  greater  part  of  the  civilized 
world. 

In  addition,  it  has  taught  the  aerospace  physicians 
of  nearly  all  civilian  organizations  concerned  with  fly- 
ing. Its  graduates  largely  staff  the  medical  departments 
of  the  Federal  Aviation  Agency,  commercial  air  lines 
of  the  United  States  and  other  nations,  aerospace 
industry,  private  research  institutes,  and  in  recent 
years  the  National  Aeronautics  and  Space  Administra- 
tion (NASA). 

The  international  membership  list  of  the  Aerospace 
Medical  Association  is  virtually  a roster  of  the  school’s 
graduates.  It  has  normally  been  a task  of  the  school 
to  write  and  revise  “The  Flight  Surgeon’s  Manual”  as 
an  authoritative  guide  to  aerospace  medical  practice 
in  the  field. 


SPACE  MEDICINE:  World  War  II  brought  an  impressive 
revival  of  research  at  the  school.  The  many  technical 
advances  in  the  speed,  altitude,  range,  and  endurance 
of  aircraft  raised  new  medical  problems  for  the  crews 
and  passengers,  and  intensified  old  ones.  This  time 
the  effort  did  not  diminish  after  the  war,  but  instead 
expanded. 

The  development  of  jet  planes  and  rocket  craft 
sharpened  the  need  for  fresh  approaches  to  the  safety 
and  well-being  of  the  flyer.  Rocket  vehicles  in  particu- 
lar brought  within  reach  the  possibility  that  men  might 
leave  the  Earth’s  atmosphere  and  travel  for  extended 
periods  in  space. 

It  was  this  consideration  that  led  directly  to  the 
organization  of  the  Department  of  Space  Medicine  at 
the  school  in  1949,  a dozen  years  before  the  first 
human  being,  Soviet  Major  Yuri  Gagarin,  orbited  the 
Earth. 

In  virtually  all  the  medical  areas  that  concern  the 
health  of  astronauts,  from  life  support  to  environ- 
mental conditions,  from  dynamic  effects  such  as 
weightlessness  to  dietary  needs,  from  psychological 
responses  to  the  remote  monitoring  of  vital  functions 
by  telemetry,  the  new  department  of  the  school  fore- 
saw the  obstacles  to  space  flight  and  began  the  de- 
velopment of  technical  means  to  overcome  them. 

As  with  nearly  all  the  research  undertaken  by  the 
school  on  its  own  initiative,  the  results  of  these  in- 
vestigations were  published  in  technical  reports  and  in 
professional  journals,  were  read  at  scientific  meetings, 
and  were  followed  with  interest  by  the  press  both  at 
home  and  abroad.  Thus,  like  the  instruction  given  to 
medical  officers,  they  received  wide  dissemination 
everywhere. 
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Since  they  antedated  similar  studies  performed  later 
in  the  Soviet  Union,  it  is  reasonable  to  suppose  that 
they  influenced  the  procedures  adopted  by  that  coun- 
try for  the  protection  of  its  cosmonauts. 

In  the  summer  of  1959,  the  School  of  Aerospace 
Medicine  moved  back  to  Brooks  Air  Force  Base,  into 
a spacious  collection  of  modern  laboratories,  class- 
rooms, and  offices  built  from  funds  earmarked  by 
Congress,  which  had  been  much  impressed  by  the 
school’s  unique  role  in  the  world-wide  growth  of 
aviation  and  space  medicine. 

Shortly  afterwards,  it  joined  with  the  present  Wil- 
ford  Hall  US  Air  Force  Hospital  and  the  Air  Force 
Epidemiological  Laboratory,  both  at  neighboring  Lack- 
land  Air  Force  Base,  in  founding  the  Aerospace  Medi- 
cal Center.  This  larger  institution,  like  the  school  itself 
previously,  provided  a broadly  integrated  capability  for 
research,  practice,  and  teaching  in  the  field  of  flight 
therapy  and  its  related  disciplines. 

The  hospital  was  a valuable  addition  to  this  com- 
plex. Completed  only  two  years  earlier,  it  was  as 
modern  as  the  school  at  Brooks.  With  1,000  beds,  it 
was  the  largest  treatment  facility  in  the  Air  Force, 
and  one  to  which  military  patients  from  bases  all  over 
the  globe  were  flown  for  specialized  care.  It  provided 
teaching  programs  for  interns  and  for  residents  in 
more  than  a dozen  major  medical  and  dental  special- 
ties. 

EXPANSION,  NEW  FACILITIES:  Two  years  later,  on 
Nov.  1,  1961,  the  resources  of  this  Texas  institution 
were  expanded  again.  The  Aerospace  Medical  Center 
was  absorbed  into  the  Air  Force  Systems  Command, 
and  became  its  Aerospace  Medical  Division.  At  the 
same  time,  it  acquired  four  more  well-established  re- 
search agencies,  giving  it  virtually  the  entire  capability 
for  research  and  development  involving  human  prob- 
lems of  flight. 

The  newly  acquired  facilities  were  the  Aerospace 
Medical  Research  Laboratories  at  Wright-Patterson 
Air  Force  Base,  Ohio;  the  Aeromedical  Research  Lab- 
oratory at  Holloman  Air  Force  Base,  N.M.;  the  Arctic 
Aeromedical  Laboratory  in  Alaska;  and  the  Personnel 
Research  Laboratory  at  nearby  Lackland  Air  Force 
Base,  with  the  Epidemiological  Laboratory  and  the 


Hospital.  (A  branch  of  the  Epidemiological  Laboratory 
in  the  Philippines  has  been  added  lately.) 

NASA:  Since  then,  the  field  of  application  for  the 
principles  of  aerospace  medicine,  if  not  its  working 
establishment,  has  been  vastly  augmented  in  Texas. 
The  agency  responsible  for  this  proliferation  is  the 
National  Aeronautics  and  Space  Administration. 

Created  in  the  summer  of  1958  for  scientific  re- 
search and  exploration  in  the  reaches  beyond  the 
Earth,  NASA  quickly  launched  an  ambitious  program 
of  human  travel  in  space,  beginning  with  the  orbital 
flights  of  Project  Mercury,  to  culminate  in  the  Apollo 
expedition  to  the  Moon,  scheduled  for  the  end  of 
this  decade. 

A month  or  two  before  the  Aerospace  Medical  Divi- 
sion was  formed  in  1961,  NASA  decided  to  transfer 
the  administration  of  its  human  flight  program  to  a 
new  Manned  Spacecraft  Center  at  Clear  Lake,  outside 
of  Houston.  The  Center  would  be  in  charge  of  ail 
phases  of  these  projects,  from  the  design  of  systems 
to  operational  control  of  the  flights. 

But  NASA  has  a relatively  small  medical  staff  of  its 
own,  sufficient  for  the  supervision  of  its  programs.  Its 
facilities  for  aerospace  medical  research  and  develop- 
ment as  well  as  for  examination  and  treatment  pur- 
posely have  not  been  extensively  developed.  It  also 
lacks  the  teaching  organization  which  it  would  need  in 
order  to  build  a separate  civilian  medical  corps. 

So  it  draws  on  the  Air  Force  capability,  as  well  as 
on  private  institutions,  for  these  services.  As  the 
principal  centers  for  aerospace  medical  research, 
practice,  and  teaching,  not  merely  in  the  Air  Force  but 
in  the  world,  the  Division  at  Brooks  handles  much  of 
this  work  for  the  Spacecraft  Center  of  NASA  in 
Houston. 

In  research,  it  examines  such  questions  as  the 
proper  kind  of  atmospheric  pressure  and  components 
inside  the  spacecraft;  toxic  substances  that  could 
affect  occupants  of  a closed  environment;  vibration 
and  other  stresses  in  the  rocket  vehicle;  adequate  diets 
for  various  missions;  improved  pressure  suits  for  ex- 
travehicular activity;  emergency  medical  treatment  for 
the  crew;  and  many  related  subjects. 
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This  is  the  home  of  the  Aerospace  Medical 
Division  and  its  USAF  School  of  Aerospace 
Medicine  at  Brooks  AFB.  The  Division  and  the 
School  both  have  the  three-fold  mission  of  research, 
education  and  clinical  evaluation  in 
aerospace  medicine. 


In  clinical  medicine,  it  gives  comprehensive  exami- 
nations for  the  selection  of  astronauts,  and  provides 
routine  health  care  and  treatment  at  Wilford  Hall 
Hospital.  It  also  provides  medical  personnel  to  stand 
by  for  emergency  treatment  in  case  of  an  accident 
during  launch  or  recovery;  monitors  the  condition  of 
astronauts  in  flight  from  tracking  stations  around  the 
globe;  makes  post-flight  evaluations;  and  serves  as 
a consultant  in  unusually  difficult  medical  problems. 

In  teaching,  the  Division  instructs  qualified  civilian 
physicians,  as  well  as  medical  officers  who  may  later 
serve  with  NASA  in  the  elements  of  aerospace  medi- 
cine; gives  advanced  courses  and  residencies  (one  of 
them  at  the  Spacecraft  Center  itself)  in  preparation 
for  specialty-board  examinations;  trains  engineers  and 
others  in  high-altitude  physiology,  and  technicians  in 
the  fitting  and  use  of  pressure  suits;  and  offers  special 
training  for  astronauts  in  medical  and  biological  ex- 
periments which  they  can  be  expected  to  carry  out 
in  space. 

Unquestionably,  the  doctrinal  center  of  the  world 
in  aerospace  medicine  at  the  present  time  is  Texas. 
The  chances  are  that  it  will  be  in  the  future — until 


space  flight  becomes  so  commonplace  that  every 
large  medical  center  is  prepared  to  offer  services  of 
the  same  kind. 

Maj.  Gen.  Bedwell,  Office  of  the  Assistant  Secretary 
of  Defense,  Washington,  D.C.  20301. 


TEXAS  AIR-MEDICS  ASSOCIATION 


W.  A.  OSTENDORF,  M.D. 

FROM  SMALL  ACORNS,  large  oak  trees  grow.  Like- 
wise, from  a small  group  of  nine  Texas  doctors  who 
were  aviation  medicine  enthusiasts,  an  organization 
established  in  1948  has  grown  to  an  active  member- 
ship exceeding  400.  Not  only  has  the  group  gained 
favorable  recognition  in  aviation  circles  in  the  United 
States,  Canada,  and  Mexico,  it  is  also  the  first  and 
apparently  only  organization  of  its  kind  to  be  em- 
braced by  a state  medical  association. 
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More  than  20  years  passed  from  the  time  the 
original  Air  Commerce  Act  was  enacted  by  the  US 
Congress  in  1926  to  regulate  civil  aviation  before 
sufficient  interest  and  knowledge  in  aviation  medicine 
prompted  the  handful  of  founding  doctors  to  form  a 
group  devoted  to  aviation  medicine  as  a related  spe- 
cialty organization  of  the  Texas  Medical  Association. 

One  of  the  provisions  of  the  1926  Air  Commerce 
Act  called  for  periodic  examinations  of  airmen  to 
determine  their  physical  fitness.  Out  of  this  provision 
grew  the  Air  Regulations  Division  of  the  Department 
of  Commerce.  Its  medical  director,  Dr.  Louis  Bauer, 
and  a special  board  established  physical  standards 
for  airmen.  The  board  consisted  of  a physiologist,  an 
ophthalmologist,  a cardiologist,  and  several  internists. 

The  Journal  of  the  American  Medical  Association 
(Jan.  15,  1927),  announcing  the  enactment  of  the  law 
requiring  airmen  to  meet  certain  physical  standards, 
called  for  qualified  doctors  interested  in  performing 
the  necessary  examinations  in  their  own  locales  on  a 
fee  basis,  paid  by  the  airmen.  From  the  doctors  who 
responded  to  the  appeal,  a number  were  designated 
by  the  Secretary  of  Commerce  as  aviation  medical 
examiners.  These  examiners  were  authorized  to  issue 
airmen  medical  certificates  to  those  whom  they  ex- 
amined and  found  to  meet  the  requirements.  Reports 
of  all  physical  examinations  were  forwarded  to  the 
Washington  office. 

When  the  Federal  Aviation  Agency  was  created  in 
1958,  medical  certification  of  airmen  became  one  of 
the  functions  of  its  Federal  Air  Surgeon. 

The  United  States  Army  moved  its  Air  Corps  Train- 
ing Center  to  Brooks  Field  in  San  Antonio  only  a few 
months  after  the  enactment  of  the  Air  Commerce 
Act,  thus  giving  some  of  the  Texas  doctors  designated 
as  aviation  medical  examiners,  who  were  also  US 
medical  reserve  officers,  the  opportunity  to  complete 
the  school’s  flight  surgeon  training.  As  more  and 
more  examiners  were  designated  and  more  of  the 
examiners  participated  in  flight  surgeon  training,  in- 
terest in  aviation  medicine  in  Texas  increased. 

At  the  Annual  Session  of  the  Texas  Medical  Asso- 
ciation in  Houston  in  1948,  Dr.  Thomas  J.  Cross  of 
Fort  Worth  proposed  a meeting  to  a few  interested 


examiners  to  discuss  the  possibility  of  an  aviation 
medicine  specialty  group  within  the  state  organization. 

Before  the  group  could  be  considered  as  a medical 
specialty  group  by  the  TMA,  Dr.  Cross  told  the  exam- 
iners, they  must  first  organize  as  an  independent 
specialty  group,  which  then  could  apply  for  affiliation. 
Out  of  the  discussion  evolved  the  group  to  be  known 
as  the  Texas  Air-Medics  Association. 

An  appointed  committee  formulated  a constitution 
and  set  of  bylaws  which  Dr.  Cross  presented  to  the 
Secretary  of  the  TMA  the  following  day,  with  a re- 
quest for  approval  and  recognition  of  the  newly  formed 
organization.  At  the  next  Annual  Session  of  the  TMA, 
held  in  San  Antonio  in  May,  1949,  the  Texas  Air- 
Medics  Association  was  officially  recognized  and  ap- 
proved as  a related  specialty  organization. 

The  second  meeting  of  the  Air-Medics  Association 
was  held  during  that  Session,  the  first  held  in  con- 
junction with  the  TMA,  with  20  designated  medical 
examiners  as  members. 

Annual  meetings  have  been  held  every  year  since 
1949,  in  connection  with  TMA  Annual  Sessions. 

Interesting  and  informative  programs  have  included 
scientific  papers  and  research  reports,  many  illustrated 
or  accompanied  by  actual  demonstrations,  as  well  as 
addresses  by  high-ranking  government  officials  and 
leaders  in  various  phases  of  aviation  and  aviation 
medicine. 

The  purpose  of  the  Texas  Air-Medics  Association  is 
to  advance  the  science  and  art  of  aviation  medicine 
by  stimulating  investigation  and  study,  and  to  dis- 
seminate knowledge  regarding  aviation  medicine  and 
safety  in  aviation.  At  the  same  time,  the  group  strives 
to  establish  and  maintain  cooperation  between  the 
medical  and  other  sciences  concerned  with  aeronauti- 
cal development  and  progress,  aviation  safety,  and 
airmen’s  proficiency. 

The  membership,  composed  mainly  of  aviation 
medical  examiners,  now  numbers  more  than  400. 
For  the  past  three  years  the  group  has  functioned  in 
cooperation  with  the  Flying  Physicians  Association 
in  arranging  programs  and  providing  guest  speakers 
for  annual  meetings. 

Dr.  Ostendorf,  420  W.  Elsmere,  San  Antonio  78212. 
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ANESTHESIOLOGY 


CHARLES  C.  TANDY,  M.D.;  ROBERT  B.  KRAUSE,  M.D.;  AND  RUSSELL  F.  BONHAM,  M.D. 


Before  1920  anesthesiology  in  Texas 
was  most  often  practiced  by  the  least 
experienced  member  of  a surgical  team. 
Today  the  specialty  is  a full  practice  of 
medicine  with  a seven-part  definition. 

THE  FIRST  HUNDRED  years  of  anesthesia  in  Texas 
were  not  different  from  any  other  specialty  in  medi- 
cine; the  beginning  was  unsure  and  halting,  and  the 
number  of  men  courageous  enough  to  give  an  anes- 
thetic without  training  were  few. 

Dr.  George  Cupples  had  come  to  San  Antonio  from 
France  and  England  in  1846, 1 and  it  fell  on  his  well- 
trained  shoulders  to  be  the  first  in  Texas  to  operate 
under  pain-free  conditions.  It  was  ether,  of  course, 
which  alerted  doctors’  attention  to  the  possibilities 
of  anesthesia,  but  it  was  chloroform  which  impelled 
the  realization  that  surgery  could  produce  heretofore 
undreamed  of  cures. 

After  an  amputation  of  a gangrenous  leg  in  May, 
1850,  by  Dr.  Cupples  and  Dr.  J.  J.  B.  Wright  in  San 
Antonio,  a passage  entered  in  Cupples’  private  journal 
noted  that  this  was  “the  first  time  that  chloroform 
has  been  used  in  Western  Texas.’’2 

Chloroform  was  preferred  to  ether  because  opera- 
tions were  short  and  because  the  duration  of  the  anes- 
thetic was  usually  from  one  to  nine  minutes.  A survey 
made  by  the  Texas  Medical  Association  on  operations 
and  anesthetics  used  in  Texas  before  1876  revealed 
that  chloroform  was  the  overwhelming  agent  of  choice. 
Anesthesia  had  been  used  for  “labor  cases”  and  even 
for  a case  of  tetanus  before  1850. 2 These  two  agents 
along  with  nitrous  oxide  were  the  only  anesthetic 
drugs  available  during  the  first  50  years. 

Procaine,  discovered  about  1905, 3 was  used  as 
a local  agent  long  before  it  was  used  widely  for  spinal 
anesthesia.  Most  papers  written  in  the  early  1900’s 
along  with  nitrous  oxide  were  the  only  drugs  available 


SPINAL  ANESTHESIA:  Spinal  anesthesia,  first  used 
clinically  in  1899, 4 was  slow  in  gaining  acceptance. 
Charles  C.  Green,  Houston,  reported  in  1920  having 
used  spinal  anesthesia  in  900  cases4  as  did  J.  T. 
Krueger,  Lubbock,  in  1929. 5 Willard  Cooke,  Galveston, 
reported  in  1923  on  its  use  in  gynecological  surgery,6 
but  W.  H.  Bennett,  Lamesa,  reported  a survey  of  the 
Fellows  of  the  American  College  of  Surgeons  in  which 
only  3 percent  of  those  surgeons  reporting  used 
spinals  routinely  by  1928.7  It  was  not  used  extensive- 
ly until  the  1930’s.  Fear  of  accidents  was  probably 
the  main  reason  spinal  anesthesia  was  slow  to  be 
accepted,8  although  it  possessed  two  of  the  principal 
criteria  for  a good  anesthetic,  namely,  analgesia  and 
relaxation. 

As  doctors  were  now  doing  more  and  more  surgery, 
relaxation  was  becoming  an  important  factor  of  the 
anesthetic.  Accordingly,  ether  was  again  becoming 
the  agent  of  choice  as  it  supplied  amnesia,  analgesia, 
and  relaxation,  as  well  as  relative  safety.  Thus  it 
remained  in  the  hands  of  the  trained  man  until  the 
mid-thirties,  when  sodium  Pentothal  and  cyclopropane 
became  available  for  use.9 

Before  1920,  anesthesiology  in  Texas  was  a virgin 
field,  receiving  little  consideration  as  a specialty. 
Most  often,  the  least  experienced  member  of  the 
surgical  team,  such  as  the  intern,  a medical  student, 
or  a nurse,  was  delegated  to  administer  the  anes- 
thetic. 

SPECIALTY  BEGINNINGS:  The  twenties,  however, 
marked  the  beginnings  of  anesthesiology  as  a spe- 
cialty. 

In  1921,  after  a special  course  in  New  Orleans,  Dr. 
T.  H.  Compere  began  the  specialty  of  anesthesiology 
in  Houston.  A few  months  later,  Dr.  C.  W.  Hoeflich, 
also  of  Houston,  limited  his  practice  to  this  field. 
Other  Houston  physicians  followed  their  lead;  by  the 
early  1930’s,  several  doctors  had  joined  the  anesthe- 
siology ranks,  establishing  the  specialty  in  its  proper 
relationship  with  surgeons,  hospitals,  and  patients. 
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Early  in  the  1930’s,  Dr.  Hoeflich,  known  affection- 
ately as  “Pop,”  called  an  informal  meeting  at  his 
home  in  Houston  to  promote  better  fellowship  among 
anesthesiologists.  The  Houston  Anesthesia  Group  was 
begun  and  continued  to  meet  informally  each  month 
in  the  homes  of  the  members. 

In  Dallas,  Dr.  James  G.  Poe,  encouraged  by  Dr. 
Edward  H.  Cary,  had  begun  the  specialization  of 
anesthesia  in  1919.  Teaching  medical  students  and 
nurses  the  "art”  of  anesthesia,  Dr.  Poe’s  textbook, 
General  Anesthesia,  published  in  1926,  enjoyed  a wide 
circulation.  With  one  of  his  students,  L.  A.  Sanders, 
Dr.  Poe  designed  an  early  gas  machine. 

Baylor  University  College  of  Medicine  in  Dallas  was 
the  first  medical  school  in  the  state  to  have  a profes- 
sor of  anesthesia  with  the  appointment  of  Dr.  Poe  in 
1920.  Dr.  Poe  was  a member  of  several  national  or- 
ganizations relating  to  anesthesia,  but  he  died  in  1935 
before  the  state  society  was  organized. 

In  1924,  Dr.  George  Paschal  began  his  well-remem- 
bered practice  of  anesthesiology  in  San  Antonio,  soon 
to  be  joined  by  other  physicians  who  began  efforts 
toward  creating  a local  organization. 

Dr.  H.  T.  Safford  and  Dr.  F.  O.  Barrett  began  a 
similar  pioneering  in  El  Paso  even  earlier,  as  did  Dr. 
Claudia  Potter  in  Temple.  Upon  Dr.  Potter’s  retirement 
in  1950,  she  indicated  that  she  had  administered 
over  50,000  anesthetics.9 

STATE  ORGANIZATION:  From  these  scattered  begin- 
nings came  the  Texas  Association  of  Medical  Anesthe- 
tists, formed  at  the  1936  Texas  Medical  Association 
Annual  Session  in  Houston.  Dr.  Hoeflich  was  the 
society’s  first  president. 

Dr.  R.  F.  Bonham,  in  1937,  was  the  first  of  this 
newly  organized  group  to  read  a paper  before  the 
Texas  Medical  Association.  It  was  entitled  “Cyclopro- 
pane Anesthesia:  Further  Report  on  Its  Use  in  725 
Cases.” 

Still  a separate  organization,  the  Texas  Society  of 


Medical  Anesthetics  continued  to  meet  annually  in 
conjunction  with  the  TMA  Annual  Session. 

In  1939,  anesthesia  was  added  to  the  curriculum 
of  The  University  of  Texas  Medical  Branch  in  Galves- 
ton, with  Dr.  James  Bennett  as  the  first  professor.  He 
resigned  in  1940,  and  was  followed  by  Dr.  Harvey  C. 
Slocum  and  by  Dr.  Charles  R.  Allen. 

Annual  meetings  were  suspended  during  the  years 
1942-45,  although  Texas  anesthesiologists  were  hosts 
for  the  American  Society  of  Anesthesiologists  in  1944 
in  Houston  and  Galveston,  indicating  the  stature  of 
those  physicians  practicing  the  specialty  in  the  state. 

In  1948,  the  society  adopted  a new  constitution, 
changing  its  name  to  the  Texas  Society  of  Anesthesi- 
ologists. It  now  has  a membership  of  over  300. 

The  concept  of  anesthesiology  has  changed  from 
the  mere  rendering  of  a patient  insensible  to  pain 
during  an  operation,  as  practiced  in  the  specialty’s 
beginnings,  to  a seven-point  concept  today. 

The  modern  definition  for  anesthesiology  is  “a 
practice  of  medicine  dealing  with  (1)  the  management 
of  procedures  for  rendering  a patient  insensible  to 
pain  during  surgical  operations;  (2)  the  support  of 
life  functions  under  the  stress  of  anesthetic  and  sur- 
gical manipulations;  (3)  the  clinical  management  of 
the  patient  unconscious  from  whatever  cause;  (4)  the 
management  of  problems  in  pain  relief;  (5)  the  man- 
agement of  problems  in  cardiac  and  respiratory  re- 
suscitation; (6)  the  application  of  specific  methods  of 
inhalation  therapy;  and  (7)  the  clinical  management 
of  various  fluid,  electrolyte,  and  metabolic  disturb- 
ances.10 

Approximately  1 in  13  Texans  will  require  an  anes- 
thetic— either  local  or  general — in  1967.  This  suggests 
a growing  public  health  concern  about  who  will  be 
available  to  supervise  the  anesthesia  for  the  ever 
growing  population.  Texas  now  has  nine  residency 
training  programs.  Continued  recruitment,  for  either 
short-term  courses  or  full  residency  training,  is  the 
challenge  of  the  future  to  bolster  and  sustain  the 
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CONQUERORS  OF  PAIN. 

William  T.  G.  Morton,  Boston  dentist, 
successfully  anesthetized  Dr.  John  C.  Warren’s 
surgical  patient,  Gilbert  Abbott,  on  Oct.  16,  1846, 
before  surgeons  in  the  operating  amphitheatre 
of  Massachusetts  General  Hospital.  Within 
a year  many  surgeons  were  using  ether 
to  conquer  surgical  pain. 


heritage  anesthesiologists  have  received  from  those 
who  preceded  their  efforts. 


REFERENCES 

1.  Nixon,  P.  I.:  "A  Century  of  Medicine  in  San  Antonio.  The 
Story  of  Medicine  in  Bexar  County,  Texas,”  Lancaster,  Pa., 
Lancaster  Press,  Inc.,  1936. 

2.  Cupples,  George,  Private  Journal,  1850-1876. 

3.  Keys,  T.  E.:  A History  of  Surgical  Anesthesia,  New  York, 
Schuman,  1945. 

4.  Green,  C.  C.:  Spinal  Anesthesia,  Texas  J.  Med.  16:160 
(Aug.)  1920. 

5.  Krueger,  J.  T.:  Lumbar  Anesthesia:  Analysis  of  Results 
in  a Series  of  900  Cases,  Texas  J.  Med.  25:746  (March)  1930. 


6.  Cooke,  W.  R.:  Spinal  Anesthesia  in  Gynecology,  Texas  J. 
Med.  18:554  (March)  1923. 

7.  Bennett,  W.  H.:  Spinal  Anesthesia,  Texas  J.  Med.  25:24 
(May)  1929. 

8.  Allen,  S.  W.:  Personal  Communication,  Sept.,  1966. 

9.  Potter,  Claudia:  Personal  Communication  to  R.  F.  Bon 
ham,  1950. 

10.  Dripps,  Robert  D.:  Objective  Analysis  of  a Medical 
Specialty:  The  Anesthesiology  Survey,  Clinical  Anesthesia,  1:1, 
1966. 

Dr.  Tandy,  122  W.  Colorado,  Dallas  75208. 

Dr.  Krause,  306  Kennedy,  San  Antonio  78209. 

Dr.  Bonham,  P.  0.  Box  66286,  Houston  77006. 


Volume  63,  March,  1967 


63 


DERMATOLOGY 


C.  F.  LEHMANN,  M.D. 

Yesterday’s  dermatologist  was  a master 
of  the  exacting  art  of  writing  individual 
prescriptions;  today,  he  may  not  even 
know  all  the  ingredients  in  the  trade- 
name  medications  he  uses.  Still,  his 
training  and  the  modern  drugs  he  uses 
enable  the  dermatologist  to  effect  many 
cures.  He  may  yet  have  the  last  laugh  on 
colleagues  who  made  dermatology  jokes 
a favorite  indoor  sport. 

WORLD  WAR  I caused  an  impetus  in  dermatological 
training  in  America,  and  in  Texas.  The  Army’s  syphilis 
clinics  brought  in  all  kinds  of  dermatoses,  and  medical 
officers  were  stimulated  to  learn  not  only  syphilitic  le- 
sions, but  to  differentiate  them  from  other  affections 
of  the  skin.  (Syphilis,  as  well  as  other  venereal  dis- 
eases, was  handled  by  dermatologists  as  well  as 
urologists  in  this  era.) 

Prior  to  World  War  I,  postgraduate  training  in  derma- 
tology in  Vienna,  Paris,  or  London  was  the  custom 
before  one  had  the  temerity  to  classify  himself  as  a 
dematologist  (whether  he  spent  only  a few  months 
learning  “by  absorption,”  or  actually  working  with 
one  of  the  masters).  Training  centers  in  Europe  date 
back  to  the  establishment  of  St.  Louis  Hospital  in 
Paris  as  a hospital  for  skin  diseases  in  1801;  to  that 
in  London  in  the  time  of  Sir  Erasmus  Wilson  (1809- 
1884);  and  to  that  in  Vienna  at  the  Allgemeine 
Krankenhaus  in  1850. 

American  centers  of  dermatological  clinics  started 
in  New  York  at  Broome  Street  Infirmary  in  1837; 
Harvard  in  1871;  Bellevue  in  1872;  and  the  Univer- 
sity of  Pennsylvania  in  1875. 

After  World  War  I the  centers  in  America  had  de- 


veloped to  a par  with  those  across  the  Atlantic,  and 
more  dermatologists  were  incubated  in  this  country. 
Today  our  centers  command  the  lead  in  postgraduate 
training.  Few  Texas  dermatologists  have  spent  any 
considerable  time  in  training  overseas. 

Modern  dermatology  shared  with  medicine  in  gen- 
eral the  fruits  of  discoveries  in  bacteriology  and  im- 
proved staining  methods  in  histopathology,  which 
began  in  the  latter  part  of  the  previous  century.  Ad- 
vances in  knowledge  in  other  fields  quickly  changed 
the  complexion  of  dermatology.  “Since  1900  we  have 
had  a period  of  revolutionary  discoveries  in  the  natural 
sciences,  best  illustrated  for  us  in  the  biological  sci- 
ences, physics  and  chemistry  . . . Because  of  the 
favorable  location  for  study  of  diseases  of  the  skin, 
dermatology,  perhaps  more  than  any  other  field  of 
medicine,  has  been  able  to  apply  to  its  problem  the 
newest  scientific  knowledge  and  methods,  and  to 
lead  the  way  for  medicine  in  general  in  these  efforts.”1 

Further  advances  in  embryology,  genetics,  im- 
munology, allergy,  radiation  therapy  (ultra-violet,  x-ray, 
and  radium),  fungous  infections,  toxic  dermatitides 
(as  leukemids),  drug  eruptions,  photosensitivity,  pho- 
totoxicity, and  others  have  broadened  the  scope  of 
dermatology  training  so  that  the  American  Board  of 
Dermatology  (established  in  1932)  now  requires  three 
years  of  resident  training  and  one  year  of  practice 
before  a candidate  can  take  the  examination. 

EARLY  SPECIALISTS:  Before  1920  there  were  probably 
a number  of  physicians  in  Texas  who  had  an  interest 
in  dermatology  and  practiced  it  part-time,  but  no  in- 
formation is  available  as  to  all  of  their  names,  or  their 
qualifications.  The  first  physician  to  practice  the  spe- 
cialty full-time  was  Dr.  Jesse  B.  Shelmire.  He  was 
graduated  from  Tulane  University  in  1883,  practiced 
ten  years  in  Louisiana,  then  went  to  New  York  for 
graduate  training  in  dermatology;  in  1895  he  began 
practice  in  this  field  in  Dallas,  and  remained  there  for 
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the  rest  of  his  life.2  He  was  succeeded  by  his  son,  Bed- 
ford, and  his  grandsons.  He  was  professor  of  derma- 
tology in  the  Medical  Department  of  Southwestern 
University  (1905-1915).  On  its  closure  in  1915,  he  was 
appointed  to  the  chair  of  dermatology  at  Baylor  Medi- 
cal School  (1915-1927).  He  was  the  first  to  suggest 
the  use  of  ethyl  chloride  spray  in  treatment  of  larva 
migrans. 

The  year  1920  saw  the  beginning  of  the  Texas 
Dermatological  Society.  In  that  year  Drs.  J.  B.  Shel- 
mire,  Dallas;  I.  L.  McGlasson,  San  Antonio;  E.  D. 
Crutchfield,  Galveston;  and  J.  C.  Michael,  Houston, 
began  biannual  clinical  meetings  in  their  offices  in  a 
rotating  fashion. 

It  was  not  long  before  there  were  so  many  more 
trained  dermatologists  added  to  these  meetings  that 
the  clinics  had  to  be  held  in  hospitals.  Ever  since 


THE  HOPKINS:  A REVOLUTION 
IN  MEDICAL  EDUCATION. 
Excellence  in  all  medical  specialties  and 
in  medical  research  was  to  be  the  goal  of 
The  Johns  Hopkins  University 
School  of  Medicine  in  Baltimore,  opened 
in  1893.  The  school  was  to  become 
known  around  the  world  for  its  advanced 
teaching  methods,  its  high  admission 
standards,  and  its  medical  training 
innovations. 
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then,  two  meetings  a year  have  been  held — one  in  con- 
junction with  the  TMA  annual  session  and  one  in  the 
fall. 

The  Texas  Dermatological  Society  in  1966  had  a 
membership  of  103  certified  by  the  American  Board  of 
Dermatology,  and  17  associate  members. 

TRAINING  IN  TEXAS:  Texas  medical  schools  are  doing 
superb  work  in  teaching  dermatology,  not  only  to  the 
postgraduates,  but  to  the  undergraduates  as  well. 

Two  of  our  schools  provide  three-year  postgraduate 
training,  satisfactory  to  the  American  Board.  There 
are  44  such  programs  in  the  United  States. 

The  Medical  Branch  at  Galveston  established  a de- 
partment of  dermatology  in  1920,  with  Dr.  E.  D. 
Crutchfield  as  its  professor.  (My  class  received  sever- 
al lectures  on  this  subject  in  1918  from  Dr.  A.  O. 
Singleton  of  the  department  of  surgery.)  In  the  past 
13  years,  the  department,  with  Dr.  J.  Fred  Mullins  as 
professor,  has  had  six  residents  in  postgraduate 
training  continuously.  The  undergraduates  receive 
over  20  hours’  teaching.  In  the  United  States  and 
Canada,  only  12  schools  devote  more  time  than  this 
to  undergraduate  instruction. 

The  department  of  dermatology  at  Baylor  University 
College  of  Medicine  was  organized  by  Dr.  Culver  M. 
Griswold  in  1943.  Dr.  Everett  R.  Seale  was  chairman 
1948-1963,  being  succeeded  by  Dr.  John  M.  Knox. 
A full  course  in  postgraduate  training  was  instituted 
in  1955,  and  11  residents  were  in  training  in  1966. 
Undergraduates  receive  64  hours  of  instruction,  ex- 
cluding elective  courses.  The  department  has  five  full- 
time faculty  members  and  30  volunteer  teachers.4 

Brooke  Army  Hospital,  San  Antonio,  instituted  a de- 
partment of  dermatology  in  1941,  and  now  has  a 
full-time  postgraduate  training  program.  Before  1941, 
dermatology  was  combined  with  the  urology  service. 

PUBLICATIONS:  Among  publications  on  dermatology, 
Texas  has  a distinction.  That  is  “ The  Schoch  Letter 
published  monthly  since  1950  by  Drs.  Arthur  G. 
Schoch  and  Lee  J.  Alexander.  It  is  a compendium  of 


new  knowledge,  gained  from  medical  meetings,  in- 
dividual reports,  and  experiences.  It  is  avidly  read 
world-wide;  about  1,200  copies  are  circulated  monthly. 
Its  subscribers  include  50-100  foreign,  25  libraries, 
and  12  major  pharmaceutical  manufacturers. 

The  first  paper  on  dermatology  in  the  Texas  State 
Journal  of  Medicine  was  delivered  by  Dr.  Isadore  Dyer5 
in  1909  at  the  meeting  in  Galveston.  There  was  a 
paucity  of  dermatological  literature  emanating  from 
the  state  until  after  World  War  I,  which  marks  a 
period  when  a number  of  Texas  physicians  began 
training  in  the  specialty. 

As  evidence  that  Texas  dermatology  has  reached  a 
high  plane,  there  is  appended  a partial  list  of  im- 
portant contributions  to  the  literature,  with  com- 
ments.6-21 

ADVANCES  IN  THERAPY:  The  present-day  dermatolo- 
gist has  the  benefit  of  discoveries  not  even  foreseen 
47  years  ago. 

Penicillin  has  simplified  the  treatment  of  syphilis 
and  diminished  it  to  where  our  schools  do  not  have 
enough  cases  to  adequately  demonstrate  it.  “Mixed 
treatment”  is  forgotten,  and  there  are  few  physicians 
who  know  what  the  prescription  is.  Gone  are  mercury, 
potassium  iodide,  and  arsenical  treatments. 

The  antihistamines  and  corticosteroids  have  been 
a boon  to  allergy  victims.  Pemphigus  and  lupus  ery- 
thematosus have  been  alleviated  with  the  steroids. 

The  discussions  of  the  term  “neurodermatitis”  have 
opened  a new  vista  and  brought  into  the  diagnostic 
horizon  studies  on  psychology  and  environmental  in- 
fluences. 

Reactions  against  new  drugs,  which  have  arrived 
in  an  accelerated  fashion,  have  whetted  the  derma- 
tologist’s detective  ability. 

A striking  change  in  the  modern  dermatologist  is 
his  ability  to  write  prescriptions.  In  the  early  part  of 
the  century,  an  important  part  of  the  dermatologist’s 
armamentarium  was  his  collection  of  formulae.  And  to 
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be  sure  that  they  were  compounded  accurately  into 
pleasing  preparations,  many  doctors  had  their  own 
selected  pharmacies  (or  apothecaries,  as  they  were 
called). 

Today  the  drugs,  pills,  and  lotions  are  so  attractive- 
ly and  accurately  compounded  by  pharmaceutical 
houses  that  few  prescriptions  are  written,  but  rather 
prescribed  by  a trade  name.  And  in  many  instances 
one  may  not  be  aware  of  every  ingredient.  It  hardly 
seems  necessary  for  a student  to  learn  how  to  write 
a prescription,  and  I venture  to  say  that  few  ever  do. 

TALE  OF  THE  WAG:  There  have  always  been  numerous 
jests  directed  at  the  dermatologist,  to  wit: 

1.  He  classifies  skin  diseases  into  groups:  those 
that  sulphur  will  cure,  and  those  that  nothing  will 
cure.  (Today  dermatologists  effect  many  cures.) 

2.  His  patients  never  get  well  or  die,  and  he  does 
not  have  to  get  up  at  night.  (This  has  changed.  He 
cures  more,  and  because  of  antibiotics  for  infections, 
and  corticosteroids  and  antihistamines  for  itching, 
the  dermatologist  sleeps  more  soundly.) 

3.  A dermatologist  is  a doctor  who  specializes  upon 
the  skin  and  its  contents.  (True  enough.  Modern  medi- 
cine has  made  it  mandatory  for  a dermatologist  to 
be  well-grounded  in  internal  medicine — so  much  so 
that  an  excellent  dermatologist  should  be  an  internist 
who  knows  the  skin.) 

FUTURE  CHALLENGE:  New  discoveries  in  medicine 
are  increasing,  and  many  of  them  concern  dermatolo- 
gy. Hence,  every  dermatologist  still  faces  the  chal- 
lenge of  keeping  up-to-date  his  knowledge  of  internal 
medicine. 

Yet,  when  one  ponders  over  the  changes  that  have 
occurred  since  World  War  I,  he  visualizes  Texas  derma- 
tology as  having  changed  from  a nebulous  state  into  a 
definite  entity. 
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Dr.  Lehmann,  334  Terrell  Road,  San  Antonio  78209. 
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GENERAL  PRACTICE 


ROBERT  K.  BLAIR,  M.D. 

“Those  who  compare  the  age  in  which 
their  lot  has  fallen  with  a golden  age 
which  exists  only  in  imagination,  may 
talk  of  degeneracy  and  decay;  but  no 
man  who  is  correctly  informed  as  to  the 
past  will  be  disposed  to  take  a morose  or 
desponding  view  of  the  present.” — 
Thomas  Babington,  Lord  Macaulay. 

THE  STORY  OF  the  general  practice  of  medicine  in 
Texas  is  one  of  ebbs  and  flows  according  to  the 
changing  needs  and  whims  of  masses  of  people,  with 
occasional  short-term  and  directional  influences  by 
outstanding  individuals. 

In  the  1930's  and  '40’s,  it  looked  as  if  the  general 
practitioner  might  go  the  way  of  the  mastodon  and 
dinosaur,  but  the  processes  of  natural  selection  and 
adaptation  held  true  so  that  presently  social  forces 
seem  to  be  calling  for  a resurgence  of  the  general 
practitioner,  though  possibly  a general  practitioner 
with  some  name  changes. 

The  key  adaptive  processes  have  been  contraction 
and  refinement:  The  general  practitioner  has  gradually 
reduced  both  the  size  of  the  geographical  area  that 
he  tries  personally  to  cover  and  also  the  percent  of 
all  illness  that  he  elects  personally  to  treat.  The  re- 
finements in  his  methods  have  paralleled  those  in  all 
science  and  technology,  transportation,  communica- 
tion, and  in  the  automated  collection,  storage,  re- 
trieval, and  interpretation  of  information.  The  trend 
has  been  toward  reconciliation  of  specialization  and 
generalism,  not  only  in  the  medical  field  but  in  our 
whole  culture. 

The  changing  look  of  general  practice  since  the 
Civil  War  falls  naturally  into  four  periods,  each  being 
somewhat  related  to  the  contemporary  modes  of 
transportation.  These  periods  might  be  referred  to  as: 
(1)  “The  Horse  and  Buggy  Days,”  (2)  “The  Model  T 


Period,”  (3)  “The  Age  of  the  Expressway,”  and  (4) 
“Which  Way  to  the  Airport?” 

I.  1861-1910:  THE  HORSE  AND  BUGGY  DAYS:  In 

Texas  until  about  1900,  by  far  the  majority  of  physi- 
cians were  true  general  practitioners.  These  were  the 
gallant  pioneers,  some  adventurous,  some  quacks. 
Most  were  altruistic,  relatively  well-educated  men  in- 
terested in  helping  people  and  in  strengthening  the 
new,  raw  state. 

In  this  necessarily  brief  account  proper  attention 
cannot  be  given  to  individual  doctors,  but  the  name 
of  Dr.  Ashbel  Smith  should  be  mentioned,  as  one  of 
the  most  famous  and  inspiring  men  of  that  period. 
Detailed  histories  of  Texas  medicine,  such  as  Dr.  Pat 
Nixon’s  A History  of  the  Texas  Medical  Association  and 
Mrs.  George  Plunkett  Red’s  The  Medicine  Man  in  Texas 
are  rich  in  biographical  accounts  of  the  many  rugged 
individuals  who  migrated  to  Texas  from  the  Old  South 
(especially  from  Tennessee),  New  York,  Pennsylvania, 
France,  England,  Scotland,  and  Germany. 

The  medical  newcomers  to  Texas  naturally  tended 
to  locate  in  towns  along  the  railroads.  Centers  of 
medical  influence  grew  up  especially  around  railheads 
and  in  cities  which  were  railway  terminals  or  head- 
quarters. Many  of  the  earliest  and  best-staffed  hos- 
pitals of  the  late  19th  century  were  sponsored  by 
railroad  companies  in  cities  such  as  Houston,  Galves- 
ton, San  Antonio,  Corpus  Christi,  Temple,  Fort  Worth, 
Dallas,  Marlin,  Tyler,  Marshall,  Palestine,  Texarkana, 
and  El  Paso. 

Though  most  of  these  early  Texas  physicians  were 
general  practitioners,  many  of  them  had  specialty 
fields  in  which  they  worked  along  with  their  general 
practice.  It  was  not  uncommon  for  the  practitioner  of 
those  days  to  return  at  intervals  to  schools  in  the 
eastern  United  States  or  to  European  centers  of  medi- 
cal education  for  six  months  or  one  year  refresher 
courses,  and  quite  a few  men  gradually  confined  their 
work  to  complete  specialization. 

Dr.  Donald  T.  Atkinson’s  well-written  biography, 
Texas  Surgeon,  is  an  account  of  just  such  a general 
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1958,  PARKE-DAVIS 


VESALIUS  — AND 
THE  ANATOMY  OF 
MA  N.  A ndreas 
Vesalius  of  Brussels, 
besides  being  the  first 
teacher  of  anatomy 
from  natural 
observations,  believed 
that  medicine  should  be 
regarded  as  a whole 
practice  and  not 
divided  into  separate 
specialties.  He 
practiced  both 
medicine  and  surgery. 


practitioner  turned  specialist.  A young  Canadian  emi- 
grated to  the  United  States,  settled  in  Texas  for  some 
adventurous  early  years  in  general  practice,  and  final- 
ly specialized  to  become  a widely  known  ophthalmolo- 
gist. Two  other  similarly  gripping  and  definitive  ac- 
counts of  the  early  days  in  medicine  are  Dr.  Max 
Thorek’s  A Surgeon’s  World  and  Dr.  Arthur  Hertzler's 
The  Horse  and  Buggy  Doctor.  Each  of  these  men  began 
as  a general  practitioner  and  then  moved  into  his 
specialty.  They  were  not  Texans,  but  the  conditions 
and  experiences  of  the  pioneer  days  in  Illinois  and 
Kansas  were  quite  comparable  to  those  of  Texas. 

To  today’s  younger  generation  of  doctors  and  edu- 
cators wrestling  intently  with  the  seemingly  new- 
fledged  problems  of  specialism  versus  generalism,  it 
may  be  surprising  to  note  in  Texas  medical  archives 
some  evidence  of  rumblings  on  this  horizon  even  as 
far  back  as  1869. 

In  the  minutes  of  the  Texas  Medical  Association  re- 
organizational  session  of  1869  is  the  mention  that 
“A  short  time  was  taken  up  in  the  discussion  of 
Specialists,  but  the  sense  of  the  American  Medical 
Association  on  the  subject  not  being  known,  the  ques- 
tion was  laid  over  until  the  next  annual  meeting.”  The 
matter  was  not  actually  acted  upon  until  the  1871 
TMA  meeting,  when  a resolution  was  introduced  and 
referred  to  the  Committee  on  Ethics.  The  resolution 
stated  “that  it  is  the  opinion  of  this  Association  that 


specialists  in  Medicine  and  Surgery  are  to  be  en- 
couraged by  the  medical  profession  as  tending  to 
advance  the  cause  and  progress  of  true  science.  We, 
however,  deem  it  necessary  to  say  that  we  only  recog- 
nize as  a specialist  one  who  abandons  the  general 
practice  of  Medicine  and  Surgery.” 

Twelve  years  later  in  the  1883  TMA  Proceedings 
one  can  again  find  some  pointed  references  to  the 
problem  in  a paper  by  Dr.  T.  H.  Nott,  an  influential 
member  who  later  became  president  of  the  Associa- 
tion. The  paper,  “The  Embryo  Physician  as  a Special- 
ist,” read  as  follows: 

In  the  good  old  times  gone  by  a specialist  was 
a physician  and  something  more — [Today  he  is,] 
as  our  late  retiring  President  of  the  American 
Medical  Association  happily  expresses  it,  some- 
thing less  than  a physician.  A sort  of  one-horse 
doctor  ...  He  sits  back  on  his  dignity  and  grows 
rich  and  famous,  while  we  struggle  for  a living 
and  a small  reputation  and  drum  for  him  . . . 
Now,  gentlemen,  I would  ask,  can  practice,  path- 
ology, or  therapeutics  be  advanced  by  such  men? 
What  are  their  fine  spun  theories  worth?  Is  it  not 
lowering  the  standard  of  medical  education?  Are 
such  men  entitled  to  an  M.D.  after  their  names? 
...  Is  it  possible  to  divide  up  so  complex  a 
machinery  as  the  human  system  and  understand 
one  part  ab  initio?  . . . Let  us  put  in  a plea  to 
keep  our  people  out  of  the  hands  of  the  born 
specialist,  by  inserting  a clause  in  the  article 
regulating  the  practice  of  medicine,  which  shall 
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forbid  any  person  to  practice  a specialty  in  this 
State  who  has  not  done  a general  practice  for  at 
least  ten  years. 

Then  again,  in  1889,  shortly  before  which  there  had 
been  a great  upsurge  in  surgery  throughout  the  state, 
Dr.  Berthold  E.  Hadra  remarked  in  a talk  reported  in 
the  TMA  Transactions  for  that  year: 

I am  sure  that  the  very  same  practitioner  who 
claims  to  know  everything,  and  who  represented 
a kind  of  a general  specialist,  if  he  should  re- 
quire grave  surgical  treatment  himself,  or  if  his 
wife  or  daughter  should  have  to  submit  to  a 
laparotomy,  that  he  will  not  call  in  his  next  best 
colleague,  but  that  he  will  travel  like  a wise  man 
to  a surgeon  in  or  without  the  State  who  has 
acquired  an  acknowledged  reputation  in  the  con- 
cerned branch.  Now,  let  our  clients  have  the 
same  consideration  you  claim  for  yourself  and 
family  . . . 

This  Dr.  B.  E.  Hadra  had  been  educated  in  the 
German  universities  of  Breslau  and  Berlin,  had  an 
international  reputation  as  a diagnostician,  surgeon, 
and  gynecologist,  had  published  numerous  papers  and 
several  books,  served  as  a member  of  the  Board  of 
Regents  of  The  University  of  Texas,  had  held  the 
Chair  of  Surgery  in  the  old  Texas  Medical  College  at 
Galveston,  and  was  health  officer  of  San  Antonio.  He 
was  President  of  TMA  in  1899-1900,  and  some  of  his 
remarks  at  the  Association’s  Annual  Meeting  of  1898 
are  so  uncannily  appropriate  to  the  discussions  going 
on  so  intently  today  that  they  are  worth  quoting 
verbatim: 

[Changes  taking  place  in  recent  years  indicate 
that]  the  dividing  line  between  practice  and  sur- 
gery will  be  abolished,  and  the  object  of  treat- 
ment alone  will  determine  the  division. 

Diseases  of  the  stomach,  for  instance,  will  not 
be  made  to  appear  medical  or  surgical  but  simply 
diseases  of  this  organ,  to  be  understood  and  to 
be  treated  by  the  man  who  is  master  of  the 
whole  -field  and  able  to  select  from  his  stock 
that  which  he  considers  the  most  appropriate. 

It  is  readily  apparent  that  the  patient  will  then 
be  under  the  care  of  one  who  is  not  one-sided, 
partial  and  narrow-minded  in  his  views,  and  also 
that  the  attending  physician  will  be  less  liable  to 
overlook  certain  points  or  be  ignorant  of  certain 
procedures  and  views  which  would  otherwise 
necessarily  escape  his  attention. 


At  the  first  glance  such  a revolution  would  ap- 
pear chimerical,  but  in  reality  this  transformation 
is  now  gradually  taking  place.  It  is  not  at  all 
necessary  to  fear  that  the  general  practitioner 
who  to  a certain  degree  must  have  a fair  knowl- 
edge of  everything,  would  suffer  in  his  capacity. 
He  will  still  hold  his  own  with  the  additional  ad- 
vantage that  he  will  have  all  his  knowledge  better 
arranged.  He  will  be  able  to  apply  this  knowledge 
more  concentratedly  to  the  organ  to  be  treated 
because  he  will  be  able  to  view  his  object  more 
comprehensively  from  all  sides  at  once  . . . 

But  it  would  be  only  an  imposition  upon  your 
time  were  I to  depict  minutely,  in  a more  or  less 
arbitrary  manner,  the  steps  which  this  evolution 
will  take.  May  these  lines  only  serve  to  call  your 
attention  to  the  necessity  of  giving  up  the  old 
idea  that  the  same  trouble  should  be  differently 
viewed  by  a surgeon  and  by  a general  practi- 
tioner. There  is  only  one  way  to  approach  a dis- 
ease, and  that  is  through  and  from  every  stand- 
point. 

But  the  matter  of  greatest  concern  to  the  physi- 
cians of  Texas  at  the  turn  of  the  century  was  the 
decline  in  the  quality  of  medical  care  due  to  the  in- 
creasing number  of  quacks  and  pseudo-physicians 
appearing  in  the  field.  Diploma  mills  began  to  spring 
up  like  weeds,  and  the  medical  ranks  became  con- 
taminated with  irregular,  un-trained  practitioners.  In 
the  words  of  the  revered  Dr.  George  Cupples,  “Char- 
latanism and  imposture,  the  offspring  of  ignorance, 
general  and  professional,  reign  rampant  in  the  land; 
no  legislative  check  restrains  the  indiscriminate  and 
unregulated  practice  of  physic  by  unqualified  persons, 
the  incredible  and  destructive  abuse  of  nostrums  and 
secret  remedies;  humbug  is  the  order  of  the  day.’’ 

The  members  of  TMA  kept  working  at  this  problem 
until  the  Legislature  enacted  in  1907  the  Texas  Medi- 
cal Practice  Act,  with  a consequent  cleaning  up  of 
the  ranks. 

But  a more  basic  treatment  for  medicine’s  ills  was 
still  needed,  not  only  in  Texas  but  in  the  nation. 
Here  is  where  the  AMA  took  a momentous  step.  With 
the  help  of  Henry  Pritchett,  president  of  the  Carnegie 
Foundation  for  the  Advancement  of  Teaching,  a pene- 
trating study  of  the  nation’s  medical  schools  was  made 
by  Abraham  Flexner.  The  report  of  this  study,  the 
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Flexner  report,  was  issued  in  1910.  Texas  schools, 
among  others,  were  criticized.  The  report  was  whole- 
heartedly supported  in  its  implementation  by  the  AMA 
with  consequent  profound  improvements  in  medical 
education,  and,  therefore,  in  medical  care  of  the  peo- 
ple, by  both  specialist  and  general  practitioner. 

II.  1910-1937:  THE  MODEL-T  PERIOD:  After  the 
changes  effected  in  medical  education  by  the  Flexner 
report,  the  typical  young  doctor  of  medicine  entering 
general  practice  had  definitely  graduated  from  the 
horse-and-buggy  state  of  his  fairly  recent  forebears. 

Throughout  the  upheavals  of  World  War  I,  and  on 
through  the  1920’s  and  1930’s,  the  main  body  of 
medical  care  in  Texas  was  still  supplied  by  the  general 
practitioner.  It  was  apparent,  however,  that  more  and 
more  general  practitioners  were  gradually  limiting 
themselves  to  a specialty,  and  more  and  more  medi- 
cal school  graduates  were  going  directly  into  a spe- 
cialty. Most  of  the  “true”  specialists  during  those 
years,  as  judged  by  the  strict  standards  of  present-day 
formal  postgraduate  residency  training,  were  in  the 
time-honored  fields  of  ophthalmology,  otolaryngology, 
obstetrics-gynecology,  and  urology.  A good  many  in- 
ternists and  general  surgeons  were  skillful,  energetic 
general  practitioners  who  had  “limited  their  work”  but 
who  by  today’s  criteria  would  still  be  considered 
"family  doctors.” 

During  this  period  the  main  content  of  practical, 
applicable  medical  knowledge,  though  vast,  did  not 
seem  beyond  the  grasp  of  one  man,  with  the  support 
of  his  specialist  colleagues  on  the  periphery.  The 
public  at  large  felt  well  served  by  their  family  doctors, 
with  what  seemed  the  right  proportion  of  specialist- 
consultants  always  available.  But  by  1937,  this  com- 
placent triangle  of  happy  patient,  general  practitioner, 
and  specialist  began  to  show  signs  of  coming  apart. 

There  were  two  main  causes  of  the  change:  the 
end  of  the  Great  Depression  and  the  spurt  in  medical 
scientific  research  (as  signaled  by  the  discovery  of 
sulfanilamide). 

III.  1937-1965  THE  AGE  OF  THE  EXPRESSWAY:  After 
1937  the  scientific  approach  was  accelerated  so  rapid- 
ly that  the  armamentarium  of  diagnostic  and  thera- 
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peutic  technics  became  far  too  unwieldy  for  one  man 
to  handle  gracefully. 

Furthermore,  the  new  affluence  of  the  citizenry 
made  each  family  able  to  afford  and  eager  to  obtain 
not  only  two  cars  instead  of  one,  but  also  the  simulta- 
neous services  of  multiple  physicians.  Medical  care  in 
Texas  and  in  the  nation  as  a whole  had  moved  into 
the  era  of  specialization.  This  was  progress,  of  course. 
The  times  called  for  doctors  who  knew  a great  deal 
about  certain  diseases  or  parts  of  the  body  and  who 
could  give  up-to-the-minute  advice  and  definitive  as- 
sistance to  physicians  who  treated  the  patient  as  a 
sick  person,  and  this  was  good. 

There  was,  however,  a secondary  effect.  Emphasis 
on,  and  prolongation  of,  the  post-medical  school  years 
of  internship-residency  training  increased.  The  trans- 
mission of  much  of  the  “new  knowledge”  was  relegat- 
ed to  those  years  after  medical  school,  instead  of 
being  incorporated  into  the  regular  four-year  medical 
school  course. 

More  and  more  specialist  groups  set  up  examining 
boards  to  decide  who  could  be  a specialist.  And  the 
aura  of  glamour  and  prestige  which  rapidly  developed 
about  board  certification  became  too  much  for  most 
medical  students  to  resist.  Many  became  convinced 
that  they  could  not  be  successful,  either  in  the  pur- 
suit of  technical  excellence  or  of  professional  or  finan- 
cial standing,  unless  they  specialized.  By  1940,  the 
country  over,  only  one  out  of  every  ten  medical  stu- 
dents planned  to  enter  general  practice. 

Soon  thereafter,  specialists  outnumbered  general 
practitioners  on  many  hospital  staffs  and  in  the  larger 
urban  areas.  At  scattered  places,  especially  along  the 
eastern  seaboard,  a strange  intramural  phenomenon 
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appeared:  the  threat  to  the  general  practitioner’s  hos- 
pital privileges. 

Even  in  Texas,  the  stronghold  of  belief  in  individual 
rights  and  personal  responsibility,  a few  feints  were 
made  in  that  direction.  It  became  apparent  to  the 
thoughtful  and  organization-minded  men  in  general 
practice  that  some  sort  of  action  was  needed  to  help 
retain  an  effective  voice  in  the  councils  of  organized 
medicine.  It  was  even  more  important  to  promote  and 
maintain  high  standards  of  medical  practice  among 
the  men  in  this  field,  and  thus  to  convince  his  col- 
leagues and  friends  that  the  general  practitioner  was 
not  really  a second-class  physician. 

On  June  10,  1947,  the  American  Academy  of  Gen- 
eral Practice  was  founded.  It  was  a spontaneous  move- 
ment, followed  by  a chain  reaction  throughout  all  the 
states.  The  Texas  Academy  was  fully  organized  and 
functioning  by  1949,  with  many  component  county 
academies  in  effect.  The  first  annual  meeting  of  the 
Texas  Academy  of  General  Practice  was  held  in  Fort 
Worth,  Sept.  24-25,  1950. 

The  stated  objectives  of  the  national  academy  are 
(1)  to  establish  an  organization  of  general  practition- 
ers of  medicine  and  surgery  to  promote  and  maintain 
high  standards  of  the  general  practice  of  medicine 
and  surgery;  (2)  to  encourage  and  assist  young  men 
and  women  in  preparing,  qualifying,  and  establishing 
themselves  in  general  practice;  (3)  to  preserve  the 
right  of  the  general  practitioner  to  engage  in  medical 
and  surgical  procedures  for  which  he  is  qualified  by 
training  and  experience;  (4)  to  assist  in  providing  post- 
graduate study  courses  for  general  practitioners,  and 
to  encourage  and  assist  practicing  physicians  and  sur- 
geons in  participating  in  such  training;  and  (5)  to 
promote  the  science  and  art  of  medicine  and  surgery 
and  the  betterment  of  the  public  health,  and  to  pre- 
serve the  right  of  free  choice  of  physician  to  the 
patient. 

The  founders  of  the  American  Academy  of  General 
Practice  promulgated  and  put  into  effect  a concept 
which  is  a noteworthy  first  in  the  entire  history  of 
medicine;  the  requirement  of  continuing  postgraduate 
education.  Every  three  years  each  member  must  com- 
plete 150  hours  of  accredited  study.  If  he  doesn’t 
participate  in  this  program,  he  loses  his  membership; 


and  he  can  be  reinstated  only  by  making  up  lost 
hours.  The  academy  is  still  the  only  medical  associa- 
tion requiring  continuing  postgraduate  study. 

After  1947  the  esprit  de  corps  of  the  general  prac- 
titioner improved  considerably;  the  alienation  of  the 
medical  student  away  from  general  practice  began  to 
be  alleviated  so  that  by  1957,  instead  of  one  out  of 
ten,  about  four  out  of  ten  medical  students  planned 
to  enter  general  practice.  The  number  of  general  prac- 
titioners relative  to  the  general  population  did  not 
improve  however. 

During  the  1950’s  probably  the  main  thing  that 
helped  postpone  the  realization  of  an  acute  shortage 
of  family  physicians  was  the  good  work  done  by  the 
"general  internist,”  a specialist  in  internal  medicine 
but  also  a physician  willing  to  give  comprehensive 
care  to  the  family  in  all  fields  except  surgery,  ob- 
stetrics, or  complicated  pediatrics.  But  in  the  past 
ten  years,  the  numbers  of  even  these  men  have  been 
decimated  by  ultrafragmentation  into  many  subspe- 
cialties, with  the  certifying  boards’  strict  requirements 
as  to  practice  limitation. 

In  1957,  with  the  orbiting  of  the  first  Sputnik,  the 
United  States  became  seized  with  a sudden,  and  un- 
derstandable, alarm  over  its  supposed  “scientific  lag.” 
There  then  began  a massive  concentration  in  high 
schools,  colleges,  and  graduate  schools  on  mathe- 
matics, and  the  natural  and  physical  sciences,  at  the 
expense  of  the  behavioral  and  social  sciences  and 
humanities. 

This  emphasis  on  science  and  technology  rever- 
berated into  medical  education  and  reinforced  the  al- 
ready existing  rush  toward  specialization,  so  that  in 
the  past  ten  years  the  relative  number  of  general 
practitioners  available  to  take  care  of  the  family’s 
day-to-day  medical  needs  has  steadily  declined. 

The  philosophy  of  the  general  practitioner  has  been 
that  (1)  as  one’s  outlook  broadens,  the  clustering 
multitude  of  details  dissolves  into  general  laws;  (2) 
matters  of  unequal  importance  should  not  be  given 
equal  attention;  and  (3)  the  relatively  trivial  should 
not  be  made  the  whole  of  an  educational  program. 

By  1963  it  began  to  be  obvious  that  a ferment  was 
boiling  up,  composed  of  several  elements:  (1)  the 


72 


TEXAS  MEDICINE 


stubborn  insistence  by  the  American  Academy  of  Gen- 
eral Practice  on  the  validity  of  comprehensive  medical 
care,  (2)  the  growing  demand  by  the  public  for  more 
family  doctors,  and  (3)  the  dawning  realization  in 
academic  and  educational  circles  ( all  disciplines,  not 
only  medical)  of  the  weaknesses  and  potential  dangers 
in  ceremonial  scholasticism  and  over-specialization. 

IV.  1965-1967:  "WHICH  WAY  TO  THE  AIRPORT?”  In 

the  past  three  years  there  has  welled  up  on  all  sides 
the  feeling  that  some  study  and  reappraisal  of  our 
pell-mell  course  in  medical  education  and  practice 
were  needed,  and  that  for  our  upward  course  to  con- 
tinue we  should  somehow  rejuvenate  and  re-apply 
the  nostalgically-wished-for  principles  of  generalism. 
This  problem  of  reconciling  generalism  and  specialism 
is  now  of  much  concern  to  thinkers  in  the  fields  of 
science,  technology,  medicine,  and  the  humanities. 

As  to  the  need  for  more  generalists  in  medicine, 
almost  every  issue  of  the  many  important  professional 
journals  carries  at  least  one  article  on  this  theme. 
Newspaper  editorials  across  the  country  have  joined 
in  the  chorus.  Time  and  U.S.  News  and  World  Report 
have  recently  devoted  much  space  to  the  subject.  The 
Wall  Street  Journal  has  even  taken  notice  of  the  situa- 
tion, publishing  a three-column  report  on  Jan.  17, 
1967,  about  how  many  leading  medical  educators  at 
Penn  State,  Harvard,  Vanderbilt,  Baylor,  and  elsewhere 
are  beginning  to  "seek  solutions  to  one  of  the  nation’s 
most  pressing  medical  problems — training  doctors 
dedicated  to  the  art  of  general  practice  and  capable 
of  caring  for  the  entire  family.” 

The  AMA  in  1963,  aware  of  the  situation  rapidly 
developing,  requested  a broad  and  deep  study  of 
graduate  medical  education  by  a citizens'  committee 
under  the  chairmanship  of  John  S.  Millis,  Ph.D.,  presi- 
dent of  Western  Reserve  University  in  Cleveland, 
Ohio. 

On  Sept.  12,  1966,  the  report  of  the  Millis  group, 
Citizens'  Commission  on  Graduate  Medical  Education, 
was  released.  The  year  1966  also  saw  the  completion 
of  three  other  serious  studies  of  medical  education 
and  health  care  in  the  United  States:  (1)  The  Report 
of  the  National  Commission  on  Community  Health 
Services,  sponsored  by  the  National  Health  Council 
and  the  American  Public  Health  Association;  (2)  The 


Report  of  the  American  Academy  of  General  Practice 
and  American  Medical  Association  Committee  on  Re- 
quirements for  Certification:  The  Core  Content  of 
Family  Medicine;  and  (3)  The  Report  of  the  AMA’s 
Ad  Hoc  Committee  on  Education  for  Family  Practice. 
The  conclusions  and  recommendations  of  these  three 
groups  and  of  the  Millis  Commission  are  remarkably 
similar.  All  recognize  that  a dramatic  increase  in  the 
number  of  medical  graduates  entering  family  medicine 
is  essential  to  continued  progress  in  our  system. 

These  study  groups  also  agree  fairly  closely  in  their 
word-pictures  of  the  new  type  of  family  doctor,  al- 
though the  definition  is  still,  at  this  stage,  somewhat 
vague  at  the  edges.  The  consensus  is  that  the  general 
practitioner  "(1)  serves  as  physician  of  first  con- 
tact for  the  patient,  evaluates  the  patient’s  total 
health  needs,  provides  personal  medical  care  within 
one  or  more  fields  of  medicine,  and  refers  patients 
when  indicated  to  appropriate  sources  of  care;  (2) 
assumes  the  responsibility  for  the  patient’s  com- 
prehensive and  continuous  health  care;  (3)  accepts 
responsibility  for  the  patient  within  the  context  of  the 
family  (or  a comparable  social  group)  as  the  unit 
for  health  care.”  (Willard,  William  R.:  Family  Practice, 
JAMA  197:985,  Sept.  19,  1966.) 

Based  on  the  ideas  emerging  from  these  studies, 
the  young  general  practitioner  of  the  near  future  in 
Texas  will  probably  have  three  or  four  years  of  post- 
medical school  formal  residency  experience.  He  will 
probably  have  rigorous  training  in  the  disciplines  of 
internal  medicine,  pediatrics,  psychiatry,  and  pre- 
ventive medicine,  and  enough  surgery  and  obstetrics 
to  give  him  confidence  if  his  actual  practice  should 
require  further  development  in  these  fields.  He  will 
have  the  opportunity  of  certification  by  a Specialty 
Board  of  Family  Medicine  (or  of  Primary  Physicians), 
and  he  will  be  required  at  regular  intervals  to  show 
evidence  of  continuing  proficiency  in  his  field.  He  will 
surely  also  continue  to  bear  the  hereditary  traits  of 
his  general  practitioner  predecessors,  those  qualities 
which  make  him  a happy  breed  of  man,  free  of  labori- 
ous pedantry,  endowed  with  taste,  sense,  spirit,  and 
compassion. 

Dr.  Blair,  2708  Wesleyan,  Houston  77027. 
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Internal  medicine  did  not  begin  to  de- 
velop as  a specialty  in  Texas  until  the 
latter  half  of  the  19th  century.  At  first, 
growth  was  slow;  but  aided  by  The  Uni- 
versity of  Texas  Medical  Branch,  the 
specialty  assumed  a rapid  growth  rate 
after  1924,  successfully  achieving  both 
quantity  and  quality. 

THE  LACK  OF  PRECISE  historical  data  makes  it  im- 
possible to  record  the  period  and  the  places  where 
internal  medicine  had  its  beginnings — unlike  the  back- 
ground in  surgery,  the  development  of  which  can  be 
traced  directly  to  the  barber-surgeons,  internal  medi- 
cine had  no  such  firm  base  to  call  its  birthplace  and 
from  which  it  emerged.  Apparently,  there  were  in 
earlier  days,  as  now,  men  whose  tastes  were  not  in 
the  surgical  or  midwife  type  of  activities  and  who 
turned  to  medical  matters  somewhat  as  we  know  them 
today,  but  their  records  on  history’s  pages  are  scant 
and  indistinct. 

EARLY  INTERNATIONAL  BEGINNINGS:  The  first  in- 
ternists were  the  anatomists  like  Galen,  Andreas 
Vesalius,  Antonio  Maria  Valsalva,  and  Giovanni  Bat- 
tista Morgagni,  who,  incidentally,  were  pathologists  as 
well. 

Later,  there  came  those  physicians  of  a physiologic 
turn  of  mind:  and  here,  William  Harvey  stands  out  as 
the  most  prominent  disciple.  This  was  a natural  turn 
of  events  since,  as  the  structure  of  organs  began  to  be 
known,  inquiring  minds  were  desirous  of  learning  or- 
ganic functions. 

Next  in  history  came  the  microscopists,  who  further 
enriched  basic  anatomical  knowledge  and  paved  the 
way  for  significant  stimuli  to  useful  investigation,  par- 
ticularly in  pathology  and  microbiology.  This  group 
was  pioneered  by  Antonius  van  Leeuwenhoek  and 
Marcello  Malpighi,  Robert  Koch,  and  Louis  Pasteur. 
They,  in  turn,  were  followed  by  the  chemists,  such  as 


Robert  Boyle,  whose  work  was  a logical  sequence  to 
the  basic  scientific  investigations  of  Nicholas  Coperni- 
cus, Gallileo,  and  Sir  Isaac  Newton.  Later  Franciscus 
de  la  Boe  Sylvius  initiated  what  we  know  as  biological 
chemistry.  This,  in  brief,  constitutes  the  early  and 
basic  background,  incomplete  though  it  admittedly  is, 
of  our  present  day  internal  medicine. 

Upon  this  foundation  Great  Britain  produced  Thom- 
as Willis  (1621-75)  who  is  better  known  for  his  de- 
scription of  a vascular  circle  at  the  base  of  the  brain, 
but  who  was  also  an  outstanding  clinician.  He  was 
followed  by  many  others  in  England,  France,  and  Ger- 
many whose  names  are  well  known  by  today’s  in- 
ternists. 

The  Viennese  school  furnished  Leopold  Joseph 
Auenbrugger,  who  developed  percussion  in  physical 
examination,  and,  in  modern  times,  Karl  F.  Wencke- 
bach, an  outstanding  cardiologist  and  a pupil  of  Wil- 
lem Einthoven. 

In  the  United  States,  Benjamin  Rush  provided  the 
initial  spark  which  ignited  the  flame  of  internal  medi- 
cal interest  in  brilliant  and  inquisitive  minds.  Early 
great  American  internists  included  William  Beaumont; 
James  Jackson,  Sr.,  first  physician  to  the  Massachu- 
setts General  Hospital;  Daniel  Drake,  a pioneer  in 
medical  education;  Oliver  W.  Holmes;  Austin  Flint; 
and  William  Osier,  whose  influence  caused  internal 
medicine  to  come  of  age  in  the  United  States. 

The  preceding  summary,  international  as  well  as 
national  in  scope,  constitutes  the  foundations  of 
modern  internal  medicine  wherever  that  specialty  is 
practiced  and  is,  therefore,  world-wide  in  its  applica- 
tion. It  is  true  that  various  countries  and  localities 
color  the  discipline  in  harmony  with  individual  habits, 
mores,  and  customs;  yet,  the  broad  overall  picture  is 
fundamentally  the  same. 

ORIGINS  IN  TEXAS:  In  Texas,  the  origins  of  internal 
medicine  are  fairly  distinct  for  several  reasons.  Two 
reasons  stand  out  as  primary  ones:  the  specialty  is 
comparatively  young,  and  its  history  is  reasonably 
well  documented  and  accurate. 
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Before  Texas  won  her  independence  from  Mexico 
in  1836,  during  Texas’  existence  as  a republic,  and 
even  after  Texas  had  achieved  statehood,  the  domain 
was  in  essence  an  undeveloped  frontier.  The  people 
were  largely  transplants  from  other  areas,  chiefly  the 
old  south,  especially  so  after  the  Civil  War.  The  doc- 
tors who  cared  for  the  medical  needs  of  this  young 
and  fluid  citizenry  did  everything  the  job  called  for. 
In  other  words,  they,  like  their  patients,  were  in  a 
period  of  evolutionary  development  and  were  general 
practitioners  in  the  true  sense  of  the  term.  They  had 
to  be:  there  was  no  alternative.  It  was  not  until  the 
last  half  of  the  19th  century  that  internal  medicine 
had  its  inception  in  this  state. 

Without  doubt  the  greatest  impetus  tc  the  develop- 
ment of  internal  medicine,  as  well  as  other  specialties 
in  Texas,  was  the  constitutional  provision  creating 


BENJAMIN  RUSH:  PHYSICIAN, 
PEDANT,  PATRIOT.  Dr.  Benjamin 
Rush,  fearless  worker  in  the  Philadelphia 
yellow  fever  epidemic  in  1793 , began  the 
specialty  of  internal  medicine  in  the 
United  States.  He  has  been  called  the 
United  States’  first  great  physician. 
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a university  of  the  first  class,  including  its  medical 
branch  in  Galveston.  The  opening  of  the  medical 
branch  in  1891,  which  superseded  the  struggling 
Texas  Medical  College,  sounded  the  signal  for  the 
separation  of  medicine  into  its  various  subdivisions; 
and  so,  along  with  the  others,  internal  medicine  re- 
ceived its  baptism. 

Without  a doubt  the  chief  and  first  internist  of  note 
in  this  new  and  progressive  movement  was  Ashbel 
Smith  (1806-1886).  This  eminent  physician,  also  a 
general  practitioner,  came  to  Texas  from  North  Caro- 
lina shortly  after  the  Battle  of  San  Jacinto.  He  im- 
mediately became  the  first  surgeon  general  of  the 
Republic  of  Texas. 

Smith  was  a down  east  yankee  from  Connecticut 
who  had  his  original  education  at  Yale  and  graduate 
study  in  Paris  and  in  other  European  centers.  He  was 
well  known  for  his  contributions  to  medical  literature, 
particularly  those  on  cholera  and  yellow  fever.  While 
he  did  not  designate  the  mosquito  as  the  vector  of 
yellow  fever  he  recommended  the  filling  of  marshy 
land  and  the  removal  of  filth  as  protection  against 
future  epidemics.  It  has  been  said  that  his  79-page 
brochure  on  yellow  fever,  published  in  Galveston  in 
1839,  was  the  first  significant  medical  contribution  to 
be  printed  and  published  in  Texas. 

Not  only  was  Ashbel  Smith  a careful,  well-trained 
clinician  and  recorder  of  the  things  he  saw,  but  also 
he  had  a high  sense  of  civic  responsibility.  He  was 
in  addition  to  being  chairman  of  the  board  of  trustees 
of  the  Texas  Medical  College  and  Hospital,  at  various 
times  a member  of  the  Texas  House  of  Representa- 
tives and  of  the  Senate.  He  was  chairman  of  the  first 
board  of  regents  of  The  University  of  Texas  when  its 
cornerstone  was  laid  on  Nov.  17,  1882. 

Ashbel  Smith  was  the  father  of  internal  medicine 
in  Texas.  No  one  else  was  comparable  in  education, 
ability,  stature,  and  achievement.  He  was  not  only 
interested  in  the  main  University  of  Texas  in  Austin 
but  also  was  a warm  sponsor  of  its  medical  school, 
the  beginning  of  which  he  did  not  live  to  witness.  He 
died  in  1886. 

Since  Galveston  was  the  first  city  in  the  state — se- 


lected by  popular  vote — to  have  a medical  school  spon- 
sored and  supported  by  the  state  government,  it 
logically  maintained  the  lion’s  share  of  the  prestige  in 
producing  the  major  progress  in  internal  medicine  in 
Texas. 

The  first  professor  of  medicine  at  The  University 
of  Texas  Medical  Branch  was  H.  A.  West,  who  was 
commended  by  Osier  and  the  United  States  Public 
Health  Service  for  his  clinical  acumen  in  differentiating 
dengue  fever  from  yellow  fever  when  the  two  occurred 
simultaneously  in  Galveston  in  1897. 

Before  Dr.  West,  Dr.  George  Dock,  a professor  of 
pathology,  taught  at  the  old  Texas  Medical  College  and 
Hospital.  Somehow,  with  the  organization  of  the  orig- 
inal faculty  of  The  University  of  Texas  Medical  Branch, 
Dock  was  overlooked.  He  then  migrated  to  the  Uni- 
versity of  Louisiana  Medical  Department,  now  Tulane 
University  School  of  Medicine,  and  subsequently  to 
Michigan  and  Washington  University.  He  achieved 
national  and  international  fame  in  internal  medicine. 

Dr.  West  died  in  1898  and  was  succeeded  by  Dr. 
James  W.  MacLaughlin,  an  astute  clinician  and  origin- 
al thinker.  Dr.  MacLaughlin  introduced  the  stomach 
tube  in  this  area  as  an  aid  to  the  study  of  gastro- 
intestinal diseases  following  the  reports  of  Adolf  Kuss- 
maul  in  Heidelberg,  Germany.  Dr.  MacLaughlin  also 
wrote  a paper  on  fever  in  which  he  attempted  to  form- 
ulate a molecular  explanation  of  the  development  of 
immune  bodies.  This  paper  is  quite  in  harmony  with 
present  day  biometrical  studies  in  many  areas  of 
clinical  investigation.  Dr.  MacLaughlin  resigned  in 
1905. 

Dr.  Marvin  L.  Graves  served  as  professor  of  medi- 
cine for  the  next  20  years  with  much  credit  to  himself 
and  with  marked  advancement  of  the  cause  of  internal 
medicine  in  Texas.  Dr.  Graves  was  an  excellent  teach- 
er, good  clinician,  wise  administrator,  and  skillful 
public  relations  agent.  During  his  tenure,  more  pro- 
gress was  made  in  internal  medicine  in  Texas  than 
had  been  made  in  all  preceding  years.  Graves  was 
personally  responsible  for  much  of  this  progress. 

Contemporaries  of  Dr.  Graves  included  Dr.  F.  H. 
Newhaus  of  Houston,  educated  in  the  German  uni- 
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versities;  Drs.  R.  W.  Baird  and  C.  M.  Grigsby  of  Dallas; 
Dr.  K.  H.  Beall  of  Fort  Worth;  Dr.  0.  F.  Gober  of 
Temple;  and  Dr.  Edward  Randall,  professor  of  materia 
medica  and  therapeutics  on  the  original  faculty  of  The 
University  of  Texas  Medical  Branch  in  Galveston.  All 
of  these  men  made  individual  and  meritorious  con- 
tributions to  the  cause.  There  were  other  outstanding 
internists  in  the  outlying  areas  as  well.  Examples  are 
Drs.  N.  D.  Buie  and  J.  W.  Torbett  of  Marlin,  Sam 
Thompson  of  Kerrville,  and  R.  B.  Homan  of  El  Paso. 
All  were  stalwarts  in  the  knowledge  of  internal  medi- 
cine of  their  time. 

After  World  War  I,  there  came  to  Texas  some  young 
internists  trained  outside  the  state.  J.  H.  Agnew  of 
Michigan  settled  in  Houston.  A.  E.  Greer,  who  prac- 
ticed medicine  in  Houston  prior  to  World  War  I, 
entered  the  army  and  upon  separation  from  service 
in  1919  took  postgraduate  training  at  Harvard.  Upon 
the  completion  of  this  training,  he  returned  to  Hous- 
ton— where  he  now  resides.  He  became  the  dean  of 
internal  medicine  in  that  city.  Earlier  in  1906,  E.  V. 
DePew,  a pupil  of  Frank  Smithies,  had  located  in  San 
Antonio  as  an  internist  with  a subspecialty  of  gastro- 
enterology. W.  E.  Nesbit  entered  military  service  in 
World  War  I and  returned  to  San  Antonio  after  being 
mustered  out.  He  is  credited  with  being  the  first  "gen- 
eral internist”  in  that  city.  D.  W.  Carter,  Jr.,  a Texan 
educated  at  Johns  Hopkins  Medical  Center  in  Balti- 
more and  at  the  Peter  Bent  Brigham  Hospital  in 
Boston,  resided  in  Dallas. 

GROWTH  PATTERNS:  Internal  medicine  was  a plant 
of  slow  growth  in  Texas.  For  example,  when  the  Texas 
Club  of  Internists,  the  first  such  internal  medicine 
specialty  organization  in  Texas,  was  organized  in 
1924,  it  was  barely  possible  to  secure  a founders’ 
group  of  20  internists.  In  1967,  just  43  years  later, 
there  are  532  board-certified  Texas  internists  listed 
in  the  1965-66  Directory  of  Medical  Specialists;  and 
there  is  probably  a like  number  who  are  eligible  for 
board  certification.  The  Houston  Society  of  Internal 
Medicine  has  193  members,  the  Dallas  Academy  of 
Internal  Medicine  156  members,  the  San  Antonio 
Club  of  Internal  Medicine  53  members,  and  the  Fort 
Worth  Club  of  Internists  49  members. 


What  are  the  causes  of  this  rapid  phenomenal 
growth  of  internal  medicine  in  Texas?  There  are  sever- 
al: (1)  There  was  an  unfilled  need,  a vacuum;  and  the 
need  was  met.  (2)  Internal  medicine  is  one  of  medi- 
cine’s truly  intellectually  attractive  disciplines  with 
a broad  base  and  numerous  subspecialty  ramifica- 
tions. (3)  Residency  training  programs  in  internal 
medicine  have  achieved  widespread  development.  (4) 
The  American  College  of  Physicians  gave  educational 
impetus  to  internal  medicine.  (5)  The  American 
Board  of  Internal  Medicine  was  established  in  1936. 
(6)  The  residency  review  committee  in  internal  medi- 
cine was  begun  under  the  sponsorship  of  the  Ameri- 
can College  of  Physicians,  the  American  Board  of 
Internal  Medicine,  and  the  American  Medical  Associa- 
tion Council  on  Medical  Education.  The  significance 
of  the  improvement  of  residency  programs  by  this 
last  body  cannot  be  overemphasized. 

Thus,  by  stages,  greatly  accelerated  since  World 
War  II,  there  has  been  built  in  Texas  an  edifice  of 
internal  medicine  which  ranks  favorably  with  the  best 
in  the  world  today.  This  rank  has  been  accomplished 
largely  through  the  existence  of  schools  which  must 
be  approved  by  the  liaison  committee  of  the  Associa- 
tion of  American  Medical  Colleges  and  the  AMA 
Council  on  Medical  Education.  The  standards  are 
high;  the  enforcement  is  strict;  and  the  result  is  an 
educated  physician,  fully  prepared  to  enter  graduate 
study  in  internal  medicine. 

Residency  training  in  internal  medicine  began  in 
Texas  in  the  latter  part  of  the  1920’s,  almost  simul- 
taneously in  Dallas  under  Dr.  H.  M.  Winans,  professor 
of  medicine  at  Baylor  University  College  of  Medicine, 
and  under  Charles  T.  Stone,  professor  of  medicine  at 
The  University  of  Texas  Medical  Branch  in  Galveston. 
Today  there  are  10  approved  residencies  in  13  Texas 
hospitals. 

That  is  the  way  internal  medicine  was  and  is.  With 
excellent  training  facilities  and  intelligent  young  doc- 
tors desirous  of  becoming  fully  competent  in  internal 
medicine,  Texas  should  have  no  trouble  achieving 
highly  capable  internists  in  quantity  and  in  quality. 

Dr.  Stone,  The  University  of  Texas  Medical  Branch, 
Galveston  77550. 
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J.  L.  JINKINS,  M.D. 


OBSTETRICS 
AND  GYNECOLOGY 


In  the  timetable  of  history,  such  prac- 
tices as  deliveries  in  hospitals  and  rou- 
tine use  of  the  “Pap”  smear  began  only 
a few  minutes  ago.  These  and  other  ad- 
vances in  obstetrics  and  gynecology 
have  come  about  through  the  efforts  of 
many  outstanding  physicians,  and  Tex- 
ans were  among  them. 

THE  CHANGES  OF  the  last  50  years  in  the  field  of 
obstetrics  and  gynecology  can  be  likened  to  the 
pendulum  of  a clock,  each  swing  being  supported 
dogmatically  by  its  proponents.  The  advancement  in 
the  diagnosis  and  management  of  various  disease 
processes  that  befall  the  female  has  been  sensational, 
but  at  the  same  time,  our  inability  to  be  more  effective 
in  other  areas  manifests  a feeling  of  helplessness. 

This  essay,  rather  than  outlining  complete  trends, 
is  an  attempt  to  elucidate  those  areas  in  obstetrics 
and  gynecology  which  to  the  older  student  are  remi- 
niscences and  to  the  younger  student,  history.  Un- 
fortunately, the  student  of  today  often  fails  to  appre- 
ciate the  efforts  of  his  earlier  colleagues.  Yet  many 
of  the  earlier  known  facts  are  the  seeds  from  which 
sprouted  much  of  today’s  knowledge. 

OBSTETRICS:  Not  until  the  middle  1930’s  did  home 
deliveries  begin  to  be  replaced  by  hospital  deliveries. 
From  the  turn  of  the  century  until  that  time,  only 
patients  with  complicated  cases  of  severe  pre-eclamp- 
sia, hemorrhage  from  placenta  previa  or  abruptio 
placenta,  toxic  febrile  problems,  and  prolonged  labors 
of  36  to  48  hours  due  to  disproportion  were  hospital- 
ized. Numerous  factors  of  economics,  hospitals,  and 
transportation  existed. 

Self-proclaimed  midwives  were  very  influential  in 
the  management  of  deliveries,  and  it  was  not  uncom- 
mon for  a patient  to  prefer  their  services  to  that  of  a 
physician  unless  a complication  developed. 


In  the  late  teens  and  early  1920’s,  chloroform  was 
used  almost  exclusively  as  analgesia  and  anesthesia 
in  home  or  hospital  deliveries.  In  the  mid-twenties, 
open  drop  ether  had  begun  to  replace  chloroform. 
Morphine  was  also  used  sparingly  for  analgesia,  but 
in  the  mid-thirties  rectal  paraldehyde  made  its  debut 
and  also  had  its  fling.  One  does  not  have  to  dig  deep 
into  the  journals  to  find  that  the  present-day  drugs, 
such  as  meperidine,  are  relatively  new  in  obstetrics. 

Continued  concern  over  maternal  and  fetal  mortality 
indicated  that  a real  need  existed  for  the  development 
of  prenatal  clinics  for  improved  care.  Subsequently, 
the  city  health  departments  of  the  larger  cities  provid- 
ed housing  space  for  this  purpose.  The  clinics  were 
staffed  without  remuneration  by  dedicated,  interested 
physicians  in  the  communities  for  the  sole  purpose  of 
providing  better  care  for  the  expectant  mother.  This 
probably  was  the  first  step  in  the  right  direction  for 
the  reduction  of  severe  complications  in  pregnancy. 

Need  for  more  concentrated  training  in  obstetrics 
and  gynecology  had  been  recognized  by  the  dean  of 
the  Texas  Medical  College  in  Galveston  before  the 
turn  of  the  century.  He  was  tireless  in  his  demand 
that  OB-GYN  be  a separate  branch  of  medical  educa- 
tion and  have  proportional  teaching  hours  in  both 
didactic  and  clinical  curriculum.  The  success  of  his 
demand  continued  after  the  Texas  Medical  College  be- 
came The  University  of  Texas  Medical  Branch  in 
Galveston. 

In  1928,  following  the  Texas  Medical  Association 
meeting  in  Mineral  Wells,  a group  of  eight  men  who 
were  vitally  interested  in  obstetrics  and  gynecology 
conceived  the  idea  for  the  establishment  of  the  Texas 
Association  of  Obstetricians  and  Gynecologists.  That 
organization  had  its  formal  dedication  in  1930. 

Since  that  time  the  association,  following  its  origin- 
al intent,  has  offered  excellent  professional  training 
to  participants  at  its  annual  meeting. 

Formal  residency  programs  did  not  have  their  in- 
ception in  Texas  until  about  1932.  Since  that  time, 
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J.  MARION  SIMS: 
GYNECOLOGIC 
SURGEON.  Dr.  James 
Marion  Sims  began  an 
international  career  as 
a gynecologic  surgeon 
in  Montgomery,  Ala., 
in  1845  with  the 
examination  of  a slave 
girl.  He  raised 
gynecology  from  a 
practically  unknown 
practice  to  a respected 
medical  specialty. 


each  year  a number  of  postdoctoral  trainees  have 
completed  the  formal  education  and  have  been  elected 
to  the  American  College  of  Obstetricians  and  Gynecolo- 
gists. Some  of  the  founding  members  of  the  ACOG 
were  Texans.  Until  that  time  it  was  necessary  for 
those  interested  in  teaching  and  practicing  good  ob- 
stetrics to  attend  seminars  or  visit  eastern  teaching 
institutions  to  learn  more  about  this  field. 

Following  the  establishment  of  residency  programs, 
charity  clinics  were  operated  at  the  teaching  hospitals, 
and  clinical  research  projects  were  undertaken  by  the 
resident  staff  and  by  both  the  full  and  part-time 
faculty. 

Keen  interest  in  the  study  of  sterility  was  developed 
in  the  clinics  at  The  University  of  Texas  Medical 
Branch.  Historical  research  reveals  that  the  Sterility 
Clinic  was  the  second  such  clinic  to  be  founded  in 
the  United  States.  Very  little  of  the  various  causes  of 
sterility  was  known.  Until  1920  the  work-up  for  steril- 
ity in  the  female  was  a pelvic  examination  and,  in 
the  absence  of  gross  anomalies,  this  was  followed 
by  a curettement. 

After  1920  a tubal  patency  test  was  devised  as 
one  of  the  first  diagnostic  tools  in  the  study  of  steril- 
ity. Later  the  sperm  count  was  described,  and  many 
more  intricate  studies  appeared.  About  1940  the  basal 
body  temperature  variation  was  discovered,  and  this, 
of  course,  added  to  investigative  studies.  Research  is 
continuing  in  the  field  of  sterility,  and  a recent  contri- 


bution by  a Texan  researcher  described  some  immun- 
ologic aspects  of  spermatozoa. 

Because  of  the  extremely  high  mortality  and  morbid- 
ity in  cesarean  sections  in  the  early  twenties,  the 
general  trend  favored  so-called  non-meddlesome  ob- 
stetrics. With  the  advent  of  the  chemotherapeutics 
and  antibiotics,  many  a poor  surgeon  has  been  made 
to  look  good,  but  this  same  trend  continues  to  be 
felt  to  the  present  time. 

A great  encouragement  is  found  today  with  the 
realization  that  there  are  increasing  indications  for 
cesarean  sections,  recognized  by  authorities  in  the 
field  of  obstetrics.  Undoubtedly  a large  number  of 
brain  damaged  children  delivered  vaginally  in  border- 
line situations  would  have  fared  better  if  delivered  by 
cesarean  section. 

With  the  chronologic  advance  from  the  turn  of  the 
century  until  the  present  time,  so  did  knowledge  in- 
crease, particularly  in  recognition,  management,  and 
philosophy  in  obstetrics. 

GYNECOLOGY:  The  management  of  various  gyneco- 
logic diseases,  in  particular  dysfunctional  uterine 
bleeding  and  leukorrhea,  technical  changes  in  cancer 
therapy,  and  finally  considerable  changes  in  surgical 
technique  stand  out. 

Until  the  discovery  of  the  sex  steroids,  very  little 
could  be  done  for  the  treatment  of  dysfunctional 
uterine  bleeding  except  curettement.  Occasionally 
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physicians  with  radium  at  their  disposal  would  im- 
plant it  in  the  uterine  cavity  in  older  women  who 
suffered  with  this  problem.  Not  uncommonly  it  be- 
came necessary  to  perform  a hysterectomy  to  control 
the  bleeding.  At  the  turn  of  the  century  the  mortality 
rate  from  hysterectomy  was  50  percent. 

Subtotal  hysterectomy  was  the  most  popular  type 
of  hysterectomy.  Fewer  surgical  accidents  accompanied 
this  procedure,  and  not  until  the  late  1920’s  did  the 
vaginal  hysterectomy  make  its  appearance.  This  ap- 
proach to  gynecologic  surgery  was  one  of  the  first 
techniques  that  separated  the  gynecologist  from  the 
general  surgeon. 

Until  the  discovery  of  sulfa  and  penicillin  the  treat- 
ment of  various  inflammatory  diseases  of  the  pelvis 
was  exceedingly  difficult  and  the  mortality  was  high. 
The  basic  treatment  was  bed  rest  and  heat  to  the 
lower  abdomen.  A considerable  number  of  patients 
died  in  surgery  when  operated  upon  in  the  acute 
stages.  By  the  early  1930’s  it  was  known  that  drain- 
age of  pelvic  abscesses  through  the  cul-de-sac  in 
the  subacute  phase  was  good  treatment. 

Before  several  organisms  responsible  for  the  pro- 
duction of  leukorrhea  were  known,  the  basic  treat- 
ment for  all  vaginal  discharge  was  dilute  potassium 
permanganate  douches.  After  the  discovery  of  the 
trichomonad,  acid  douches  of  either  vinegar  or  dilute 
acetic  acid  were  prescribed.  Newer  discoveries  in  re- 
cent years  of  fungicidal,  bactericidal,  and  trichomoni- 
cidal  agents  have  eased  the  pressure  in  treating  this 
century-old  problem.  Not  all  of  the  knowledge  of  the 
bacterial  flora  of  the  vagina  was  imported  from  the 
east.  The  discovery  of  hemophilis  vaginalis  was  made 
by  a curious  Texas  gynecologist. 

Undoubtedly  one  of  the  greatest  milestones  in 
gynecology  in  the  past  50  years  has  been  the  “Pap” 
smear.  This  cytologic  study  was  described  in  1928. 
It  is  now  common  knowledge  that  this  screening  tech- 
nique is  the  most  effective  diagnostic  method  in  the 
discovery  of  cervical  carcinoma.  The  Texas  Medical 


Association,  along  with  the  Texas  Association  of 
Obstetricians  and  Gynecologists,  began  in  the  early 
1940’s  the  circulation  of  educational  pamphlets, 
through  the  various  county  medical  societies,  encour- 
aging physicians  to  perform  this  effective  screening 
test. 

The  treatment  of  genital  carcinoma  has  gone 
through  many  modifications  since  the  turn  of  the  cen- 
tury. At  that  time  the  ineffective  placement  of  calcium 
carbide  in  the  tumor  was  employed,  along  with  the 
equally  ineffective  method  of  cauterizing  the  malig- 
nant cervix  with  a soldering  iron.  About  1920  radium 
was  used,  but  without  knowledge  of  dosage  or  of 
specific  effect.  Since  that  time  physicists  have  learned 
to  plot  the  isodose  curves  and  now  recognize  the  dif- 
ferent types  of  emission  from  the  various  sources 
of  irradiation. 

Recognizing  the  poor  results  obtained  in  the  treat- 
ment of  cancer  of  the  genital  tract,  newer  ideas  were 
tried  to  effect  cures.  In  the  early  forties  a noted  Texas 
gynecologist  described  the  use  of  stilbestrol  in  the 
treatment  of  cancer  of  the  uterus  with  impressive 
results.  This  treatment  did  not  stand  the  test  of  time, 
and  still  further  efforts  to  improve  cure  rates  were 
undertaken,  such  as  the  use  of  progesterone  and  a 
myriad  of  various  anti-cancer  drugs.  Scientists  con- 
tinue at  the  present  time  their  efforts  to  produce  an 
effective  weapon  in  the  treatment  of  this  dreaded 
disease,  but  the  situation  presently  is  far  from  satis- 
factory. Significant  advances  have  been  made  over 
the  past  years  in  the  management  of  this  problem, 
but  it  is  clear  that  management  has  not  kept  pace 
with  diagnosis. 

This  general  impression  of  the  history  of  obstetrics 
and  gynecology  in  Texas  over  the  past  50  years  re- 
veals that  some  outstanding  improvements  have  been 
made,  not  only  through  the  efforts  of  men  outside 
the  state  of  Texas  but  also  by  researchers  within  the 
state  as  well. 

Dr.  Jinkins,  200  North  Blvd.,  Galveston  77550. 
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OPHTHALMOLOGY 


EVERETT  L,  GOAR,  M.D. 

In  1873  eye  diseases  were  treated  by  a 
physician  who  also  specialized  in  dis- 
orders of  the  ear,  nose,  and  throat.  The 
requirements  of  specialty  boards  begin- 
ning in  1919  were  the  primary  cause  for 
today’s  stricter  specialization.  Ophthal- 
mology was  at  first  a rather  crude  prac- 
tice: eye  loss  was  a frequent  occurrence. 
Eye  conditions  that  today  can  be  correct- 
ed were  then  declared  hopeless. 

FROM  THE  MEAGER  records  of  the  history  of  ophthal- 
mology in  Texas,  in  which  all  early  physicians  who 
practiced  ophthalmology  included  treatment  of  ear, 
nose,  and  throat  in  their  work,  the  first  mention  of 
anyone  who  thus  limited  his  practice  was  Dr.  M. 
Josephthall  of  Waco. 

In  1873  Dr.  Josephthall  formed  a partnership  with 
Dr.  T.  D.  Manning,  both  serving  as  consulting  sur- 
geons to  the  State  blind  asylum  in  Austin.  Dr.  Man- 
ning died  in  1876  of  yellow  fever  in  his  native  state, 
Mississippi,  where  he  had  gone  to  help  quell  the 
epidemic. 

Dr.  T.  J.  Boyles  received  a diploma  in  diseases  of 
the  eye  from  the  Royal  College  of  Surgeons  in  London 
in  1879.  He  had  formed  a partnership  with  Dr.  D.  F. 
Stuart  in  1873  and  they  later  built  the  Houston  In- 
firmary in  1884.  It  is  not  recorded  that  Dr.  Boyles 
practiced  ophthalmology,  and  it  is  certain  that  he 
did  not  limit  his  practice  to  it. 

Dr.  R.  H.  Chilton  was  the  first  eye,  ear,  nose,  and 
throat  doctor  in  Dallas,  where  he  arrived  in  1880. 
He  later  formed  a partnership  with  Dr.  John  O.  Mc- 
Reynolds,  who  became  one  of  the  best  known  ophthal- 
mologists in  this  country. 

The  rest  of  this  history  comes  from  my  memory  of 
events,  with  the  help  of  a few  colleagues.  In  45  years 
in  the  practice  of  ophthalmology  I have  known  most 
ophthalmologists  of  the  early  days  in  Texas.  Most  of 
them  practiced  E.E.N.T.  at  some  time  in  their  careers, 
except  Dr.  John  H.  Foster,  who  may  have  been  the 


first  physician  to  confine  his  work  to  ear,  nose,  and 
throat.  Dr.  Wallace  Ralston  and  Dr.  Vard  Hulen  were 
probably  the  first  to  limit  their  practice  to  ophthal- 
mology. Only  a few  are  left  who  do  E.E.N.T.  now. 

The  change  has  taken  place  mostly  because  of  the 
specialty  boards.  The  American  Board  of  Ophthal- 
mology was  the  first  board  organized  (1916),  and 
the  American  Board  of  Otolaryngology  was  incorpo- 
rated in  1947.  Seven  years  of  graduate  training  are  re- 
quired to  qualify  for  both  boards,  and  doubtless  there 
will  be  no  eye,  ear,  nose,  and  throat  specialists  when 
the  few  remaining  have  passed  on.  While  these  boards 
have  raised  the  educational  standards  tremendously, 
they  have  not  provided  an  unmixed  blessing,  for 
many  E.E.N.T.  specialists  rendered  valuable  service, 
especially  in  the  smaller  cities.  Now  these  well-trained 
younger  specialists  want  to  go  to  the  big  cities  where 
they  have  better  hospital  facilities  and  perhaps  a con- 
nection with  a medical  school. 

Looking  back  over  55  years  in  the  practice  of  medi- 
cine, the  changes  have  been  startling.  In  1911  there 
were  no  vitamins,  no  insulin,  no  antibiotics,  no  sulfa 
drugs.  Pellagra  was  then  thought  to  be  caused  by 
eating  spoiled  corn. 

Ophthalmology  was  a rather  crude  practice.  An 
adult  who  contracted  gonorrheal  ophthalmia  was  al- 
most sure  to  lose  an  eye.  Trachoma  was  treated  by 
rubbing  the  lids  with  a stick  of  copper  sulfate,  or  by 
swabs  of  boroglycerin.  Folliculosis,  an  innocent  dis- 
ease consisting  of  follicles  of  adenoid  tissue  in  the 
lids,  was  universally  operated  upon  with  the  supposi- 
tion that  it  was  trachoma.  I was  reported  by  the 
chief  school  nurse  for  refusing  to  operate  on  children 
whom  her  nurses  brought  to  the  clinic.  These  scarred, 
mutilated  lids  often  caused  dry  eyes  in  later  years. 
Retinal  separation  was  regarded  as  hopeless  until 
Dr.  Jules  Gonin  of  Switzerland  reported  it  could  be 
cured  by  finding  and  sealing  a retinal  hole.  Now  a 
high  percentage  of  such  eyes  can  be  saved. 

In  1921,  intracapsular  cataract  extraction  was  not 
done  in  this  country.  The  dictum  then  was  to  allow 
the  cataract  to  get  “ripe,"  and  the  vision  in  the 
better  eye  to  drop  to  20/70  or  less.  It  was  easier  to 
wash  out  the  cortical  material  after  the  nucleus  was 
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expressed  because  it  was  more  visible.  Only  conjunc- 
tival sutures,  if  any,  were  used.  The  patient  was  kept 
flat  on  the  back  with  both  eyes  bandaged  for  four 
days.  This  predisposed  one  to  pneumonia  and  phle- 
bitis, which  were  not  unusual  complications.  Many 
eyes  had  to  have  a discission  done  later  to  split  the 
capsule  and  release  the  enclosed  cortical  material. 

The  first  intracapsular  extraction  I saw  was  by  Col. 
Henry  Smith,  a general  surgeon  who  was  reported  to 
have  done  50,000  “Smith-lndian”  cataract  operations 
in  India.  Dr.  John  O.  McReynolds  sponsored  his  trip 
which  included  an  appearance  in  Dallas.  It  was  a 
memorable  occasion  to  see  this  huge  man  with  a 
long  beard  and  a cigar  in  his  mouth  take  a delicate 
cataract  knife  and  with  one  swipe  lay  the  eye  half 
open,  remove  a section  of  iris,  and  express  the  lens 
by  pressure  with  a hook.  One  could  scarcely  watch 


HELMHOLTZ:  PHYSICIST- 
PHYSICIAN.  Hermann  Ludwig 
Ferdinand  von  Helmholtz,  professor  of 
physiology  at  Konigsberg,  invented  the 
ophthalmoscope  in  1850.  This 
instrument  greatly  aided  the  practice 
of  ophthalmology. 
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the  operation,  for  also  he  must  glance  at  the  long 
ash  of  the  cigar  and  wonder  when  it  would  drop  into 
the  eye.  Colonel  Smith  told  one  of  the  onlookers  it 
would  not  make  much  difference  as  “it  was  sterile 
anyhow.”  The  zonule  of  the  lens  must  be  much 
weaker  in  Indians  than  in  Americans,  for  Colonel 
Smith  lost  so  much  vitreous  here  that  it  would  have 
enhanced  his  reputation  as  a cataract  surgeon  if  he 
had  stayed  home. 

OPHTHALMOLOGY  ORGANIZATIONS:  In  1921,  the 
only  specialty  meeting  an  ophthalmologist  could  at- 
tend was  the  Eye,  Ear,  Nose  and  Throat  Section  of 
the  State  Medical  Association  of  Texas.  For  many 
years  this  was  an  excellent  meeting  and  well  attended. 
In  later  years  the  attendance  decreased  and  for  a 
short  time  the  section  was  discontinued.  In  recent 
years  the  section  has  been  revivified,  largely  due  to 
its  cooperation  with  the  Texas  Ophthalmological  As- 
sociation in  sponsoring  distinguished  guest  speakers. 

The  first  organization  of  limited  membership,  the 
Texas  Society  of  Ophthalmology  and  Otolaryngology, 
met  in  San  Antonio  in  1926,  planned  by  a small 
group  of  men  the  year  before  in  Dallas  at  the  behest 
of  Dr.  J.  H.  Burleson  of  San  Antonio. 

The  membership  was  limited  to  100.  Through  the 
years  the  membership  has  been  raised  to  200,  and 
the  candidate  is  required  to  submit  an  acceptable 
thesis.  Strangely  enough,  women  have  never  been  ad- 
mitted to  this  society,  although  nothing  in  the  by-laws 
prevents  such  action. 

GRADUATE  INSTRUCTION:  The  American  Board  of 
Ophthalmology  has  decreed  that  a candidate  for  certi- 
fication must  have  at  least  one  year  of  rotating  in- 
ternship, three  years  of  residency  in  an  approved  in- 
stitution, and  two  years  of  practice.  In  addition  the 
candidate  must  pass  a written  qualifying  test  which 
is  held  in  many  regions  in  January  of  each  year.  If 
the  candidate  passes  this  difficult  test  he  then  is 


examined  orally  at  the  time  of  the  next  annual  meeting 
of  the  AMA  or  at  the  autumn  meeting  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology.  One 
of  these  highly  desirable  certificates  means  that  the 
recipient  is  a competent  ophthalmologist. 

There  are  four  institutions  in  Texas  that  prepare 
residents  for  this  examination  and  for  the  practice  of 
ophthalmology.  Most  of  them  supply  the  candidate 
with  basic  courses  at  other  institutions  before  the 
residency  begins.  Some  institutions  in  other  states 
give  basic  courses  to  their  own  residents,  but  this  is 
not  done  in  Texas.  These  institutions  all  conduct 
clinical  and  basic  research  and  many  of  them  receive 
grants  from  private  foundations  or  from  some  branch 
of  the  government.  The  word  “research”  is  an  open 
sesame  to  the  public  purse  and  while  no  doubt  a con- 
siderable part  of  it  is  wasted,  it  must  be  carried  on 
to  enhance  progress. 

The  institutions  in  Texas  that  have  residents  are 
as  follows:  The  University  of  Texas  Medical  Branch  at 
Galveston,  6;  Baylor  University  College  of  Medicine  in 
Houston,  15;  Hermann  Hospital  in  Houston,  6;  and 
The  University  of  Texas  Southwestern  Medical  School 
in  Dallas,  9. 

San  Antonio  has  approved  residencies  in  the  follow- 
ing hospitals:  Robert  B.  Green  Memorial  Hospital,  1; 
Wilford  Hall  A.F.  Hospital,  2;  and  Brooke  General 
Hospital,  2. 

Scott  and  White  Memorial  Hospital  at  Temple 
trains  one  resident. 

I have  omitted  the  names  of  any  living  Texas  oph- 
thalmologist for  the  obvious  reason  that  they  could 
not  all  be  listed.  Suffice  it  to  say  that  we  have  a 
great  number  of  extremely  capable  ophthalmologists 
in  Texas  and  there  is  no  longer  need  for  patients  to 
seek  advice  in  the  great  medical  centers  of  the  East. 

Dr.  Goar,  Memorial  Professional  Bldg.,  Houston  77002. 

Portions  of  this  article  were  deleted  for  lack  of  space. 
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TEXAS  OPHTHALMOLOGICAL  ASSOCIATION 

THOMAS  J.  VANZANT,  M.D. 

THE  TEXAS  OPHTHALMOLOGICAL  ASSOCIATION  was 

organized  in  1956,  to  fill  several  voids  in  the  pro- 
fessional lives  of  Texas  ophthalmologists.  Many  socio- 
politico-economic  problems  facing  ophthalmology 
could  not  be  met  adequately  through  the  existing 
TMA  Section  on  Ophthalmology  or  the  Texas  Society 
of  Ophthalmology  and  Otolaryngology,  neither  of 
which  could  speak  for  the  ophthalmologists  of  the 
state. 

In  April,  1956,  in  Galveston,  immediately  following 
the  adjournment  of  the  TMA  annual  scientific  session 
on  ophthalmology,  the  attending  ophthalmologists 
organized  as  a temporary  body  to  discuss  and  to 
found  a new  group  to  be  known  as  the  Texas  Oph- 
thalmological  Association.  A tentative  constitution  and 
by-laws  was  accepted,  and  a slate  of  officers  elected 
and  authorized  to  act  officially  in  the  conduct  of  the 
business  of  the  Association  pending  ratification  of  the 
constitution  and  by-laws  at  the  1957  meeting. 

The  officers  took  immediate  steps  to  establish  the 
Association  as  the  spokesman  for  the  ophthalmologists 
of  Texas  in  the  various  divisions  of  the  State  govern- 
ment, including  the  Texas  State  Department  of  Health, 
the  Texas  Education  Agency,  the  drivers'  licensing 
service  of  the  Texas  Department  of  Public  Safety,  and 
to  all  programs  where  the  health  and  function  of  eyes 
needed  medical  assistance  and  supervision.  The  Asso- 
ciation formed  a close  cooperation  with  the  Texas 
Branch  of  the  National  Society  for  the  Prevention  of 
Blindness,  and  has  assisted  this  organization  in  state- 
wide programs  of  education,  detection  of  glaucoma, 
and  visual  screening  of  school  children. 

The  Texas  Ophthalmological  Association  became 
one  of  the  first  state  ophthalmological  societies  to 
affiliate  with  the  National  Medical  Foundation  for 
Eye  Care  (The  American  Association  of  Ophthalmolo- 


gy.) This  affiliation  has  brought  about  a closer  asso- 
ciation of  Texas  ophthalmologists  with  ophthalmolo- 
gists of  other  states. 

The  Association  undertook  to  extend  the  scientific 
and  educational  value  of  the  Texas  Medical  Associa- 
tion Section  on  Ophthalmology,  and  through  joint 
cooperation,  the  scientific  session  has  been  extended 
from  one-half  day  with  one  guest  speaker,  to  two 
whole  days  with  two  guest  speakers.  This  has  stimu- 
lated more  interest  and  greatly  increased  attendance 
at  the  joint  annual  sessions. 

Since  all  ophthalmologists  utilize  the  services  of 
lay  technicians  for  orthoptic  exercises,  dispensing  of 
glasses  and  contact  lenses,  and  fitting  of  prosthesis, 
either  directly  or  indirectly,  these  technicians  should 
be  properly  trained  and  qualified.  A board  of  ophthal- 
mologists was  established  to  set  standards  of  train- 
ing, to  examine  for  proficiency  and  to  certify  qualified 
technicians.  The  board  was  composed  of  four  repre- 
sentatives from  the  Texas  Medical  Association,  four 
from  the  Texas  Ophthalmological  Association  and  four 
from  the  Texas  Society  of  Ophthalmology  and  Oto- 
laryngology. This  board  proceeded  first  in  the  field  of 
contact  lens  technicians,  and  for  several  years  main- 
tained a program  of  certification  and  re-certification. 
Since  certain  certified  technicians  exploited  their  certi- 
fication and  emancipated  themselves  from  all  medical 
supervision,  the  association  felt  it  best  to  cancel  the 
program  and  recall  all  certificates.  The  program  with 
the  contact  lens  technicians  having  proved  undesira- 
ble, further  extension  into  other  fields  of  lay  technician 
work  was  not  implemented. 

In  its  ten  years  of  existence  the  Texas  Ophthal- 
mological Association  has  proven  the  need  for  such 
an  organization,  and  has  attained  a vital  position  as 
the  representative  organization  for  the  ophthalmolo- 
gists. 

Dr.  Vanzant,  1417  Hermann  Professional  Bldg.,  Houston 
77025. 
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J.  MATHEWS  ROBISON,  SR.,  M.D. 

Otolaryngology,  once  a boarder  in  oph- 
thalmology’s house,  has  built  a new  place 
of  its  own.  Improvements  are  made  reg- 
ularly, and  there  is  plenty  of  room  for 
expansion  to  meet  future  needs. 

OTOLARYNGOLOGY  as  one  of  the  essential  disciplines 
and  specialties  of  medicine  was  born  in  the  natural 
sequence  of  the  medical  profession’s  continuing 
search  for  better  methods  of  preventing  disease  and 
improving  the  arts  of  healing. 

SPECIALTIES  IN  ANCIENT  TIMES:  Quoting  from  The 
Resident  Physician , “Who  were  the  first  specialists? 
The  Egyptians.  According  to  Herodotus  (circa  484-425 
B.C.),  ‘The  art  of  medicine  among  them  is  distributed 
thus:  each  physician  is  a physician  of  one  disease  and 
no  more;  and  the  whole  country  is  full  of  physicians, 
for  some  profess  themselves  to  be  physicians  of  the 
eyes,  others  of  the  head,  others  of  the  teeth,  others 
of  the  affections  of  the  stomach  and  others  of  the 
more  obscure  ailments.'  Records  which  have  survived 
from  as  early  as  2400  B.C.  indicate  there  were  Egyp- 
tian dentists,  GP’s,  internists,  palace,  temple,  and 
tomb  physicians,  physicians  to  the  miners  (industrial 
MD’s),  etc.  One  royal  physician — obviously  a proctolo- 
gist— had  the  poetic  title  of  ‘shepherd  of  the  anus.’  ”i 

During  the  middle  ages  little  progress  in  medicine 
was  chronicled.  The  first  to  stimulate  interest  in  otolo- 
gy was  Joseph  G.  Duverney,  professor  of  anatomy  in 
Paris  who  in  1683  wrote  the  first  treatise  on  otology 
reporting  some  important  investigations  of  the  struc- 
ture of  the  inner  ear. 

The  first  great  renaissance  in  medicine  which  por- 
tended the  disciplines  of  medicine  as  we  know  them 
today  began  with  Pasteur’s  memorable  work  on  molec- 
ular dyssymmetry  (1848),  fermentation  (1857),  spon- 
taneous generation  (1862),  diseases  of  wine  (1863), 
diseases  of  silkworms  (1865),  microorganisms  in  beer 
(1871),  virulent  diseases  (anthrax,  chicken  cholera) 
(1877),  and  preventive  vaccinations  (1880),  particu- 
larly hydrophobia  (1885).  Pasteur  reported  the  first 
cure  of  rabies  in  July,  1885. 2 


Lord  Lister  (1827-1912),  professor  of  surgery  in 
the  University  of  Glasgow,  was  the  father  of  antiseptic 
surgery  and  popularized  the  use  of  carbolic  acid 
(1867)  which  promoted  the  healing  of  wounds  by  first 
intention. 

Other  prominent  pioneers  in  European  medicine 
whose  attainments  and  influence  were  strongly  felt 
in  America  included  Graefe,  who  in  1866  described 
sympathetic  ophthalmia.  In  1868,  Meyer  of  Copen- 
hagen described  adenoid  vegetations.  In  1898  Killian 
introduced  direct  laryngoscopy  and  bronchoscopy.  In 
1907-13  Adam  Politzer  of  Vienna  published  a world 
renowned  book  on  otology  which  in  1909  was  in  its 
fifth  edition.2 

In  1911,  Sir  St.  Clair  Thomson  of  London  published 
the  best  book  of  its  vintage,  “Diseases  of  the  Nose 
and  Throat,”  which  in  1926  was  in  its  third  edition. 

This  brilliant  progress  of  medicine  in  Europe  exerted 
a profound  influence  on  medicine  in  America,  par- 
ticularly during  the  latter  half  of  the  19th  and  the 
first  quarter  of  the  20th  centuries.  During  these  years, 
the  cities  of  Vienna,  Paris,  Hamburg,  Berlin,  and  Lon- 
don became  virtual  meccas  for  pilgrims  in  search  of 
knowledge.  Too  often,  after  a brief  sojourn,  these 
physicians  returned  with  little  more  than  an  empty 
purse  and  a pilgrim’s  sign  which  they  displayed  as 
proof  of  their  proficiency  in  their  chosen  medical 
specialty.  Although  many  of  those  who  studied  in 
foreign  lands  received  little  education  when  judged  by 
present  standards,  they  introduced  into  America  much 
of  the  knowledge  which  forms  the  basis  of  our  present 
system  of  education  in  otolaryngology. 

EDUCATION:  The  greatest  stimulus  to  education  in 
otolaryngology  came  with  the  building  of  the  New 
York  Eye  and  Ear  Infirmary,  the  Manhattan  Eye,  Ear 
and  Throat  Hospital,  the  Brooklyn  Eye  and  Ear  Hos- 
pital, the  Massachusetts  Eye  and  Ear  Hospital  and 
several  other  smaller  institutions  devoted  to  train- 
ing residents  in  ophthalmology  and  otolaryngology. 
The  teaching  of  both  of  these  disciplines  in  the 
same  institution  provided  many  doctors  with  the 
skills  to  practice  ophthalmology  as  well  as  otolaryn- 
gology. Almost  all  of  the  early  graduates  of  these  and 
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similar  institutions  practiced  both  disciplines  when 
they  began  their  practice,  but  many  of  them  gave 
up  one  or  the  other  as  they  began  to  prefer  certain 
areas  of  their  work.  This  inevitably  led  to  the  training 
of  physicians  in  only  one  of  these  disciplines,  and  to 
an  increase  in  the  number  of  physicians  in  each. 

BOARD  CERTIFICATION:  The  separation  of  these  dis- 
ciplines was  hastened  by  organization  of  separate 
boards  of  ophthalmology  and  otolaryngology  which 
adopted  standards  of  accreditation  for  resident  train- 
ing programs  and  examined  graduates  of  these  pro- 
grams for  certification. 

The  American  Board  of  Ophthalmology  was  organ- 
ized in  1916  and  the  American  Board  of  Otolaryngology 
was  appointed  in  1924.  In  1959,  the  American 
Board  of  Otolaryngology  added  to  its  requirement  of 
three  years’  training  in  an  accredited  residency  pro- 
gram, a fourth  year  in  an  approved  residency  in  gen- 
eral surgery,  preferably  to  be  taken  before  the  training 


THE  ERA  OF  ANTIBIOTICS.  The  use 
of  antibiotics  revolutionized  the  practice 
of  all  medical  specialties.  Winners  of 
the  Nobel  Prize  in  Medicine  in  1 945 
for  work  on  penicillin  were 
Drs.  Alexander  Fleming,  Howard  W. 
Florey,  Ernst  B.  Chain,  A.  G.  Sanders, 
E.  P.  A braham,  and  Norman  G. 

Heatley.  All  worked  in  Great  Britain. 
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in  otolaryngology.  The  addition  of  general  surgery  to 
training  in  otolaryngology  was  viewed  by  some  mem- 
bers of  the  profession  as  an  unnecessary  burden  to 
a resident,  but  it  has  proven  to  be  a recognition  of 
the  progress  otolaryngology  has  made  in  adequately 
treating  all  areas  of  the  body  which  rightly  are  en- 
compassed within  its  disciplines. 

This  increased  recognition  may  be  explained  better 
by  quoting  from  the  “Bulletin  of  the  American  College 
of  Surgeons  Graduate  Training  Requirements  for 
Otolaryngology”: 

“Adequate  experience  in  bronchoesophagology,  al- 
lergy, anesthesiology,  maxillofacial  surgery,  and  sur- 
gery of  the  neck,  as  they  relate  to  otolaryngology, 
must  be  provided.”3 

Although  this  requirement  of  a year  of  general 
surgery  during  training  in  otolaryngology  has  proved 
to  be  advisable,  apparently  it  is  more  fruitful  if  oto- 
laryngology is  an  autonomous  department  rather  than 
a division  or  a section  of  a department  of  surgery. 
This  conclusion  was  expressed  in  the  Bulletin  of  the 
American  College  of  Surgeons  in  a report  to  the  college 
by  Dean  M.  Lierle,  M.D.,  secretary  of  the  American 
Board  of  Otolaryngology: 

. . it  was  concluded  that  the  weakest  organiza- 
tional patterns  of  otolaryngology  occurred  where  the 
services  were  divisions  or  sections  of  departments  of 
surgery,  and  the  strongest  services  were  autonomous 
or  administratively  independent  departments.”4 

During  the  years  between  the  end  of  the  Civil  War 
and  the  turn  of  the  century,  little  information  is 
available  which  would  designate  a physician  an  oto- 
laryngologist or  ophthalmologist.  Apparently  these 
physicians  were  the  first  to  be  called  “specialists,” 
and  most  of  them  practiced  both  of  these  disciplines. 

TEACHING  IN  TEXAS:  The  first  documented  teaching 
of  these  disciplines  in  Texas  apparently  was  by  Dr. 
Ronald  C.  Hodges,  who  was  lecturer  on  diseases  of 
the  eye,  ear,  nose  and  throat  from  the  time  the  Medi- 
cal Branch  of  The  University  of  Texas  opened  in  Gal- 
veston in  1891  until  1893.  He  moved  to  Houston  in 
1894  and  practiced  until  his  death  in  1906. 5 


In  1893  oto-rhino-laryngology  became  a separate 
department,  and  Dr.  George  P.  Hall  was  appointed 
lecturer  on  diseases  of  the  ear,  nose  and  throat.  After 
Dr.  Hodges  moved  to  Houston,  Dr.  Hall  was  appointed 
lecturer  on  eye,  ear,  nose  and  throat  and  continued 
in  this  capacity  until  he  was  succeeded  in  1900  by 
two  brothers,  Dr.  John  B.  Haden,  lecturer  on  the  eye, 
and  Dr.  Henry  C.  Haden,  lecturer  on  diseases  of  the 
ear,  nose  and  throat.5 

This  separation  of  the  teaching  of  ophthalmology 
from  otolaryngology  by  the  Haden  brothers  is  the 
earliest  date  I have  been  able  to  find  of  an  attempt 
to  separate  these  disciplines  in  Texas. 

Dr.  Seth  M.  Morris  was  appointed  professor  of 
otolaryngology  and  ophthalmology  in  the  Medical 
Branch  in  1908  and  held  this  position  until  1923. 
Dr.  Walter  B.  Breath  was  appointed  lecturer  in  oto- 
laryngology in  1913;  he  resigned  in  1918  because  of 
ill  health  and  died  the  following  year. 

In  1918  Dr.  Robert  W.  Grover  was  appointed  lec- 
turer in  otolaryngology  and  resigned  in  1921. 

Dr.  Dick  P.  Wall  was  appointed  lecturer  in  otolaryn- 
gology in  1921,  and  two  years  later  he  was  appointed 
professor  of  otolaryngology.  Following  the  resignation 
of  Dr.  Wall  in  1940,  the  writer  accepted  an  appoint- 
ment as  part-time  professor  and  chairman  of  the 
Department  of  Otolaryngology5  because  this  position 
offered  the  chance  to  establish  a center  for  training 
residents  in  otolaryngology.  There  was  a dire  need 
in  Texas  for  well-trained  specialists  in  this  category. 
Upon  examining  the  records  and  numbers  of  otolaryn- 
gology patients  of  the  John  Sealy  Hospital,  I found 
that  there  were  not  enough  such  patients  to  qualify 
the  hospital  for  accreditation  by  the  American  Board 
of  Otolaryngology.  To  solve  this  problem,  the  records 
of  the  Houston  Eye,  Ear  and  Throat  Hospital’s  pa- 
tients were  combined  with  those  of  the  otolaryngology 
patients  of  John  Sealy  Hospital,  and  the  writer’s 
partners  in  Houston  were  added  to  the  staff  of  the 
Medical  Branch’s  Department  of  Otolaryngology.  The 
result  brought  accreditation  by  the  American  Board 
of  Otolaryngology  of  the  first  resident  training  pro- 
gram in  otolaryngology  in  Texas. 
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This  arrangement  necessitated  the  residents’  travel- 
ing frequently  between  Galveston  and  Houston,  and 
disregarding  the  inconvenience,  all  of  them  entered 
into  the  spirit  of  the  desire  to  create  and  maintain  a 
first-class  training  program.  This  training  program  in 
otolaryngology  continues  to  depend  substantially  for 
its  academic  support  on  a part-time  teaching  staff, 
most  of  which  is  composed  of  faculty  members  who 
live  in  Houston. 

In  addition  to  the  financial  support  given  this  De- 
partment of  Otolaryngology  by  The  University  of 
Texas,  a series  of  monetary  gifts  were  made  to  the 
department  by  Mrs.  Harry  Carothers  Wiess.  In  1961 
Mrs.  Wiess  endowed  a professorship  in  otolaryngology 
in  memory  of  her  late  husband,  former  president  of 
the  Humble  Oil  and  Refining  Company.  In  1964  she 
established  the  Wiess  Chair  of  Otolaryngology,  the 
first  Chair  to  be  established  in  The  University  of 
Texas  Medical  Branch.  Also,  the  support  which  Mrs. 
Wiess  has  provided  for  the  department  of  otolaryn- 
gology has  enabled  residents  to  better  their  education 
by  attending  the  instructional  programs  during  the 
meetings  of  the  local  and  national  otolaryngologic 
societies,  and  has  made  possible  their  attendance  at 
special  courses  given  on  special  subjects  in  other 
medical  centers. 

MOVE  BRINGS  PROGRESS:  Throughout  my  early  years 
of  practice  in  Houston,  I heard  the  constant  rumblings 
of  discontent  within  the  medical  profession  of  Dallas. 
About  this  time  (1943)  the  Baylor  University  College 
of  Medicine  moved  to  Houston.  Dr.  C.  C.  Cody,  Jr., 
was  appointed  professor  and  chairman  of  the  Depart- 
ment of  Otolaryngology.  The  training  program  for 
Baylor  residents  in  otolaryngology  utilized  patients 
from  the  Jefferson  Davis  Hospital  and  later  the  Ben 
Taub  Hospital,  the  Veterans  Hospital,  the  Methodist 
Hospital,  Hermann  Hospital,  Texas  Children’s  Hos- 
pital, and  St.  Luke’s  Episcopal  Hospital.  Recognized 
as  one  of  the  better  programs,  it  has  only  recently 
(1963)  added  an  otoneurological  research  program 
which  is  one  of  the  few  such  facilities  in  the  United 
States.  This  E.N.T.  program  has  graduated  35  resi- 


dents in  otolaryngology,  19  of  whom  are  in  Texas. 

The  University  of  Texas  Southwestern  Medical 
School  founded  a training  program  for  residents  in 
otolaryngology  in  1958,  and  three  of  its  four  graduates 
are  practicing  in  Texas. 

The  Veterans  Administration  Hospital  started  its 
resident  training  program  in  otolaryngology  in  Dallas 
in  1956  and  has  graduated  30  residents,  14  of  whom 
are  practicing  in  Texas.  Brooke  General  Hospital  in 
San  Antonio  began  a residency  program  in  1950,  and 
has  graduated  about  30  residents,  most  of  whom 
entered  the  Army. 

The  University  of  Texas  Medical  Branch  has  grad- 
uated 30  trainees  in  otolaryngology,  21  of  whom  re- 
mained in  Texas. 

ACKNOWLEDGMENT:  I originally  thought  that  a cer- 
tain amount  of  biographical  information  should  be 
included  in  this  article.  Accordingly,  I asked  a number 
of  practitioners  in  Texas  for  such  material  concern- 
ing the  early  practice  of  medicine  in  Texas.  However, 

I found  that  including  this  information  would  make 
this  article  longer  than  space  would  permit.  I would 
like  to  thank  all  of  those  who  sent  biographical  in- 
formation to  me.  It  will  be  placed  in  the  hands  of 
Miss  Pauline  Duffield,  Librarian,  Texas  Medical  Asso- 
ciation Memorial  Library  in  Austin,  and  will  be  available 
to  any  biographer  in  the  future. 
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PATHOLOGY 


JOHN  J.  ANDUJAR,  M.D. 

Dr.  Andujar  is  the  newly  elected  Presi- 
dent of  the  American  Board  of  Path- 
ology, but  he  is  too  modest  to  mention 
the  honor  himself.  The  quiet  and  unas- 
suming competence  with  which  so  many 
Texas  physicians  fulfill  responsibilities  of 
national  leadership  reflects  credit  on 
both  their  profession  and  their  state. 

THE  ANCIENT  HISTORY  of  pathology  in  Texas  is,  of 
course,  not  very  ancient.  Even  the  earliest  records 
do  not  go  back  a full  hundred  years.  According  to  the 
late  Dr.  Beecher  F.  Stout,  San  Antonio,  writing  in  the 
Texas  State  Journal  of  Medicine,1  the  first  pathologist 
of  record  was  a Dr.  William  Penny,  who  served  as 
head  of  the  Department  of  Physiology  and  Pathology 
at  Texas  Medical  College,  organized  in  1873  in  Gal- 
veston. Presumably,  there  was  no  very  great  clamor 
for  the  development  of  pathology  in  the  second  half  of 
the  19th  century  in  Texas,  nor,  for  that  matter,  any- 
where else.  Sixteen  years  later,  Dr.  Ferdinand  Herff 
of  San  Antonio,  at  the  State  Medical  Association 
meeting  in  1889,  noted  that  there  were  no  pathology 
laboratories  in  Texas. 

TMA  SECTION  ON  PATHOLOGY:  In  1893,  the  Section 
on  Microscopy  and  Pathology  was  created  by  the 
State  Medical  Association  of  Texas.  Its  chairman,  Dr. 
Allen  J.  Smith,2  ably  reviewed  the  status  of  pathology, 
the  most  significant  feature  being  the  early  stress  on 
what  we  now  call  clinical  pathology.  Even  before  the 
20th  century,  the  morgue-and-armchair  pathologists 
of  Texas  did  not  dominate  the  interested-in-the-living 
pathologists! 

The  pioneer  Section  on  Microscopy  and  Pathology 
discussed  a wide  variety  of  subjects,  including  parasit- 
ology, microbiology,  cancer,  and  other  fields.  In  1918, 
the  Section  was  not  able  to  meet.  For  the  next  decade 
the  programs,  if  any,  were  under  the  sponsorship  of 


the  newly  formed  Texas  Society  of  Pathologists.  In 
1928,  the  Section  met  again  and,  in  fact,  on  several 
occasions,  the  Texas  Society  of  Pathologists  served 
as  the  Section  and  vice  versa.  Since  1938,  both  of 
them  have  had  separate  corporate  lives,  but  the 
membership  is  almost  identical,  and  cooperation  is 
superb  between  the  two  limbs  of  the  same  body. 

TEXAS  SOCIETY  OF  PATHOLOGISTS:  The  Texas  So- 
ciety of  Pathologists,  founded  May  9,  1921,  is  the 
oldest  state  society  of  pathologists  in  the  nation.  This 
startling  fact  has  been  the  occasion  of  much  pride 
on  the  part  of  Texans  attending  national  and  inter- 
national pathology  conventions.  In  addition  to  serving 
as  evidence  of  the  fact  that  pathology  itself  is  a rela- 
tively recent  specialty,  it  is  also  a tremendous  tribute 
to  the  dynamic  devotion  and  zeal  of  the  pioneer 
pathologists  of  Texas.  To  better  appreciate  the  back- 
ground of  this  surprising  achievement,  one  should 
realize  that  in  those  days  the  JAMA  carried  advertise- 
ments for  pathologists  under  the  “Technicians  Want- 
ed” section. 

At  several  local  and  state  medical  meetings,  the 
few  pathologists  of  Texas  had  been  discussing  the 
advisability  of  banding  together  to  promote  the  prac- 
tice of  pathology.  At  the  annual  meeting  of  the  Texas 
Medical  Association  in  1920,  a commitment  was  made 
for  the  following  year.  On  May  9,  1921,  11  pathologists 
met  in  Dallas  in  the  University  Room  of  the  Oriental 
Hotel.  These  pathologists  were  Drs.  J.  H.  Black,  Marvin 

D.  Bell,  Charles  F.  Carter,  and  W.  H.  Moursund,  Dallas; 

E.  F.  Cooke  and  Martha  A.  Wood,  Houston;  M.  D.  Levy, 
Galveston;  J.  E.  Robinson,  Temple;  W.  F.  Thompson, 
Beaumont;  R.  C.  Curtis,  Corsicana;  and  B.  F.  Stout, 
San  Antonio.  Later  in  the  meeting,  Drs.  G.  M.  Graham, 
Austin;  Frank  W.  Hartman,  Temple;  H.  C.  Hartman, 
Galveston;  F.  May,  Bryan;  and  Truman  C.  Terrell,  Fort 
Worth,  were  added  as  charter  members.  Dr.  Levy  was 
elected  president,  and  the  following  year  Dr.  A.  H. 
Black  became  the  second  president.  Undoubtedly,  the 
impetus  to  the  founding  of  the  society  was  the  fact 
that  although  the  Texas  Medical  Association  Section 
was  not  meeting  separately,  there  was  a definite  fer- 
ment in  pathology  in  Texas,  as  well  as  in  Colorado. 
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1961,  PARKE-DAVIS 


RUDOLF  VIRCHOW  AND 
CELLULAR  PATHOLOGY. 
Dr.  Rudolf  Virchow,  while 
professor  at  Wurzburg 
University,  Germany,  in  1855, 
developed  his  theory  of  cellular 
pathology  and  taught  his 
students  that  cells  reproduce 
from  other  cells  and  that 
disease  results  from  injury 
or  irritation  of  cells. 


In  fact,  the  Colorado  Society  of  Clinical  Pathologists 
was  founded  just  six  weeks  later,  on  June  21,  1921. 
From  the  two  societies  sprang  the  American  Society 
of  Clinical  Pathologists,  founded  May  22,  1922,  in 
St.  Louis,  on  call  from  Dr.  Ward  Burdick,  a pathologist 
of  Denver.  The  ASCP  became  the  largest  and  most 
prestigious  scientific  society  of  pathologists  in  the 
world. 

The  minutes  of  the  Texas  Society  of  Pathologists, 
preserved  since  the  original  meeting,  make  fascinating 
reading.  As  a minor  footnote  to  history,  one  of  the 
pathologists  in  that  era  of  more  than  45  years  ago 
states:  “A  fee  of  five  dollars  is  not  sufficient  for  diag- 
nosis of  a tumor.”3  It  is  an  incredible  fact  that,  in 
defiance  of  all  laws  of  economics,  the  fee  remained 
the  same  for  almost  the  entire  first  half-century  of 
the  Society. 

The  Texas  Society  of  Pathologists  merged  its  pro- 
grams on  several  occasions  with  the  Section  on  Clinical 
Pathology  of  the  Texas  Medical  Association.  Both  the 
Section  and  the  Society  dropped  the  word  “Clinical” 
from  their  titles  as  the  name  became  redundant,  if 
not  actually  confusing,  due  to  the  creation  of  two 
certificates  (Anatomic  Pathology,  Clinical  Pathology) 
by  the  American  Board  of  Pathology. 

On  Aug.  9,  1938,  at  a meeting  in  Fort  Worth,  the 
Texas  Society  of  Pathologists  was  encouraged  to  re- 
sume programs  separate  from  the  TMA  Section.  Dr. 
George  T.  Caldwell,  beloved  professor  of  pathology  at 
Baylor-Southwestern,  Dallas,  was  one  of  the  prime 
movers  in  proposing  a separate  existence  for  the  So- 
ciety. Both  the  Section  and  the  Society  continue  as 


separate  organizations,  but  one  of  the  two  annual 
meetings  of  the  Texas  Society  has  always  been  held 
in  conjunction  with  the  Section,  by  provision  of  the 
bylaws  of  the  Texas  Society  of  Pathologists.  In  fact, 
even  the  annual  meeting  in  January  of  the  Texas 
Society  of  Pathologists  is  tied  to  the  Texas  Medical 
Association’s  Annual  Session,  since  it  is  held  in  the 
same  city  where  the  TMA  convened  the  prior  spring. 

The  pathologists  of  Texas  have  always  shown  far 
more  than  average  civic-mindedness,  not  only  in 
pathology  but  in  the  general  medical  field.  Drs.  Tru- 
man C.  Terrell,  George  Turner,  and  May  Owen  have 
all  served  as  Presidents  of  the  Texas  Medical  Associa- 
tion. On  the  national  scene,  the  late  Dr.  J.  Harvey 
Black  of  Dallas  was  one  of  the  founders  of  the  Ameri- 
can Society  of  Clinical  Pathologists.  He  and  three  other 
Texans,  Drs.  John  L.  Goforth,  Dallas;  John  J.  Andujar, 
Fort  Worth;  and  W.  0.  Russell,  Houston,  have  served 
as  ASCP  presidents.  For  the  last  decade  the  American 
Board  of  Pathology  has  had  a Texan  as  a trustee; 
currently,  the  President  of  that  Board  is  a Texan. 

For  years  the  Texas  Society  of  Pathologists  carried 
full-page  advertisements  in  the  Texas  State  Journal  of 
Medicine,  providing  scientific  and  socioeconomic  in- 
formation in  condensed  version.  Drs.  Mervin  Gross- 
man,  Louis  C.  Smith,  A.  O.  Severance,  and  many 
others  labored  in  this  vineyard  and  attracted  much 
favorable  national  attention.  The  advertisements  were 
widely  reproduced,  and  reprints  by  the  thousands 
appeared  in  various  state  and  national  journals.  When 
the  cost  of  an  advertising  page  reached  four  figures 
annually,  the  Society  necessarily  dropped  this  program. 
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Early  in  the  existence  of  the  Society,  recognition 
was  given  for  outstanding  scientific  accomplishments 
and  for  contributions  to  pathology  in  Texas.  In  1935, 
Drs.  H.  A.  Kemp,  Dallas,  and  R.  M.  Moore,  Galveston, 
received  certificates  of  merit  for  their  brilliant  work, 
and,  in  1948,  Drs.  Joseph  M.  Hill  and  S.  M.  Haber- 
man,  Dallas,  were  joint  recipients  of  the  Scientific 
Award.  It  was  apparent,  however,  that  there  should 
be  a mechanism  created  for  continuing  recognition  of 
zealous  devotion  to  Texas  pathology.  Accordingly,  in 
the  early  part  of  1954,  the  George  T.  Caldwell  Award 
was  created  in  memory  of  the  Dallas  academician  and 
beloved  colleague  who  was  more  organizationally 
minded  than  some  of  the  hospital  and  private  path- 
ologists. This  gold  medal  and  scroll  have  since  been 
awarded  to  the  following:  Drs.  C.  T.  Ashworth,  A.  J. 
Gill,  J.  L.  Goforth,  and  V.  A.  Stembridge,  Dallas;  J.  J. 
Andujar,  May  Owen,  and  T.  C.  Terrell,  Fort  Worth;  Paul 
Brindley,  Galveston;  C.  F.  Phillips,  and  W.  O.  Russell, 
Houston;  Elbert  DeCoursey,  A.  0.  Severance,  and  B.  F. 
Stout,  San  Antonio.  Especially  proud  are  we  that  Dr. 
Caldwell's  successors  at  Southwestern,  Drs.  C.  T.  Ash- 
worth, A.  J.  Gill,  and  Vernie  Stembridge,  have  carried 
on  the  same  tradition  of  service  to  their  fellow  path- 
ologists of  Texas.  All  have  been  faithful  and  capable 
officers  of  the  Society. 

The  continuing  existence  of  the  lay  laboratory  has 
received  much  attention  from  the  membership  of  the 
Texas  Society  of  Pathologists  throughout  the  years 
and  continues  to  be  a distressing  problem  with  no 
easy  solution.  The  pathologist  is  perhaps  the  most 
vulnerable  of  all  physicians,  because  of  his  relatively 
indirect  relationship  to  the  patient.  The  advent  of 
Medicare  has  brought  this  into  critical  focus.  Obvious- 
ly, if  an  institution  or  government  agency  can  employ 
a pathologist  to  diagnose  the  cancer  of  the  cervix,  and 
a radiologist  to  treat  it,  they  can  also  employ  a sur- 
geon to  obtain  the  biopsy.  Problems  will  undoubtedly 
multiply  with  the  increase  of  government  intervention 
in  the  practice  of  medicine.  A clear  sign  of  the  vulner- 
ability of  pathologists  is  the  fact  that  a federal  anti- 
trust suit  was  launched  against  pathologists  just  as 
Medicare  became  effective  in  our  land.  The  strange 
notion  that  pathology  (or  surgery,  or  medicine,  or 
obstetrics)  should  be  done  by  physicians  clearly 
brands  physicians  as  “monopolists.” 


From  1939  onward,  the  Texas  Society  of  Patholo- 
gists dedicated  itself  to  establishing  a statewide  medi- 
cal examiner  system  to  replace  the  absurd  peace 
justice-coroner  office.  The  battle  was  partially  won 
with  passage  of  the  Baker  bill,  providing  for  county 
medical  examiner  systems  on  an  optional  basis.  While 
only  a handful  of  Texas’  254  counties  have  availed 
themselves  of  the  opportunity,  the  four  most  popu- 
lous counties  all  have  medical  examiners,  and  several 
others  have  organized  medical  examiner  offices.  The 
wisdom  of  a statewide  system  was  reemphasized 
when  the  commission  appointed  by  Governor  Connally 
to  investigate  The  University  of  Texas  tower  slayings 
made  a strong  plea  for  exactly  this  cause. 

Space  does  not  allow  the  listing  of  projects  and 
successes  of  nearly  half  a century  of  service,  but 
more  than  a few  have  been  joint  ventures  with  our 
friends  the  medical  technologists.  The  Texas  Society 
of  Medical  Technologists  has  generally  enjoyed  close 
support  and  cooperation  of  the  Texas  Society  of 
Pathologists.  In  the  educational  field  alone,  the  path- 
ologists have  pioneered  in  establishing  schools  of 
medical  technology;  the  fourth  school  in  the  nation 
granting  the  master  of  science  degree  was  established 
in  Fort  Worth  in  1939.  The  national  office  of  the 
ASCP  Board  of  Schools  is  in  Galveston,  ably  led  by 
Dr.  Elwood  Baird. 

With  a membership  of  fewer  than  200,  the  Texas 
Society  of  Pathologists  is  not  numerically  strong,  yet 
the  influence  of  its  devoted  and  zealous  members  is 
felt  throughout  the  entire  health  field  in  Texas.  The 
pathologists  of  this  state  are  committed  to  steady 
progress  in  the  scientific  and  professional  fields. 
Whether  their  interest  is  primarily  education,  service, 
or  research,  they  stand  united  as  one  profession, 
pathologists  all. 
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PEDIATRICS 


Those  who  have  watched  the  changes 
from  the  pre-antibiotic  era  to  the  present 
will  be  privileged  in  the  near  future  to  see 
many  equally  miraculous  changes  in 
the  practice  of  pediatrics. 

TO  APPRECIATE  the  tremendous  strides  in  medicine, 
and  in  pediatric  practice,  that  have  occurred  over  the 
past  century,  one  might  reflect  on  the  type  of  atmos- 
phere in  early  Texas  in  which  our  predecessors 
studied,  worked,  and  fought  daily  hardships. 

Texas  had  been  a state  scarcely  20  years,  and 
most  of  that  time  had  been  spent  in  political  turmoil 
and  conflict.  The  state  was  in  the  throes  of  recon- 
struction— a complex,  tangled,  and  tragic  period  that 
was  not  to  end  until  1874. 1 The  peak  years  of  the 
huge  cattle  drives  to  the  northern  rail  centers  were 
yet  to  come.  Ninety-six  years  ago  more  than  600,000 
head  of  cattle  were  driven  to  the  three  main  railroad 
terminals:  Dodge  City,  Kan.,  to  the  Santa  Fe;  Abilene, 
Kan.,  to  the  Kansas-Pacific;  and  Ogalla,  Neb.,  to  the 
Union  Pacific.2 

One  hundred  years  ago  William  Henry  Seward,  then 
Secretary  of  State,  bought  Alaska  from  Russia  for 
$7.2  million.  Nebraska  attained  statehood.  Emperor 
Maximilian  had  capitulated  in  Mexico  seven  years 
earlier,  and  Benito  Juarez  had  been  elected  the  first 
president  of  Mexico.  General  Custer’s  battle  at  Little 
Big  Horn,  Mont.,  was  still  nine  years  away. 

The  three  years  from  1867  until  1870  found  the 
outlook  for  Texas  less  encouraging  than  ever  before.3 
The  years  of  congressional  reconstruction  and  military 
rule,  followed  by  the  triumph  of  a radical  minority  in 
the  state  government,  culminated  in  a state  adminis- 
tration in  which  the  substantial  people  of  Texas  had 
no  confidence.  It  was  not  until  1876  that  a new  con- 
stitution, which  is  still  in  force,  was  ratified. 

The  tremendous  discontent  and  upheaval  during 
this  period  can  be  doubly  appreciated  by  looking  at 
the  tax  rate  during  the  reconstruction  years.  In  1866 
the  tax  rate  was  $.15  per  $100  evaluation,  soaring 
to  $2.71  per  $100  evaluation  in  1871.  In  1876,  when 


the  new  constitution  was  adopted,  it  returned  to  $.50 
per  $100  evaluation. 

The  population  in  1870  consisted  of  564,700  white 
citizens  and  253,475  Negro  citizens.  Of  the  gainfully 
employed,  70  percent  were  farmers;  less  than  7 per- 
cent were  engaged  in  manufacturing.  Out  of  a school 
population  of  284,000,  only  23,076  attended  school. 
No  public  schools  existed,  and  there  were  only  706 
teachers  in  the  state.  Thirty-three  percent  of  the 
population  over  ten  years  of  age  could  not  read. 

Indian  raids  persisted  until  1880.  The  Texas 
Rangers,  the  most  effective  law  enforcement  group 
in  the  state  at  that  time,  were  active  in  protecting 
lives  and  property  as  the  frontier  moved  westward 
across  the  state. 

The  practice  of  medicine,  as  we  now  know  it,  is 
something  that  might  appear  completely  unrelated  to 
the  conditions  of  a century  ago.  Roentgen’s  discovery 
of  the  x-ray  was  still  28  years  away.4  In  order  that 
physicians  from  around  the  state  could  assemble  for 
organizational  purposes  and  for  scientific  discussion, 
many  of  them  had  to  travel  hundreds  of  miles  by 
horseback.  Except  in  the  larger  cities,  a physician  had 
no  opportunity  to  discuss  his  patients  with  a col- 
league. Specialization  was  practically  nonexistent.  In 
1867,  the  first  medical  school  in  Texas  was  just  three 
years  old  and  was  known  as  the  Galveston  Medical 
College,  eventually  to  be  reorganized  in  1873  as  the 
Texas  Medical  College  and  Hospital,  with  Dr.  Ashbel 
Smith  as  chairman  of  the  trustees  and  examiners.5 

EARLY  PEDIATRICIANS:  Following  the  move  from  Ger- 
many to  New  York  in  1853  of  Dr.  Abraham  Jacobi, 
frequently  called  the  American  father  of  pediatrics, 
interest  in  pediatrics  as  a specialty  gradually  in- 
creased. A small  but  slowly  growing  number  of  physi- 
cians began  devoting  more  of  their  work  to  this  field 
of  medicine.  Though  textbooks  devoted  entirely  to 
pediatrics  existed  at  the  time,  most  of  the  writings 
were  combined  with  obstetrical  texts.  Just  before  the 
turn  of  the  century,  L.  Emmett  Holt  published  his 
first  edition  of  “The  Diseases  of  Infancy  and  Child- 
hood,’’ thereby  laying  the  foundation  of  the  great  era 
to  come  in  American  pediatrics.  The  ninth  edition  of 
his  catechism  on  “The  Care  and  Feeding  of  Children,” 
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first  published  in  1894,  carries  the  following  dedica- 
tion: “To  The  Young  Mothers  of  America,  toward  the 
solution  of  whose  problems  these  pages  have  been 
devoted,  this  work  is  respectfully  dedicated  by  the 
author.”8 

In  1880  the  American  Medical  Association  arranged 
a special  section  on  pediatrics  with  Dr.  Jacobi  as  its 
first  chairman.7 

In  1888  the  American  Pediatric  Society  was  born, 
and  Dr.  Jacobi  served  as  its  first  president.  The 
traditional  association  of  pediatrics  with  another  spe- 
cialty— either  obstetrics  or  internal  medicine — per- 
sisted in  the  organizational  structure  of  the  Texas 
Medical  Association,  and  not  until  1941  was  the  first 
sectional  program  on  pediatrics  given  in  conjunction 
with  an  Annual  Session  of  the  Texas  Medical  Associa- 
tion. Dr.  Hugh  Leslie  Moore  of  Dallas  was  chairman 
of  the  section,  and  Dr.  Frank  Lancaster  of  Houston 
was  secretary  for  that  year. 

It  would  be  difficult  to  properly  single  out  certain 
individuals  who  were  pioneer  pediatricians  in  Texas 
without  omitting  some  pertinent  names.  Some  will  be 
mentioned  more  at  length  in  light  of  their  relationship 
to  Texas  medical  schools,  being  true  pioneers  in  the 
teaching  of  pediatrics  in  Texas. 


In  Dr.  Lancaster’s  history  of  early  pediatricians,7 
he  states  that  Dr.  Mary  Harper  of  San  Antonio  was 
the  first  physician  in  Texas  to  limit  her  practice  en- 
tirely to  pediatrics.  At  age  42  she  was  graduated 
from  the  Medical  Branch  at  Galveston  in  1910,  having 
been  one  of  the  first  women  to  enter  this  school.  She 
had  moved  to  San  Antonio  in  1893  and  later  was 
private  secretary  to  Col.  George  Breckenridge,  a great 
benefactor  of  The  University  of  Texas.  When  Col. 
Breckenridge  retired,  he  used  his  influence  to  override 
the  precedent  that  had  existed  against  women  medical 
students,  and  Miss  Harper  was  admitted  to  embark 
on  her  medical  career.  She  later  studied  under  Dr. 
Holt  at  Babies’  Hospital  in  New  York  and  returned 
to  San  Antonio  in  1911  to  enter  full-time  practice  of 
pediatrics.  Her  public  health  work  in  San  Antonio  as 
it  relates  to  upgrading  and  certification  of  milk  in 
infant  feeding  is  well-known. 

Dr.  Sidney  Kaliski,  the  “dean  of  pediatrics”  in  San 
Antonio,  has  spent  his  professional  lifetime  furthering 
the  teaching  and  practice  of  pediatrics  in  that  area. 
His  contributions  and  influence  continue  to  be  greatly 
admired  by  his  colleagues  and  fellow  citizens.8 

Dr.  Nathaniel  N.  Allen,  son  of  Dr.  N.  N.  Allen  who 
was  professor  of  surgery  on  the  first  faculty  of  Gal- 
veston Medical  College  in  1866,  was  the  first  physician 
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in  Houston  to  limit  his  practice  to  pediatrics.7  He  was 
graduated  from  Kentucky  School  of  Medicine  in 
Louisville  in  1899  and  engaged  in  general  practice  in 
Houston  in  1901.  He  later  did  postgraduate  work  in 
Chicago  and  in  New  York  City,  and  it  was  in  1912 
that  he  limited  his  practice  in  Houston  to  pediatrics, 
continuing  this  practice  until  his  death  in  1936. 

In  Dallas,  Dr.  Hugh  Leslie  Moore  was  the  first  pedi- 
atrician, and  was  the  organizer  and  the  first  president 
of  the  Texas  Pediatric  Society.  A clinical  professor 
since  1909,  he  was  professor  of  pediatrics  at  Baylor 
University  College  of  Medicine  from  1922  until  the 
school  was  moved  to  Houston  in  1943.  Following  this 
he  was  instrumental  in  organizing  the  Department  of 
Pediatrics  of  Southwestern  Medical  School,  and  served 
as  its  head  from  1943  until  his  death  in  1950. 

Beaumont  was  represented  by  Dr.  Walter  D.  Brown, 
a general  practitioner  who  later  took  special  work  in 
pediatrics  at  Children’s  Hospital  in  Boston  and  re- 
turned to  Beaumont  in  1917  to  limit  his  practice  to 
this  specialty. 

Dr.  E.  G.  Schwartz7  was  the  first  pediatrician  in 
Fort  Worth.  He  had  been  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  in  1916  and  later  worked 
in  pediatrics  in  Cleveland  City  Hospital. 

In  the  far  reaches  of  Texas  were  Dr.  Wallace  J. 
Masters  and  Dr.  Harry  P.  Ledford  in  Wichita  Falls, 
and  Dr.  Junius  A.  Rawlings  of  El  Paso.  The 
fascinating  career  of  Dr.  Marvin  C.  Overton  of  Lub- 
bock is  outstanding  in  the  history  of  West  Texas 
pediatrics.9  The  son  of  a Methodist  minister,  Dr.  Over- 
ton  spent  18  of  the  first  23  years  of  his  life  in  Louis- 
ville, Ky.  He  was  graduated  from  the  University  of 
Louisville  Medical  Department  in  1901  at  the  age  of 
23,  the  youngest  of  the  35  members  of  his  gradu- 
ating class.  One  of  his  classmates  at  Louisville  was  a 
young  man  from  Haskell  County,  Tex.,  and  this  friend 
advised  Dr.  Overton  to  head  for  western  Texas  since 
there  was  a scarcity  of  competent  physicians  in  that 
rapidly  developing  country.  He  went  to  Fort  Worth  to 
take  his  examination  by  the  Texas  State  Board  of 
Medical  Examiners,  received  his  license  for  practice, 
then  traveled  as  far  as  Childress  by  train.  He  went 
on  to  Floydada  in  an  old-style  mail  hack  and  while 
waiting  there  for  several  days,  heard  such  glowing 


remarks  about  Lubbock  that  he  hired  a special  con- 
veyance and  arrived  there  the  afternoon  of  April  16, 
1901.  He  wore  a Prince  Albert  split-tailed  coat  and  a 
high-topped  hat,  all  of  this  being  customary  dress  in 
Louisville.  His  sideburns  and  mustache  were  pre- 
sumed to  perform  their  part  in  the  lending  of  an  air 
of  experience,  age,  and  dignity  to  the  profession.  He 
must  have  appeared  as  a strange  phenomenon  in  the 
struggling  frontier  village  of  Lubbock.  In  short  order 
he  adjusted  completely  to  the  local  style  of  dress  and 
other  customs.  In  1925,  after  delivering  2,900  babies, 
he  went  to  New  York  and  to  Chicago  for  special  pedi- 
atric study,  returning  to  Lubbock  to  devote  full  time 
to  the  specialty  of  pediatrics. 

EDUCATION  IN  PEDIATRICS:  With  the  emergence  of 
pediatrics  as  a full-time  specialty,  the  medical  schools 
in  Texas  gradually  evolved  full-time  pediatric  depart- 
ments and  pediatric  faculties  of  the  first  class. 

Galveston. — In  1905  Dr.  Marvin  L.  Graves  was 
appointed  to  the  chair  of  Professor  of  Medicine  in 
Pediatrics  and  Lecturer  on  Mental  and  Nervous  Dis- 
eases in  the  Medical  Branch  at  Galveston.  Dr.  Allen 
G.  Heard  and  Dr.  James  Greenwood,  Sr.,  were  dele- 
gated most  of  the  duties  in  pediatrics.  In  1918,  Dr. 
W.  Boyd  Reading,  a member  of  the  class  of  1914, 
went  East  for  special  postgraduate  work  in  pediatrics. 
Following  his  return  to  Galveston,  the  Department  of 
Pediatrics  was  created  in  1919,  and  Dr.  Reading  was 
appointed  professor  of  pediatrics.  Dr.  Frank  Lancaster 
entered  medical  school  at  this  time  and  in  his  history 
states  that  the  course  in  pediatrics  consisted  of  a 
Saturday  morning  lecture  in  the  junior  and  senior 
years,  with  irregular  outpatient  clinics,  usually  one 
afternoon  each  week.7 

With  continued  growth  and  expansion  of  the  school, 
the  need  for  full-time  departmental  personnel  became 
evident.  In  1944  Dr.  Arild  E.  Hansen  was  prevailed 
upon  to  accept  the  position  of  professor  and  head  of 
pediatrics,  director  of  the  child  health  program,  medi- 
cal director  of  the  Children’s  Hospital,  and  pediatrist- 
in-chief  of  the  John  Sealy  Hospital.  Dr.  Hansen  at  the 
time  was  busily  engaged  in  teaching  and  research 
with  Dr.  Irving  McQuarrie  at  the  University  of  Minne- 
sota. However,  after  repeated  conferences  with  Dr. 
Reading  and  others,  he  agreed  to  accept  the  Texas 
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full  time  appointment.10  Dr.  Reading  and  Dr.  Francis 
A.  Garbade  carried  heavy  part-time  teaching  loads  in 
addition  to  their  private  practices.  Dr.  E.  E.  Wilkinson, 
then  a full-time  assistant  professor,  also  worked  un- 
tiringly in  lectures,  on  the  wards,  and  in  the  clinic. 

Under  Dr.  Hansen’s  direction,  the  Department  of 
Pediatrics  grew  rapidly.  Additional  full-time  and  part- 
time  faculty  members  were  added.  Research  programs 
were  begun,  extensive  postgraduate  conferences  for 
practicing  physicians  were  initiated,  and  a comprehen- 
sive residency  training  program  was  instituted.  Today 
physicians  over  the  state  and  the  nation  who  had  their 
residency  training  under  Dr.  Hansen  have  formed  the 
“Hansen  Club”  which  sponsors  the  annual  Arild  E. 
Hansen  Lectureship  each  year  at  the  Medical  Branch. 

Because  of  the  esteem  in  which  Dr.  Hansen's  stu- 
dents and  associates  held  him,  his  resignation  brought 
immediate  disappointment.  Any  misgivings  were  quick- 
ly dispelled  when  it  was  learned  that  his  successor 
was  to  be  one  of  Texas’  own  physicians  who  had 
distinguished  himself  in  pediatrics  throughout  the 
United  States.  Dr.  C.  W.  Daeschner  (class  of  1945) 
was  named  to  succeed  Dr.  Hansen  as  professor  and 
chairman  of  the  department,  a position  he  still  occu- 
pies. He  previously  had  worked  for  a number  of 
years  with  Dr.  Russell  Blattner  at  Baylor  University 
College  of  Medicine.  Dr.  Daeschner’s  continued  ex- 
pansion of  the  teaching  and  research  programs  in  the 
Department  of  Pediatrics  has  been  phenomenal. 

Baylor  University. — The  University  of  Dallas 
organized  a medical  department  in  1900,  and  in  1903 
Baylor  University  assumed  limited  responsibility  for 
the  School  of  Medicine.  In  1909  the  medical  depart- 
ment became  an  integral  part  of  Baylor  University 
itself,  and  Dr.  A.  S.  Beddoe  was  the  professor  of 
diseases  of  children  in  the  Department  of  Medicine. 
Dr.  Hugh  Leslie  Moore  joined  the  faculty  as  clinical 
professor  of  children’s  diseases  in  1909,  succeeding 
Dr.  Beddoe  as  professor  of  diseases  of  children  in 
1912.  In  1915  Dr.  Moore  did  postgraduate  work  in 
Chicago  and  subsequently  limited  his  practice  to  pedi- 
atrics. His  title  became  professor  of  pediatrics  in 
1920  when  a separate  department  of  pediatrics  was 
instituted  at  the  school,  and  he  continued  in  this  role 
until  the  school  was  moved  to  Houston  in  1943.  When 
Baylor  was  moved  to  Houston,  Dr.  James  Park  was 
selected  as  chairman  of  the  Department  of  Pedi- 


atrics with  the  title  of  professor,  serving  until  1947 
when  Dr.  Russell  Blattner  became  the  first  full-time 
appointee  as  professor  and  chairman,  Department  of 
Pediatrics  of  Baylor  University  College  of  Medicine. 

Under  Dr.  Blattner’s  skillful  guidance,  with  the 
assistance  of  many  practicing  pediatricians  of  Hous- 
ton and  the  addition  of  a number  of  full-time  staff 
personnel,  pediatrics  soon  became  one  of  the  most 
outstanding  departments  in  the  medical  school.  Com- 
prehensive research  and  teaching  programs  were  set 
up  as  fundamental  units  in  the  department.  These 
programs  today  continue  to  flourish  under  Dr.  Blatt- 
ner’s direction,  and  expansion  is  so  rapid  as  to  be 
almost  explosive. 

Southwestern  Medical  School. — Under  the  leadership 
of  Dr.  Edward  H.  Cary,  the  Southwestern  Medical 
Foundation  was  organized  in  Dallas  in  1939  “to  pro- 
mote medical  education  and  research  in  Dallas  and 
the  entire  Southwest."  Many  prominent  citizens  of 
Dallas  formed  the  nucleus  of  this  group.5  After  Baylor 
was  moved  from  Dallas  to  Houston,  Southwestern 
Medical  College  was  formally  established  in  Dallas 
in  1943. 

The  role  of  Dr.  Hugh  Leslie  Moore  in  organizing 
the  Department  of  Pediatrics  in  the  new  medical 
school  has  been  previously  mentioned.  He  was  chair- 
man of  the  Department  of  Pediatrics  of  Southwestern 
from  the  time  of  its  organization  in  1943  until  his 
death  in  1950.  One  year  before  his  death  the  college 
officially  became  the  Southwestern  Medical  School  of 
The  University  of  Texas,  with  its  policies  guided  by 
the  Board  of  Regents  of  The  University  of  Texas.11 
The  ensuing  years  saw  tremendous  expansion  and 
growth  of  all  departments  in  the  medical  school,  and 
in  1954,  the  name  of  the  institution  was  changed  to 
The  University  of  Texas  Southwestern  Medical  School. 
The  campus  site  on  Harry  Hines  Boulevard  was  occu- 
pied in  1955. 

The  Department  of  Pediatrics  during  these  years 
continued  to  grow  under  the  leadership  and  direction 
of  such  outstanding  pediatricians  as  Drs.  Gladys 
Fashena,  Gilbert  Forbes,  Edward  Pratt,  Fred  S.  Brook- 
saler,  and  the  present  William  Buchanan  Professor  of 
Pediatrics  and  chairman  of  the  Department,  Heinz 
Eichenwald.  These  distinguished  physicians  have 
worked  tirelessly  in  the  development  of  services, 
teaching,  and  research. 
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PROGRESS:  Miraculous  changes  in  pediatric  practice 
have  occurred  recently.  The  year  1921  saw  the  orga- 
nization of  the  Texas  Pediatric  Society,  when  Dr.  Hugh 
Leslie  Moore  of  Dallas  wrote  to  a number  of  interested 
men  in  Texas,  inviting  them  to  meet  in  Dallas  at  the 
time  of  the  Annual  Session  of  the  Texas  Medical 
Association.12  The  officers  elected  in  1921  were  Dr. 
H.  L.  Moore,  president;  Dr.  M.  L.  Wilbanks,  vice  presi- 
dent; and  Dr.  May  A.  Hopkins,  secretary-treasurer. 
Annual  meetings  were  held,  and  at  the  1928  meeting 
at  the  Galvez  Hotel  in  Galveston,  20  members  attend- 
ed. The  annual  dues  were  $5  ($1  for  associate  mem- 
bers). The  1928  session  was  marked  with  lively  dis- 
cussion on  the  question,  “Should  we  have  a separate 
section  for  pediatrics  in  the  State  Medical  Association 
of  Texas?”  A study  of  the  minutes  of  subsequent 
meetings  of  this  society  reveals  that  this  question 
continued  to  be  discussed  annually,  and  at  the  meet- 
ing in  Fort  Worth  on  Oct.  28,  1939,  Dr.  David  Greer, 
reporting  for  the  Committee  on  Constitution  and  By- 
Laws,  explained  the  intricacies  of  getting  an  amend- 
ment through  the  state  medical  society  to  create  a 
separate  section  of  pediatrics.  The  section  finally  be- 
came a reality. 

These  outstanding  programs  for  postgraduate  edu- 
cation for  the  practicing  physician  have  been  supple- 
mented by  regularly  scheduled  pediatric  postgraduate 
conferences  over  the  state.  The  Department  of  Pedi- 
atrics of  The  University  of  Texas  Medical  Branch  in 
Galveston  has  a program  each  February.  The  Depart- 
ment of  Pediatrics  of  Scott  and  White  Clinic,  Scott, 
Sherwood,  and  Brindley  Foundation,  and  Scott  and 
White  Memorial  Hospital  in  Temple  presents  a pro- 
gram in  March.  Baylor  University  Hospital  in  Dallas 
has  a seminar  in  May  of  each  year  devoted  entirely 
to  pediatrics,  and  the  Department  of  Pediatrics  at 
Baylor  holds  an  annual  pediatric  postgraduate  sympo- 
sium in  Houston.  In  addition,  there  are  numerous 
seminars  and  conferences  in  pediatric  fields  held  in 
various  areas  throughout  the  state  every  year. 

Attendance  at  the  scientific  sessions  of  the  Section 
on  Pediatrics  has  grown  to  overflowing  in  recent  years. 
The  Texas  Pediatric  Society,  from  its  humble  yet  firm 
beginning  of  scarcely  four  decades  ago,  has  grown 
to  a membership  of  over  350  in  1965. 13 

CHALLENGE  OF  THE  FUTURE:  The  conquering  of  so 
many  of  the  infectious  diseases,  the  continuing  dis- 


covery of  newer  antibiotics,  advances  in  steroid  chem- 
istry, and  newer  and  more  complete  knowledge  of 
fluid  and  electrolyte  therapy  are  truly  miracles.  Yet, 
where  it  formerly  took  years — at  times,  decades — to 
materially  further  medical  knowledge,  it  now  takes 
only  a few  years  or  even  months.  Those  among  us 
who  have  been  privileged  to  watch  the  changes  that 
have  occurred  from  the  pre-antibiotic  era  to  that  of 
the  present  will  also  view  in  the  near  future  many 
equally  miraculous  changes  in  pediatrics. 

The  greatest  challenge  facing  Texas  pediatricians 
today  stems  from  basic  facts.  The  childhood  popula- 
tion in  our  state  is  increasing  at  a phenomenal  rate. 
The  number  of  physicians  entering  general  practice — 
men  and  women  who  will  provide  most  of  the  health 
services  for  these  children — has  continued  to  decline. 
Parents  are  turning  more  and  more  to  practicing 
pediatricians  for  health  care  for  their  children.  Pedia- 
tricians have  thus  far  met  this  demand  by  overloading 
their  work  schedules.  Until  now  that  has  been  the 
only  solution.  Such  a solution,  of  necessity,  is  only 
a stop-gap  measure.  Scarcely  a community  exists  to- 
day where  the  need  for  new,  young  pediatricians  to 
come  into  practice  has  not  already  been  felt.  They 
are  not  appearing  rapidly  enough. 
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Oblivious  to  hints  that  he  ought  to  be 
tarred  and  feathered,  an  early  superin- 
tendent of  the  State  Lunatic  Asylum 
treated  his  patients  by  allowing  them  to 
do  constructive  work  and  enjoy  normal 
recreation.  His  humane  methods  were 
revolutionary  in  the  19th  century. 

IN  1912,  DR.  W.  T.  MARRS  predicted  a future  for 
medicine  which  has  proved  both  accurate  and  un- 
canny.1 Of  mental  illness,  he  wrote: 

As  fevers  and  acute  and  infectious  diseases  be- 
come less  and  less,  those  of  a neurotic  trend  will 
become  more  numerous.  It  will  be  an  age  of  wits,  of 
education,  of  sharp  competition.  Few  will  care  to 
do  rough  work  and  most  everybody  will  want  to 
direct  his  work  through  a system.  It  will  be  a time 
and  age  that  will  draw  heavily  on  our  gray  matter 
and  our  neurons.  Mental  ailments,  neuroses  and 
psychoses  will  be  abundant,  although  symptoms 
will  be  named  and  classified  differently  than  now. 
Such  terms  as  hysteria,  neurasthenia,  psychasthen- 
ia,  and  anorexia  and  many  others  will  be  obsolete. 
The  sanitariums  and  hospitals  will  nearly  all  be  for 
people  suffering  from  broken  and  decrepit  nerves 
and  the  ailments  incident  to  old  age.  It  will  be  the 
endeavor  of  psychiatrists  to  cure  people  before 
they  become  insane,  instead  of  after. 

Before  1861  in  Texas,  the  mentally  ill  who  could 
not  be  managed  at  home  were  detained  in  jails.  Dr. 
Beriah  Graham,  an  appointee  of  Gov.  Sam  Houston, 
was  in  charge  of  the  State  Lunatic  Asylum  when  the 
first  12  patients  were  admitted  on  March  11,  1861. 
He  reported  that  only  60  patients  could  be  accommo- 
dated under  any  circumstances;  therefore,  it  was  de- 
cided that  not  more  than  two  places  could  be  claimed 
by  any  one  district.  Acute  cases  were  given  preference 
over  chronic  cases,  and  the  latter  over  private  patients. 
However,  little  more  than  custodial  care  was  provided 
during  the  Civil  War,  for  it  was  a daily  struggle  just  to 
keep  the  doors  open.  During  that  period,  records  show 
that  some  of  the  causes  assigned  for  a patient’s  in- 
sanity were  “the  war,”  “fright  from  soldiers,”  or 
“soldiers'  marauding.” 

During  the  first  50  years  of  organized  medicine  in 
Texas,  one  man  probably  did  more  than  any  other 


one  person  to  update  and  redirect  the  care  and  treat- 
ment of  the  mentally  ill  in  Texas.  Dr.  D.  R.  Wallace 
was  appointed  by  Gov.  Richard  Coke  to  superintend 
the  State  Lunatic  Asylum  in  1874.  Upon  his  arrival 
in  Austin,  he  found  the  institution  grossly  overcrowded 
and  in  deplorable  condition.  During  his  four  years  of 
service  he  brought  about  many  dramatic  changes.  A 
strong  advocate  of  “moral  treatment,”  or  treating 
people  with  people,  Dr.  Wallace  abolished  all  modes 
of  restraint  and  punishment,  such  as  restraint  chairs, 
iron  handcuffs,  locked  boxes,  and  cold  shower  baths, 
and  retained  only  the  “dark  room”  which  he  used  for 
patients  during  periods  of  extreme  excitement.  Many 
considered  him  a dangerous  revolutionary  when  he 
employed  occupational  and  recreational  therapy  as  a 
means  of  treatment.  Throughout  the  grounds  patients 
were  found  working  in  the  carpenter  shop,  tending 
the  garden  and  farm,  and  doing  the  mending  and 
laundry.  The  citizens  of  Austin  were  aghast  when  he 
organized  a little  orchestra  and  held  dances  on  the 
grounds  to  which  he  invited  the  young  people  of  the 
community.  Though  members  of  some  of  the  local 
congregations  were  for  tarring  and  feathering  him, 
Dr.  Wallace  remained  unperturbed  and  continued  to 
attempt  all  in  his  power  to  improve  the  well-being  of 
his  patients.2 

When  a “branch  asylum”  was  voted  by  the  Texas 
Legislature  in  1883,  Dr.  Wallace  was  a member  of  the 
committee  which  selected  Terrell  as  the  site  of  the 
North  Texas  Hospital  for  the  Insane  and  was  also 
appointed  as  its  first  superintendent.  In  1892,  the 
Southwestern  Insane  Asylum  at  San  Antonio  was 
opened,  and  soon  overcrowding  forced  the  state  to 
use  the  old  State  Penitentiary  buildings  at  Rusk  as 
the  East  Texas  State  Hospital  for  the  Insane.  At  regu- 
lar intervals  in  the  years  before  World  War  II,  the 
state  was  forced  to  provide  four  other  mental  insti- 
tutions. 

Several  private  sanitariums  began  to  appear  around 
the  turn  of  the  century.  The  first,  “Valleloma,”  opened 
in  Marshall  in  1892.  It  was  owned  and  operated  by 
Dr.  John  Pope;  he  limited  his  patients  to  those  who 
suffered  from  alcohol  or  drug  addiction,  as  was  true 
of  most  private  sanitariums  of  that  era.  In  1906,  Drs. 
G.  H.  and  T.  L.  Moody  opened  the  Moody  Sanitarium 
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PIN  EL  ENCHAINS  THE1NSANE. 

Dr.  Philippe  Pinel  of  France,  the  Father  of 
Psychiatry,  believed  in  treating  the  insane  with 
kindness,  understanding,  and  rational  therapy.  In 
1795  he  ordered  chains  removed  from  insane 
women  in  Salpetriere  hospital  in  Paris. 


in  San  Antonio,  and  Drs.  Wilmer  and  Bruce  Allison 
opened  the  Arlington  Heights  Sanitarium  in  Fort  Worth. 
Other  doctors  who  limited  their  practices  to  the  treat- 
ment of  nervous  and  mental  diseases  were  Ralph 
Cloud,  James  Greenwood,  Thomas  Dorbandt,  and  F.  S. 
White.  Dr.  James  J.  Terrill  founded  Timberlawn  Sani- 
tarium in  1917,  and  after  the  war  was  joined  by  Dr. 
Guy  Witt.  This  psychiatric  center  is  the  only  pre- 
Worid  War  I private  sanitarium  still  in  operation. 

Since  the  reorganization  of  the  Texas  Medical  Asso- 
ciation in  1869,  reports  on  nervous  and  mental  dis- 
eases have  been  read  at  almost  every  annual  meeting, 
but  it  was  not  until  1910  that  a special  section  on 
mental  and  nervous  diseases  was  provided  and  this 
lasted  only  three  years.  For  the  next  51  years  papers 
dealing  with  this  aspect  of  medicine  were  heard  under 
the  general  Section  on  Medicine.  From  the  beginning, 
however,  special  committees  have  been  assigned  to 


study  the  ever-increasing  prevalence  of  the  disease 
and  its  accompanying  problems  of  asylum  care,  jury 
trials  for  the  insane,  and  commitment  procedure.  Not 
until  1966  was  a new  section  reorganized,  specifically 
concerned  with  diseases  of  nervous  and  mental 
systems. 

The  “psychologists”  and  “alienists”  (as  psychia- 
trists were  known  a century  ago)  of  Texas  have  always 
been  prominent  among  the  leaders  of  the  medical 
societies  of  our  state.  Some  of  the  early  Presidents 
of  the  Texas  Medical  Association  were  Dr.  D.  R. 
Wallace,  Dr.  John  S.  Turner,  Dr.  Marvin  L.  Graves, 
and  Dr.  G.  H.  Moody. 

As  predicted  in  1912,  much  of  the  old  terminology 
has  become  obsolete.  At  that  annual  meeting,  it  was 
recommended  that  the  name  “insane  asylum”  be 
changed  to  “state  hospital,”  but  it  was  not  until  1950 
that  the  change  became  official.  Gradually  other 
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terminology  has  been  changed  to  accommodate  the 
rapid  accumulation  of  knowledge  and  understanding. 

Soon  after  World  War  I,  the  age  of  specialization 
began  to  come  into  its  own  and  the  various  disciplines 
within  the  medical  profession  began  to  feel  a need 
for  their  own  organizations.  In  1928,  the  neurologists 
of  Texas  met  in  Galveston  and  formed  the  Texas  Neu- 
rological Society,  one  of  the  first  of  the  “related  organi- 
zations" to  specialize  and  create  a separate  group. 
However,  they  always  have  held  their  annual  meetings 
in  connection  with  the  Texas  Medical  Association. 
Membership  was  limited  to  those  40  physicians  in 
Texas  in  1928  who  limited  their  practices  to  diseases 
of  the  nervous  and  mental  systems,  and  Dr.  John  S. 
Turner  was  elected  as  their  first  president.  By  1946 
the  society  had  so  grown  and  expanded  that  the  name 
was  changed  to  the  Texas  Neuropsychiatric  Associa- 
tion, and  in  1949  it  was  awarded  an  affiliation  with 
the  American  Psychiatric  Association. 

Development  of  the  American  Psychiatric  Associa- 
tion affiliation  marked  the  beginning  of  a progressive 
change  in  the  makeup  of  the  society,  as  well  as  its 
relationship  to  the  national  organization.  The  applica- 
tion for  affiliate  membership  was  approved  by  the 
council  of  the  American  Psychiatric  Association  in  May, 
1949,  and  the  first  delegate  and  alternate  delegate 
to  the  American  Psychiatric  Association  were  appoint- 
ed. Membership  in  the  Texas  Neuropsychiatric  Asso- 
ciation as  of  August,  1948,  was  recorded  as  87. 

Movement  toward  new  structure  of  the  American 
Psychiatric  Association  with  the  development  of  dis- 
trict branches  proceeded,  but  the  Texas  Neuropsy- 
chiatric Association  rejected  an  opportunity  to  become 
a district  branch,  primarily  on  the  basis  of  rules  re- 
garding membership  which  would  exclude  neurologists, 
neurosurgeons,  and  other  associated  medical  groups. 
However,  in  April,  1956,  a petition  with  28  signatures, 
requesting  formation  of  a Texas  District  Branch  of 
the  American  Psychiatric  Association,  was  sent  to  the 
council  of  that  body,  and  a constitution  of  the  District 
Branch,  patterned  after  the  model  suggested  by  the 
American  Psychiatric  Association,  was  adopted.  Annual 
dues  were  established  at  $2,  and  the  first  annual 


meeting  was  held  in  conjunction  with  the  Texas 
Neuropsychiatric  Association  on  April  28,  1957,  with 
136  paid  members.  At  this  time  a delegate  and  alter- 
nate delegate  to  the  Assembly  of  District  Branches  of 
the  American  Psychiatric  Association  were  elected. 

Opportunities  and  responsibilities  of  the  District 
Branch  progressively  increased.  Membership  increased 
although  there  continued  to  be  a large  number  of 
American  Psychiatric  Association  members  in  the  state 
who  did  not  belong.  As  the  voice  of  psychiatry  began 
to  be  vested  more  in  state  groups,  there  also  was 
being  encouraged  the  development  of  closer  affiliations 
with  other  medical  groups.  In  the  early  1960’s,  the 
Texas  neuropsychiatric  groups  began  exploring  the 
possibilities  of  the  development  of  a scientific  section 
in  the  Texas  Medical  Association.  In  the  summer  of 
1964,  the  membership  of  the  Texas  Neuropsychiatric 
Association  was  polled  with  proposals  to  petition  for 
development  of  a scientific  section  of  the  Texas  Medi- 
cal Association,  and  some  80  percent  of  the  200  re- 
plies were  in  favor  of  this,  with  the  majority  suggesting 
that  the  Texas  Neuropsychiatric  Association  be  phased 
out  and  the  Texas  District  Branch  of  the  American 
Psychiatric  Association  remain  as  a related  organiza- 
tion. In  May,  1965,  the  executive  committee  of  the 
Texas  Neuropsychiatric  Association  presented  this 
proposal  to  the  TMA  Council  on  Annual  Session.  It 
was  approved  by  the  House  of  Delegates,  and  in 
Austin  in  April,  1966,  the  Section  on  Nervous  and 
Mental  Diseases  of  the  Texas  Medical  Association 
was  reestablished  and  had  its  first  scientific  program. 
The  Texas  Neuropsychiatric  Association  and  the  Texas 
District  Branch  continued  to  meet  jointly  as  a related 
organization  and  so  exist  at  the  present  time. 
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Although  public  health  has  been  recog- 
nized as  a medical  specialty  for  a rela- 
tively short  time,  it  has  been  practiced 
in  Texas  for  centuries.  Even  government 
aid  to  the  needy  preceded  statehood,  for 
Mexico  granted  funds  to  help  victims  of  a 
smallpox  epidemic  and  also  bought 
$6,000  worth  of  vaccine  for  use  in  an 
early  public  health  program. 

PUBLIC  HEALTH  as  a specialty  of  medicine  was  one 
of  the  last  specialties  to  be  recognized  by  the  Ameri- 
can Medical  Association’s  Council  on  Medical  Educa- 
tion and  Hospitals  when  the  American  Board  of  Pre- 
ventive Medicine  and  Public  Health  was  approved  in 
1949.  In  1952  the  name  was  changed  to  the  American 
Board  of  Preventive  Medicine,  with  Aviation  Medicine 
added  in  1953  and  Occupational  Medicine  in  1955. 

However,  physicians  have  been  interested  in  public 
health  either  in  a part-time  or  full-time  way  for  many 
years.  One  of  the  early  committees  of  the  Texas  State 
Medical  Association  was  the  Committee  on  Climatology 
and  Epidemics,  as  shown  in  the  reports  of  1869. 

MISSIONARIES  WERE  FIRST:  The  first  health  activities 
were  carried  on  by  Catholic  missionaries  in  the  mis- 
sions established  near  Nacogdoches  and  San  Antonio. 
In  1789  there  was  a Royal  Order  sent  by  the  Marquis 
of  Sonora  to  the  Province  of  Texas  telling  of  the  suc- 
cessful isolation  of  smallpox  cases  in  the  adjoining 
province  of  Louisiana,  and  saying  that  the  King  of 
Spain  wished  this  information  carried  throughout  the 
Province  by  parish  priests  and  doctors. 

While  Texas  was  governed  by  Mexico,  the  Congress 
of  the  State  of  Coahuila  and  Texas  issued  a decree 
appropriating  money  to  help  those  afflicted  with 
smallpox.  Minutes  of  the  town  council  of  San  Felipe 
de  Austin  (1828-1832)  record  a decree  to  regulate 
sanitary  conditions,  to  register  births,  marriages,  and 
deaths,  and  to  regulate  the  practice  of  medicine. 

Reports  of  health  conditions  in  the  early  days  of 
the  Republic  of  Texas  and  as  a State  of  the  United 
States  show  a yellow  fever  epidemic  almost  every 


year  in  the  coastal  towns.  Indianola  was  reported  to 
have  had  a severe  cholera  epidemic  in  1846. 

In  the  Bexar  Archives  is  a report  of  a smallpox 
epidemic  in  1780  among  the  Lipan  Indians  which  re- 
commends their  extermination  as  a means  of  control. 
Also,  a report  of  a commission  to  the  provisional 
health  council  on  the  use  of  inoculations  and  result- 
ing smallpox  in  1809,  and  of  a cholera  epidemic  in 
Goliad,  San  Felipe,  and  Victoria  are  found. 

In  the  Nacogdoches  Archives  of  this  same  period 
there  were  several  accounts  of  health  activities.  In- 
teresting ones  include  an  account  of  the  use  of  vac- 
cination in  1814  by  Don  Felix  Maria  Callejo,  Viceroy  of 
New  Spain  (Mexico),  an  order  authorizing  the  govern- 
ment in  1829  to  spend  $6,000  to  supply  federal  dis- 
tricts and  territories  with  vaccine  virus,  and  an  ac- 
count of  the  treatment  of  cholera  in  1833  by  Dr. 
Ignacio  Sendejas  of  Monterrey  who  dosed  his  patients 
with  mixtures  of  peyote,  slaked  lime,  tea,  and  lauda- 
num. 

During  this  early  period  of  Texas  history,  many 
articles  appeared  on  health  subjects  (smallpox,  chol- 
era, yellow  fever)  in  papers  such  as  the  Nacogdoches 
Times,  the  Texas  Republican,  and  the  Red-Land  Herald. 

MEDICAL  ORGANIZATION  ENTERS  FIELD:  The  Texas 
Medical  Association  showed  its  interest  in  public 
health  by  establishing  the  standing  Committee  on 
Climatology  and  Epidemics  shortly  after  its  organiza- 
tion. The  Proceedings  of  TMA  during  this  period  reflect 
the  physicians’  opinion  that  climate  played  an  im- 
portant part  in  the  spread  of  disease.  Dr.  W.  I.  Cocke, 
chairman  of  the  Committee  on  Quarantine,  read  a 
report  in  1871  in  which  he  stated  that  there  was  no 
positive  proof  that  yellow  fever  was  in  itself  conta- 
gious. He  recommended  the  appointment  of  boards  of 
health  to  be  composed  one-half  of  physicians  in  all 
cities  and  towns  upon  or  near  the  seaboard. 

Articles  appeared  in  the  Proceedings  on  cerebro- 
spinal meningitis  and  hydrophobia  in  1873,  and  there 
is  a report  in  1874  on  dengue,  influenza,  and  rubeola 
in  Austin.  Also  in  1874,  there  were  resolutions  to 
establish  a state  board  of  health  and  a sanitation 
commissioner.  There  were  many  reports  of  epidemics 
in  the  state.  Cases  of  trichinosis  were  reported. 

The  quarantine  era  started  about  1856  as  a result 
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THE  CONQUEST  OF  YELLOW 
FEVER.  A United  States  Army 
commission  worked  toward  control 
and  prevention  of  yellow  fever  in 
1900  at  Camp  Lazear,  Cuba. 
Physicians  were  Major  W.  C. 
Gorgas,  Havana  sanitation  officer, 
Drs.  A.  Agramonte,  Carlos  J. 
Finlay,  James  Carroll,  and 
Walter  Reed,  commission  chairmar 
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of  the  widespread  outbreaks  of  smallpox  and  yellow 
fever.  The  State  Legislature  enacted  legislation  con- 
ferring authority  on  county  courts,  towns,  and  cities 
to  establish  quarantine  regulations.  On  June  10, 
1870,  the  State  Legislature  gave  the  Governor  authori- 
ty to  establish  quarantine  stations  and  marked  the 
origin  of  the  State-operated  quarantine  system.  In 
1879,  an  Act  amending  the  quarantine  law  was  passed, 
creating  the  position  of  State  Health  Officer. 

The  Texas  Medical  Association  continued  active  in 
the  public  health  field.  In  1877,  the  standing  commit- 
tee on  Climatology  and  Epidemics  was  changed  to 
the  Committee  on  State  Medicine  and  Public  Hygiene. 
Dr.  H.  L.  Bibb  read  an  essay  on  preventive  medicine. 
Discussions  were  held  on  hereditary  influences,  social 
excesses,  immorality,  intemperance,  injudicious  mar- 
riages, impure  air,  impure  water,  and  preventive 
measures.  In  1879,  there  is  a report  in  the  Proceed- 
ings of  the  failure  of  the  State  Legislature  to  pass 
the  board  of  health  act  recommended  by  the  Texas 
Medical  Association. 

During  the  period  1880  to  1900,  the  reports  of  the 
Committee  on  State  Medicine  and  Public  Hygiene  in- 
cluded emphasis  of  the  importance  of  women  in  inau- 
gurating health  and  sanitation  matters;  importance  of 
educating  the  public  in  health;  discussion  of  epidemics 
of  yellow  fever,  smallpox,  and  cholera;  case  reports  of 
gonococcal  conjunctivitis,  typhoid,  and  diphtheria; 
and  discussion  of  compulsory  vaccination,  nursing 
schools,  tubercle  parasite,  malaria,  and  other  subjects. 
An  interesting  item  from  Texas  Siftings,  published  in 
the  December,  1882,  issue  of  The  Texas  Medical  and 
Surgical  Record,  dealt  with  malaria  on  Onion  Creek: 


"How  are  the  colored  voters  coming  on  out  on 
Onion  Creek?”  asked  an  Austin  candidate  of  a 
darkey  with  a load  of  hay. 

“Dar’s  a heap  sickness  out  dar  among  colored 
folks.” 

“What  is  it,  malaria?” 

"I  reckon  dat's  de  name  ob  de  stuff.  Hit  am 
sumfin  what  he  got  from  de  druggery  shop.” 

“What  stuff  are  you  talking  about?” 

"De  stuff  a white  man  out  dar  puts  in  his 
watermillions  to  keep  de  colored  folks  from  mis- 
takin’  ’em  for  dar  own  watermillions.” 

Another  item  taken  from  The  Texas  Medical  and 
Surgical  Record  of  1881  was  the  announcement  of 
$100  in  cash  to  any  party  for  a specific  in  the  treat- 
ment of  gonorrhea. 

The  Texas  Medical  Association  continued  its  efforts 
to  establish  a state  board  of  health,  and  maintained 
a committee  on  this  subject  which  reported  its  pro- 
gress at  each  annual  session.  The  section  on  eye,  ear, 
nose  and  throat  in  1895  made  a suggestion  for  legisla- 
tion for  ophthalmia  neonatorum.  The  Proceedings  also 
mention  talks  on  use  of  antitoxin  for  diphtheria, 
water  supplies  and  their  relation  to  disease,  and 
narcotics. 

RAPID  IMPROVEMENT:  The  period  1900-1910  was 
important  for  both  the  practice  of  medicine  and  pub- 
lic health.  The  first  medical  practice  act  was  passed 
in  1907,  and  the  State  Board  of  Health  was  created  in 
1909.  Dr.  James  Carroll,  Assistant  Surgeon,  US  Army, 
gave  his  well-known  paper  on  yellow  fever.  Many 
papers  were  given  on  tuberculosis,  showing  its  recog- 
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nition  by  the  profession  as  a subject  of  greater  inter- 
est. The  Blanton  Pure  Food  Law  was  passed  by  the 
Legislature.  Dr.  W.  M.  Brumby,  State  Health  Officer, 
called  a meeting  of  all  health  officers  at  the  annual 
meeting  of  the  State  Medical  Association.  The  State 
Anti-Tuberculosis  Association  was  organized.  Topics 
of  papers  presented  before  the  Section  on  State  Medi- 
cine and  Public  Hygiene  included  sanitation,  malaria, 
tuberculosis,  alcohol,  public  education,  mental  dis- 
eases, and  smallpox.  Dr.  Brumby,  in  January  and  Feb- 
ruary, 1910,  reported  a total  of  1,491  cases  of  small- 
pox with  26  deaths,  and  called  this  a deplorable  situ- 
ation for  Texas.  The  Texas  State  Journal  of  Medicine 
reported  the  activities  of  the  Antivaccination  League 
in  Fort  Worth,  where  a suit  was  entered  to  enjoin  the 
Board  of  School  Trustees  from  enforcing  an  order 
requiring  all  pupils  to  be  vaccinated  against  small- 
pox. The  order  of  the  school  board  was  upheld. 

During  the  next  ten  years,  the  House  of  Delegates 
of  the  Texas  State  Medical  Association  had  committees 
on  enforcement  of  public  health  laws,  study  of  cancer, 
study  of  pellagra,  study  of  venereal  disease,  and  study 
of  cottonseed  meal  as  a food  for  humans.  The  Com- 
mittee on  Public  Health  was  first  noted  in  1915. 
Annual  meetings  of  city  and  county  health  officers 
were  held  by  the  State  Health  Officers.  Public  health 
lectures  on  the  Sunday  preceding  the  annual  meeting 
were  started  during  this  period.  A paper  by  Dr.  P.  W. 
Covington  of  the  International  Health  Commission  on 
full-time  county  health  officers  was  presented  at  one 
of  the  annual  meetings.  Mr.  V.  M.  Ehlers,  sanitary 
engineer,  State  Health  Department,  appeared  on  the 
program  of  the  Section  on  State  Medicine  and  Public 
Hygiene  for  the  first  time.  Public  health  nurses  were 
invited  to  attend  the  annual  meeting  of  city  and 
county  health  officers  in  1920. 

A SPECIALTY  EVOLVES:  Public  health  as  a specialty 
of  medicine  received  its  start  during  1920-1930,  with 
the  offering  of  postgraduate  training  by  several  of  the 
medical  schools  leading  to  certificates  in  public 
health,  master’s,  and  doctor’s  degrees.  The  Interna- 
tional Division  of  the  Rockefeller  Foundation  offered 
fellowships  to  doctors  of  medicine  desiring  to  special- 
ize in  various  public  health  activities.  In  addition, 
short  periods  of  training  were  offered  by  the  field 
station  of  the  International  Health  Division,  Rocke- 
feller Foundation,  at  Andalusia,  Ala.  This  created  in- 
terest among  the  physicians  who  had  no  formal  train- 
ing and  were  engaged  in  full-time  health  work. 


The  State  Health  Department  expanded  during  this 
time;  the  division  of  maternal  and  child  health  was 
started,  and  the  laboratory  division  was  increased  by 
the  addition  of  the  Pasteur  Institute.  The  division  of 
local  health  units  was  started,  and  counties  were  able 
to  get  matching  funds  through  the  Rockefeller  Foun- 
dation. 

The  name  of  the  section  on  state  medicine  and 
public  hygiene  was  changed  to  the  Section  on  Public 
Health  in  1926.  Until  1927,  the  State  Health  Officer 
was  appointed  by  the  Governor.  At  this  time,  the  se- 
lection became  the  duty  of  the  State  Board  of  Health. 
In  1929  the  law  was  amended,  and  the  State  Board 
of  Health  now  consists  of  nine  members — six  physi- 
cians, one  dentist,  one  pharmacist,  and  one  engineer. 

Public  health  lectures  at  annual  meetings  of  the 
Association  continued  until  1937.  Papers  presented  at 
the  Section  on  Public  Health  included  topics  that 
were  of  current  interest,  and  included  school  health, 
tuberculosis,  dental  health,  organization  and  manage- 
ment, public  health  nursing,  communicable  disease 
control,  and  vital  statistics.  The  Missouri-Pacific’s 
Health  Special  through  East  Texas  was  a feature  of 
1928.  The  annual  meetings  of  city  and  county  health 
officers  conducted  by  the  State  Health  Officer  con- 
tinued to  be  held  at  the  annual  meetings  of  the 
Association. 

RECENT  PROGRAMS:  In  the  period  since  World  War 
II,  many  new  health  programs  have  been  added  at 
both  the  state  and  local  levels.  With  the  increasing 
availability  of  state  and  federal  funds,  local  health  de- 
partments have  been  added;  there  are  now  63  full- 
time health  departments  in  the  state,  6 of  which  are 
city  departments.  Recent  state  and  federal  legislation 
has  added  two  new  programs.  The  State  Health  De- 
partment is  now  organized  into  9 sections  and  25 
divisions.  The  title  of  State  Health  Officer  was  changed 
to  State  Health  Commissioner  in  1955. 

The  Section  on  Public  Health  of  the  Texas  Medical 
Association  continues  to  be  active  but  meets  only  on 
one  day,  while  another  day  is  devoted  to  the  annual 
meeting  of  city  and  county  health  officers.  In  addition, 
an  organization  of  Public  Health  Physicians  holds  an 
annual  dinner  meeting.  Outstanding  guest  speakers 
have  appeared  on  these  programs  for  many  years. 
Papers  continue  to  be  presented  on  subjects  related 
to  the  many  programs  in  health  activities. 

Dr.  Primer,  2709  Rio  Grande,  Austin  78705. 
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An  x-ray  machine  in  1902  was  capable 
of  generating  high  frequency  electrical 
currents  and  could  be  used  for  electro- 
surgery and  generation  of  varying  de- 
grees of  heat.  One  Dallas  hospital  radio- 
logical department  in  1931  afforded  its 
physicians  no  financial  compensation  for 
services  rendered.  In  1967  a third  gen- 
eration of  Texas  radiologists  is  observing 
the  principle  of  separation  of  fees. 

RADIOLOGY  IN  the  Southwest,  now  a respectable 
"senior  citizen”  of  about  65  years,  was  conceived 
beside  the  public  watering  trough  of  Hillsboro’s  town 
square.  While  their  horses  drank,  Dr.  James  M.  Martin 
invited  his  friend  Dr.  George  D.  Bond  to  come  and 
see  his  new  x-ray  machine.  That  they  shared  a com- 
mon interest  in  the  new  field  was  a surprise  to  both 
men;  Dr.  Bond  was  leaving  the  next  day  for  Chicago 
to  take  a postgraduate  course  at  the  Illinois  School 
of  Electro-Therapeutics. 

In  1904,  Dr.  Martin  began  to  use  x-rays  in  the 
treatment  of  skin  cancer.  His  results  were  impressive, 
and  brought  an  offer  of  a professorship  at  Baylor 
University  College  of  Medicine  in  Dallas.  The  Martins 
moved  to  Dallas  in  1906;  in  1907  the  Bonds  moved  to 
Fort  Worth,  where  Dr.  Bond  became  professor  of  roent- 
genology at  the  Fort  Worth  School  of  Medicine.  Limit- 
ing their  practices  to  x-ray  and  electrotherapeutics, 
these  two  physicians  were  the  first  radiologists  in  the 
Southwest. 

Drs.  Martin  and  Bond  pioneered  in  a specialty 
which,  to  say  the  least,  had  yet  to  earn  the  profes- 
sion’s full  confidence.  Their  careers  had  still  another 
parallel,  for  their  sons  became  radiologists  also;  now, 
the  Martin  X-Ray  and  Radium  Clinic  in  Dallas  is  oper- 
ated by  the  family’s  third  radiologist,  Dr.  J.  M.  Martin’s 
grandson. 


By  1914,  other  Texas  physicians  had  become  in- 
terested in  the  future  of  x-rays  for  medical  use;  Dr. 
Bond  wrote  to  those  he  knew,  and  asked  them  to 
meet  on  May  13  in  Houston.  There,  the  Texas  Roent- 
gen Ray  Society  was  organized.  Charter  members  were 
Drs.  W.  M.  Wier,  W.  0.  Sauermann,  Peyton  R.  Denman, 
V.  T.  Van  Zandt,  Sydney  M.  Lister,  Philo  A.  Howard, 
and  E.  H.  Lancaster,  Houston;  J.  W.  Torbett  and  H. 
Earl,  Marlin;  J.  M.  Martin  and  R.  H.  Millwee,  Dallas; 
M.  L.  Chapman  and  R.  T.  Wilson,  Temple;  I.  E.  Colgin 
and  R.  B.  Meador,  Waco;  G.  D.  Bond,  Fort  Worth; 
G.  W.  Stone,  Waxahachie;  M.  A.  Walker,  Paris;  W.  A. 
Wood,  Hubbard;  W.  S.  Hamilton,  San  Antonio;  J.  W. 
Cathcart,  El  Paso;  and  L.  Machechney,  Wichita  Falls. 
Dr.  Bond  was  the  first  president  of  the  group;  the 
second  was  Dr.  Martin. 

The  early  programs  were  about  equally  divided  be- 
tween diagnosis  and  therapy;  also,  considerable  em- 
phasis was  given  to  expanding  the  knowledge  about 
the  apparatus  itself. 

In  1921,  Dr.  R.  H.  Millwee,  who  was  the  first  radio- 
logist in  the  Southwest  to  install  a 200  kv.  generator, 
discussed  the  "high  voltage  technique”  being  used  in 
Europe.  Many  of  his  colleagues  opposed  the  new 
modality  and  said  so — loudly  and  openly.  Two  years 
later,  during  a meeting  in  Fort  Worth,  Dr.  A.  Soiland 
of  Los  Angeles  compared  the  results  of  treatment  with 
200  and  100  kv.  generators.  At  the  same  meeting, 
Dr.  Soiland  and  several  other  radiologists  began  dis- 
cussing the  possibilities  of  organizing  an  American 
College  of  Radiology;  thus,  Texas  and  the  Southwest 
played  a part  in  that  organization’s  beginning. 

By  1936,  the  radiologists  felt  that  they  needed  a 
special  section  within  the  TMA  organization,  and  a 
request  was  duly  presented.  The  next  year,  after  ex- 
tensive debate,  the  Texas  Roentgen  Ray  Society  voted 
to  appropriate  $100  to  defray  the  expenses  of  a guest 
speaker  on  radiology  at  the  next  annual  session;  dues 
were  raised  from  $2.50  to  $5.  Thereafter,  except  for 
the  war  years,  outstanding  radiologists  from  as  far 
away  as  England  were  invited  to  address  the  Texas 
group  at  each  meeting.  In  1945,  the  name  of  the 
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organization  was  changed  to  Texas  Radiological  So- 
ciety. Since  then,  the  advances  in  radiology  have 
come  with  rapidity.  The  Archives  Building  in  Washing- 
ton bears  this  inscription,  “What  Is  Past  Is  Prologue.” 
Thus,  radiology’s  progress  in  the  next  50  years  will 
be  great,  and  great  is  the  debt  we  owe  to  the  few 
pioneers  who  had  the  courage  to  fight  for  recognition. 
We  should  appreciate  the  words  of  Sir  Winston 
Churchill:  “Never  . . . was  so  much  owed  by  so  many 
to  so  few.” 

Dr.  Bond,  815  Medical  Arts  Building,  Fort  Worth 
76102. 

(At  the  request  of  the  editors,  Drs.  C.  L.  and  J.  A.  Martin 
provided  information  about  their  father  and  grandfather,  Dr. 
J.  M.  Martin,  and  about  their  own  roles  in  an  unusual  family 
of  three  generations  of  radiologists.  Some  of  the  material 
is  incorporated  in  Dr.  Bond's  article;  however,  the  full  manu- 
script will  be  placed  in  the  Memorial  Library,  and  will  be 
available  to  researchers  in  the  future.) 


ROENTGEN:  INVISIBLE  RA  YS 
THA  T SA  VE  LIVES.  Wilhelm  Conrad 
Roentgen , professor  of  physics  and  rector 
of  the  University  of  Wurzburg,  Germany, 
demonstrated  x-rays  on  Jan.  23,  1896. 
Within  a year,  x-ray  equipment  was 
used  by  medical  men  all  over 
the  world  for  diagnosis. 
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Early  surgeons  had  many  handicaps.  Of 
necessity,  many  operations  were  per- 
formed in  patients’  homes  where  friends 
and  relatives  served  as  anesthetists, 
nurses,  and  assistants.  Today,  surgery 
makes  use  of  refinements  which  were 
not  dreamed  of  a century  ago. 

TEXAS'  SURGEONS  have  played  important  roles  in  the 
history  and  development  of  our  state  and  of  our  na- 
tion. In  fact,  the  first  recorded  surgical  operation  in 
North  America  occurred  in  Southwest  Texas  in  1535 
when  Cabeza  de  Vaca  successfully  removed  an  arrow- 
head from  an  Indian’s  chest.1-9  Dr.  Walter  stuck9 
commented,  ‘Because  of  his  interest  in  medicine  and 
surgery,  Cabeza  de  Vaca,  the  first  white  man  to  set 
foot  in  Texas,  deserves  our  praise  as  the  first  Texas 
surgeon.”  Also,  Dr.  Stuck  stated  that,  "we  are  to 
recall  that  a contemporary  of  Paracelsus  and  Vesalius 
reported  surgical  practices  in  Texas  long  before  any 
settlements  were  made  in  the  rest  of  the  United 
States.  Liotot,  < >8  another  of  the  early  surgeons  in 
Texas,  accompanied  La  Salle  and  landed  near  Mata- 
gorda in  1685.  Other  accounts  of  some  of  the  first 
surgical  efforts  in  Texas  are  found  in  the  records  of 
about  1760. 

Surgeons  were  present  at  the  Battle  of  the  Alamo 
and  at  Goliad.8  Dr.  John  Sutherland  scouted  the  ap- 
proaching Mexican  Army,  and  went  to  Gonzales  to 
rally  support  for  the  troops  in  the  Alamo,  and  Dr. 
Joseph  H.  Barnard  was  a surgeon  at  Goliad.  Dr.  Amos 
Pollard  was  chief-surgeon  of  the  troops  at  the  Alamo 
during  its  siege.  Seventeen  physicians  fought  in  the 
battle  of  San  Jacinto;  Dr.  Alexander  W.  Ewing  was  Sur- 
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geon-General  of  the  Texas  Army,  and  Dr.  Anson  Jones, 
a descendant  of  Oliver  Cromwell,  was  a surgeon  of 
the  Second  Regiment  of  volunteers.  Later,  he  became 
a distinguished  leader  in  Texas  government  and  the 
last  President  of  the  Republic  of  Texas.  At  the  solici- 
tation of  medical  friends,  Dr.  J.  C.  Massie  of  Houston 
wrote  the  medical  text,  "Treatise  on  Eclectic  Southern 
Practice  of  Medicine,”  which  was  published  in  1854. 
“A  significant  observation  is  that  surgical  therapy  is 
not  mentioned  in  his  discussion  of  the  treatment  of 
diseases  of  the  chest  or  abdomen  except  to  state 
that  tapping  of  the  chest  and  abdomen  for  removal 
of  fluid  may  occasionally  be  indicated.”9 

Unquestionably,  many  factors  influenced  the  sur- 
gery of  100  years  ago.  Important  aspects  were  the 
liberal  laws  concerning  the  practice  of  medicine  as 
well  as  the  varied  education  and  educational  facilities 
available  to  the  early  physician;  and,  certainly,  the 
doctor’s  educational  background  directly  influenced 
the  quality  of  the  surgical  procedures  which  he  per- 
formed. A few  of  the  pioneer  physicians  were  grad- 
uates of  the  medical  colleges  and  universities  of 
Europe  and  were  among  the  better  informed  doctors. 
Some  attended  America’s  medical  colleges,  of  which 
there  were  55  as  early  as  1857.9  In  many  of  these 
colleges,  a degree  in  medicine  could  be  earned  after 
only  one  or  two  years  of  study,  and  in  some  areas  a 
certificate  to  practice  medicine  could  be  obtained 
after  taking  a course  of  lectures  (for  a few  months) 
at  a medical  school.  The  education  of  many  practi- 
tioners included  some  preceptorship  training  supple- 
mented by  a short  lecture  course  in  a medical  college, 
while  others  had  only  preceptorship  training.  A few 
obtained  knowledge  by  reading  the  medical  books  of 
the  time,  but  the  information  acquired  from  these 
was  limited. 
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AMBROISE  PARE: 

SURGERY  ACQUIRES  STATE  RE. 

The  Father  of  Surgery,  Ambroise  Pare  of 
France,  discarded  the  use  of  hot  oil  in  surgery  in 
1536  and  did  away  with  the  use  of  cautery 
irons  for  stopping  bleeding  in  1552. 


STANDARD  CURRICULUM:  A fact  worthy  of  note  is 
that  the  curriculum  in  the  medical  colleges  in  Ameri- 
ca was  not  standardized  until  about  50  years  ago. 
Whereas  some  of  the  colleges  had  a three-  or  four- 
year  curriculum  relatively  early,  medicine’s  educa- 
tional maturity  began  at  Chicago  Medical  College  in 
1859  with  the  introduction  of  graded  curriculum.9 
Similar  plans  of  instruction  apparently  were  estab- 


lished at  Galveston  Medical  College  in  1865,  followed 
by  the  medical  departments  of  Harvard,  1871;  Penn- 
sylvania, 1877;  and  Michigan,  1880.  A four-year  course 
of  study  was  adopted  at  the  Medical  Branch  of  The 
University  of  Texas  in  1900.  Texas  had  a succession 
of  13  medical  schools;  four  now  exist. 

Early  surgeons  had  many  handicaps  including  poor 
transportation,  unavailability  of  drugs,  and  a limited 
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supply  of  suitable  surgical  instruments.  Another  fac- 
tor which  affected  the  surgery  of  that  day  was  that 
there  were  few  hospitals,  and  the  facilities  of  these 
were  inadequate.  Of  necessity,  many  of  the  operations 
of  that  day  were  performed  not  in  hospitals  but  in 
the  homes  of  the  patients  where  friends  and  relatives 
served  as  anesthetists,  nurses,  and  assistants  to  the 
surgeon. 

HOSPITALS,  NURSING  CARE:  As  early  as  1837,  a 
hospital  was  located  in  Houston;  and  by  an  act  of 
Congress  of  the  Republic  of  Texas,  ten  acres  of  land 
were  appropriated  in  1840  to  build  a hospital  in  Aus- 
tin. The  Austin  State  Hospital,  established  in  1861,  is 
the  oldest  known  functioning  hospital  in  the  state. 
The  first  hospital  in  Dallas,  St.  Paul’s  Sanitarium,  was 
not  built  until  1895,  and  the  first  hospital  in  Texar- 
kana was  established  in  1900.  The  lack  of  hospital 
facilities  in  these  early  years  is  emphasized  by  the 
fact  that  in  1900  only  19  hospitals  in  Texas  were 
registered  by  the  American  Medical  Association;  where- 
as, in  1966,  this  number  was  580. 

Furthermore,  we  should  be  cognizant  of  the  fact 
that  100  years  ago  there  were  no  graduate  nurses, 
who  today  do  so  many  things  for  the  surgeon.  Linda 
Richards,  the  first  formally  trained  nurse  of  America, 
received  her  diploma  in  nursing  just  90  years  ago.9 
The  John  Sealy  College  of  Nursing,  the  first  school 
of  nursing  south  of  St.  Louis,  was  established  in  1897. 
Also,  resident  physicians  were  not  available  to  assist 
in  performing  the  surgical  procedures.  The  first  mod- 
ern type  residency  training  program  in  America  was 
established  by  Dr.  Halsted  in  about  1894. 

The  State  Medical  Association  of  Texas  was  or- 
ganized at  Austin  on  Jan.  17,  1853,  and  Dr.  Joseph 
Taylor  was  selected  as  the  first  President.8  The  first 
annual  meeting  was  in  San  Antonio  on  Nov.  14,  1853, 


and  Dr.  George  Cupples,  a prominent  surgeon  from 
San  Antonio,  was  elected  President.  Dr.  A.  0.  Single- 
ton  described  Dr.  Cupples  as  probably  the  most  out- 
standing surgeon  in  Texas  at  the  time  he  lived.  He 
was  reported  to  have  been  the  first  to  introduce 
anesthesia  into  Texas,  and,  also,  first  to  perform 
amputations  at  the  hip  and  knee  successfully.  Dr. 
Cupples  served  as  chairman  of  the  Special  Committee 
on  Surgery  of  the  Texas  State  Medical  Association 
which  made  a review  of  operations  performed  in  Texas 
prior  to  1878.  A total  of  1,875  operations  were  record- 
ed. In  1886,  his  committee  gave  a second  report. 
Information  was  obtained  from  138  surgeons,  and 
4,293  surgical  procedures  were  analyzed  (Table  1). 


Operations 

Procedures 

Recoveries 

Deaths 

Major 

2,080 

1,749 

331 

Minor 

2,213 

2,194 

19 

Total 

4,293 

3,943 

350 

Table  1 . — Major  and  Minor  Surgery. 


The  Temple  Sanitarium,  now  Scott  and  White 
Memorial  Hospital,  was  founded  in  1897  by  Dr.  A.  C. 
Scott  and  Dr.  R.  R.  White.  To  provide  some  idea  of 
the  surgical  treatment  of  50  years  ago,  it  seems  logi- 
cal to  review  the  clinical  records  of  this  institution 
for  the  year  1911  (Table  2). 9 The  senior  author  was 
serving  his  internship  at  that  time,  and  Dr.  Scott  and 
Dr.  White  were  his  preceptors  in  surgery.  A study  of 
the  hospital’s  records  shows  that  only  143  major 
surgical  procedures  were  performed  during  that  year, 
and  41  percent  of  those  were  appendectomies.  It  is 
worthy  of  recording  that  the  first  appendectomy  in 
Texas  was  performed  approximately  23  years  before 
this  date.  In  1965,  2,897  major  operations  were  per- 
formed at  Scott  and  White. 

PROFESSIONAL  LEADERSHIP:  Another  index  of  the 
interest  of  early  Texas  surgeons  in  scientific  medicine 
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Procedure 

No.  Cases 

Appendectomy 

59 

Cholecystostomy 

6 

Miscellaneous  pelvic  operations 

44 

Cholecystectomy 

1 

Nephrectomy 

4 

Herniorrhaphy 

7 

Thyroidectomy 

1 

Therapy  for  cancer  of  the  cervix 

5 

Miscellaneous  procedures 

16 

Total 

143 

Table  2.  — Surgical  Procedures  Performed  at 
Scott  and  White  in  1911 . 


was  their  activity  and  leadership  in  professional  so- 
cieties. The  American  College  of  Surgeons  was  or- 
ganized in  1913,  and  several  Texas  surgeons  were 
among  its  founders.9  It  is  to  the  credit  of  the  surgeons 
of  this  state  that  the  Texas  Surgical  Society  was  or- 
ganized only  two  years  after  the  American  College  of 
Surgeons  was  established.1  This  was  one  of  the  first 
state  surgical  societies,  and  its  charter  membership 
included  many  capable  surgeons.  Dr.  James  E.  Thomp- 
son of  Galveston  was  the  first  president.  (Dr.  Thomp- 
son was  an  example  of  the  finest  in  surgery  of  that 
era.  In  1891,  he  was  chosen  professor  of  surgery  at 
the  new  medical  school  being  established  in  Galveston 
by  The  University  of  Texas.  He  apparently  was  the 
first  physician  in  Texas  to  devote  his  entire  practice 
to  surgery.)  The  Texas  Surgical  Society  continues  as 
an  outstanding  surgical  organization  and  a forum  for 
surgical  discussion  and  education  in  Texas. 

The  past  50  years  constitute  an  era  of  unparalleled 
medical  and  surgical  progress.  The  stature  of  Texas’ 
older  medical  universities  has  risen  progressively,  new 
universities  have  been  established,  and  today  con- 
certed effort  is  being  directed  toward  improving  edu- 
cational opportunities  in  all  phases  of  medicine  and 
surgery.  Superb  medical  centers  and  expanded  re- 
search activities  herald  an  exciting  and  productive 


surgical  environment.  Well  informed  and  highly  skilled 
surgeons  now  practice  throughout  the  state. 

ADVANCES  IN  TREATMENT:  Great  advances  have  oc- 
curred in  all  phases  of  surgical  treatment.  General 
surgery,  in  all  of  its  aspects,  is  being  performed  with 
greater  skill.  New  and  improved  surgical  operations 
and  techniques  are  being  developed  in  all  of  the  surgi- 
cal specialties.  Thoracic  and  cardiovascular  surgery, 
in  its  infancy  30  years  ago,  has  made  dramatic  strides. 
Organ  transplantation,  mechanical  organ  replacements 
or  assistors,  refinements  in  the  use  of  the  laser  beam, 
a more  physiological  approach  to  many  operative  pro- 
cedures, and  numerous  other  exciting  developments 
reflect  the  magnitude  of  surgical  progress.  The  future 
challenges  the  intelligence  and  ingenuity  of  the  surgi- 
cal profession. 
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TEXAS  PROCTOLOGIC  SOCIETY 

CURTICE  ROSSER,  M.D. 

THE  PREDECESSOR  of  this  society  was  the  Texas 
Society  of  Gastro-enterologists  and  Proctologists.  This 
organization  began  its  activity  in  1939  and  continued 
until  1963,  when  it  was  dissolved  in  order  to  form 
the  Section  on  Digestive  Diseases  of  the  Texas  Medi- 
cal Association.  It  held  annual  meetings,  except  for 
the  war  years,  as  a related  organization.  The  officers 
of  the  society  were  rotated  between  the  two  special- 
ties and  the  following  proctologists  served,  in  chrono- 
logical order,  as  presidents  of  the  combined  organiza- 
tion: Drs.  Curtice  Rosser,  Herbert  T.  Hayes,  Jack  G. 
Kerr,  Alvin  Baldwin,  Jr.,  C.  P.  Hardwicke,  John  Mc- 
Givney,  Tom  E.  Smith,  Carl  Giesecke,  and  Otto  P. 
Griffin.  This  combination  of  a medical  and  surgical 
group  followed  a precedent  (recently  abolished)  in 
connection  with  the  sections  of  the  American  Medical 
Association,  and  while  the  fellowship  and  related  in- 
terests were  sufficient  to  make  the  meetings  enjoyable, 
the  proctologists  of  Texas  realized  that  an  organization 
devoted  entirely  to  the  surgical  problems  concerning 
the  colon  and  the  rectum  was  in  order. 

Therefore,  in  1952  the  following  charter  members 
met  in  Dallas  and  organized  the  Texas  Proctologic 
Society:  Drs.  Baldwin,  Rosser,  Smith,  Kerr,  and  Robert 
J.  Rowe,  Dallas;  Griffin  and  Hugh  Beaton,  Fort  Worth; 
Hayes,  Harry  B.  Burr,  and  Wade  Harris,  Houston; 
Hardwicke,  Austin;  McGivney,  Galveston;  and  Victor 
Tucker,  San  Antonio. 

Dr.  Rosser  was  elected  as  the  first  president  of  the 
new  organization  and  Dr.  John  McGivney,  whose  en- 
thusiasm and  effort  had  sparked  the  new  society, 
served  as  its  first  secretary-treasurer  until  he  became 
president  in  1956. 

The  custom  was  inaugurated  of  accepting  for  mem- 
bership only  those  proctologists  who  were  members 
of  the  American  Proctologic  Society,  and  membership 
was  by  invitation  of  the  Texas  Proctologic  Society.  In 
addition,  it  was  determined  that  the  annual  meeting 
should  be  held  in  the  city  in  which  the  president  of 
the  organization  resided,  and  except  for  one  year  in 
which  a meeting  was  held  in  New  Orleans,  this  custom 
has  been  adhered  to. 

In  1963,  after  the  constitution  and  by-laws  of  the 
Texas  Proctologic  Society  had  been  submitted  to  the 


officials  of  the  Texas  Medical  Association  for  approval, 
it  petitioned  the  Association  for  admission  to  the 
status  of  a related  organization,  and  since  then  it  has 
met  in  connection  with  the  Texas  Medical  Association 
and  has  joined  in  the  use  of  speakers  in  surgery  and 
proctology  who  appear  also  on  the  TMA  program. 

The  1967  annual  meeting  will  be  held  in  Dallas  in 
conjunction  with  the  Centennial  of  the  Texas  Medical 
Association.  Officers  who  will  preside  at  that  time  are 
Dr.  H.  Gray  Carter,  Dallas,  president,  and  Dr.  James 
Hampton,  Houston,  secretary-treasurer. 

Dr.  Rosser,  710  Medical  Arts  Building,  Dallas  75201. 

TEXAS  SOCIETY  OF  ATHLETIC  TEAM 
PHYSICIANS 

LOUIS  W.  BRECK,  M.D. 

THE  TEXAS  SOCIETY  of  Athletic  Team  Physicians  was 
founded  on  April  19,  1958,  in  Houston.  The  first  of- 
ficers were  Drs.  Edward  T.  Smith,  Houston,  president; 
William  H.  Ledbetter,  Wichita  Falls,  president-elect; 
W.  S.  Horn,  Jr.,  Fort  Worth,  vice-president;  and  Jack 
G.  Brannon,  Houston,  secretary-treasurer. 

The  requirements  for  membership  were  two:  the 
applicant  had  to  be  a member  of  the  Texas  Medical 
Association  and  he  had  to  be  interested  in  athletic 
medicine  and/or  surgery.  Subsequently,  the  Society 
became  a related  organization  of  TMA. 

We  have  had  many  accomplishments.  Ours  is  the 
first  state  organization  devoted  to  sports  medicine. 
We  have  supplied  speakers  for  various  groups,  meet- 
ings, and  organizations.  In  1959  we  presented  a pro- 
gram at  the  meeting  of  the  Texas  Coaches  Association. 
In  1960  the  Southwest  Trainers  Association  gave  us 
an  award  for  outstanding  assistance  to  their  associa- 
tion. We  have  sponsored  numerous  regional  courses 
for  trainers  and  coaches  at  both  the  high  school  and 
college  levels.  At  our  meetings  we  have  had  outstand- 
ing programs  to  educate  ourselves  so  that  we  can  take 
better  care  of  athletes.  Our  principal  accomplishment 
is  that  we  have  done  a great  deal  to  improve  the 
medical  care  of  the  school  athlete  in  Texas. 

Until  the  Texas  Society  of  Athletic  Team  Physicians 
was  formed  in  1958,  there  was  no  real  activity  or 
organized  interest  in  sports  medicine  in  the  state. 
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Before  1950,  few  medical  doctors  were  used  as 
team  physicians,  and  osteopaths  and  chiropractors 
frequently  helped  with  the  care  of  athletes  and  also 
taught  their  techniques  to  coaches  and  trainers. 

In  1950  the  National  Athletic  Trainers  Association 
was  formed.  This  organization  immediately  started 
upgrading  the  care  of  the  athlete,  seeking  and  re- 
ceiving the  help  of  interested  medical  doctors.  The 
Association's  medical  advisory  committee  had  on  it 
such  outstanding  men  as  Drs.  Don  H.  O’Donoghue, 
Oklahoma  City;  Donald  B.  Slocum,  Eugene,  Ore.; 
Thomas  B.  Brewer,  Boston;  who  were,  of  course, 
helpful. 

The  Southwest  Trainers  Association  has  proceeded 
in  much  the  same  manner. 

The  American  Medical  Association  has  only  been 
interested  in  sports  medicine  a short  while.  It  or- 
ganized a Committee  on  the  Medical  Aspects  of 
Sports  which  has  just  had  its  seventh  Annual  Con- 
ference. During  their  comparatively  short  history, 
these  conferences  have  proved  of  great  value. 

Sports  medicine  had  a slightly  declasse  reputation 
until  fairly  recently.  In  1938,  Dr.  Augustus  Thorndike, 
Jr.,  Boston,  published  “Athletic  Injuries,  Prevention, 
Diagnosis  and  Treatment,”  which  was  the  first  book 
written  on  the  subject.  This  helped  to  establish  sports 
medicine  as  a separate  entity  and  helped  to  upgrade 
it,  and  since  World  War  II  it  has  come  into  its  own 
as  a valid  and  much  needed  entity  in  medical  practice. 

Not  until  1962  did  the  American  Academy  of  Or- 
thopaedic Surgeons  organize  a committee  on  sports 
medicine.  This  shows  not  only  that  Texas  was  ahead 
of  the  American  Academy  of  Orthopaedic  Surgeons 
by  four  years,  but  how  recently  sports  medicine  has 
been  accepted  as  a separate  entity. 

Another  development  in  the  recent  upgrading  of 
sports  medicine  is  the  status  of  coaches  and  trainers. 
In  earlier  times  they  were  thought  of  as  rough  and 
ready  men  with  little  knowledge,  but  at  present  many 
of  them  are  college  graduates,  and  have  faculty  rank. 

In  general,  the  real  beneficiary  of  these  develop- 
ments is  the  athlete.  Coaches  and  trainers,  having 
accepted  physicians  as  official  medical  advisors  and 
instructors,  have,  in  turn,  advised  and  helped  the  phy- 
sicians, making  their  efforts  more  valuable  to  them 
and  the  teams.  It  has  been  a happy  partnership,  from 
which  the  athletes  have  received  better  advice  in  pre- 
venting injuries  and  better  care  when  injuries  occur. 

Dr.  Breck,  1220  N.  Stanton  St.,  El  Paso  79902. 


TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 

RODGER  G.  SMYTH,  M.D.,  AND  HENRY  HOSKINS,  M.D. 

RECOGNIZING  THE  need  to  inform  physicians  in  gen- 
eral practice  of  the  armamentarium  for  the  early  diag- 
nosis of  tuberculosis  and  other  chest  diseases,  a group 
of  interested  physicians  met  in  Albuquerque,  N.  Mex., 
on  Aug.  10,  1935,  and  formed  the  Federation  of 
American  Sanatoria.  The  original  members  of  the 
organization  were  primarily  from  Texas,  New  Mexico, 
Arizona,  California,  and  Colorado.  The  group  adopted 
Diseases  oj  the  Chest  as  its  official  publication.  In  1937 
the  official  name  of  the  organization  was  changed  to 
the  American  College  of  Chest  Physicians,  and  stand- 
ards were  set  for  membership  as  fellows  or  associate 
fellows.  Plans  were  made  to  hold  annual  meetings  in 
conjunction  with  the  national  medical  groups  and  to 
offer  information  on  diseases  of  the  chest  to  the  gen- 
eral practitioners.  The  College  has  continued  to  grow 
and  expand  through  the  years  and  is  now  an  inter- 
national organization  with  chapters  in  many  foreign 
countries. 

In  1940,  the  constitution  and  bylaws  of  the  College 
were  ratified  to  permit  the  granting  of  charters  to 
state  groups  of  members  of  the  College,  and  the  Texas 
Chapter  was  officially  organized  in  Fort  Worth  on  May 
13,  1941,  during  the  annual  meeting  of  the  Texas 
Medical  Association.  Texas  was  the  sixth  to  organize 
a chapter,  composed  of  members  of  the  American 
College  of  Chest  Physicians  who  also  are  eligible  for 
or  are  certified  by  a board  in  a specialty  closely  allied 
with  chest  diseases.  There  are  258  members  of  the 
College  in  Texas. 

This  group  meets  annually  in  conjunction  with  the 
Texas  Medical  Association  and  offers  a program  on 
recent  advances  in  diseases  of  the  chest  and  cardi- 
ology for  the  benefit  of  the  physicians  attending  the 
TMA  annual  meeting.  In  1953  the  Chapter  instituted 
the  Charles  M.  Hendricks  Memorial  Lecture  in  honor 
of  one  of  the  founders  of  the  American  College  of 
Chest  Physicians.  This  lecture  is  given  at  the  annual 
meeting  by  an  outstanding  physician  in  the  field  of 
diseases  of  the  chest. 

Dr.  Smyth,  Texas  State  Department  of  Health,  Austin 
78756. 

Dr.  Hoskins,  514  Medical  Arts  Bldg.,  San  Antonio 
78205. 
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This  bust  of  Ashbel  Smith, 
executed  by  Joseph  Paderewski 
in  1949,  stands  in  front  of 
the  original  medical  school 
building  named  in  his  honor. 


TWO  EARLY  LEADERS: 

ALVIN  E.  RODIN,  M.D.,  AND  ALBERT  0.  SINGLETON,  JR.,  M.D. 


Dr.  Ashbel  Smith,  whose  work  was  of 
singular  importance  in  bringing  The  Uni- 
versity of  Texas  Medical  Branch  into 
existence,  died  in  1886 — five  years  be- 
fore the  school  opened.  In  the  same  year, 
Dr.  Edward  Randall,  whose  impact  on  the 
growth  and  development  of  the  yet  non- 
existent institution  was  to  be  equally 
great,  returned  to  Galveston  and  began 
practicing  medicine.  Their  influence 
played  a significant  role  during  Texas’ 
vibrant  period  of  cultural  and  educational 
development;  it  is  still  felt  today. 

THE  UNIVERSITY  of  Texas  Medical  Branch  in  Gal- 
veston first  opened  its  doors  in  1891.  During  the 
following  75  years  it  has  undergone  a phenomenal 
expansion  in  land  area  and  physical  facilities.  Even 
more  remarkable  has  been  the  large  number  of  re- 
nowned individuals  who  have  been  associated  with 
the  Medical  Branch  during  its  short  history.  Two  of 
these  individuals  have  been  chosen  as  representatives 
of  the  many  physicians  who  contributed  to  the  stand- 
ards of  excellence  which  prevail  at  this  institution 
today. 


ASHBEL  SMITH:  Ashbel  Smith — what  an  unusual 
name,  and  what  an  unusual  man.  He  was  only  5 ft. 
2 in.  tall  and  of  ugly  countenance,  and  yet  he  contrib- 
uted as  much  to  the  development  of  Texas  as  has  any 
single  person.  His  is  undoubtedly  the  most  renowned 
name  at  The  University  of  Texas  Medical  Branch,  in 
spite  of  the  fact  that  he  died  in  1886,  five  years  before 
it  was  opened  in  1891.  An  account  of  his  life  and 
activities  may  explain  this  paradox. 

“Ashbarrel,”  as  he  was  affectionately  known,  was 
born  in  Hartford,  Conn,  on  Aug.  13,  1806,  and  studied 
law  in  North  Carolina  and  then  medicine  at  Yale.1 
After  receiving  an  M.A.  degree  in  1827  and  an  M.D. 
degree  in  1828,  he  continued  his  medical  studies  in 
Paris,  France.  On  his  return  to  America  in  1833,  he 
practiced  medicine  in  North  Carolina,  but  soon  an- 
swered a call  for  volunteers  to  defend  the  settlers  in 
Texas.  Ashbel  Smith  arrived  in  June,  1836,  after  the 
Battle  of  San  Jacinto,  and  became  a good  friend  of 
Sam  Houston.  He  was  soon  appointed  Surgeon  Gen- 
eral of  the  new  Republic  of  Texas.  This  was  the  first 
of  many  responsible  positions,  including  Minister 
Plenipotentiary  to  England  and  France  in  1842  and 
Secretary  of  State  in  1845.  In  these  capacities  he 
danced  with  Queen  Victoria,  lunched  with  Napoleon 
III,  and  visited  Pope  Gregory  XVI.  He  also  served  in 
Mexico,  as  surgeon  under  the  command  of  General 
Zachary  Taylor  in  the  Mexican  War  of  1845.  He  was 
also  elected  repeatedly  by  Harris  County  to  the  Texas 
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Edward  Randall's  portrait, 
painted  by  Julian  Lamar  in  1928, 
hangs  in  the  Medical  Library  of 
the  Medical  Branch. 
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House  of  Representatives  beginning  in  1846,  and 
later  to  the  Senate.  In  1852,  he  was  appointed  by  the 
President  of  the  United  States  as  chairman  of  a board 
to  visit  West  Point  and  report  on  the  condition  of  the 
military  academy. 

Ashbel  Smith  was  never  reluctant  to  forcibly  express 
his  opinions.  For  example,  he  actively  opposed  seces- 
sion and  slavery  in  spite  of  the  general  sentiments  at 
that  time.  However,  he  joined  the  Confederate  Army 
at  the  onset  of  the  Civil  War  in  1861,  serving  as 
Colonel  of  the  Second  Texas  Infantry.  He  was  wound- 
ed in  the  elbow  at  Shiloh.  For  a time  he  was  in  charge 
of  the  defense  of  Galveston.  During  the  Reconstruction 
days  he  continued  his  liberal  views  by  opposing  the 
Ku  Klux  Klan. 

Surely  these  activities  were  sufficient  for  any  one 
lifetime,  but  his  greatest  activities  were  in  the  medical 
field.  Between  1835  and  1858  he  published  articles 
in  the  American  Journal  of  Medical  Sciences  on  such 
topics  as  surgical  procedures  for  rectovaginal  fistula 
and  cancer  of  the  breast. 

Ashbel  Smith  began  the  practice  of  medicine  in 
Galveston  in  1838.  He  played  a major  role  in  fighting 
the  first  great  epidemic  of  yellow  fever  in  Galveston, 
in  1839.  At  that  time  Galveston’s  population  was 
about  2,500  and  deaths  from  the  epidemic  were  over 
100.2  The  only  hospital  was  a small  wooden  building, 
far  removed  from  any  habitation. 

Ashbel  Smith  not  only  treated  his  fellow  citizens, 
but  also  tried  to  discover  the  cause  of  yellow  fever. 
For  example,  he  performed  autopsies  on  several  vic- 


tims. Although  he  did  not  discover  the  cause,  his 
observations  were  clear  and  concise.  Furthermore,  he 
was  insistent  that  yellow  fever  was  not  passed  direct- 
ly from  one  person  to  another.  As  proof  of  this,  he 
frequently  tasted  the  black  vomitus  of  patients.  He 
certainly  had  the  courage  of  his  convictions,  and  time 
has  proven  him  correct. 

Ashbel  Smith  recorded  his  experiences  with  yellow 
fever  in  a book  titled  “An  Account  of  Yellow  Fever  in 
Galveston,  1839.”3  We  can  best  assess  the  caliber  of 
this  work  by  quoting  Dr.  Chauncey  Leake.4  He  says, 
in  his  book  on  Smith:  “The  essential  clinical  informa- 
tion provided  by  Ashbel  Smith  has  been  improved 
upon  significantly  in  only  two  ways:  by  the  recognition 
of  mosquitoes  as  the  transmitters  of  the  infectious 
material,  and  the  recognition  that  the  infection  is 
caused  by  a virus.  Being  a well-trained  clinical  observ- 
er, Ashbel  Smith  makes  his  discussion  superior  in 
organized  detail  to  previous  accounts.” 

Ashbel  Smith’s  scholarly  activities  extended  beyond 
medicine.  He  spoke  and  wrote  fluent  French,  Latin, 
Spanish,  and  English,  as  well  as  being  adept  at  Greek. 
He  organized  the  Philosophical  Society  of  Texas,  and 
was  vice-president  of  the  Southern  Historical  Society. 
He  achieved  a national  reputation  as  the  “Ben  Frank- 
lin of  Texas”  and  was  chosen  to  deliver  the  gradua- 
tion address  at  West  Point  in  1848,  and  the  Phi  Beta 
Kappa  lecture  at  Yale  in  1849.  Thus,  we  can  safely 
assume  that  Ashbel  Smith  was  outstanding  as  states- 
man, physician,  and  scholar. 

Smith  made  even  further  significant  contributions 
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The  Ashbel  Smith  Building, 
affectionately  known  as  “Old  Red,’’  is  the 
original  medical  school  of  The  University 
of  Texas  Medical  Branch.  It  was  opened 
in  1891  and  is  still  being  used  for  various 
activities.  Although  the  interior  has 
been  modified,  the  exterior  is  still 
the  same  except  for  star-shaped  cupolas 
which  were  lost  during  the 
hurricane  of  1 900. 


to  the  State  of  Texas.  He  helped  organize  the  State 
Medical  Association  of  Texas  in  1853,  and  served  as 
its  President  in  1882.  And,  finally,  he  played  an  in- 
strumental role  in  the  founding  of  both  The  University 
of  Texas  at  Austin  and  its  Medical  Branch  at  Galves- 
ton. He  was  responsible  for  conceiving  and  planning 
the  necessary  legislation,  which  was  passed  in  1871. 
In  his  capacity  as  the  first  president  of  the  Board  of 
Regents  of  the  University,  he  presided  at  the  laying 
of  the  cornerstone  in  Austin  in  1882. 

Ashbel  Smith’s  association  with  the  Medical  Branch 
is  more  indirect,  although  no  less  vital.  The  selection 
of  Galveston  as  the  site  of  the  Medical  Branch  in  the 
legislative  act  in  1871  was  undoubtedly  enhanced  by 
the  fact  that  the  first  medical  school  in  Texas,  the 
Galveston  Medical  College,  was  established  on  the 
island  in  1866. 5 Ashbel  Smith  served  as  professor 
of  surgery  in  this  college.  In  1873,  the  Galveston 
Medical  College  was  reorganized  as  the  Texas  Medical 
College,  and  Smith  became  the  chairman  of  the  Board 
of  Trustees  and  Examiners.  Unfortunately,  Smith  died 
in  1886,  five  years  before  the  Texas  Medical  College 
was  replaced  by  The  University  of  Texas  Medical 
Branch.  He  died  at  his  home  on  Galveston  Bay  and 
was  buried  in  the  state  cemetery  at  Austin. 

The  Board  of  Regents  of  the  University  at  Austin 
released  the  following  statement  on  the  death  of 
Ashbel  Smith:6  “He  was  one  of  those  who  in- 
corporated the  University,  and  the  energies  and  wis- 
dom of  his  later  years  were  devoted  almost  exclusive- 
ly to  the  organization  and  successful  inauguration  of 
our  University — in  the  welfare  of  which  we  can  truly 
say  he  took  a deeper  pride  and  interest  than  any 
other  citizen  of  Texas;  and  the  present  prosperity  and 
success  of  the  institution  is  largely  due  to  his  dis- 
interested and  noble  efforts.  Indeed,  it  may  well  be 
said  of  him  that  he  was  the  ‘father  of  the  University 
of  Texas.’  ” 

It  is  now  80  years  since  this  statement  was  made, 
and  the  phenomenal  growth  of  The  University  of  Texas 
and  its  Medical  Branch  has  more  than  proved  the 
accuracy  of  this  evaluation  of  Ashbel  Smith.  He  was 
truly  the  greatest  combination  of  statesman,  politician, 


soldier,  scholar,  physician,  and  educator  that  Texas, 
if  not  the  entire  nation,  has  ever  known. 

EDWARD  RANDALL:  At  The  University  of  Texas  Medi- 
cal Branch  there  are  two  prominent  remembrances  of 
Dr.  Edward  Randall;  one  is  the  largest  lecture  room, 
Randall  Hall,  and  the  other  Randall  Pavilion,  housing 
private  psychiatric  patients.  To  the  present  medical 
student  body,  and  perhaps  many  of  the  faculty  as  well, 
the  man  himself  is  unknown.  This  is  hard  to  realize 
for  those  who  were  here  during  his  lifetime  as  he  was 
such  an  important,  respected,  powerful,  and  outstand- 
ing figure.7 

Dr.  Randall  was  born  Oct.  7,  1860,  in  Huntsville, 
Texas,  the  son  of  Dr.  Samuel  and  Texana  Randall.  He 
came  with  his  father  to  Galveston  immediately  after 
the  Civil  War.  Following  his  father’s  death  a short  time 
later,  he  was  reared  by  an  uncle,  Dr.  Edward  Randall, 
from  whom  he  received  his  inspiration  to  study  medi- 
cine. He  was  at  this  time  an  orphan,  his  mother  hav- 
ing died  prior  to  his  coming  to  Galveston. 

His  early  education  was  accomplished  in  the  Pre- 
paratory School  of  the  Rev.  Dr.  Pendleton,  General 
Lee’s  Chief  of  Artillery,  at  Lexington,  Va.  He  received 
his  B.A.  degree  in  1879  from  Washington  and  Lee 
University,  where  he  was  elected  to  the  Phi  Beta 
Kappa  fraternity. 

His  medical  education  was  obtained  at  the  Univer- 
sity of  Pennsylvania  Department  of  Medicine,  from 
which  he  graduated  in  1883.  He  served  an  internship 
at  Blockley  Hospital  in  Philadelphia,  now  known  as 
Philadelphia  General.  Following  this  he  took  post- 
graduate work  at  Heidelberg  and  in  Berlin,  where  he 
studied  under  Virchow  and  E.  Martin,  at  Munich  under 
Winckel,  and  lastly  at  Vienna  under  Carl  von  Braun 
and  Billroth. 

He  began  the  practice  of  medicine  in  Galveston 
in  1886.  Two  years  later  he  was  elected  to  fill  the 
chair  of  Materia  Medica  and  Therapeutics  in  Texas 
Medical  College  and  Hospital  in  Galveston.  In  1891 
he  was  elected  to  the  same  chair  of  the  Medical  De- 
partment of  The  University  of  Texas,  as  the  Medical 
Branch  was  first  called,  after  it  replaced  the  other 
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The  Edward  Randall  Pavilion 
was  originally  opened  in  1937  as 
the  Negro  Hospital.  It  was 
remodeled  in  1958  and  reopened 
as  the  Edward  Randall  1 v'dion. 
The  building  is  now  being  \ec 
for  psychiatric  patients. 


medical  college.  He  held  this  position  until  1928, 
when  he  resigned  to  become  in  1929  a member  of 
the  Board  of  Regents  of  The  University  of  Texas.  After 
his  resignation,  he  was  made  an  emeritus  professor 
and  a life  member  of  the  executive  committee  and  the 
faculty.  He  was  succeeded  as  professor  of  Materia 
Medica  and  Therapeutics  by  his  son,  Dr.  Edward  Ran- 
dall, Jr.  Until  the  removal  of  the  College  of  Pharmacy 
of  The  University  of  Texas  who  signed  every  diploma 
in  that  school  and  for  many  years  was  an  instructor 
in  the  John  Sealy  College  of  Nursing. 

For  30  years  he  was  the  only  member  of  the  faculty 
of  The  University  of  Texas  who  signed  every  diploma 
issued  by  the  College  of  Pharmacy,  College  of  Nursing, 
and  the  College  of  Medicine.  Dr.  Randall  had  also  been 
a member  of  the  Board  of  Managers  of  the  John  Sealy 
Hospital  when  it  was  operated  by  the  City  of  Galves- 
ton, and  served  as  its  president  for  more  than  25 
years.  As  a member  of  the  Board  of  Regents,  he  suc- 
cessfully became  first  vice  chairman  and  chairman  of 
the  Board,  serving  in  this  capacity  until  1940. 

As  chairman  of  the  Board  of  Managers  of  the  John 
Sealy  Hospital,  chairman  of  the  Building  Committee  of 
the  Sealy-Smith  Foundation,  and  chairman  of  the 
Board  of  Regents  of  the  University,  he  was  instru- 
mental in  the  construction  of  the  John  Sealy  Outpa- 
tient Clinic  Building,  the  Rebecca  Sealy  Nurses’  Home, 
the  Power  Plant  and  Laundry  Building,  the  laboratory 
of  the  Medical  College,  John  Sealy  Memorial  Labora- 
tory of  Research,  tennis  courts,  and  other  improve- 
ments. The  Children's  Hospital  and  the  Negro  Hos- 
pital, now  known  as  Randall  Pavilion,  were  built  as  a 
result  of  his  efforts.  One  of  Dr.  Randall’s  last  acts  to 
further  the  building  program  was  to  offer,  as  president 
of  the  Sealy-Smith  Foundation,  $1,500,000  to  the 
Board  of  Regents  of  The  University  of  Texas  for  a new 
general  hospital.  From  this  the  construction  of  the 
present  main  hospital  evolved. 

In  1937,  he  was  elected  an  emeritus  member  of 
the  Texas  Medical  Association.  In  spite  of  a large 
private  medical  practice,  he  found  time  to  be  a leader 
in  civic  and  cultural  activities  of  the  City  of  Galveston. 
He  served  for  30  years  as  a member  of  the  board  of 


trustees  of  the  Rosenberg  Library  and  as  its  president 
from  1930  to  the  time  of  his  death.  He  was  an  active 
member  of  the  Episcopal  Church  in  which  he  held 
the  highest  office  available  to  a layman.  He  was  a 
member  of  the  board  of  directors  of  the  News  Pub- 
lishing Company,  and  the  American  National  Insur- 
ance Company.  In  December  of  1943  he  was  elected 
president  of  the  Philosophical  Society  of  Texas  at  its 
106th  anniversary  meeting. 

On  the  occasion  of  his  50th  anniversary  in  the 
practice  of  medicine,  he  received  acclaim  from  dis- 
tinguished men  of  medicine  throughout  the  nation. 
Of  all  of  the  many  tributes  paid  to  him  at  this  time, 
the  most  descriptive  was  by  Dr.  H.  Y.  Benedict,  presi- 
dent of  The  University  of  Texas,  who  said,  "Where 
can  one  find  a more  perfect  example  of  a gentleman, 
using  this  word  in  its  broadest  and  noblest  meaning, 
than  Dr.  Edward  Randall.” 

On  the  occasion  of  his  death,  Aug.  12,  1944,  Dr. 
A.  0.  Singleton,  Sr.  who  was  chairman  of  the  Surgery 
Department  at  that  time,  said,  “He  has  contributed 
more  than  any  other  man  to  the  success  and  great- 
ness of  the  Medical  Department  of  the  University  of 
Texas.” 

Dr.  Randall  was  married  April  30,  1889,  to  Miss 
Laura  Ballinger,  daughter  of  Judge  and  Mrs.  W.  P. 
Ballinger,  pioneer  citizens  of  Galveston.  Mrs.  Randall 
was  a lady  of  great  courage  and  charm  and  was  a 
fitting  companion  for  her  husband.  Laura  Randall 
lived  for  many  years  following  a mutilation  operation, 
yet  most  of  her  friends  were  unaware  of  this  disability. 
Many  who  knew  the  Randalls  later  in  life  were  not 
aware  of  a great  tragedy  in  their  lives,  the  death  of  a 
daughter  who  was  killed  in  childhood.  She  was  struck 
down  by  a streetcar,  which  formerly  ran  down  the 
esplanade  on  Broadway  in  front  of  their  house. 

A few  personal  remembrances  may  demonstrate 
some  of  Dr.  Randall’s  qualities.  He  had  a great  sense 
of  dignity.  It  would  be  impossible  to  think  of  Dr. 
Randall  in  sport  clothes,  or  even  with  his  coat  off  in 
the  presence  of  other  people.  He  was  insulted  if  he 
saw  a medical  student  coatless  in  his  presence.  The 
day  a student  walked  into  the  library  dressed  in  a 
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bathing  suit  perhaps  best  not  be  mentioned.  After 
long  negotiations,  the  student  was  allowed  to  remain 
at  the  Medical  Branch.  As  well  as  dignity,  he  had  a 
sense  of  humor.  Dr.  Randall  followed  an  annual  ritual 
in  his  classes  when  a “green”  student  would  be  asked 
the  dose  of  a cathartic  which  produced  dramatic 
effects  from  a minimum  of  substance.  The  answer,  of 
course,  was  always  far  too  high,  and  the  dignified  in- 
structor would  wilt  the  student  with  a piercing  glance, 
saying,  “Sir,  that  would  purge  the  horns  off  a bull.” 

As  a physician,  Dr.  Randall’s  bedside  manner  was 
unsurpassed.  We  did  not  always  take  the  medicines 
that  he  prescribed,  but  we  would  never  under  torture 
admit  that  we  had  not  done  so.  Dr.  Singleton,  Jr., 
recalls: 

When  I had  poliomyelitis,  the  treatment  then  in 
vogue  was  immobilization  of  all  extremities.  Fortu- 
nately, in  keeping  with  the  more  modern  treatment, 
Dr.  Randall  had  me  exercise  my  limbs  to  the  great 
horror  of  all  who  beheld  this  atrocity,  but  there 
were  none  including  my  father  who  dared  protest. 

I don’t  know  whether  it  was  psychology  or  not,  but 
when  I was  unable  to  void,  Dr.  Randall  appeared 
with  a catheter  which  looked  like  it  had  been  made 
by  cutting  a segment  from  a garden  hose.  On 
merely  looking  at  this  object,  I suddenly  found 
that  I was  able  to  empty  my  bladder. 

Though  noted  as  a diagnostician,  he  ushered  my 
brother  into  the  world  one  rainy  October  night  to 
join  the  large  group  of  Galvestonians  who  bore  his 
name,  Edward.  I remember  Dr.  Randall  coming 
down  the  stairs  and  showing  me  the  bag  in  which 
he  had  brought,  as  he  said,  my  brother  to  the 
house.  From  this  time  on  I realized  that  the  story 
of  the  stork  must  be  wrong. 

Long  before  Dr.  Randall  became  a member  of  the 
Board  of  Regents,  another  powerful  Galveston  physi- 
cian, Dr.  Fly,  one  of  its  members,  also  served  on  the 
faculty  of  the  medical  school.  At  a faculty  meeting, 
Dr.  Fly  was  demanding  the  expulsion  of  his  enemy, 
Dr.  Edward  Thompson,  then  the  chairman  of  the  De- 
partment of  Surgery.  Dr.  Randall,  a lifelong  friend  and 
contemporary  of  Dr.  Thompson,  got  up  and  protested 
this  injustice.  When  asked  by  Dr.  Fly  if  he  wanted  to 
make  this  matter  a personal  one,  Dr.  Randall  held  his 
ground,  where  many  a more  discreet  individual  might 
have  given  way. 

A fitting  summary  of  Dr.  Randall’s  life  is  contained 
in  an  address  that  he  gave  at  the  second  annual  com- 
mencement of  the  Medical  Department  of  the  State 


University  at  Harmony  Hall,  as  described  in  the  Gal- 
veston Daily  Netvs  of  May  3,  1893:8 

We  recognize  the  general  fact  that  every  man 
stands  in  relation  to  the  men  around  him  which  he 
cannot  avoid  or  avert.  Every  citizen  strengthens  or 
enfeebles  the  power  of  the  law  in  the  community 
in  which  he  dwells.  Every  individual  increases  or 
diminishes  the  healthfulness  of  his  neighborhood 
as  he  observes  or  neglects  the  rules  of  hygiene  in 
his  life  and  in  his  home.  Every  man  raises  or  lowers 
the  tone  of  society  as  he  shows  himself  upright 
and  honorable,  or  walks  in  crooked  paths  and  prac- 
tices a dubious  morality.  These  things  are  true  of 
every  man  but  there  are  some  positions  in  which 
responsibility  is  necessarily  greater  than  in  others; 
some  callings  which  in  themselves  involve  less  in- 
fluence on  the  weal  or  woe  of  our  fellow  man.  How 
may  one  place  himself  in  the  most  desirable  rela- 
tionship to  the  community  in  which  he  lives  and 
practices  his  profession?  The  answer  to  this  ques- 
tion which  so  vitally  concerns  every  one  of  you 
may  be  given  in  a few  words — by  courtesy,  by 
kindliness,  by  honesty,  and  by  knowledge.  I would 
not  have  you  confine  your  study  wholly  to  the 
limits  of  your  profession.  Keep  abreast  of  your 
time,  post  yourself  in  all  the  great  political  and 
social  questions  of  the  day  that  you  may  be  wide 
awake,  patriotic  citizens  and  intelligent  companions. 
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In  1966,  The  University  of  Texas  Medical  Branch  com- 
memorated its  75th  anniversary.  This  article,  which  was  pre- 
sented to  the  Chauncey  Leake  History  of  Medicine  Society 
on  April  21,  1966,  pays  tribute  to  two  men  who  contributed 
to  the  development  of  the  Medical  Branch. 
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HISTORY  OF  TEXAS 
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Controversial  Medicare  and  Medicaid  are 
only  the  most  recent  of  legislative  actions 
affecting  Texas  medical  practice.  Texas 
medical  legislation,  in  fact,  dates  from 
the  Constitution  of  1875  and  even  from 
the  Republic  of  Texas  legislation  in  1837. 

AS  THE  TEXAS  Medical  Association  nears  the  opening 
call  to  order  for  its  100th  Annual  Session,  physicians 
are  well  aware  that  they  cannot  now  enjoy  the  luxury 
of  feeling  apart  from  and  unconcerned  with  politics 
and  the  law.  With  Medicare  less  than  a year  old  and 
with  Medicaid  about  to  be  implemented  in  Texas,  the 
members  of  this  Association  know  full  well  that  gov- 
ernment, for  better  or  for  worse,  has  taken  a stake 
in  medicine,  and  that  the  medical  profession  must  in 
turn  continue  to  be  involved  in  the  decision-making 
processes  of  government  if  it  is  to  keep  faith  with 
itself  and  with  the  public. 

Although  Medicare  and  Medicaid  are  the  most 
recent  and  perhaps  most  controversial  actions,  the 
law  and  medicine  became  closely  associated  on  the 
state  level  as  well  as  on  the  national  level  long  before 
these  two  programs  arrived  on  the  scene.  In  many 
past  instances,  the  state  government  and  Texas 
medicine  have  joined  in  many  admirable  and  needed 
causes  to  the  end  that  the  profession  and  the  public 
have  been  well  served. 

Public  health  has  been  a governmental  concern 
since  the  building  of  the  early  Spanish  missions  in 
Texas  when  it  was  a part  of  a colony  of  Spain.  Avail- 
able records  indicate  that  Royal  Orders  were  issued 
as  early  as  1777  concerning  the  sick  and  wounded  in 
the  Province  of  Texas.  A document  dated  Jan.  11, 
1806,  is  the  first  record  now  available  which  confirms 
that  an  organized  hospital  existed  within  the  bounds  of 
what  is  now  the  State  of  Texas. 

CONSTITUTION  OF  TEXAS:  The  law  which  governs 
the  practice  of  medicine  today  began  reaching  codi- 
fication in  the  statute  books  following  the  Civil  War 
in  the  early  1870’s.  Nearest  to  the  heart  of  the  in- 


dividual member  of  the  Association  is  the  body  of 
statute  law  built  up  since  1875  and  relating  directly 
to  medicine.  The  year  1875  is  the  date  of  the  present 
Constitution  of  Texas,  and  all  present  laws  governing 
the  practice  of  medicine  grew  out  of  the  constitutional 
authorization  to  regulate  medical  practice  which  be- 
came a part  of  the  paramount  law  of  the  state  at 
that  time. 

Before  the  Constitution  of  1875,  the  practice  of 
medicine  had  been  regulated  by  the  Republic  of  Texas. 
In  1837  a law  had  been  enacted  that  set  up  a board 
of  medical  censors.  This  law  was  repealed,  along  with 
the  other  laws  of  the  Republic  of  Texas,  by  a general 
repealing  law  passed  by  the  Second  Legislature  of 
the  State  of  Texas  in  1847. 

The  new  state  overlooked  medical  practice  and  no 
regulatory  law  was  on  the  statute  books  of  the  state 
for  some  26  years  through  the  Mexican  War,  the  Civil 
War,  and  part  of  the  Reconstruction  Period.  Finally, 
in  1873  the  Texas  Legislature,  after  the  bitterness 
and  laxity  of  the  Reconstruction  Period,  passed  a 
law  regulating  the  practice  of  medicine.  It  set  up  a 
board  of  examiners  in  each  county  and  prohibited 
practice  without  either  a degree  from  a reputable 
medical  school  or  a certificate  from  a board  of  medi- 
cal examiners. 

In  1875,  as  stated  earlier,  the  new  Constitution 
expressly  recognized  the  necessity  for  minimum  quali- 
fications for  medical  practitioners.  Article  16,  Section 
31  of  the  Texas  Constitution  says,  “The  Legislature 
may  pass  laws,  prescribing  the  qualifications  of  prac- 
titioners of  medicine  in  this  state,  and  to  punish  for 
malpractice,  but  no  preference  shall  ever  be  given  by 
law  to  any  schools  of  medicine.” 

The  wisdom  of  the  men  who  drafted  this  Constitu- 
tion is  apparent  to  anyone  who  reads  this  provision 
with  more  than  casual  interest.  It  recognized  the  need 
for  a system  of  qualifying  practitioners  and,  at  the 
same  time,  clearly  foresaw  the  rise  of  many  off-shoots 
of  the  medical  profession,  and  by  inference  put  them 
on  the  same  basis  so  far  as  qualifications  are  con- 
cerned. Dietary  fads,  health  cults,  and  numerous 
other  "branches  of  the  healing  art,"  have  made  it 
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obvious  that  those  who  wrote  the  Constitution  of 
1875  ‘‘builded  better  than  they  knew.’’ 

The  next  year,  following  the  authorization  set  out 
in  the  Constitution,  the  Legislature  passed  an  act 
which  accomplished  two  purposes — it  repealed  the 
law  of  1873  and  substituted  a law  under  which  each 
district  court  of  the  state  appointed  a board  of  medi- 
cal examiners  consisting  of  three  doctors  licensed 
under  the  law  of  1873.  All  doctors  certified  by  this 
board  were  required  to  register  with  the  district  clerk. 
The  subjects  upon  which  the  hopeful  aspirants  were 
examined  would  be  extremely  rudimentary  today,  but 
at  the  same  time  the  examination  was  rather  extreme 
in  its  thoroughness  and  severity.  A penal  provision 
providing  a stiff  fine  for  unauthorized  practice  was  in- 
cluded in  1876,  and  amended  in  1879  to  include  ‘‘offer 
and  attempt  to  practice,”  as  well  as  actual  unauthor- 
ized practice. 

The  practice  of  medicine  under  the  law  of  1876 
continued  for  some  25  years  without  change,  until 
in  1901  the  Legislature  repealed  all  existing  laws  on 
the  subject  and  forced  a division  of  the  profession 
into  three  branches  with  a separate  board  to  examine 
each.  One  was  the  Board  of  Medical  Examiners;  the 
second,  the  Board  of  Eclectic  Examiners;  and  the 
third,  the  Board  of  Homeopathic  Medical  Examiners. 
Probably  no  other  law  in  the  history  of  medicine  dur- 
ing the  past  century  has  been  so  complicated.  Had 
it  not  been  for  the  division  of  medicine  into  three 
branches,  the  law  of  1901  would  have  had  substantial 
similarities  with  the  present  Medical  Practice  Act. 

MEDICAL  PRACTICE  ACT.  In  1907,  the  Texas  Medical 
Practice  Act  was  passed  by  the  Legislature;  and  it  is 
this  law,  as  amended,  under  which  the  physicians  of 
today  practice.  Originally,  the  act  set  up  an  11-member 
board,  the  members  serving  two  years.  The  1907  law 
was  amended  in  1915,  1919,  1921,  1923,  1931,  1939, 
1949,  1951,  1953,  1963,  and  1965.  The  present  law 
is  the  result  of  all  the  amendments  as  worked  into 
the  law  of  1907 — like  the  pattern  of  a patchwork 
quilt.  In  spite  of  this,  whenever  the  Legislature  is 
faced  with  a law  pertaining  to  regulation  of  any  trade 
or  profession,  it  is  common  for  it  to  ask  what  the 
Medical  Practice  Act  provides  to  meet  similar  circum- 
stances. Two  minor  amendments  to  the  Medical  Prac- 
tice Act  have  been  introduced  in  the  current  session 
of  the  Texas  Legislature. 

In  addition  to  the  laws  relating  to  the  regulation  of 


medicine,  it  is  obvious  that  in  the  last  century  all 
allied  fields,  including  public  health,  have  experienced 
a great  amount  of  progress. 

Most  of  the  worthwhile  laws  regulating  or  relating 
to  medicine  have  been  the  result  of  the  patient  work 
and  careful  planning  of  many  groups.  In  the  forefront, 
the  Texas  Medical  Association  has  either  sponsored 
or  endorsed  most  Texas  medical  laws. 

PUBLIC  HEALTH.  Let  us,  for  example,  look  at  the 
field  of  public  health,  as  administered  by  state  agen- 
cies under  the  laws  of  Texas.  As  with  medicine  the 
Legislature  took  no  action  between  the  Republic  and 
Reconstruction  periods  to  safeguard  the  public  health 
through  a state  agency.  Again  the  Constitution  of 
1875  showed  that  its  framers  wanted  the  health  of 
the  people  well  served. 

In  Article  16,  Section  32,  the  Constitution  stated  that 
‘‘The  Legislature  may  provide  by  law  for  the  estab- 
lishment of  a Board  of  Health  and  Vital  Statistics, 
under  such  rules  and  regulations  as  it  may  deem 
proper.”  For  a number  of  years,  the  constitutional 
provision  was  not  implemented  by  the  Legislature. 

In  1909,  the  Legislature  finally  acted  upon  the 
constitutional  permission  to  establish  a State  Board 
of  Health  and  created  a six-member  board.  This  was 
a rather  sketchy  law  considered  with  present  laws  on 
the  subject. 

There  were  additions  and  amendments  to  the  origin- 
al law  setting  up  the  Board  of  Health,  both  in  1913 
and  1917,  after  which  it  remained  practically  the  same 
until  1927,  when  the  present  Department  of  Health, 
composed  of  a six-man  board  and  a state  health 
officer  with  his  staff  as  two  distinct  divisions,  came 
into  being.  The  board  was  changed  to  a nine-member 
board  by  an  amendatory  act  in  1931. 

Under  the  original  organization  in  1927,  the  six-man 
board  was  supplemented  by  the  state  health  officer, 
who  was  chairman  of  the  board  with  the  power  to 
break  tie  votes  in  any  instance  not  relating  to  his  own 
election  as  health  officer.  The  1931  amendment  to 
the  organization  of  the  board  made  the  health  officer 
an  ex  officio  member  of  the  board,  with  no  vote  under 
any  circumstances.  The  cooperative  powers  of  the 
Board  of  Health  with  the  federal  government  have 
been  granted  subsequent  to  the  effective  date  of  the 
original  act  in  1927. 

The  physical  restoration  program  for  crippled  chil- 
dren was  not  placed  in  the  hands  of  the  Texas  State 
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Department  of  Health  until  1945,  when  it  was  taken 
from  the  Vocational  Rehabilitation  Department  of  the 
Department  of  Education.  In  1947  this  portion  of  the 
Health  Department  law  was  amended  to  make  available 
to  the  physical  restoration  of  crippled  children  some 
of  the  funds  of  eleemosynary  institutions  for  the 
health  department’s  program. 

A sizable  portion  of  the  powers  granted  the  Board 
of  Health  in  the  original  act  of  1909  were  retained 
without  repeal  by  the  act  of  1927.  Among  those  pow- 
ers were  the  right  to  inspect  public  buildings,  restau 
rants,  slaughter  houses,  or  any  place  where  necessary 
to  discover  and  suppress  disease;  to  make  investiga- 
tions, such  as  those  made  to  determine  nuisances;  to 
check  water  supply;  or  to  investigate  sanitary  condi- 
tions, with  full  power  to  administer  oaths  and  summon 
witnesses.  The  1909  provisions  for  county  and  city 
health  officers — their  duties  and  removal — remained 
the  same. 

The  duties  and  powers  of  the  health  department 
have  grown  steadily  during  the  last  40  years,  and  the 
brief  resume  of  the  Department  of  Health  law  given 
in  preceding  paragraphs  does  not  present  the  full 
picture.  Many  laws  are  closely  related  and  are  almost 
interdependent.  An  example  is  the  quarantine  regula- 
tions passed  in  1891,  primarily  designed  to  help  fight 
yellow  fever  epidemics. 

For  instance,  the  Pure  Food  and  Drug  Division  of  the 
Board  of  Health  was  created  in  1911  and  was  ad- 
ministered by  the  Board  of  Health  under  the  1909 
law.  In  1927  when  the  Department  of  Health  was 
created,  the  Food  and  Drug  Division  was  transferred 
to  the  Department  of  Health  under  the  state  health 
officer,  instead  of  the  director  of  the  division,  as  was 
provided  in  the  act  of  1911.  All  of  the  general  powers 
and  duties  given  the  director  under  the  1911  law  have 
been  turned  over  to  the  health  officer,  but  the  general 
powers  and  duties  have  remained  the  same.  There 
are  four  exceptions: 

1.  In  1923,  the  Legislature  felt  it  necessary  to  meet 
the  “self-rising  flour”  fad  with  an  amendment  to  the 
Food  and  Drug  Law  which  set  minimum  requirements 
for  purity. 

2.  In  1943  the  trend  toward  “enrichment"  of  flour 
and  bread  and  the  growth  of  oleomargarine  as  a butter 
substitute  prompted  amendments  to  the  law  to  set  up 
standards  of  quality  to  be  met. 

3.  In  1945  the  tainted  meat  and  horse  meat  scand- 


als created  the  need  for  a meat  inspection  law,  which 
was  added.  This  division  has  grown  rapidly  in  recent 
years,  and  with  it  have  grown  the  powers  and  duties 
of  the  state  health  officer. 

4.  Also  in  1911,  the  Sanitary  Code  of  the  state  was 
passed  by  the  Legislature.  It  has  been  amended  sever- 
al times.  In  1917  parts  of  the  code  were  amended, 
and  with  the  establishment  of  the  Department  of 
Health,  it  was  again  amended  in  1927  to  place  certain 
portions  under  the  supervision  of  the  state  health 
officer. 

The  Sanitary  Code,  codified  as  Article  4477,  Re- 
vised Civil  Statutes,  1925,  enacts  a comprehensive 
set  of  rules  which  cover  four  major  subjects  and  divi- 
sions. They  are  quarantine  and  disinfection;  vital  sta- 
tistics; depots,  coaches  and  sleepers;  and  transporta- 
tion of  dead  bodies. 

With  the  growth  of  the  law  concerning  public  health, 
a tremendous  load  is  being  increasingly  shifted  to  the 
Department  of  Health.  As  the  laws  grow  more  compre- 
hensive, the  duties  and  powers  of  the  health  depart- 
ment will  become  progressively  greater. 

Health  hazards  and  problems  not  yet  even  imagined 
will  have  to  be  dealt  with  by  future  legislation,  though 
the  enforcement  of  these  new  laws  will,  in  all  proba- 
bility, be  handled  by  the  already  well  established  ap- 
paratus of  the  Texas  State  Department  of  Health  and 
other  state  agencies  such  as  the  State  Department  of 
Public  Welfare  and  the  various  licensing  boards. 

For  example,  in  1959  the  Dangerous  Drug  Act  was 
passed  in  order  to  control  the  sale,  distribution,  and 
handling  of  certain  drugs  and  compounds  as  defined 
in  the  Act.  The  State  Board  of  Pharmacy  is  charged 
with  the  responsibility  of  bringing  legal  action  through 
the  local  county  or  district  attorneys  or  the  Attorney 
General  of  Texas  to  enforce  the  provisions  of  the  Act. 
As  new  drugs  are  developed  and  become  available, 
we  may  expect  future  legislatures  to  amend  this  act 
just  as  the  present  Legislature  debated  whether  or 
not  to  add  LSD  to  the  list  of  “dangerous  drugs.” 

BASIC  SCIENCE  ACT:  One  of  the  major  triumphs 
achieved  in  the  steady  progress  of  legal  safeguards 
to  the  health  of  Texans  was  the  passage  in  1949  of 
the  Basic  Science  Act.  This  act  sets  minimum  educa- 
tional standards  for  all  persons,  in  or  out  of  the  medi- 
cal profession,  who  hold  themselves  out  to  cure  or 
alleviate  human  ailments.  This  law  was  the  brain- 
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child  of  the  Texas  Medical  Association,  and  was  spon- 
sored and  fought  for  by  the  Association. 

Every  field  of  practice  in  the  healing  arts  was  favor- 
ably affected  by  the  imposition  of  minimum  standards 
established  by  this  law.  Only  slightly  amended  in  1951, 
the  Basic  Science  Act,  insofar  as  its  short  span  of 
effective  operation  has  shown,  has  been  an  effective 
safeguard  to  the  health  of  the  people  of  Texas  and 
has  caused  a considerable  increase  in  the  quality  of 
examinees  for  license  in  all  affected  fields. 

Since  1900,  we  have  seen  the  licensing  of  dentists, 
optometrists,  chiropodists,  as  well  as  pharmacists, 
registered  nurses,  and  licensed  vocational  nurses.  As 
might  be  expected,  the  licensing  acts  for  these  vari- 
ous other  “healing  arts”  professions  are  constantly 
being  revised  and  reviewed.  During  this  same  period 
the  Legislature  has  twice  passed  licensing  acts  for 
chiropractors,  the  first  act  being  held  unconstitutional 
in  1944  and  the  present  act  having  not  been  tested 
in  the  courts,  and  a licensing  act  for  naturopaths 
which  was  held  unconstitutional  in  1957. 

Since  the  early  1950’s,  the  Texas  Legislature  has 
enacted  laws  on  mental  health  and  mental  retardation, 
radiation,  pollution,  physicians’  reporting  gunshot 
wounds,  physicians’  reporting  of  injured  children  under 
the  “battered  child”  law,  and  many  other  acts  which 
affect  the  practice  of  medicine.  And  as  in  past  legisla- 
tive sessions,  many  bills  have  been  introduced  in  the 
present  Legislature  which  would,  if  enacted,  greatly 
influence  private  medical  practice. 

MENTAL  HEALTH:  Perhaps  the  most  dramatic  example 
of  state  recognition  of  a health  problem  and  the 
state’s  attempts  to  cope  with  such  a problem  can  be 
demonstrated  by  a review  of  the  Texas  law  as  it 
has  developed  in  the  field  of  mental  health. 

Originally,  all  state  “insane  asylums”  as  well  as 
tuberculosis  sanitoriums,  the  Indian  agency,  and  such 
diverse  institutions  as  the  state  dairy  and  hog  farm 
were  operated  by  the  State  Board  of  Control  and  desig- 
nated as  “eleemosynary  institutions.” 

In  1949,  the  Legislature  redesignated  the  various 
hospitals  for  the  insane,  along  with  many  other  state 
institutions  formerly  identified  as  eleemosynary,  as 
Texas  State  Hospitals  and  Special  Schools.  Linder  the 
1949  Act,  the  management  and  control  of  these  state 
hospitals  and  special  schools  was  transferred  to  the 
Board  of  Texas  State  Hospitals  and  Special  Schools 
from  the  Board  of  Control. 

Recognizing  that  further  specialization  was  neces- 
sary, the  Legislature  in  1965  passed  the  Mental  Health 
and  Mental  Retardation  Act  which  abolished  the  Board 


for  Texas  State  Hospitals  and  Special  Schools  and 
created  the  Texas  Department  of  Mental  Health  and 
Mental  Retardation.  This  new  department  was  given 
the  exclusive  management  and  control  of  state  hos- 
pitals and  schools  with  the  exception  of  the  tubercu- 
losis hospitals  which  were  transferred  to  the  Depart- 
ment of  Health. 

A particularly  important  feature  of  the  new  Texas 
Department  of  Mental  Health  and  Mental  Retardation 
is  the  requirement  that  the  commissioner  shall  be  a 
physician  licensed  to  practice  in  this  state. 

In  the  current  1967  Legislature,  there  are  many 
proposed  bills  presently  being  discussed,  which,  if 
enacted,  would  further  extend  the  state  government’s 
role  in  treating  and  caring  for  the  mentally  ill.  One 
new  proposal  would  authorize  the  department  to  con- 
tract with  individual  physicians  and  hospitals  in  locali- 
ties where  community  mental  health  centers  are  not 
established  in  order  that  the  mentally  ill  of  these  non- 
urban  areas  may  receive  treatment  near  their  homes. 
Even  such  a summary  glance  at  the  history  of  state 
mental  institutions  reveals  an  enlarging  role  for  the 
public  in  this  very  important  field  of  medicine. 

TITLE  XIX:  The  most  far-reaching  state  legislation 
which  will  involve  the  local  physician  is  the  Texas 
implementation  of  Title  XIX  of  the  Federal  Social  Se- 
curity Act.  A bill  to  bring  the  Texas  welfare  programs 
under  this  title  is  before  the  Legislature  at  the  present 
session  and  will,  when  enacted  in  its  final  form,  set 
the  tenor  and  tone  of  welfare  programs  for  many 
future  years. 

Most  informed  physicians  have  a general  idea  about 
what  this  important  legislation  will  involve,  though 
most  of  the  publicity  to  date  has  involved  the  legisla- 
tive determination  of  what  income  level  shall  consti- 
tute “medical  indigency.”  It  is  less  well  known  that 
almost  all  of  the  state-federal  participation  welfare 
programs  will  be  brought  under  the  purview  of  this 
act  and  that,  as  a practical  matter,  Texas  must  pass 
enabling  legislation  if  this  state  is  to  continue  to  have 
any  effective  welfare  program. 

Only  a few  of  the  highlights  of  the  history  of  Texas 
law  as  it  has  developed  in  the  field  of  medicine  have 
been  touched  on.  Judging  from  history,  there  is  no  rea- 
son to  believe  that  the  future  in  the  medicolegal  field 
will  be  any  less  active  than  has  been  the  recent  past. 
Indeed,  every  indication  seems  to  point  to  closer  and 
closer  ties  between  law  and  medicine. 

Messrs.  Overton  and  Stone,  1905  N.  Lamar  Blvd., 
Austin  78701. 
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Wait,  Annabelle.  Mommy  hasn’t  told 
the  doctor  yet  that  you  need  a shot. 


Viaybe  she  does,  maybe  she 
doesn’t.  But  if  her  problem  is 
nasal  congestion  due  to  cold 
or  allergy,  consider  the  medi- 
cation that  combines  conve- 
nience and  effectiveness— 
Novahistine  Melet. 

Melet  is  especially  suitable 
in  the  treatment  of  children.  It's 
a pleasant  tasting,  chewable 
tablet  that  leaves  no  aftertaste 
or  gritty,  undissolved  particles 


in  the  mouth.  It  provides  decon- 
gestant action  almost  as  quickly 
as  a liquid,  but  assures  the 
accurate  dosage  of  a tablet. 

Because  Melets  are  so  con- 
venient to  carry  and  so  easy  to 
take  at  any  time,  adults,  too, 
will  appreciate  this  modern 
dosage  form. 

Use  cautiously  in  individuals 
with  severe  hypertension,  dia- 
betes mellitus,  hyperthyroidism 


or  urinary  retention.  Caution 
adults  who  operate  machinery 
or  motor  vehicles  that  drowsi- 
ness may  occur.  Each  Melet 
contains  phenylephrine  hydro- 
chloride 10  mg.  and  chlor- 
pheniramine maleate  2 mg. 

NMlMf 

MELET 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  thi 


H.  ,1  (fewer  absent  doses  by 
HI  absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


aged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Vii'ginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 : 617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


May  Annual  Session  in  Dallas  To  Culminate 
100  Years  of  Texas  Medical  Association  Meetings 


From  a single  meeting  in  a 
small  church  114  years  ago,  the 
Texas  Medical  Association  Annual 
Session  has  grown  to  more  than 
107  meetings  in  a four-day  period, 
including  as  many  as  18  occurring 
simultaneously. 

The  intervention  of  wars  and 
years  of  hardship  prevented  ses- 
sions in  some  years,  thus  we  come 
to  the  100th  meeting  14  years  aft- 
er the  Association  celebrated  the 
Centennial  of  its  birth. 

MORE  PICTURES  OF  CON- 
TRAST: On  Dec.  11  and  15,  1852, 
Austin  physicians  issued  a call  to 
all  Texas  physicians  to  meet  and 
organize  a state  medical  society. 
On  Jan.  17,  1853,  35  physicians  as- 
sembled in  Austin  to  hold  a state 
medical  convention.  Dr.  Joseph 
Taylor  was  the  Association’s  first 
President. 

On  May  4-7,  1967,  the  100th 
state  medical  convention,  the 
Texas  Medical  Association  Cen- 
tennial Annual  Session,  will  take 
place  in  Dallas.  Dr.  James  D. 
Murphy  is  President,  and  attend- 
ance has  been  estimated  to  reach 
approximately  4,200. 

The  1967  Annual  Session  will 
only  remotely  resemble  the  one 
held  in  1853  because  of  the  many 
adjustments  in  the  program  that 
have  taken  place  in  a hundred 
years’  time.  Some  of  the  highlights 
of  a few  previous  TMA  Annual 
Sessions  are  listed  following. 

At  the  second  meeting  of  the 
Association  on  Nov.  14,  1853,  Dr. 
George  Cupples  of  San  Antonio 
was  elected  second  President.  On 
Nov.  28,  1853,  the  Texas  Legisla- 
ture passed  an  act  to  incorporate 
the  Medical  Association  of  Texas. 

Parke,  Davis  & Company  was  the 
first  exhibitor  at  the  Texas  Medi- 
cal Association  Annual  Session  in 
1881.  The  company  displayed  “a 
supply  of  their  beautiful  pharma- 
ceutical preparations.” 

In  1886  one  paper  entitled 


“Texas  Quackery”  was  presented 
at  the  meeting.  Printed  programs 
were  available  for  the  first  time. 

In  1902,  48  scientific  papers 
were  read. 

At  the  annual  meeting  in  1917, 
the  number  of  papers  had  in- 
creased to  100. 

The  Woman’s  Auxiliary  to  the 
Texas  Medical  Association  was  or- 
ganized at  the  1918  meeting  in 
San  Antonio. 

The  first  section  meetings  took 
place  in  1938  in  Galveston.  Two 
sections,  one  on  medicine  and  one 
on  surgery,  met  in  that  year.  Ten 
speakers  came  from  outside  the 
state. 

No  general  meeting  was  held  in 
1943,  but  the  House  of  Delegates 
met  in  Fort  Worth  in  May. 

In  1944  four  general  meetings 
were  held  in  Austin,  Fort  Worth, 
San  Antonio,  and  Dallas  in  April 
and  May.  The  House  of  Delegates 
met  in  Dallas  in  May.  Dr.  Charles 
S.  Venable  of  San  Antonio,  Presi- 
dent, delivered  his  presidential  ad- 
dress at  each  city.  Travel  was  re- 
stricted due  to  shortages  of  auto- 
mobiles and  to  gasoline  rationing. 

The  meeting  was  abandoned  en- 
tirely in  1945.  Some  of  the  papers 
that  were  to  have  been  given  were 
later  published. 

In  1948  the  Section  on  General 
Practice  presented  a program  and 
luncheon  specifically  for  the  gen- 
ei'al  practitioner.  There  was  also  a 
public  meeting  held  at  which  phy- 
sicians presented  messages  in  lay 
language  for  the  general  public. 

The  Centennial  Anniversary  of 
the  founding  of  the  Texas  Medical 
Association  was  celebrated  in  1953. 
There  were  35  out-of-state  guest 
speakers,  each  of  which  had  at  one 
time  called  Texas  his  home. 

Curbstone  Consultations  were 
introduced  at  the  1963  Annual 
Session  in  Dallas. 

The  1967  Centennial  Annual 
Session  will  feature  35  out-of-state 
guest  speakers,  approximately  70 


special  speakers,  approximately 
150  TMA  essayists  presenting  sci- 
entific papers;  5 medical  color  tele- 
vision programs;  10  informal 
Curbstone  Consultations;  16  re- 
fresher courses;  two  general  meet- 
ings; two  Association  luncheons; 
committee  and  council  meetings; 
and  the  meetings  of  the  House  of 
Delegates. 

In  addition  to  these  Annual  Ses- 
sion features  there  will  be  the 
presentation  of  a commemorative 
painting  of  the  first  meeting  of 
the  Texas  Medical  Association 
held  in  Austin  in  1853.  The  cost  of 
the  painting  is  being  underwritten 
by  Parke,  Davis  & Company.  The 
artist  is  Robert  A.  Thom,  who 
painted  the  two  series  “Great  Mo- 
ments in  Medicine”  and  “Great 
Moments  in  Pharmacy.”  Several 
of  the  “Great  Moments  in  Medi- 
cine” series  are  being  featured 
throughout  this  Centennial  issue 
of  Texas  Medicine  in  conjunction 
with  historical  articles.  Reprints 
of  the  Thom  painting  of  the  first 
TMA  meeting  will  be  available. 

GUEST  SPEAKERS:  The  list  of 
out-of-state  guest  speakers  will  be 
headed  by  Dr.  Wernher  von 
Braun,  Ph.D.,  director  of  the 
George  C.  Marshall  Space  Flight 
Center,  National  Aeronautics  and 
Space  Administration,  Huntsville, 
Ala.;  and  by  Dr.  Charles  L.  Hud- 
son of  Cleveland,  Ohio,  President 
of  the  American  Medical  Associa- 
tion. 

Dr.  Von  Braun  will  address  per- 
sons attending  the  General  Meet- 
ing Luncheon  on  Friday,  May  5, 
on  the  topic  “The  View  Inward 
and  Outward  from  Space.”  Dr. 
Hudson  will  speak  at  the  Annual 
Luncheon  on  Saturday,  May  6. 

Other  out-of-state  guest  speak- 
ers will  include  Dr.  R.  G.  Bell,  Wil- 
lowdale,  Ontario,  Canada;  Dr. 
James  A.  Ferguson,  Grand  Rapids, 
Mich.;  Dr.  James  B.  Field,  Pitts- 
burgh, Pa.;  Dr.  Sydney  S.  Gellis, 
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Boston;  Dr.  Victor  Goodhill,  Los 
Angeles;  Lt.  Col.  Wallace  G. 
Haworth,  M.C.,  Colorado  Springs, 
Colo.;  and  Dr.  William  K.  Jordan, 
Little  Rock,  Ark. 

Additional  speakers  are  Dr. 
Chauncey  D.  Leake,  Ph.D.,  San 
Francisco;  Dr.  Lee  W.  Milford, 
Jr.,  Memphis,  Tenn.;  Dr.  Donald 
L.  Rose,  Kansas  City,  Kan.;  Dr. 
J.  G.  Scadding,  London,  England; 
Dr.  Donald  B.  Slocum,  Eugene, 
Ore.;  and  Dr.  Gerald  Solomons, 
Iowa  City,  Iowa. 

Three  speakers  from  Rochester, 
Minn.,  are  Drs.  Raymond  V.  Ran- 
dall, Hugh  R.  Butt,  and  Oliver  H. 
Beahrs.  Five  from  Washington, 
D.C.,  are  Drs.  Robert  J.  Coffey, 
Frank  D.  Costenbader,  Peter  V. 
Siegel,  and  Reginald  S.  Lourie,  and 
Mr.  John  C.  Post. 

Drs.  Ramon  Castroviejo,  Wil- 
liam B.  Ober,  and  Joseph  Ranso- 
hoff  will  come  from  New  York 
City. 

Also  speaking  will  be  Dr.  Meyer 
A.  Perlstein  and  John  D.  Porter- 
field, both  of  Chicago;  Drs.  An- 
thony R.  Curreri  and  Francis  M. 
Forster,  both  of  Madison,  Wis.; 
and  Drs.  Albert  M.  Kligman  and 
Robert  I.  Wise,  both  of  Philadel- 
phia. Three  speakers  from  Ohio 
are  Drs.  James  H.  Christie  of 
Cleveland,  and  Drs.  Zeph  J.  R. 
Hollenbeck  and  William  H.  Saun- 
ders, both  of  Columbus. 

SPECIAL  FEATURES : Two 
highlights  of  the  1967  Annual  Ses- 
sion will  be  the  General  Meeting 
Luncheon  on  Friday,  May  5,  and 
the  Annual  Luncheon  on  Saturday, 
May  6. 

The  painting,  The  Founding  of 
the  Texas  Medical  Association,  by 
artist  Robert  A.  Thom  will  be  pre- 
sented at  the  General  Meeting 
Luncheon.  Making  the  presenta- 
tion will  be  Dr.  Austin  Smith, 
chairman  of  the  board,  Parke, 
Davis  & Company,  Detroit,  Mich. 

The  scientific  exhibit  awards 
will  be  announced,  and  members  of 
the  Fifty  Year  Club  will  be  hon- 
ored. 

The  Annual  Luncheon  will  fea- 
ture an  address  by  Dr.  Charles  L. 
Hudson  of  Cleveland,  Ohio,  Presi- 
dent of  the  American  Medical  As- 
sociation. Other  program  features 
will  include  honoring  of  the  mem- 
bers of  the  Past  Presidents  Asso- 
ciation, recognition  of  Anson  Jones 
Award  winners,  and  installation  of 
Dr.  Howard  R.  Dudgeon  as  Presi- 
dent of  the  Texas  Medical  Associa- 
tion for  1967-68. 

Five  medical  closed-circuit  color 
television  programs  sponsored  by 


Smith  Kline  & French  Laborato- 
ries of  Philadelphia  and  supervised 
by  Dr.  Vernie  A.  Stembridge  of 
Dallas,  will  be  presented  during 
programs  at  the  1967  Annual  Ses- 
sion. Cases  to  be  viewed  will  be 
discussed  and  presented  from 
Parkland  Memorial  Hospital  in 
Dallas  to  the  theater  of  the  Dallas 
Memorial  Auditorium.  The  topics 
to  be  covered  include  “Interview- 
ing Patients  with  Physical  Com- 
plaints,” “Shoulder  -Neck  Prob- 
lems,” “Intra  -Uterine  Transfu- 
sions and  the  Care  of  the  Neonate,” 
“Common  Dermatological  Prob- 
lems,” and  “Perceptual  and  Edu- 
cational Problems  of  Genetic 
Origin.”  Scheduled  times  and  par- 
ticipants for  these  programs  are 
listed  in  the  Program  of  the  100th 
Annual  Session,  Texas  Medical  As- 
sociation, on  page  P-5. 

Ten  Curbstone  Consultations,  in- 
formal, unrehearsed,  round-table 
discussions,  will  be  held  5-6:30 
p.m.  Friday,  May  5,  in  the  Banquet 
Room  of  the  Memorial  Auditorium. 
Although  all  registrants  are  eligi- 
ble to  attend  these  consultations, 


tickets  will  be  required  for  admit- 
tance. These  will  be  available  in 
advance  at  no  charge  at  the  gen- 
eral registration  desk. 

Physicians  attending  the  ses- 
sions will  be  able  to  ask  questions 
and  to  comment  on  the  various  as- 
pects of  each  subject  under  discus- 
sion. Physicians  are  encouraged  to 
bring  case  histories  for  discussion, 
and  they  may  move  from  one  table 
to  another,  if  they  wish  to  do  so. 

A list  of  moderators,  discussion 
leaders,  and  topics  appears  in  the 
Annual  Session  program,  page  P- 
23. 

Sixteen  refresher  courses  will  be 
presented  at  the  1967  Annual  Ses- 
sion. Each  consists  of  approximate- 
ly 45  minutes  of  lecture  plus  30 
minutes  of  questions  and  answers. 
The  courses,  presented  by  out-of- 
state  medical  leaders,  are  primarily 
for  the  benefit  of  physicians  in 
general  practice,  but  are  also  of 
value  to  specialists. 

Each  course  is  complete  in  a sin- 
gle day.  Courses  will  take  place 
from  8 30  to  9:45  a.m.,  on  Friday 
and  Saturday,  May  5 and  6,  in  the 
Memorial  Auditorium.  No  tickets 


Medicine  in  the  Southwest  has  progressed  considerably  since  the  days  of  Navaho 
Indian  sandpainting  ceremonies.  The  painting  “Primitive  Medicine,”  by  artist 
Robert  A.  Thom,  depicts  the  use  of  herb  preparations,  chants,  and  rituals  in  the 
quest  for  health.  Texas  physicians  will  be  able  to  view  the  actual  extent  of 
modern  medical  progress  at  the  TMA  100th  Annual  Session.  Mr.  Thom,  artist  of 
the  “Great  Moments  in  Medicine”  series,  is  also  preparing  a painting  com- 
memorating “The  Founding  of  the  Texas  Medical  Association.” 
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One  of  the  historic  sights  in  Dallas  is  this  restored  log  cabin  on  the 
Dallas  County  Courthouse  lawn.  The  cabin  was  built  by  John  Neely 
Bryan,  the  founder  of  Dallas,  in  1841,  12  years  before  the  founding  of 
Texas  Medical  Association  in  1853.  The  Association  will  celebrate  its 
100th  Annual  Session  in  Dallas  May  4-7. 


will  be  required  for  attendance  at 
courses. 

For  topics,  course  instructors, 
and  room  locations,  see  the  Annual 
Session  program  on  page  P-21. 

Four  Texas  Medical  Association 
committees  will  sponsor  special 
programs  at  the  Annual  Session. 
The  program  topics  and  sponsors 
are  (1)  “First  Texas  Conference  of 
Physicians  and  Nurses,”  Commit- 
tee on  Nursing;  (2)  “Symposium 
on  Cardiovascular  Diseases,”  Com- 
mittee on  Cardiovascular  Diseases 
in  cooperation  with  the  Texas 
Heart  Association;  (3)  “Seminar 
on  Food  Preservation  and  Irradia- 
tion,” Committee  on  Nuclear  Medi- 
cine; and  (4)  “Conference  on 
School  H e a 1 1 h,”  Committee  on 
School  Health. 

Also,  five  related  organizations 
will  sponsor  special  programs. 
These  programs  and  their  sponsors 
are  (1)  “Symposium  on  Psychoso- 
matic Problems,”  Texas  Academy 
of  General  Practice;  (2)  “Sympo- 
sium on  Cerebral  Palsy,”  United 
Cerebral  Palsy  Association  of  Tex- 
as; (3)  “Symposium  on  Alcohol- 
ism, The  Nature  of  Addiction,” 
Texas  Commission  on  Alcoholism 
and  The  University  of  Texas  Divi- 


sion of  Extension;  (4)  “Current 
Concepts  in  Etiology  and  Diagno- 
sis of  Cancer,”  American  Cancer 
Society;  and  (5)  “Symposium  on 
Rheumatic  Diseases,”  Texas  Rheu- 
matism Association. 

Further  details  about  these  pro- 
grams are  given  in  the  Annual 
Session  program. 

ENTERTAINMENT:  Various 
types  of  entertainment  are  planned 
to  coincide  with  the  Centennial 
Annual  Session. 

Members  of  the  Dallas  Sympho- 
ny Orchestra  will  present  a special 
concert  on  Saturday,  May  6,  at 
8:15  p.m.  in  the  theater  of  the 
Memorial  Auditorium.  Admittance 
will  be  by  registration  badge. 

Two  sports  events,  golf  and  ten- 
nis tournaments,  will  be  open  to 
physicians. 

A golf  tournament  will  take 
place  Thursday,  May  4,  at  the 
Great  Southwest  Golf  Club  in  Ar- 
lington. The  course  is  located  ad- 
jacent to  the  Inn  of  the  Six  Flags. 
Tee-off  time  has  been  set  at  be- 
tween 8 a.m.  and  1 p.m. 

A golf  fee  of  $7.50  will  be 
charged.  This  will  not  include  cart 
and  caddy. 


Prizes  will  be  awarded  for  low 
gross  and  low  net  scores.  Verified 
handicaps  should  be  submitted  to 
Dr.  Robert  Romero,  Golf  Chair- 
man, Blanton  Tower  Suite  B-129, 
3300  West  Mockingbird  Lane,  Dal- 
las 75235. 

The  tennis  tournament  is  sched- 
uled for  Wednesday  and  Thursday, 
May  3 and  4 at  the  Samuell-Grand 
Tennis  Center  of  the  Dallas  Park 
Department.  Entrants  may  register 
for  as  many  of  these  categories  as 
desired:  men’s  singles,  men’s  dou- 
bles, mixed  doubles,  ladies’  singles, 
and  ladies’  doubles. 

Entry  fee  is  $4  per  person,  re- 
gardless of  number  of  events  en- 
tered. Each  player  is  requested  to 
bring  one  can  of  new  tennis  balls 
to  each  match.  The  loser  will  re- 
ceive the  used  balls,  and  the  win- 
ner will  take  the  unopened  can  of 
balls  to  the  next  match. 

Interested  participants  may  reg- 
ister for  the  tournament  by  writ- 
ing the  tennis  chairman,  Dr.  Hal- 
cuit  Moore,  P.  O.  Box  28,  Dallas 
75221.  Notification  of  the  draw 
will  be  made  a week  in  advance  of 
the  tournament. 

Information  regarding  sports 
events  may  be  obtained  from  the 
sports  events  desk  located  in  the 
registration  area  of  the  Memorial 
Auditorium.  Dr.  Albert  O.  Loiselle 
of  Dallas  is  serving  as  sports 
chairman. 

The  Fifty  Year  Club  members 
and  their  wives  will  be  honored 
Friday,  May  5,  at  the  General 
Meeting  Luncheon.  Members  of  the 
Past  Presidents  Association  and 
their  wives  will  be  honored  Satur- 
day at  the  Annual  Luncheon. 

Alumni  events  scheduled  to  take 
place  during  the  100th  Annual 
Session  are  under  the  general  di- 
rection of  Dr.  Reuben  Adams  of 
Dallas. 

Events  planned  for  6 p.m.  Satur- 
day, May  6,  include  the  Alumni 
events  from  the  following  schools: 
Baylor  University  College  of  Med- 
icine, Johns  Hopkins  University 
School  of  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  The 
University  of  Texas  Medical 
Branch,  The  University  of  Texas 
Southwestern  Medical  School,  and 
the  University  of  Virginia  School 
of  Medicine. 

The  following  class  reunions  will 
also  be  held  during  the  Annual 
Sessions:  Baylor  University  Col- 
lege of  Medicine  class  of  1927,  Sat- 
urday, May  6,  at  7 p.m.;  The  Uni- 
versity of  Texas  Medical  Branch 
classes  of  April  and  December, 
1942,  both  at  6:30  p.m.,  May  6; 
The  University  of  Texas  Medical 
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Branch  class  of  1957,  Thursday, 
May  4,  6:30  p.m. 

Phi  Chi  medical  fraternity  re- 
ception will  take  place  at  6 p.m., 
Saturday,  May  6;  and  Nu  Sigma 
Nu  medical  fraternity  cocktail 
party  is  scheduled  from  6:30-8:30 
p.m.,  Saturday. 

The  officers  and  Board  of 
Trustees  of  The  University  of  Tex- 
as Medical  Branch  Alumni  Associ- 
ation will  meet  at  2:30  p.m.,  Fri- 
day, May  5. 

Women  physicians  of  the  Texas 
Medical  Association  will  meet  at 
7 a.m.,  Saturday,  May  6,  for  a buf- 
fet breakfast.  Dr.  Alice  Smith  of 
Dallas  is  in  charge  of  arrange- 
ments. 

SPECIAL  SERVICES : Infor- 
mation may  be  obtained  Thursday, 
Friday,  and  Saturday  from  the 
Message  Center  to  be  set  up  in 
Memorial  Auditorium.  The  center 
will  accept  emergency  messages 
for  physicians  and  will  post  lists 
of  those  receiving  such  messages 
in  the  meeting  areas  of  the  head- 
quarters hotels  and  in  the  Memo- 
rial Auditorium.  On  Sunday  the 


Message  Center  will  be  located  in 
the  lobby  of  the  Adolphus  Hotel. 

A desk  for  information  regard- 
ing events,  directions,  restaurants, 
and  historical  places  in  Dallas  will 
be  located  in  the  registration  area 
of  the  Memorial  Auditorium  on 
Thursday,  Friday,  and  Saturday. 

The  Dallas  County  Medical  As- 
sistants Society  will  assist  with 
ticket  sales  and  with  information 
and  messenger  service  to  physi- 
cians throughout  the  session. 

A first  aid  station  will  be  set  up 
in  the  Auditorium  to  handle  emer- 
gencies during  the  meeting. 

A stenographers’  room  will  be 
maintained  in  room  404  of  the 
Statler  Hilton  Hotel. 

Texas  Employers’  Insurance  As- 
sociation will  provide  compliment- 
ary bus  service  for  Annual  Session 
registrants.  Service  will  be  provid- 
ed at  30-minute  intervals  between 
the  Auditorium  and  the  head- 
quarters hotels. 

Guided  tours  through  scientific 
and  technical  exhibit  areas  in  the 
Memorial  Auditorium  will  be  spon- 
sored by  the  Committee  on  Scien- 
tific and  Technical  Exhibits  on 


Friday  and  Saturday.  Two  tours, 
one  at  10  a.m.  and  one  at  2 p.m., 
are  planned  for  each  day.  Repre- 
sentatives of  groups  interested  in 
touring  the  exhibit  hall  should 
contact  Mr.  Dick  Fleming,  Dallas 
County  Medical  Society,  433  Medi- 
cal Arts  Building,  Dallas  75201. 

HOUSING  INFORMATION: 
Headquarters  for  scientific  ses- 
sions will  be  the  Dallas  Memorial 
Auditorium  and  the  Adolphus  Ho- 
tel. The  Statler  Hilton  Hotel  has 
been  designated  as  headquarters 
for  the  House  of  Delegates.  The 
Sheraton-Dallas  Hotel  will  be 
headquarters  for  the  W Oman’s 
Auxiliary  to  the  Texas  Medical 
Association. 

Other  hotels  and  motels  at  which 
rooms  have  been  reserved  for  As- 
sociation and  Auxiliary  members 
include  the  Baker  Hotel,  the  Mar- 
riott Motor  Hotel,  and  the  Inn  of 
the  Six  Flags. 

Physicians  should  write  immedi- 
ately for  housing  accommodations. 

A form  for  requesting  accommo- 
dations is  included  for  the  physi- 
cian’s convenience  on  p.  46a. 


Symbolizing  medical  progress  in  Texas  and  contrasting  with  the  early  log 
cabin  is  the  modern  complex  of  Southwestern  Medical  Center  in  Dallas. 


Bureau  Finds  Narcotics  Thefts 
Widespread  Throughout  Texas 


During  19  65,  174  narcotics 
thefts  were  reported  in  Texas,  in- 
cluding 22  armed  robberies  of 
pharmacies,  according  to  officials 
at  the  Treasury  Department  Bu- 
reau of  Narcotics  district  office  in 
Dallas. 

The  majority  of  the  thefts  in- 
volved burglaries  of  pharmacies, 
said  Murray  A.  Brown,  acting  dis- 
trict supervisor.  Of  the  174  report- 
ed cases,  25  involved  thefts  of 
physicians’  bags  or  thefts  from 
their  offices.  Seven  thefts  were 
from  hospital  stocks,  and  two  bur- 
glaries were  from  clinics. 

During  the  same  12-month  peri- 
od ending  Dec.  21,  1965,  there 
were  2,503  thefts  of  narcotic  drugs 
nationally  from  all  classes  of  per- 
sons registered  under  the  federal 
narcotic  law.  This  is  the  largest 
number  of  thefts  ever  reported  in  a 
single  year.  The  thefts  accounted 
for  a loss  of  132.86  kilograms  of 
narcotic  drugs. 

Burglaries  were  generally  wide- 
spread throughout  Texas,  Mr. 
Brown  said.  “We  could  not  say 
that  any  particular  area  had  more 
thefts  than  others.” 

“In  planning  narcotic  burglaries 
or  thefts,  burglars  usually  consider 
such  factors  as  easy  accessibility 
to  the  premises,  limited  patrol  by 
law  enforcement  or  detective  agen- 
cies, no  alarm  systems,  and  safes 
which  require  minimum  time  to 
open.” 

Although  most  registrants  pro- 
vide adequate  safeguards  for  their 
narcotic  stocks,  some  registrants 
do  not,  and  the  increase  in  thefts 
leads  again  to  the  issuance  of  a 
warning  that  continued  vigilance 
must  be  exercised  and  secure  places 
of  storage  provided  for  narcotic 
stocks.  The  addicts,  as  well  as  the 
narcotic  peddlers,  may  resort  to  di- 
version of  legitimate  stocks  as  the 
supply  of  illicit  drugs  becomes 
more  restricted. 

Section  151.471  of  Regulations 
No.  5 requires  that  “Narcotic 
drugs  and  preparations  shall  at  all 
times  be  properly  safeguarded  and 
securely  kept.  . . .” 

Some  general  guidelines  for  se- 
curing of  stocks  follow. 

1.  Access  to  any  class  of  nar- 
cotic stock  should  be  limited  to 
that  minimum  number  of  employ- 
ees actually  required  to  have  ac- 
cess thereto  and  still  efficiently 


handle  day  to  day  operations  of 
the  establishment. 

2.  A “strong  enclosure,”  or  safe 
or  vault  of  adequate  capacity 
should  be  used. 

3.  Safes  should  have  an  Under- 
writers’ Laboratories  Burglary 
Rating  of  T-20  or  better  or  be  the 
equivalent  of  such  a safe.  If  the 
safe  weighs  less  than  750  pounds 
it  should  be  bolted  or  cemented  to 
the  floor  or  wall  in  such  a way 
that  it  cannot  be  removed.  If  it  is 
completely  surrounded  by  an  elec- 
trically wired  cabinet  connected 
with  central  station  electronic  de- 
vices which  set  off  the  alarm  sig- 
nal upon  approach  of  a marauder, 
it  need  not  be  bolted  or  cemented 
to  the  floor  or  wall. 

4.  Vaults  should  be  of  substan- 
tial masonry.  For  new  construc- 
tion, not  less  than  eight  inches  of 
reinforced  concrete  is  recommend- 
ed for  floor,  walls,  and  ceiling; 
but  less  may  be  accepted  where 
there  are  compensating  extra  safe- 
guards. There  should  be  a regu- 
lar combination-locked,  steel  vault 
door,  with  Underwriters’  Labora- 
tories rating  of  T-20  or  better,  or 
the  equivalent. 

5.  If  the  registrant  has  provided 
other  safeguards  which  can  be  re- 
garded in  their  entirety  as  an  ade- 
quate substitute  for  some  elements 
of  protection  previously  mentioned, 
such  as  supervised  watchman  serv- 
ice, the  inspecting  officer  will  take 
this  added  protection  into  account 
in  evaluating  the  over-all  stan- 
dards required.  Similarly,  if  the 
stocks  maintained  are  small,  or  the 
location  is  in  a well-policed  area, 
all  such  factors  may  be  taken  into 
account. 


"It  was  a little  difficult  getting  him 
stripped." 


91  TEXAS  PHYSICIANS 
TO  GET  DRAFT  CALL 

The  Texas  State  Headquarters  of 
the  Selective  Service  System  has 
announced  that  91  Texas  physicians 
will  soon  be  drafted  into  the  Armed 
Forces.  These  physicians  will  begin 
to  be  ordered  to  active  duty  on 
July  1. 

This  draft  call  is  part  of  a na- 
tional draft  of  2,229  doctors.  These 
physicians  will  take  the  place  of 
several  hundred  doctors  in  mid-1965 
at  the  start  of  the  Vietnam  buildup, 
the  Pentagon  announced. 

The  Pentagon  also  said  that  Sec- 
retary of  Defense  Robert  R.  Mc- 
Namara instructed  the  Armed  Ser- 
vices last  April  to  change  their 
regulations  dealing  with  medical 
officer  commissions  so  that  quali- 
fied osteopaths  who  volunteered 
could  be  accepted. 

EMERGENCY  MEDICINE 
STUDY  PROJECT  SLATED 

The  quality  of  ambulance  and 
emergency  hospital  room  services 
to  sick  and  injured  persons  needs 
considerable  improvement  in  many 
parts  of  the  country,  according  to 
Dr.  Paul  Joliet,  chief  of  the  US 
Public  Health  Service’s  Division  of 
Accident  Prevention. 

“Emergency  medical  services  in 
some  communities  are  often  excel- 
lent,” said  Dr.  Joliet.  “Neverthe- 
less,” he  continued,  “studies  indi- 
cate that  in  most  communities 
there  are  too  many  untrained  am- 
bulance attendants,  too  many  ill- 
equipped  and  ill-designed  ambu- 
lances, and  too  many  overcrowded 
and  inadequately  staffed  hospital 
emergency  rooms.” 

Arrangements  have  been  made 
for  the  first  of  a planned  series 
of  demonstration  projects  on  im- 
proved emergency  medical  services 
for  persons  injured  in  highway  ac- 
cidents. 

The  project  will  be  conducted  by 
the  University  of  North  Carolina 
under  an  18-month  contract  with 
the  Division  of  Accident  Preven- 
tion. 

Estimated  cost  of  the  project  is 
approximately  $400,000.  The  initial 
phase  is  being  financed  by  a $125,- 
000  contract.  The  Bureau  of  Pub- 
lic Roads  under  the  Department  of 
Commerce  is  providing  $100,000 
for  this  contract  and  the  Public 
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“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehrinqer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax, 

a gentle  persuasion 


0U-48O9 


Geigy 


Against  these  three  major  pathogens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  A 


Beta-Hemoh 

Streptococci 
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V-Cillin  K'  provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 
MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 


Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1-0. 4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

— 

— 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M..  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S , and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K'  EL. 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information. 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin, 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued.® 
Adverse  Reactions:  Although  serious  allergic  reactions  are  muc 
less  common  with  administration  of  oral  penicillin  than  with  intramusci. 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  c 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin 
administered,  measures  for  treating  anaphylaxis  should  be  readii 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  fc 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamine 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ovei 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  oc 
ministration  should  be  stopped  and  appropriate  measures  taken,  i 
Administration  and  Dosage:  For  Tablets  V-Cillm  K and  for  V-Cill 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg,  (200,000  units 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divide: 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte- 
remia may  be  treated  with  200,000  to  400,000  units  three  times  a da, 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Dot 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history  o 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  one 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrcr 
lion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,00' 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  da; 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderate! 
severe  pneumococcus  pneumonia  has  been  treated  effectively  wit' 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give' 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  k 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  fo 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphif 
should  have  a dark-field  examination  before  receiving  penicillin  an; 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units), 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800,00 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  p- 
5 cc.  of  solution,  in  40,  80,  and  150-cc.Wze  packages. 

Additional  inlormalion  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 


Health  Service  is  providing 
$25,000. 

The  purpose  of  the  North  Caro- 
lina study  will  be  to  show  how 
emergency  services  on  highways 
can  be  improved  to  protect  persons 
and  property  through  prompt  no- 
tice of  an  accident  and  fast  re- 
sponse by  ambulance  and  repair 
crews.  An  emergency  telephone 
system  will  enable  passing  motor- 
ists to  report  accidents  quickly  to  a 
central  office  that  will  alert  am- 
bulance crews. 

In  another  part  of  the  study, 
personnel  of  the  state  highway 
commission  will  constantly  patrol 
a section  of  interstate  highway  in 
radio-equipped  cars.  They  also  will 
notify  a central  office  of  accidents. 

POSTGRADUATE  COURSES 

Pediatrics 

The  Children’s  Medical  Center, 
Dallas,  will  present  a Pediatric 
Postgraduate  Seminar  June  9-10. 
The  course  will  be  under  the  direc- 
tion of  Dr.  Heinz  F.  Eichenwald. 
Subjects  to  be  discussed  include 
metabolism,  infectious  diseases, 
pediatric  surgery,  hematology,  car- 
diology, and  radiology. 

Guest  speakers  will  include  Drs. 
Alfred  M.  Bongiovanni  and  C.  Ev- 
erett Koop,  both  of  Philadelphia; 
Samuel  L.  Katz  of  Boston;  and 
Nathan  J.  Smith  of  Madison,  Wis. 

For  further  information  write  to 
Dr.  Kenneth  C.  Haltalin,  Depart- 
ment of  Pediatrics,  The  Universi- 
ty of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Boule- 
vard, Dallas  75235. 

“Recent  Advances  in  Pediatrics,”  a 
postgraduate  course,  will  be  held 
at  the  University  of  California 
San  Francisco  Medical  Center  May 
18-20. 

Further  information  is  available 
from  Continuing  Education  in 
Medicine,  University  of  California 
San  Francisco  Medical  Center,  San 
Francisco  94122. 

Microbiology 

The  Laboratory  Branch  of  the 
Communicable  Disease  Center  of 
the  US  Public  Health  Service  is 
sponsoring  a course  in  Central 
Services  for  Public  Health  Labora- 
tories May  24-26  in  Atlanta,  Ga. 
Closing  date  for  the  course  is 
April  10. 

Further  information  may  be  ob- 
tained from  Training  Office,  Labo- 
ratory Branch,  Communicable  Dis- 
ease Center,  Atlanta,  Ga.  30333. 


Electroencephalography 

A postgraduate  course  in  Clini- 
cal Electroencephalography  will  be 
conducted  June  5-7  in  Philadel- 
phia by  the  American  Electroen- 
cephalographic  Society.  The  course 
is  designed  for  physicians  who 
have  had  little  or  no  formal  EEG 
training.  Inquiries  about  the  course 
and  registration  procedure  should 
be  addressed  to  Dr.  Donald  W. 
Klass,  EEG  Course  Director,  Mayo 
Clinic,  Rochester,  Minn.  55901. 

Fractures 

The  Chicago  Committee  on  Trau- 
ma of  the  American  College  of 
Surgeons  is  sponsoring  its  Elev- 
enth Post  Graduate  Course  on 
Fractures  and  Other  Trauma  in 
the  John  B.  Murphy  Auditorium 
in  Chicago  April  19-22. 

Most  of  the  presentations  will 
cover  orthopedic  aspects  of  trauma. 

Tuition  is  $80.  Registration  may 
be  accomplished  by  writing  to  Dr. 
James  P.  Ahstrom,  Jr.,  Chairman, 
Eleventh  Post  Graduate  Course, 
American  College  of  Surgeons,  55 
E.  Erie  St.,  Chicago  60611. 

Otolaryngology 

The  Department  of  Otolaryn- 
gology of  the  Illinois  Eye  and  Ear 
Infirmary  and  the  College  of  Med- 
icine of  the  University  of  Illinois 
at  the  Medical  Center,  Chicago, 
will  conduct  a postgraduate  course 


in  Laryngology  and  Bronchoesoph- 
agology  April  10-22. 

The  course  is  limited  to  15  phy- 
sicians. Interested  registrants 
should  write  to  the  Department  of 
Otolaryngolog-y,  College  of  Medi- 
cine of  the  University  of  Illinois  at 
the  Medical  Center,  P.  O.  Box  6998, 
Chicago  60680. 

ALVIN  PHYSICIAN  SCORES 
HIGHEST  EXAM  GRADE 

Dr.  Gavin  Duncan  McGown  of 
Alvin,  Tex.,  made  the  highest 
grade  on  the  certification  examina- 
tion given  by  the  Texas  State 
Board  of  Medical  Examiners  on 
Dec.  5-7,  1966,  in  Fort  Worth.  His 
grade  was  a general  average  of 
93.7. 

Second  and  third  ranks  on  the 
examination  were  achieved  by  Dr. 
Roger  Lewis  Walker  of  Miami, 
Fla.,  and  Dr.  Edwin  Ellis  Owens 
of  Houston.  Dr.  McGown  is  a grad- 
uate of  the  Faculty  of  Medicine 
University  of  Pretoria,  Pretoria, 
South  Africa.  Dr.  Walker  is  a 
graduate  of  the  Faculty  of  Medi- 
cine Victoria  University  of  Man- 
chester, Manchester,  England,  and 
Dr.  Owens  is  a graduate  of  the 
Facultad  de  Medicina  de  la  Uni- 
versidad  Autonoma  de  Guadala- 
jara, Guadalajara,  Jalisco,  Mexico. 


William  F.  Blose,  chief  systems  designer  for  Baylor  University  College 
of  Medicine,  demonstrates  to  nurses  one  of  several  display  stations 
soon  to  be  installed  at  the  Texas  Institute  for  Rehabilitation  and  Re- 
search (TIRR)  for  computer-aided  patient  care.  When  the  system  is  in 
operation,  Baylor  and  TIRR  medical  and  laboratory  personnel  will  be 
able  to  use  terminals  to  which  these  stations  are  connected  to  acquire, 
process,  and  retrieve  vital  medical  data. 
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IN  EMPHYSEMA 


<♦ 


THE 

EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged  -medication  tablets  4V2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach— nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.,  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE®  DURA-TABS® 

(QUINIDINE  GLUCONATE  5 GR.) 


TEXAS  MEDICAL  ASSOCIATION 


Texas  Medical  Association  will  hold  its  100th  Annual  Session 
May  4-7  in  Dallas.  Thirty-five  out-of-state  speakers  are 
scheduled  to  participate  in  addition  to  50  special  speakers  and 
150  TMA  essayists.  Other  program  features  will  include  five 
medical  color  television  programs  sponsored  by  Smith  Kline  & 
French  Laboratories  and  a commemorative  painting-  of  the  first 
TMA  Annual  Session  prepared  by  artist  Robert  A.  Thom  and 
underwritten  by  Parke,  Davis  & Company.  For  a more  detailed 
description  of  1967  Annual  Session  plans,  see  pp.  128-131. 


TEXAS  SURGICAL  SOCIETY 

The  Texas  Surgical  Society  will  meet  April  2-4  at  the  Green 
Oaks  Inn  in  Fort  Worth.  Members  and  guests  will  present  18 
scientific  papers.  Special  guest  speaker  will  be  Dr.  John  P.  L. 
Madden  of  New  York  City.  Other  guests  on  the  program  will 
include  Dr.  W.  J.  Rea  of  Ukiah,  Calif.;  and  Dr.  N.  R.  Arbegast 
and  Dr.  H.  W.  Crawford,  both  of  Houston. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


AMERICAN  COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  will  convene  April  10-14 
in  San  Francisco  for  its  48th  annual  session.  Meetings  and 
registration  will  take  place  at  the  San  Francisco  Civic  Audi- 
torium. The  Fairmont  Hotel  and  Tower  will  be  headquarters 
hotel  for  the  session.  Special  features  of  the  scientific  program 
will  include  a colloquium  on  “The  Changing  Mores  of  Bio- 
medical Research”;  two  symposia  on  “Basic  Aspects  of  Cancer 
Research”  and  “Allergic  Diseases — 1967”;  12  panel  sessions; 
and  6 color  television  programs. 


CURRENT  MEETINGS 


TEXAS  TUBERCULOSIS  ASSOCIATION 
will  meet  April  6-8  at  the  Green  Oaks  Inn 
in  Fort  Worth  for  the  association’s  69th 
annual  meeting.  Out-of-state  physician 
speakers  will  include  Drs.  Theodore  H. 
Noehren  of  Buffalo,  N.Y. ; Richard  P. 
Jahn  of  Milwaukee,  Wis. ; Charles  F. 
Tate  of  Miami,  Fla. ; and  Lewis  B.  Clayton 
of  New  York  City.  The  program  will 
feature  both  separate  and  combined  sec- 
tions on  medicine  and  community  health. 
Dr.  Daniel  E.  Jenkins,  1200  Moursund, 
Houston  77025,  is  president  of  the  asso- 
ciation. 


AMERICAN  ACADEMY  OF  PEDIATRICS 

American  Academy  of  Pediatrics  will  hold  its  annual  spring 
session  April  3-5  at  the  San  Francisco  Hilton  Hotel.  The  scien- 
tific program  will  examine  six  major  areas:  (1)  child  health 
in  contemporary  American  society,  (2)  the  newborn,  (3)  neu- 
rologic disorders  in  children,  (4)  the  child  from  two  to  six, 
(5)  school  difficulties:  childhood’s  chief  occupational  hazard, 
and  (6)  adolescent  growth  and  behavior. 


THE  NAVARRO  COUNTY  MEDICAL 
SOCIETY,  in  cooperation  with  Lederle 
Laboratories,  will  present  a “Symposium 
on  Sexual  Problems  in  Clinical  Practice,’* 
Sunday,  April  9,  at  the  Holiday  Inn  in 
Corsicana.  Physician  guest  speakers  will 
be  Drs.  B.  Y.  Glassberg  of  St.  Louis,  Loran 
F.  Pilling  of  Rochester,  Minn. ; and  Max 
Levin  of  New  York  City.  The  symposium, 
open  to  physicians  and  their  wives  is 
acceptable  for  five  hours  elective  credit 
by  the  American  Academy  of  General 
Practice. 


AMERICAN  MEDICAL  ASSOCIATION 

American  Medical  Association’s  Council  on  Environmental  and 
Public  Health,  Department  of  Environmental  Health,  and 
Division  of  Socio-Economic  Activities  will  sponsor  a three-day 
National  Congress  on  Environmental  Health  Management,  April 
24-26  in  New  York  City.  Emphasis  will  be  placed  on  advanced 
technology  available  for  cleaning  up  air  and  water  and  pre- 
serving them  for  continued  use.  A main  theme  will  be  the  need 
for  coordinating  professional,  administrative,  and  technological 
resources.  Organizations  cooperating  in  the  meeting  are  the 
Medical  Society  of  the  State  of  New  York,  the  New  York  State 
Action  for  Clean  Air  Committee,  and  the  New  York  State 
Health  Department. 


EIGHTH  DISTRICT  SOCIETY  will  meet 
April  15  at  the  Oasis  Motor  Hotel  in  Bay 
City.  Dr.  Harry  T.  Barnes,  Jr.,  1020  Ave. 
G,  Bay  City  77414,  is  secretary  of  the 
society. 


THIRTEENTH  DISTRICT  SOCIETY  will 
meet  Saturday,  April  15,  at  the  Wichita 
Falls  Country  Club.  Assistant  Secretary  of 
the  Department  of  Health,  Education,  and 
Welfare,  Dr.  Philip  Lee,  will  be  speaker  at 
a dinner  following  the  afternoon  business 
meeting. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


TEXAS  NURSING  HOME  ASSOCIATION 
will  hold  its  spring  meeting  at  the  Com- 
modore Perry  Hotel  in  Austin  March  27- 
29.  Theme  of  the  program  will  be  “The 
Road  Ahead,”  emphasizing  primarily  the 
role  of  the  nursing  home  under  Medicare. 


ARIZONA  CHEST  DISEASE  SYMPOSIUM 
will  be  held  in  Tucson,  Ariz.,  on  April  8- 
9.  Dr.  Leonard  D.  Hudson,  P.O.  Box  6067, 
Tucson,  is  coordinator  of  the  symposium. 


SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS  will  sponsor  its  ninth 
annual  meeting  March  30-April  1 in  Jack- 
son,  Miss.  Texas  physicians  participating 
will  include  Drs.  Charles  F.  Pelphrey  of 
Austin ; John  A.  Shively  of  Houston ; A. 
M.  Gottlieb  of  San  Antonio;  James  T. 
Wheeler  and  Bryan  Thompson  of  Dallas. 
A group  of  non-physicians  from  Texas  will 
also  participate.  Dr.  Pelphrey  is  president 
of  the  association. 


THE  SOUTHWESTERN  SURGICAL  CON- 
GRESS will  hold  its  19th  annual  meeting 
at  Del  Webb’s  Towne  House  in  Phoenix, 
Ariz.,  April  10-13.  Guest  speakers  will 
include  Drs.  C.  Barber  Mueller  of  Syra- 
cuse, N.  Y.  ; Harris  B.  Shumacker,  Jr.,  of 
Indianapolis,  Ind.  ; R.  T.  Tidrick  of  Iowa 
City,  Iowa ; and  John  L.  Pool  of  New  York 
City. 


THE  AMERICAN  ASSOCIATION  FOR 
THORACIC  SURGERY  will  celebrate  its 
50th  anniversary  at  its  47th  annual  meet- 
ing  April  17-19  in  New  York  City.  Meet- 
ing headquarters  will  be  the  Americana 
Hotel.  The  program  will  consist  of  both 
business  and  scientific  sessions. 


AMERICAN  PROCTOLOGIC  SOCIETY 
members  will  gather  in  New  Orleans 
April  17-19  at  the  Jung  Hotel  for  the 
Society’s  66th  annual  meeting.  Program 
activities  will  include  scientific  sessions, 
discussion  courses,  exhibits,  and  awards 
luncheon.  Dr.  John  E.  Ray,  1514  Jefferson 
Highway,  New  Orleans  70121,  is  program 
committee  chairman.  The  American  Proc- 
tologic Society  will  also  meet  April  20-23 
with  the  Mexican  Proctologic  Society  in 
Mexico  City  and  Acapulco. 


MAY 

SOUTH  TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF 
SURGEONS,  San  Antonio,  May  19-20,  1967.  Dr.  August 
Herff,  Jr.,  Suite  820  M&S  Tower,  730  N.  Main  Ave.,  San 
Antonio  78205,  Sec. 

TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas,  May  6-7, 
1967.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin  78705, 
Exec.  Sec. 

TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHYSI- 
CIANS, Dallas.  May  4,  1967.  Dr.  S.  J.  Lerro,  Box  95, 
La  Marque  77568,  Sec. 

TEXAS  CHAPTER,  AMERICAN  ACADEMY  OF  PE- 
DIATRICS, Dallas,  May  5,  1967.  R.  L.  Mathis,  4119 
Montrose  Blvd.,  Houston  77006,  Sec. 

TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS,  Dallas,  May  7,  1967.  Dr.  Paul  Richburg, 
6011  Harry  Hines,  Dallas  75235,  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Dallas,  May 
6-7,  1967.  Dr.  A.  C.  Ressmann,  714  Medical  Arts  Bldg., 
San  Antonio  78205,  Sec. 

TEXAS  DIABETES  ASSOCIATION,  Dallas,  May  7, 
1967.  Dr.  Holbrooke  Seltzer,  Veterans  Administration 
Hospital,  4500  S.  Lancaster,  Dallas  75216,  Sec. 

TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Dallas,  May  3,  1967.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd„  Austin  78731,  Exec.  Vice-Pres. 

TEXAS  HEART  ASSOCIATION,  Dallas,  May  4,  1967 
(Symposium).  Mr.  E.  T.  Guy,  Box  25041,  Houston  77005, 
Exec.  Dir. 

TEXAS  HOSPITAL  ASSOCIATION,  Houston,  May  20- 
24,  1967.  O.  Ray  Hurst,  6225  US  Highway  290  E.,  Austin 
78723,  Exec.  Dir. 

TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  Dal- 
las, May  4,  1967.  Dr.  C.  O.  Bruce,  P.  O.  Box  817,  Port 
Neches  77615,  Sec. 

TEXAS  NEUROPSYCHIATRIC  ASSOCIATION,  Dallas, 
May  5-6,  1967.  Dr.  Irvin  M.  Cohen,  641  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  5-6,  1967.  Dr.  J.  L.  Mims,  Jr.,  730  N.  Main, 
San  Antonio  78205,  Sec. 

TEXAS  ORTHOPAEDIC  ASSOCIATION,  Dallas,  May 
6,  1967.  Dr.  L.  Ray  Lawson,  2828  Lemmon  Ave.,  Dallas 
75204,  Sec. 

TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION.  Dal- 
las, May  5-6,  1967.  Dr.  C.  F.  Engelking,  224*34  W.  Beau- 
regard, San  Angelo  76902,  Sec. 

TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  Dallas,  May  4,  1967.  Dr.  Vincent  J. 
Kitowski,  1333  Moursund  Ave.,  Houston  77025,  Sec. 
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TEXAS  PROCTOLOGIC  SOCIETY,  Dallas,  May  4,  1967. 
Dr.  T.  Melton,  636  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

TEXAS  REHABILITATION  ASSOCIATION,  Dallas, 
May  4,  1967.  D.  Preston,  3700  Worth,  Dallas  75210,  Sec. 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Dallas. 
May  6-7,  1967.  Dr.  Gerald  Mullikin,  320  First  National 
Bank  Bldg.,  Longview  75601,  Sec. 

TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, Dallas,  May  5,  1967.  Dr.  W.  Cone  Johnson,  Scott 
and  White  Clinic,  Temple  76501,  Sec. 

TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas. 
May  6,  1967.  Dr.  J.  R.  Smith,  515  M&S  Tower,  San 
Antonio  78205,  Sec. 

TEXAS  STATE  DIVISION,  INTERNATIONAL  COL- 
LEGE OF  SURGEONS,  Dallas,  May  4,  1967.  Jack  A. 
Crow,  1825  Hickory,  Abilene  79601. 

TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES.  May  12-13,  1967.  Mrs.  Betty  J.  An- 
derson, 201  E.  14th  St.,  Austin  78701,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS. 
Toronto,  Can.,  May  18-21,  1967.  Dr.  Clarence  W.  Mon- 
roe. 715  Lake  St.,  Oak  Park,  111.  60301,  Sec. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Col- 
orado Springs,  Colo.,  May  28-June  1,  1967.  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.  55901,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Colorado  Springs,  Colo.,  May  25-27,  1967.  Dr. 
David  Cayer,  2240  Cloverdale  Ave.,  Winston-Salem,  N.C., 
27103,  Sec. 

AMERICAN  GYNECOLOGICAL  SOCIETY,  Phoenix. 
Ariz.,  May  4-6,  1967.  Dr.  G.  W.  Douglas,  550  First  Ave., 
New  York  10016,  Sec. 

AMERICAN  SURGICAL  ASSOCIATION,  Colorado 
Springs,  Colo.,  May  11-14,  1967.  Dr.  Harris  B.  Shumacker, 
Jr.,  1100  W.  Michigan,  Indianapolis  46207,  Sec. 

AMERICAN  THORACIC  SOCIETY,  Pittsburgh,  Pa., 
May  21-24,  1967.  F.  W.  Webster,  1790  Broadway,  New 
York  11019,  Exec.  Sec. 

GASTROENTEROLOGY  RESEARCH  GROUP  (with 
American  Gastroenterological  Association) , Colorado 
Springs,  Colo.,  May  25,  1967 ; forum,  Chicago,  Nov.  3, 
1967.  Dr.  George  A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.  55901,  Sec. 

JUNE 

TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Austin. 
June  12-14,  1967.  Mr.  D.  C.  Jackson,  1905  N.  Lamar, 
Austin  78705,  Exec.  Sec. 


TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  June  19-21,  1967.  Dr.  M.  H.  Crabb,  1714 
Medical  Arts  Bldg.,  Fort  Worth  76102,  Sec. 


UNITED  ST ATES-MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Houston,  June  5-9,  1967.  Dr. 
Jorge  Jimenez-Gandica,  501  U.S.  Court  House,  El  Paso 
79901,  Sec. 


AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lantic City,  June  15-19,  1967.  Mr.  M.  Kornfeld,  112  E. 
Chestnut,  Chicago  60611,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Atlantic  City, 
June  18-22,  1967.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn, 
Chicago  60610,  Exec.  Vice-Pres. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
INC.,  Denver,  Colo.,  June  15-17,  1967  (interim  meeting). 
Mrs.  Gertrude  F.  Conroy,  1790  Broadway,  New  York 
City  10019,  Exec.  Dir. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  Atlan- 
tic City,  June  12-14,  1967.  Dr.  M.  D.  Yahr,  710  W. 
168th,  New  York  10032,  Sec. 


JULY 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  17-19,  1967.  Dr.  W.  Tom  Arnold, 
6448  Fannin,  Houston  77025,  Sec. 


AUGUST 

AMERICAN  CONGRESS  OF  PHYSICIAL  MEDICINE 
AND  REHABILITATION,  Miami  Beach,  Fla.,  Aug.  27- 
Sept.  1,  1967.  Mr.  Creston  C.  Herold,  30  N.  Michigan, 
Chicago  60602.  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
21-24,  1967.  Mr.  James  E.  Hague,  840  N.  Lake  Shore 
Dr.,  Chicago  60611,  Sec. 


SEPTEMBER 

TEXAS  PEDIATRIC  SOCIETY,  Houston,  Sept.  28-30, 
1967.  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris  75460,  Sec. 

AMERICAN  ACADEMY'  OF  GENERAL  PRACTICE, 
Dallas,  Sept.  15-23,  1967.  Mr.  M.  F.  Cahal,  Voker  Blvd. 
at  Brookside,  Kansas  City,  Mo.,  64112,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS,  Hot  Springs,  Va.,  Sept.  7-9, 
1967.  Dr.  R.  B.  Wilson,  200  First  St.  S.  W.,  Rochester, 
Minn.,  55902,  Exec.  Sec. 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CH,OH 


Hydrocortisone 


ch2oh 

i=o 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17 -a.  positions , 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 
-injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 
— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


«,  i;  * t 

**  ft 


ABC 

The  Antigranuloma  Assay1-4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 

clinical 

experience 

confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

“Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide — an  original  steroid  from 
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LABORATORIES  INC..  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS.  Las 
Vegas,  Sept.  30-Oct.  4,  1967.  Mr.  J.  W.  Andes,  616  Busse 
Highway,  Park  Ridge,  111.,  60608,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Chicago,  Sept.  22-30,  1967.  Dr.  William  D.  Dolan,  5129 
N.  16th  St.,  Arlington,  Va.,  22205,  Sec.-Treas. 


OCTOBER 

TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH,  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres,  Box  2276, 
Amarillo  79105,  Acting  Exec.  Sec. 

THIRD  DISTRICT  SOCIETY,  Lubbock,  Oct.  14,  1967. 
Dr.  Louis  Devanney,  2209  W.  7th,  Amarillo  79106,  Sec. 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  15  Second  St.  S.  W.,  Rochester,  Minn. 
55901,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Oct.  18-20,  1967.  Mr.  Charles  R.  Ebersol,  219  E.  42nd. 
St.,  New  York  10017,  Sec. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec. 
Sec. 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
2-6,  1967.  Dr.  Samuel  P.  Harbison,  55  E.  Erie  St.,  Chi- 
cago, 111.  60611. 

AMERICAN  HEART  ASSOCIATION,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10010,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  INC., 
Miami  Beach,  Fla.,  Oct.  23-27,  1967.  Dr.  B.  F.  Mattison, 
1790  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Houston,  Oct.  5-7,  1967.  Mr.  H.  E. 
Northam,  185  N.  Wabash,  Chicago  60601,  Exec.  Dir. 


NOVEMBER 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier,  1744 
S.  58th  St.,  Lincoln,  Neb.,  68104,  Sec. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
Birmingham,  Ala.  35205. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  December  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77550,  Sec. 

TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
Dec.  1,  1967.  Dr.  Earle  Scharff,  Jr.,  800  Fifth  Ave.,  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin,  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 

JANUARY 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  26- 
27,  1968.  Dr.  Herman  C.  Sehested,  100  Medical  Tower, 
1550  W.  Rosedale  St.,  Fort  Worth  76104,  Sec. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view 75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76501, 
Sec. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago, 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 
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TEXAS  MEDICINE 


Estomul  does  what  standard  anticholinergics  fail 
to  do  — it  provides  a continuous  climate  for  ulcer 
healing,  eliminating  the  peaks  and  valleys  of 
ordinary  therapy.  It  is  a comprehensive  formulation 
providing  sustained  antisecretory  effect  on 
gastric  activity.  A recent  study1  reported  a 56% 
satisfactory  response  with  a maintenance  schedule 
of  Estomul  in  patients  refractory  to  all  previous 
medication.  In  less  difficult  peptic  ulcer  patients, 
a second  study2  noted  a 94%  satisfactory  response. 
Both  studies  confirmed  this  clinical  improvement 
radiologically.  And  both  reported  unusually 
prolonged  reduction  of  basal  secretion.  With  a 
maintenance  course  of  Estomul  therapy  you  can 
provide  this  continuous  climate  for  healing  in 
your  own  peptic  ulcer  patients. 

A continuous 
climate  for 
ulcer  healing 

(not  simply  episodic  reduction  of  secretion  or  motility) 

Estomul* 

Tablets 

Each  swallow  tablet  contains:  orphenadrine  hydrochloride,  25  mg.; 
bismuth  aluminate,  25  mg.;  magnesium  oxide,  45  mg.;  aluminum  hy- 
droxide-magnesium carbonate  (as  co-precipitate),  500  mg. 

Good -Tasting  Liquid 

Each  tablespoon  (15  cc.)  contains:  orphenadrine  hydrochloride, 25  mg.; 
bismuth  aluminate,  50  mg.;  aluminum  hydroxide— magnesium  carbon- 
ate (as  co-precipitate),  918  mg. 

Dosage:  1 or  2 tablets  or  1 or  2 tablespoons  3 times  daily. 

Supplied:  In  bottles  of  100  tabletsor  12  fluid  oz.. 

Side  Elfects:  Doses  in  excess  of  6 tablets  or  6 tablespoons  daily  may 
produce  dryness  of  mouth  or  blurring  of  vision.  Other  possible  side 
actions  include:  tachycardia,  palpitation,  urinary  hesitancy  or  reten- 
tion, dilatation  of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may 
experience  some  degree  of  mental  confusion. 

Contraindicated:  In  glaucoma,  pyloric  or  duodenal  obstruction,  ste- 
nosing  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the 
bladder  neck,  achalasia  and  myasthenia  gravis. 

References:  1.  McHardy,  G.  G.,  Judice,  R.  C.,  McHardy,  R.  J.,  and  Cradic,  H.: 
Southern  Med.  J. 59:459  (April)  1966. 2. Slanger,  A.:  Western  Med. 6:205, 1965. 
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New  Books 
In  TMA  Library 


Cotton,  H.:  Aid  for  the  Doctor’s 
Aide,  Oradell,  N.J.,  Medical 
Economics  Book  Division,  Inc., 

1963. 

Cotton,  H.:  Medical  Group  Prac- 
tice, Oradell,  N.J.,  Medical  Eco- 
nomics Book  Division,  Inc., 

1965. 

Cotton,  H.:  Medical  Partnership 
Practice,  Oradell,  N.J.,  Medical 
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Book  Notes 


Treatment  of  The  Aging  Skin  and 

Dermal  Defects.  Perry  A.  Sper- 
ber,  105  pp.,  illus.,  Springfield, 
111.,  Charles  C Thomas,  Pub- 
lisher, 1965,  $5.75. 

According  to  the  author,  this 
105-page  treatise  was  conceived  to 
inform  physicians  of  three  conti- 
nents regarding  the  newest  devel- 
opments in  cosmetologic  therapy. 

Almost  one-half  the  book  is  con- 
cerned with  a cursory  review  of 
ancient  arts  of  beautification,  the- 
oretical bases  for  aging  of  the 
skin,  and  physical,  chemical,  and 
environmental  influence  on  this 
process. 

Excerpts  from  Formon’s  Cos- 
metic Surgery  consume  chapter 


four  in  an  effort  to  show  what 
is  attempted  by  plastic  surgery  to 
correct  skin  redundancy  lines  and 
wrinkles. 

The  major  section  of  the  book 
describes  the  procedure  of  chem- 
exfoliation,  intimated  to  be  a new 
technique;  however,  phenol  peels 
have  been  used  for  decades.  The 
author’s  emphasis  on  his  “unique” 
buffered  phenol  preparation  to  the 
extent  of  almost  total  exclusion  of 
other  techniques  (for  example,  tri- 
chloroacetic acid)  would  suggest 
unwarranted  bias.  Uncritically  con- 
trolled before  and  after  photo- 
graphs overemphasize  the  good  re- 
sults obtainable  from  this  pro- 
cedure. 

The  final  chapter  reviews  cur- 
rent information  regarding  silicone 
augmentation,  both  from  the  litera- 
ture and  from  the  author’s  person- 
al experience.  Although  newer  pur- 
ified silicone  preparations  seem  to 
be  tolerated  extremely  well  by  the 
human  body,  only  time  will  tell 
for  how  long. 

Although  the  volume  contains 
much  good  review  material,  the 
general  tone  would  tend  to  em- 
phasize cosmetological  orientation 
rather  than  the  physician’s  over- 
all role  in  helping  those  with  aging 
skin. 

— Eugene  P.  Schoch,  Jr.,  M.D., 

Austin. 


Modern  Home  Remedies  and  How 
To  Use  Them.  Morris  Fishbein, 
129  pp.,  New  York,  Doubleday 
and  Co.,  Inc.,  1966,  $3.95. 

Dr.  MORRIS  FISHBEIN  has 
done  an  excellent  job  of  providing 
a much  needed  guide  to  modern 
home  treatment  that  can  save  peo- 
ple money,  relieve  their  suffering, 
and  speed  recoveries.  He  discusses 
common  family  medical  problems. 
He  also  covers  a wide  range  of 
modern  medicines.  One  can  find 
helpful  advice  on  everything  from 
snoring  to  weight  reduction. 

This  book  is  written  in  simple, 
straightforward  language. 


Textbook  of  Radiotherapy.  Gilbert 
H.  Fletcher,  580  pp.,  illus.,  Lea 
& Febiger,  Philadelphia,  1966, 
$20. 

In  HIS  PREFACE,  Dr.  Fletcher 
states  that  the  textbook  has  been 
written  essentially  for  trainees  in 
radiotherapy,  but  it  is  a compact 
reference  book  for  anyone  currently 
engaged  in  treatment  of  cancer.  Its 
usefulness  certainly  is  not  confined 
to  teaching  institutions.  The  rate 
of  progress  in  radiation  therapy  is 
such  that  any  physician  treating 
cancer  should  have  a new  textbook 
every  two  or  three  years. 

The  reader  is  expected  to  be  fa- 
miliar with  the  classical  texts  on 
cancer  and  radiation  physics.  Only 
the  concise  background  pertinent  to 
the  justification  and  understanding 
of  treatment  techniques  is  included. 
Radiation  techniques  described  are 
in  actual  use  and  can  be  duplicated 
almost  anywhere  that  kilocurie  co- 
balt 60  or  2 m.e.v.  x-ray  equipment 
is  available. 

A major  part  of  the  textbook  is 
based  on  practices  at  the  M.  D.  An- 
derson Hospital  and  Tumor  Insti- 
tute, but  radiotherapists  of  unus- 
ually great  experience  at  other 
institutions  have  contributed  gener- 
ously in  certain  clinical  areas. 

Radiotherapists  must  operate  in 
close  association  with  surgeons. 
Several  sections  have  been  written 
by  surgical  specialists.  Cancer  ther- 
apy would  benefit  if  all  surgeons 
could  study  the  sequential  expose 
by  anatomical  sites  illustrating  the 
place  of  radiotherapy  in  the  man- 
agement of  cancer. 

The  text  might  appear  familiar 
to  radiologists  because  much  of  the 
material  is  updated  and  condensed 
from  outstanding  papers  published 
in  medical  journals  of  the  past  two 
years.  Dr.  Fletcher  has  included 
outstanding  work  in  the  field.  He 
does  not  imply  that  he  is  present- 
ing the  only  or  even  the  best  way 
to  treat  cancer;  but  he  includes 
some  definite  treatment  principles 
and  justifications  for  their  use. 

W.  L.  DeGinder,  M.D.,  Austin. 
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DR.  T.  L.  ROYCE 

Dr.  Thomas  Luhm  Royce,  52, 
died  Jan.  8,  1967,  in  a Houston  hos- 
pital. He  had  practiced  in  Houston 
since  1945,  specializing  in  diseases 
of  the  eye,  ear,  nose,  and  throat. 
He  was  honored  with  a resolution 
in  the  Texas  Senate  on  Jan.  16. 

Rom  July  1,  1914,  in  Greenville, 
Miss.,  he  attended  schools  in  Isola, 
Miss.,  Sunflower  Junior  College  in 
Moorhead,  Miss.,  and  the  Univer- 
sity of  Mississippi  in  Oxford,  Miss. 
After  graduating  from  Tulane 
Univei'sity  School  of  Medicine  in 
1940.  he  interned  at  Jefferson  Da- 
vis Hospital  in  Houston  and  served 
a residency  at  Charity  Hospital  of 
Louisiana  in  New  Orleans. 

A former  president  of  Harris 
County  Medical  Society,  Dr.  Royce 
served  on  the  Texas  Medical  Asso- 
ciation’s Council  on  Public  Rela- 
tions and  Public  Service.  He  also 
belonged  to  the  American  Medical 
Association,  the  American  Acade- 
my of  Ophthalmology  and  Otolar- 
yngology, Texas  Ophthalmological 
Association,  and  Southern  Medical 
Association.  He  had  been  elected 
vice-chairman  of  the  SMA’s  sec- 
tion on  ophthalmology  in  Decem- 
ber, 1966,  and  was  also  treasurer 
of  the  Texas  Society  of  Ophthal- 
mology and  Otolaryngology  at  the 
time  of  his  death. 

Dr.  Royce  was  a diplomate  of 
the  American  Board  of  Ophthal- 
mology and  also  of  the  American 
Board  of  Otolaryngology.  He  was 
a member  of  the  Postgraduate 
Medical  Assembly  of  South  Texas, 
Houston  Ophthalmological  Society, 
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Doctor’s  Club  of  Houston,  and  Phi 
Chi  medical  fraternity.  He  also 
belonged  to  Alpha  Tau  Omega  so- 
cial fraternity,  Houston  Club,  and 
River  Oaks  Country  Club.  He 
served  on  the  Houston  city  board 
of  health.  He  was  chief  of  eye 
service  at  three  Houston  hospitals 
— Hermann  Hospital,  The  Univer- 
sity of  Texas  M.D.  Anderson  Hos- 
pital and  Tumor  Institute,  and 
Southern  Pacific  Hospital.  He  was 
a member  of  St.  Aim’s  Catholic 
Church  in  Houston. 

Survivors  of  Dr.  Royce  include 
his  wife;  a daughter,  Marie  Elaine 
Royce,  and  two  sons,  Thomas  L. 
Royce,  Jr.,  and  Ben  Lockett  Royce, 
all  of  Houston;  his  mother,  Mrs. 
Owen  Royce  of  Isola,  Miss.;  two 
sisters,  Mrs.  Everett  Stepp  of 
Jacksonville,  Fla.,  and  Mrs.  W.  0. 
Lamar  of  Illinois;  and  two  broth- 
ers, Dr.  Owen  Royce,  Jr.,  of  Mil- 
waukee, Wis.,  and  Dr.  Robert  K. 
Royce  of  St.  Louis. 


DR.  T.  B.  MYERS 

Dr.  Theodore  B.  Myers  died 
Dec.  2,  1966,  at  his  home  in  Fort 
Worth.  He  was  48. 

A native  of  Brady,  Tex.,  he  was 
born  Nov.  17,  1918,  the  son  of  Mr. 
and  Mrs.  W.  I.  Myers.  He  attended 
Brady  High  School  and  The  Uni- 
versity of  Texas.  After  graduating 
from  The  University  of  Texas  Med- 
ical Branch  at  Galveston  in  1942, 
he  interned  at  Harris  Hospital  in 
Fort  Worth.  During  World  War  II, 
he  served  in  the  US  Army  Medical 
Corps.  He  had  practiced  proctology 
in  Fort  Worth  since  1943  except 
for  a short  time  in  1957  when  he 
was  at  Temple  University  in  Phila- 
delphia, Pa. 

He  was  a member  of  Tarrant 
County  Medical  Society,  Texas 
Medical  Association,  and  the 
American  Medical  Association. 

Dr.  Myers  is  survived  by  his 
mother,  Mrs.  W.  I.  Myers  of  Fort 
Worth;  three  daughters,  Mrs.  Linda 
Beauchamp  of  Burleson,  Miss  Di- 
ane Myers  and  Miss  Phyllis  Myers, 
both  of  Dublin;  and  a brother,  Na- 
thaniel Myers,  of  Fort  Worth. 


DR.  0.  TAYLOR,  JR. 

Lubbock  internist,  Dr.  Otis  Tay- 
lor, Jr.,  55,  died  of  lung  cancer, 
Dec.  6,  1966,  in  Lubbock. 

Dr.  Taylor  was  born  May  28, 
1911,  in  Rosebud,  Tex.,  the  son  of 
Otis  and  Mina  Gooden  Taylor.  He 
attended  preliminary  schools  in 
Lubbock  and  received  a B.S.  de- 
gree from  Texas  Technological 
College  in  Lubbock.  He  received 
his  medical  degree  in  1936  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  He  served 
his  internship  at  St.  Louis  City 
Hospital  in  1936-37  and  a resi- 
dency at  City  Sanitarium  in  St. 
Louis  in  1937-38. 

In  1938  Dr.  Taylor  began  prac- 
tice in  Lubbock  where  he  was  as- 
sociated with  the  Clark-Key  Clinic. 
He  did  postgraduate  work  at  the 
University  of  Minnesota  in  1945 
and  at  the  Veterans  Administra- 
tion Hospital  in  Dallas  in  1946-47. 
In  1948  he  returned  to  Lubbock 
where  he  practiced  the  rest  of  his 
life. 

A member  of  the  American  Med- 
ical Association,  Texas  Medical 
Association,  and  Lubbock-Crosby- 
Garza  Counties  Medical  Society.  Dr. 
Taylor  was  a founder  of  Taylor 
Clinic-Hospital  in  Lubbock.  He  was 
a member  of  Phi  Beta  Pi  medical 
fraternity,  Texas  Tech  Alumni  As- 
sociation and  Southwestern  Lions 
Club  in  Lubbock.  He  was  a member 
of  First  Christian  Church. 

On  July  7,  1932,  Dr.  Taylor  mar- 
ried Genevieve  Deckert  in  Loving- 
ton,  N.M.  Surviving  Dr.  Taylor  are 
Mrs.  Taylor;  three  daughters,  Mrs. 
Michael  S.  Knuths  and  Mrs.  Wil- 
liam H.  Wescoat,  both  of  Dallas, 
and  Mrs.  Glenn  Gidel  of  Lubbock; 
and  three  grandchildren. 


DR.  R.  E.  PENDLETON,  JR. 

Dr.  Robert  E.  Pendleton,  Jr.,  40, 
was  found  dead  of  gunshot  wounds 
in  Pasadena  on  Dec.  9,  1966.  His 
death  is  under  investigation  by 
homicide  authorities. 

He  was  born  June  10,  1926,  in 
El  Dorado,  Ark.,  the  son  of  Robert 
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Edward  and  Zada  Mae  Braswell 
Pendleton. 

He  attended  schools  in  Pasadena, 
Rice  Institute,  and  the  University 
of  Kansas.  He  received  a degree  in 
engineering  from  the  University  of 
New  Mexico  and  began  premedical 
study  at  The  University  of  Texas 
in  1951.  He  received  in  1958  his 
medical  degree  from  the  University 
of  Arkansas  School  of  Medicine.  He 
interned  at  Hermann  Hospital  in 
Houston,  and  began  practice  in 
Pasadena  where  he  remained  until 
his  death.  He  was  one  of  the  found- 
ers of  the  Red  Bluff  General 
Hospital. 

He  was  a member  of  Harris 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  the  Post  Grad- 
uate Medical  Assembly  of  South 
Texas,  and  Phi  Chi  Medical  fra- 
ternity. Pie  was  physician  for  the 
Pasadena  High  School  football 
team,  beginning  in  1964. 

Dr.  Pendleton  is  survived  by  his 
wife,  the  former  Patricia  Ann  Pos- 
ey; a son,  Robert  Edward  Pendle- 
ton, III;  a daughter,  Jennifer  Page 
Pendleton;  two  brothers,  William 
N.  Pendleton,  and  John  David  Pen- 
dleton, and  a sister,  Julia  E.  Pen- 
dleton, all  of  Pasadena. 


DR.  F.  R.  BLACK 

Dr.  Frank  Ray  Black,  62,  a 
Huntsville  general  practitioner, 
died  Nov.  19,  1966,  in  a hospital 
there,  after  suffering  a stroke.  He 
had  practiced  in  Huntsville  since 
1931. 

A native  of  Avery,  Tex.,  he  re- 
ceived a bachelor  of  science  degree 
in  1926  from  Sam  Houston  State 
College  in  Huntsville.  While  at- 
tending the  college,  he  was  captain 
of  the  basketball  team  which  won 
the  state  championship  in  1925. 

In  1930  he  received  his  medical 
degree  from  The  University  of 
Texas  Medical  Branch,  and  he  in- 
terned at  John  Sealy  Hospital  in 
Galveston.  He  then  began  his  prac- 
tice in  Huntsvillle,  where  he  found- 


ed the  Huntsville  Medical  and  Sur- 
gical Clinic. 

President  of  the  Walker-Madi- 
son  Counties  Medical  Society  in 
1940  and  secretary  of  the  Walker- 
Madison-Trinity  Counties  Medical 
Society  in  1947,  Dr.  Black  be- 
longed to  the  Texas  Medical  Asso- 
ciation, the  American  Medical  As- 
sociation, and  the  American  Acad- 
emy of  General  Practice.  He  was 
also  a past  president  of  the  Hunts- 
ville Kiwanis  Club  and  had  served 
on  the  board  of  trustees  of  the 
Huntsville  Independent  School 
District.  He  was  an  active  member 
of  the  Huntsville-Walker  County 
Chamber  of  Commerce. 

A member  of  the  National  Board 
of  Boy  Scouts  of  America,  Dr. 
Black  was  awarded  the  Silver  Bea- 
ver, scouting’s  highest  award  to  an 
adult  volunteer.  He  was  also  a 
member  of  the  executive  board  of 
the  Sam  Houston  Area  Council  of 
Boy  Scouts. 

Dr.  Black  is  survived  by  his 
wife,  Mrs.  Lois  Black  of  Hunts- 
ville; three  sons,  Frank  R.  Black, 
Jr.,  of  San  Antonio,  and  Dr.  Rob- 
ert M.  Black  and  Dr.  Roland  E. 
Black,  both  of  Huntsville;  his 
mother,  Mrs.  Margaret  Black  of 
Huntsville  ; one  brother,  Col. 
Thomas  R.  Black  of  Austin;  and 
three  grandchildren. 


DR.  C.  E.  KITCHENS 

Seventy-two-year-old  Dr.  Ches- 
ter Earl  Kitchens  died  of  a coro- 
nary occlusion  Dec.  31,  1966,  in  a 
Texarkana  hospital.  He  had  been  a 
pediatrician  in  Texarkana  since 
1925.  A charter  member  of  the 
American  Academy  of  Pediatrics 
and  the  Texas  Pediatric  Society, 
he  served  two  terms  as  president 
of  the  Bowie  County  Medical  So- 
ciety. He  also  belonged  to  the 
Texas  Medical  Association  and  the 
American  Medical  Association.  He 
was  secretary  of  the  Texas  Medical 
Association’s  Section  on  Pediatrics 
in  1943. 

A native  of  Waldo,  Ark.,  he  was 
born  Dec.  2,  1894.  He  attended 
public  schools  in  Magnolia,  Ark., 
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and  the  University  of  Arkansas 
in  Fayetteville.  He  was  graduated 
from  the  University  of  Tennessee 
College  of  Medicine  in  Memphis 
in  1923. 

Dr.  Kitchens  served  in  the  US 
Navy  during  World  War  I,  and  in 
the  Texas  National  Guard  for  al- 
most 14  years. 

A member  of  the  American  Le- 
gion and  the  Lions  Club,  he  served 
as  medical  officer  for  the  Boy 
Scouts  of  America  in  Texarkana 
for  ten  years.  He  was  a past 
president  of  the  Texarkana  Men’s 
Camellia  Club  and  of  the  Texas 
Camellia  Society.  He  was  past 
vice-president  of  the  American  Ca- 
mellia Society.  He  was  a member 
of  the  First  Methodist  Church  of 
Texarkana. 

Dr.  Kitchens  is  survived  by  his 
wife,  Edith;  two  daughters,  Mrs. 
Elizabeth  Gordon  of  Westport, 
Conn.,  and  Mrs.  Julia  Wilke  of  Sa- 
lina,  Kan.;  two  brothers,  Clyde 
Kitchens  of  Homer,  La.,  and  Dr. 
Bert  Kitchens  of  LaFayette,  Ga.; 
three  sisters,  Mrs.  Donie  Smith  of 
Memphis,  Tenn.,  Mrs.  Lula  Babb 
of  Dallas,  and  Mrs,  Myrtle  Jenkins 
of  Austin;  and  five  grandchildren. 


DR.  I.  POPE,  JR. 

Tyler  physician,  Dr.  Irvin  Pope, 
Jr.,  70,  died  Nov.  7,  1966,  in  a local 
hospital  after  a short  illness.  He 
was  a native  of  Tyler,  and  had 
lived  there  all  of  his  life. 

A graduate  of  Marion  Institute, 
Marion,  Ala.,  he  received  his  medi- 
cal education  from  The  University 
of  Texas  Medical  Branch,  and  was 
graduated  from  Tulane  University 
School  of  Medicine  in  1918.  He  did 
graduate  work  at  Columbia  Uni- 
versity and  the  University  of  Vi- 
enna in  Austria. 

A veteran  of  World  War  I,  he 
served  at  a Naval  training  station 
hospital  in  Gulfport,  La.,  and  in 
New  Orleans.  Dr.  Pope  was  the 
first  chief  of  staff  at  Mother  Fran- 
ces Hospital  in  Tyler. 

He  was  a member  of  Smith 
County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  A member  of 
Christ  Episcopal  Church,  he  be- 
longed to  the  Willow  Brook  Coun- 
try Club,  and  the  Elks  Club. 

Survivors  are  his  wife,  Mrs.  An- 
nell  Bulloch  Pope;  one  son,  Robert 
B.  Pope;  and  one  brother,  Alex 
Pope,  all  of  Tyler;  and  one  sister, 
Mrs.  G.  C.  Trumbo,  of  Virginia. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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in  the  treatment  of 

IMPOTENCE 


Android 

(thyroid-androgen) 

TABLETS 


\ 


Effectiveness  confirmed  by  another  double  blind  study* 


ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20  % 

percent  t 0 '0  20  30  40  5C 

SUMMARY 

1.  Forty  cases  reported. 

2.  Excellent  to  good  results,  75%  with  Android,  20%  with  Placebo. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted. 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy  cannot  be  disputed. 

+“Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study''  • Montesanot  Evangelista:  Clinical  Medicine , April  1966. 


60 


70 


80 


90 


100 


CONTRAINDICATIONS  - Methyl  testosterone  is 
not  to  be  used  in  malignancy  of  reproductive 
organs  in  male,  coronary  heart  disease,  hyper- 
thyroidism. Thyroid  is  not  to  be  used  in  heart 
disease,  hypertension  unless  the  metabolic 
rate  is  low. 

CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 
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PDR 


ANDROID 

Each  yellow  tablet  contains: 

Methyl  Testosterone  2.5  mg 

Thyroid  Ext  (1/6  gr.) 10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1,000. 


ANDROID-HP 

Each  red  tablet  contains: 
Methyl  Testosterone 

Thyroid  Ext.  (1/2  gr.) 

Glutamic  Acid 

Thiamine  HCL 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1,000. 


ANDROID-  X 

Each  orange  tablet  contains: 

5 0 mg.  Methyl  Testosterone  12.5  mg. 

30  mg.  Thyroid  Ext.  (1  gr J 64  mg. 

50  mg.  Glutamic  Acid  50  mg. 

.10  mg.  Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 

Available: 

Bottles  of  60,500. 


ANDROID-PLUS 

Each  white  tablet  contains: 

Methyl  Testosterone 2.5  mg. 

Thyroid  Ext.  (Vi  gr.) 15  mg. 


Write  for  literature  and  samples: 

( BRolWI  THF  BROWN  PHARMACEUTICAL  CO.  2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


Ascorbic  Acid  (Vit.  0... 

250  mg. 

Calcium  Pantothenate 

10  mg. 

Riboflavin 

5 mg 

Dose:  1 tablet  twice  daily. 
Available: 

Bottles  of  60,  500. 


HARRIS  HOSPITAL-FORT  WORTH  MEDICAL  CENTER 

presents  an 

OBSTETRICAL  AND  GYNECOLOGICAL  SYMPOSIUM 

Friday,  April  7,  1967 
9:00  a. m. -2:30  p.m. 

No  Registration  Fee  Buffet  Luncheon  Provided 

Scientific  presentations  of  current  interests  in  Obstetrics  and  Gynecology 

Acceptable  for  five  hours  credit.  Category  II,  American  Academy  of  General  Practice 

Address  Inquiries  to:  T.  D.  Mayo,  M.D. 

c/o  Medical  Education  Department 
Harris  Hospital-Fort  Worth  Medical  Center 
1300  West  Cannon 
Fort  Worth,  Texas  76104 
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TEXAS  MEDICINE 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2'/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


l/2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

/I'H'DOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I \ 


at  the  site  of  infection 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed  ...Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1'2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


Skey 

Estolate 


( See  next  page  for  prescribing  information. ) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutarr 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  ni 
been  reported  in  other  patients  taking  prolonged  courses  off 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ai 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  : 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  corn 
of  treatment  was  observed  in  one  patient  treated  with  Ilosor 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill: 
group  showed  elevations  in  one  of  the  tests  at  some  time  durin 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wei 
reported  in  102  pediatric  patients  who  received  short-term  (ten 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infe 
tions.  Results  of  liver  function  tests  in  these  patients  were  con 
parable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar 
tract;  however,  the  normal  intestinal  gram-negative  bacterii 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticarii 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bod; 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fo 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  am 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag> 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci; 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage! 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteei 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  o 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa> 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  an 
recommended.’  In  the  treatment  of  gonorrhea,  patients  with  ; 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatioi 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base) 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages 

References:  1.  Griffith.  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  247:69.  19M 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  12:398,  196- 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc„  229:198,  1960. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  .Indianapolis,  Indiana  J,6206. 


Night  Leg  Cramps... Frequent  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now. ..specific  therapy  for  night  leg  cramps 

QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 


QUINAMM  Prescribing  Information:  Composition:  Each  white, 
beveled,  compressed  tablet  contains:  Quinine  Sulfate  4 grains  (250 
mg.)  and  Aminophylline  3 grains  (200  mg.).  Precautions:  Amino- 
phylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus, 
dizziness,  and  gastrointestinal  disturbance.  Discontinue  use  if  ring- 
ing in  the  ears,  deafness,  skin  rash,  or  visual  disturbances  occur. 
Contraindication:  QUINAMM  is  contraindicated  in  pregnancy  be- 
cause of  its  quinine  content.  Dosage:  One  tablet  upon  retiring. 
Where  necessary,  dosage  may  be  increased  to  one  tablet  follow- 
ing the  evening  meal  and  one  tablet  upon  retiring.  Supplied: 
Bottles  of  100  and  500  tablets.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


WALKE 


References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  etal.: 
Med.  Times,  87:818,  1959. 
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“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE6  LP 
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PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


160 


TEXAS  MEDICINE 


MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  VS  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief." 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  "dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1.  Gold,  Harry,  et  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 
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NORPRAMIN 

(desipramine  hydrochloride) 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


IN  BRIEF: 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive -tb' 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions ; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  “bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 
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TEXAS  MEDICINE 


Soyalac 

SOLVES  THE 
PROBLEM 

for  the  infant 
who  requires  a 
milk-free  diet! 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


!) 


'SoMit and 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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Complete  Serological  Screening  Tests  For  Syphilis 


The  RPR  Card  Tests  make  use  of  a specially  prepared,  carbon-con- 
taining RPR  Card  antigen.  The  particle  size  and  other  characteristics  of 
the  carbon  is  such  that  when  a reactive  specimen  is  encountered,  floccula- 
tion occurs,  and  there  is  a coagglutination  which  is  readily  visible  to  the 
naked  eye.  Individual  tests,  including  the  collection  of  blood  and  separa- 
tion of  plasma  can  be  performed  in  7 to  8 minutes. 

Confirming  earlier  findings  with  the  RPR  Card  Test110  Reed11  in 
reporting  on  63,800  specimens  had  an  overall  agreement  of  98.5%  in 
a recent  comparative  study  with  other  routine  screening  procedures. 

The  RPR  Card  Tests,  with  their  low  cost,  ease  of  performance,  high 
sensitivity  and  specificity,  are  without  peer  in  situations  that  demand 
rapid  testing  of  patients,  enabling  the  physician  to  initiate  prompt  treat- 
ment of  early  infectious  syphilis. 

Specify  the  RPR  Card  Test  as  the  screening  procedure  on  serum  or 
plasma  samples  submitted  to  your  State  Approved  Laboratory. 


O)  Portnoy.  J.:  Brewer,  J.  and  Harris.  A.:  PUBLIC  HEALTH  REPORTS.  77:645-652,  August  1962.  (2) 
Joseph,  J M and  Warner,  G.  S.:  A WORKSHOP  MANUAL,  Md.  State  Dept.  Health,  Bureau  of  Lab.,  Balto., 
Md  September  1962.  (3)  Wollenweber,  H.  L.:  OFF.  PATH..  2,  February  5,  1963.  (4)  Portnoy,  J • MILIT 

K.63  ' R4tn’AMf  196T  <5)  P°rtn0y  J':  THE  AMER-  JOUR-  OF  CL1N-  PATH.,  40:473-479,  November 

1.63  (6)  Buck,  A.  A.  and  Mayer,  H.:  THE  AMER.  JOUR.  OF  HYG.,  SO.-85-90,  July  1964.  (7)  Brown 

W J.:  Donohue  J.  F.  and  Price,  E.  V.:  PUBLIC  HEALTH  REPORTS,  79:496-500,  June  1964.  (8)  Clayton! 

7Jln/‘har'lt'  E dM-  ?nd  Fraser’  R’  S‘:  PUBLIC  HEALTH  LAB.,  22:206-207,  November  1964.  (9)  Luca- 

PUBLIGHFAI^H  r ar  TaJ™0’  !’■  D-:  THE  J'A-D-A-  09: 697-699,  December  1964.  (10)  Portnoy, -J.: 

PUBLIC  HEALTH  LAB.,  23:43,  March  1965.  (11)  Reed,  E.  L.:  PUBLIC  HEALTH  LAB.,  23:96-103  May  1965 
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SYPHILIS  AND  OTHER  TREPONEMATOSES 
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HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
FACE.  . 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp®  Extentabs 

(Dimetane®  Ibrompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potentanti- 
histamine  reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'ROBINS 


It 

Don’t  delegate 
your  authority 
in  the  choice 
of  drugs 


Generic  prescribing  allows  a third  party  to  choose  for  you.  This 
does  not  of  necessity  ensure  therapeutic  effectiveness  or  lowest 
patient  cost. 

You  can  prescribe  the  quality  and  purity  of  ACHROMYCIN®  V 
Tetracycline-Lederle  at  a cost  that  is  within  pennies-a-day  of  the 
low-priced  generic  tetracycline. 

When  you  prescribe  tetracycline,  write  ACHROMYCIN  V.  It’s 
good  policy,  good  medicine  and  good  economy,  all  in  one  pre- 


The  Proof  of  Excellence  is  in  the  Performance 


for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 


(xylometazoline  CIBA) 
on  Rx  only 


*3 


■ quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
n side  effects  are  minimal 


INDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  use 
in  patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
WARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
tion. Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
disease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
Spray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
after  each  use.  No  more  than  one  person  should  use  the  same  dropper 
bottle  or  nasal  spray. 

SIDE  EFFECTS:  Occasional  local  reactions:  rebound  congestion, 
slight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
tions. Overdosage  in  young  children  may  produce  profound  sedation. 
DOSAGE:  Adults:  Nasal  Solution -2  or  3 drops  in  each  nostril  every 
4 to  6 hours.  Nasal  Spray- Squeeze  rapidly  once  or  twice  in  each  nos- 
tril every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
2 or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


l infants  under  6 months.  Pediatric  Nasal  Spray  -Squeeze  rapidly 
nee  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
ecessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
hioride  CIBA)  Nasal  Solution,  0.1%;  dropper  bottles  of  1 fluidounce, 
iottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
'ediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
tric  Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
’ons  contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
riethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
:Uric  acetate  1:50,000  as  preservative  in  water.  Nasal  Sprays'  contain 
lither  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
ihate  monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
iodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
vater.  Consult  complete  literature  before  prescribing.  . 

;iBA  Pharmaceutical  Company,  Summit,  N.  J.  1 13  A 
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The  answer  may  be  yes ...  if  they’re  not  on 
Hygroton.  For  instance,  a therapeutic  dose 
of  a short-acting  diuretic  may  cost  3 times  as 
much  as  an  equivalent  dose  of  Hygroton.  With 
Hygroton,  in  fact,  you  can  usually  do  the  job 
with  just  one  tablet  a day  or  one  every  other 
day.  It's  no  wonder  that  the  trend  has  been 
away  from  short-acting,  multiple-dose,  high- 
cost  diuretics. 

You  may  hear  that  a short-acting  diuretic  was 
more  effective  in  a 400  mg.  (ten-tablet)  dose 
than  Hygroton  in  a 200  mg.  (two-tablet)  dose. 


If  one  considers  maximum  recommended 
doses  for  each  product,  tablet  for  tablet 
Hygroton  was  clearly  superior.  Two  tablets 
of  Hygroton  were  found  to  produce  almost 
40%  more  natruresis  and  20%  more  weight 
loss  than  five  tablets  of  the  other  diuretic* 
Note  that  these  are  maximum  recommended 
doses! 

For  effectiveness,  economy,  and  conven- 
ience, therefore,  Hygroton  is  the  diuretic  to 
choose  to  start  with  and  the  one  to  stay  with. 

*Brest,  A.  N.,  et  al. : J.  New  Drugs  5:329, 1965. 


V vs-  \ 

£ 

MV 

Natruresis  above  control  values  after 
maximum  recommended  doses 

(mEq./24  hours)  in  “normal"  patients 

111 

152 

5 tablets  short-acting 

2 tablets 

nonthiazide  diuretic 

Hygroton 

48-hour  weight  loss  after  maximum  recommended  doses 
in  edematous  patients  with  congestive  heart  failure 
due  to  arteriosclerotic  or  rheumatic  heart  disease 

1.84  lbs. 

2.2  lbs. 

5 tablets  short-acting 

2 tablets 

nonthiazide  diuretic 

Hygroton 

Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 

Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 

Warning:  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electrolyte 
imbalance  and  potassium  depletion  may  occur;  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving  corticosteroids,  ACTH, 


Hygroton® 

chlorthalidone 


or  digitalis.  Salt  restriction  is  not  recommended. 

Side  Effects:  Dizziness,  weakness,  nausea,  vomiting, 
hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria 
and  purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 

Average  Dosage:  One  tablet  (100  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  100  mg.  in  bottles  of  100  and  1000. 
For  full  details,  see  the  complete  prescribing  information. 
6524-V(B) 


Geigy 

Geigy  Pharmaceuticals  (j£\\ 

Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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HY-4736S 


TABLETS 


Equagesic 

( meprobamate  and 
ethoheptazine  citrate  with 
aspirin)  W* 


Precautions:  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe 
dally  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
- of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide 
with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 


Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. Afewcasesof  leukopenia,  usuallytransient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 


Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 


Composition  : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  his 
mind, 
too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


» 


MILLER  BRACE  & SURGICAL  SUPPORT  CO. 

3902  Gaston  Ave.  P.O.  Box  26181  Dallas,  Texas 


“45  Degree  Flexion  Head-Halter” 

This  halter  gives  as  much  flexion  as  desired  and  with 
less  weights.  Designed  with  all  parts  behind  the  ears. 
Patient  can  talk  and  chew  with  less  effort.  No.  (1)  has 
Velcro  fasteners.  No.  (2)  has  Hooks  and  Links.  This 
halter  has  been  tested,  approved  and  is  very  effective. 

Pat.  Pend. 


BOND  RADIOLOGICAL  GROUP 

Fort  Worth 


Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Claude  Williams,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R, 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
William  H.  Neil,  M.D.,  F.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
John  S.  Alexander,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 


1217  West  Cannon — ED  6-8627 

Tom  B.  Bond,  M.D.,  F.A.C.R.  Oscar  L.  Morphis,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 


100  Medical  Tower — ED  6-8681 


Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin.  M.D. 

Mary  A.  Bone,  M.D. 


Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS  & PEDIATRIC  CARDIOLOGY 
JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
ANDREW  L.  MEGARITY,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


Diplomats  of  the  American  Board 
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HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6331 


SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


NURSING  and 
RETIREMENT  HOME 
CARE  AT  ITS  FINEST! 

Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


LONGVIEW  HIGHLAND  PINES,  INC.,  1100  North  4th  St.,  PL  3-7661 


All  four  homes  are  accredited  by  the 
Joint  Council  for  the  Accreditiation 
of  Hospitals. 


C.  B.  FRANCIS 
President 


First  Vice  President,  American  Nurs- 
ing Home  Association  and  Past 
President,  Texas  Nursing  Home  As- 
sociation. 


C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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Togetherness , 


.can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2'3  and  will  not  mask  symptoms  of 
serious  organic  disorders.  ^ i.  Bradley,  j.  E„  ef  ai,  j.  Pediat.  5«:4i  (Jan.)  1951 

2.  Bradley,  J.  E.:  Mod.  Med.  20: 71  (Oct.  15)  1952 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A..  Am.  J.  Obst 
& Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


R 

O 

RORER 

E 

R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


TSadamidt 


(ANTIHISTAMINIC) 


VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 

DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


'Itadomidt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  ...0.50% 

Chlorobutanol  0.15% 

In  Isotonic  Solution 
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REGIONAL  WEATHER  FORECAST 

Heavy  Rains,  Local  Flooding,  Sleet  and  Snow  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mB- 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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A Space  is  available  to  TMA  members  at 
$6.50  per  column  inch  and  must  run 
six  months.  A discount  of  5%  is  allowed 
■■■ — ■ for  six  month’s  advance  payment.  Mail 
A U Y C I f I A K|  C , copy  to  Advertising  Director,  1801  North 
® n I v I <3  Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 

^ I n C f T ^ n Y line  is  the  25th  of  the  m°nth  preceeding 
■—  ® l»  t I l»  I publication  month. 


Cardiology 


GUS  SCHREIBER,  M.D.,  F.A.C.P.,  F.C.C.P. 

Associate  Fellow  American  College  of  Cardiology 
CARDIOVERSION 


Allergy 


1430  Medical  Arts  Building  Dallas,  Texas 

Tel:  1-214-748-3715,  Answered  24  hours  daily. 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatric  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd.;  F.A.A.C.I.A. 
Clinical  Allergy  and  Immunology 

Diplomate  of  The  American  Board  of  Clinical  Immunology 
and  Allergy 

2649  Procter  Street  Port  Arthur,  Texas 


Anesthesiology 


NERVE  BLOCK  CLINIC  FOR 
THERAPEUTIC  AND  DIAGNOSTIC  BLOCKS 
DAVID  A.  ALMEYDA,  M.D. 
Anesthesiologist 

1419  Medical  Arts  Building  Tel.  CA  8-7345 
Houston,  Texas  77022 


Clinical  Laboratories 


MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 
John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Avenue 
Fort  Worth,  Texas 

EDison  6-7137  p.  0.  Box  1118 


PILCHER-SISSON  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  O.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“Mailing  Containers  on  Request ” 

“Office  Pickup  Service  in  Houston" 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 
Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 
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HOUSTON 

EEG  LABORATORY 

1326  Medical  Arts  Building 

PASADENA  Houston  2.  Texas  SOUTHWEST 

EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 

811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories,  CA  6-5473 

Limited  to  ELECTROENCEPHALOGRAMS 

John  E.  Skogland.  M.D.,  Ph.D.,  Director 

lohn  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas.  Texaa  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

CARDIOPULMONARY  LABORATORY 

1428  Medical  Arts  Bldg.  (Separate  Entrance)  Dallas,  Texas 

Telephone  214-748-3715  Answered  24  hours  daily. 

For  both  hospitalized  and  outpatients:  Complete  Spirometric 
analysis  before  and  after  IPPB  Aerosol;  Electrocardiography; 
Derived  Vectorcardiography ; Phonocardiography  with  Central 
Pulse  Wave  Timing  and  Analysis;  Sphygmorecording  for  Derived 
Arterial  Pulse  Wave  Front  Analysis;  ECG-Monitored  Exercise 
Tolerance  Tests  ; Apex  Cardiograms  ; and  Oscillometry. 

For  outpatients:  IPPB  Therapy  with  Main-Stream  Nebulizer 
and  Heated  Alcohol-Water  Mist. 

Director:  Gus  Schreiber,  M.D.,  F.A.C.P.,  F.C.C.P.,  A.A.C.C. 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  4-7242 

ERIC  G.  COMSTOCK,  M.D. 

Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  0.  Box  2565 

Houston,  Texas  77001 

TEXAS  MEDICAL  LABORATORIES 

508  Medical  Tower,  1550  W.  Rosedale 

Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 

LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 

Clinical  Pathology  Anatomic  Pathology 

Serology  Surgical  Pathology 

Bacteriology  Hematology 

Biochemistry  Cytology 

Endocrinology  Medicolegal  Consultation 

C.  J.  Lind,  Jr.,  M.D.  Wm.  T.  Hill,  M.D. 

John  A.  Webb,  M.D. 

Diplomates  of  the  American  Board  of  Pathology 

704  The  Medical  Towers  Houston  25,  Texas 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone : TA  3-6912  Telephone : BL  3-8998 

Specimen  containers  on  request 

Clinics 

THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 

SAN  ANGELO,  TEXAS 

R.  M.  Finks,  M.D.,  Pediatrics  Ophthalmology 

M.  D.  Knight,  M.D.,  Surgery  H.  W.  Diserens,  M.D., 

W.  H.  Brauns,  M.D.,  Pediatrics 

Internal  Medicine  O.  Sterling  Gillis  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  (on  military  leave) 

Chas.  F.  Engelking,  M.D.,  D.  D.  Wall,  M.D.,  Consultant 

Ear,  Nose  and  Throat  in  Obstetrics  and  Gynecology 

R.  A.  Morse,  M.D.,  Consultant  in  Pathology — 

Internal  Medicine  Lloyd  R.  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Consultants  in  Radiology — 

Pediatrics  John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Dale  W.  Hayter,  M.D.,  William  T.  Gordon,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


John  M.  Church,  M.D. 
T.  J.  Coleman,  M.D. 
O.  M.  Phillips,  M.D. 


Robert  L.  Sewell,  M.D. 
John  H.  Sewell,  M.D. 
C.  K.  Holsapple,  M.D. 


Wm.  L.  Asper,  Bus.  Mgr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.  D.. 
P.A.C.P. 

Alfred  E.  Leiser,  M.D.. 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

PSYCHIATRY 

Albert  Owers,  M.D. 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 


James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S. , F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvev.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  UJ). 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Jack  G.  Smith,  M.D. 
Clayton  A.  Travland,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 


Carlos  M.  Yanez,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Richard  McDonald,  M.D. 


GENERAL  SURGERY 

R.  B.  Caraway,  Jr.,  M.D.,  F.A.C.S. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 


OPHTHALMOLOGY 
V.  A.  Black.  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


FREEPORT  MEDICAL  & SURGICAL  CLINIC 

Dr.  A.  O.  McCary,  M.  D.  Dr.  R.  M.  McCary,  M.  D. 

Dr.  W.  D.  Nicholson,  M.  D.  Dr.  C.  B.  Cade,  M.  D. 

304  West  Broad  Street 
Freeport,  Texas 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 

SURGERY  INTERNAL  MEDICINE 
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THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Kd..  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers.  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Internal  Medicine  & Diagnosis 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  Genera]  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson.  B.S..  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
A.  B.  Cairns,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  FR  6-3700 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-4632 
R.  B.  Curry,  M.D.,  General  Practice 
Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns.  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 

Marvin  J.  Leshikar,  M.D. 


C.  J.  Daniel.  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S 
A.  Bryan  Spires,  Jr.t  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree.  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine.  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier.  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 


BEELER-MANSICE  CLINIC 


9th  Avenue  N.  at  6th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Obstetrics  and  Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O'Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 
AND  THE 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D..  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 

Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


CLINIC  OF  THE  SOUTHWEST 


6437  High  Star,  Houston,  Texas  PR  4-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
James  M.  Gray,  M.  D. 


OBSTETRICS  & GYNECOLOGY 
J.  L.  Deere,  M.  D. 

Loren  B.  Goss,  M.  D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.  D. 

UROLOGY 

Glen  E.  Lewis,  M.  D. 

DENTISTRY 

Don  K.  Hamblen,  D.D.S. 


PEDIATRICS 

John  R.  Dunn,  Jr.  M.  D. 


CONSULTING  RADIOLOGIST 
Neil  B.  Longley,  M.  D. 


Complete  Laboratory,  X-Ray,  and 
Physical  Therapy  Facilities 


At  your  service! 
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Dermatology 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg. San  Antonio,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 
3801  19th  St.,  Suite  500  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 

Phone  JA  6-3479  Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


CLYDE  M.  CAPERTON,  M.D. 
Dermatology 

408  West  28th  Street 

Phone  823-5511  Bryan,  Texas 


Eye,  Ear,  Nose,  Throat 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 
Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D,, 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr.,  M.D., 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.LC.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 
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Gastroenterology  and 
Proctology 

General  Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Tl o 1 1 Q a T OTQ a 

Off.  Tel.  TA  4-2573  ' Res.  Tel.  EM  1-4500 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S. in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

1407  Medical  Arts  Building  Houston,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

DR.  ROUSE,  PATTERSON,  BAILEY, 
DOUGLAS  and  FISHER 

1414  and  1108  Medical  Arts  Building,  Dallas 
Gastro-enterology,  Gastroscopy 
Esophagoscopy 

Cecil  0.  Patterson,  M.D.  Milford  0.  Rouse,  M.D. 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 
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BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 

JA  4-7547 

P.  O.  Box  2565  Houston,  Texas  77001 

Internal  Medicine 

Neurology/ Psychiatry 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

^Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

‘Diplomate  American  Board  of  Psychiatry  and  Neurology 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Txas 

Riverside  8-2219 

ILSE  HOLZ  MANNHEIMER,  M.D. 

Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 

Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston  Texas 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

P.  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Albert  F.  Reidel,  M.D. 

John  H.  Reitmann,  M.D. 

Dode  M.  Hanke,  M.D. 

John  F.  Hickman,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 
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MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 
PE  2-9961  San  Antonio,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 


CHAPMAN  ISHAM,  M.D. 

Diplomats  American  Board  of  Psychiatry 
Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 
SWift  5-4023 


Neurological  Surgery 


JAMES  GREENWOOD,  JR.,  M.D. 
Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  J A 8-5373  Residence:  JA  8-4038 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diploma te  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 


JACK  STERN,  M.D. 
Neurological  Surgery 
Suite  826,  Locke  Medical  Building 
6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 
RI  2-7505 


Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 
Neuro- surgery 
ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 


Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 


DALLAS  NEUROLOGICAL  CLINIC 
Osier  Medical  Building 
3710  Swiss  Avenue,  Room  205 
Dallas,  Texas 

TA  7-0941 

*  *  * * 

Neurosurgery 
Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 
NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 
Houston  25,  Texas 

Obstetrics/Gynecology 


J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 


Volume  63,  March,  1967 


183 


Ophthalmology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

RICHARD  S.  RUIZ,  M.  D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  JA  8-6871 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

1133  N.  19th  St.  Abilene,  Texas 

F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar.  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

ROYCE  C.  LEWIS,  JR.,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

ORTHOPEDIC  SURGERY  and 

SURGERY  OF  THE  HAND 

3702  - 21st  Street,  Suite  #9 

SW  5-8261  Lubbock,  Texas 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Orthopedic  Surgery 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

Otolaryngology 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 
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HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

Plastic  Surgery 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

THOMAS  M.  BIGGS,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  Blvd.  JA  3-8131  Houston,  Texas  77004 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

W.  P.  ANTHONY,  M.D. 

Otology 

706  Fifth  Avenue  Fort  Worth  4,  Texas 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  25,  Texas  Res.  SUnset  2-1628 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

Pediatrics 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

BYRON  P.  YORK,  M.D. 

Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

DRS.  GRANT  & FINLEY 

David  A.  Grant,  M.D.  Marcus  L.  Finley,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  EDison  5-4761 

Fort  Worth,  Texas  76104 

Pediatric  Surgery 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

DICK  G.  ELLIS,  M.D. 

Diplomate  American  Board  of  Surgery 

Surgery  of  Newborns,  Infants,  and  Children 

Doctors  Building,  800  Fifth  Avenue 

Fort  Worth,  Texas 

EDison  6-7881  (telephone  answered  24  hours  daily) 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D. , D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT,  JR..  M.D..  D.A.B.R. 

WILBUR  Q.  BUDD.  M.D..  D A B R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  O.  McBride,  M.D.,  F.A.C.S. 

1405  Medical  Arts  Building 

Fort  Worth,  Texas 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  MA.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 

MARY  L.  KILLINGSWORTH,  M.D. 
RADIOLOGY 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 

DRS.  CARLSON,  BAREKMAN  & PARNELL 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

B.  J.  Parnell,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg - RI  1-3621 

6011  Harry  Hines  Blvd _ _ ME  1-7070 

3607  Gaston  Ave _ TA  3-9961 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1445  Third  TU  4-8941 


WILLIAM  W.  TAYLOR,  M.  D. 
Thoracic  and  Cardiac  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  1-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT.  JR..  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

JA  8-1591 

5420  Caroline  Street  Houston 


EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 
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GENERAL  PRACTITIONERS  (SURGERY)  WANTED:  Two 
general  practice-surgery  openings  in  Carrizo  Springs,  Dimmit 
County.  One  full  time  physician  now  in  county.  Serve  county 
of  10,000  population.  Modern  27-bed  county  hospital  approved 
for  medicare.  Membership  on  hospital  staff  available  to  new 
physicians.  Chamber  of  Commerce  will  assist  in  office  and  resi- 
dence location.  Please  reply  to:  Administrator,  Dimmit  Memori- 
al Hospital,  704  Hospital  Street,  or  Manager,  Dimmit  County 
Chamber  of  Commerce,  104  4th  Street,  Carrizo  Springs,  Texas. 


TMA 

CLASSIFIED 

ADVERTISEMENTS 


Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
25th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,600.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 

TRINITY.  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 

open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes,  Trinity,  Texas. 

NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities  it  offers  will  be  furnished  on  inquiring. 

'WANTED  : PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 

GENERAL  PRACTITIONER  WANTED.  Join  group  of  three ; 
adequate  clinic  and  hospital  facilities.  Must  be  young,  top-notch 
man.  If  you  can  find  a better  opportunity — take  it.  Please  reply 
to  Box  110,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000  ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  Guaranteed  salary  of  $1200  per  month  for  six  months, 
then  guarantee  of  $1200  per  month,  plus  50%  of  any  income 
above  that  for  next  six  months.  Office  expenses,  nurses,  aids, 
etc.  paid.  20-bed,  three  doctor,  clinic-hospital  in  Nocona,  Texas. 
Deceased  doctors  net  income  above  $2,500  per  month.  Nocona 
is  city  of  4,000  with  good  schools,  industry,  all  white  popula- 
tion, nice  lake  and  golf  course,  hunting  and  fishing.  90  minutes 
from  Dallas  and  Fort  Worth.  Contact  A.  D.  Major,  M.D.,  or 
K.  J.  Wharram,  M.D.,  Major  Clinic-Hospital,  Nocona,  Texas. 
Phone  Area  Code  817,  825-3371. 

GENERALIST  URGENTLY  NEEDED  by  medical  center  in 
major  metropolitan  area,  within  two  blocks  of  large  hospital. 
No  investment,  liberal  assistance  in  getting  started.  Please  reply 
to  Box  113,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


UROLOGIST : Certified  or  Board  eligible  to  associate  with  a 
progressive  and  expanding  multispecialty  group  owning  their 
own  clinic  building  and  having  exclusive  use  of  an  adjoining 
accredited  hospital.  Many  fringe  benefits  including  one  month 
paid  annual  leave.  $20,000  annual  salary  first  year  increasing 
yearly  to  full  participation  in  three  to  five  years.  West  Texas. 
Please  reply  to  Box  122,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST : Certified  or  Board  eligible  to  join  14-man 
multispecialty  group.  New  clinic  building  with  adjoining  85  bed 
accredited  hospital.  Malpractice,  life  and  disability  insurance 
provided.  One  month  paid  annual  leave.  Guaranteed  $20,000  to 
start.  City  of  35,000  in  West  Texas.  Please  reply  to  Box  123, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in 
northeast  Dallas  for  20  years.  Members  Baylor  Medical  Center 
Staff.  Need  pediatrician  on  or  before  July  1,  1967.  Lakewood 
Medical  Center,  6331  Prospect,  Dallas,  Texas. 


WANTED  INTERNIST.  Must  be  board  eligible  or  certified. 
To  be  associated  with  well  established  expanding  group.  Start- 
ing salary  $20,000  with  partnership  after  second  year.  Uni- 
versity Medical  and  Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas. 


INDUSTRIAL — opening  for  full-time  staff  physician  in  exist- 
ing medical  department  in  chemical  industry  located  Texas  Gulf 
Coast.  Emphasis  on  clinical,  preventive,  and  occupational  medi- 
cine. Excellent  opportunity  for  young  physician  to  establish 
himself  in  field  of  occupational  medicine  with  international 
corporation.  40-hour  week.  Excellent  facilities  and  staffing. 
Generous  fringe  benefits.  Salary  commensurate  with  qualifica- 
tions. Send  resume  to  Box  125,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ORTHOPEDIST — Board  eligible  wanted  for  two  man  ortho- 
pedic department  of  strong,  well  established  multi-specialty 
group.  Southwest.  Good  salary  two  years,  then  partnership. 
Excellent  fringe  benefits,  retirement,  life  insurance.  No  in- 
vestment required.  Teaching  opportunities.  New  building.  Inter- 
viewing expense  paid.  Please  reply  to  Box  127,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN  WANTED.  Cardiac  death  of  active,  esteemed 
pediatrician  presents  excellent  opportunity  for  personable,  well- 
trained,  young  pediatrician.  Two  100-bed  children’s  hospitals 
(exclusively)  in  city  severely  needing  pediatricians.  Office  and 
practice  now  maintained  intact  by  locum  tenens  desiring  to 
retire.  Contact  Mrs.  George  Stewart,  3600  Hamilton,  Fort 
Worth,  Texas  76107. 


PHYSICIANS  WANTED.  Town  of  4,500,  county  of  6,600. 
Diversified  economy:  oil,  ranching,  and  cotton  mill.  Two  or 
three  desperately  needed  for  A-l  county  hospital.  GP  alone  on 
staff,  partially  disabled  by  illness.  Terrific  space  available  and 
a lot  of  work  for  the  right  men.  Financing.  Unlimited  potential. 
Write  or  call  C.  H.  Bausman,  M.D.,  320  West  8th  Street,  Post, 
Texas  79356.  Office  phone  495-2896. 


GENERAL  PRACTITIONER  WANTED  FOR  LOCUM  TEN- 
ENS for  any  four  weeks  in  Summer,  1967,  in  small  town  32 
miles  south  of  San  Antonio.  Purpose:  to  take  first  vacation  in 
two  years.  Please  write  Box  121,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  WANTED:  Ten  beds  hospital- 
clinic,  45  miles  north  of  Austin  ; trade  area  of  3,500.  Laboratory, 
x-ray  and  treatment  rooms.  Well  established  practice,  excellent 
opportunity  for  aggressive  individual.  For  further  information, 
write  Florence  Clinic,  Inc.,  Florence,  Texas.  Call  O.  T.  Gray, 
Secretary,  ST  3-2410,  Florence,  or  Harrold  Bullard  ST  3-2262  or 
ST  3-2705. 


GENERAL  PRACTITIONER  WANTED  for  association  with 
two  established  GPs.  Fine  homes,  churches,  schools,  recreation 
facilities,  symphony,  and  community  theater.  Two  open  staff 
hospitals,  office  complete  with  x-ray,  laboratory,  P.T.,  etc. 
$2,000  per  month  leading  to  early  partnership.  Drs.  Boone  and 
Coleman,  210  North  C Street,  Midland,  Texas  79701. 

WANTED  RADIOLOGIST  by  well  established  and  expanding 
group  hospital  and  clinic  combination  in  Lubbock,  Texas.  Uni- 
versity city  of  170,000  population.  Financial  arrangements  open 
and  to  be  negotiated.  Please  reply  to  Ronald  E.  Lemmons,  M.D., 
University  Medical-Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas  79401. 
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OPPORTUNITIES  IN  TEXAS 


GENERAL  PRACTICE:  (u)  Assn,  6 elig  or  cert  spec,  2 GP's;  exc  cl 
facil;  fine  hsp;  $24,000;  prtnr.  (v)  W/int  med  exper;  assn  3-man 
grp,  area  $24,000;  growng  twn. 

INTERNAL  MEDICINE:  (p)  Cl  est  39;  9 cert  spec;  1 in  dept; 
patient  census  250  day;  $25,000.  (q)  Grp  est  30  yrs;  own  hsp; 
expansn  prog;  1 IM  in  dept;  new  $500,000  cl;  $24,000;  early 
prtnr;  exc  oppor  assoc  w/hgly  regrded  facil  nr  Dallas. 

OALR:  (a)  Opth;  assn  long-est,  highly  regarded  multi-sp  grp  ex- 
pndg  to  18  men;  1 cert  oto  in  dept;  exc  facil;  oppor  bid  fine 
pract;  $25,000;  prtnr  2nd  yr;  coll  twn  100,000.  (b)  Oto;  Cl  est 
20  yrs;  9 cert  spec;  new  facil;  serves  area  300,000;  substntl  sal; 
prtnr  2 yrs,  full  prtnr  5 yrs;  intrvu  exp  pd  for  self  & wife;  well 
known  to  us  & recommended. 

OB-GYN:  Qual  as  chief;  grp  est  25  yrs;  new  cl;  $24,000;  early 
prtnr;  college  twn;  recommended  without  reservation. 

ORTHOPEDICS:  (a)  Chief;  well-est  spec  grp,  expndg  to  16  men;  exc 
cl  facil  adjoing  75-bd  hsp;  guar  $23,000  1st  yr;  prtnr  2nd;  can 
bid  exc  pract  in  twn  165,000;  numerous  industries,  (b)  Lge  cl, 
long  est  as  impor  med  cntr;  40-men;  oppor  bid  fine  pract;  sal 
open;  prtnr  2-3  yrs. 

PEDIATRICS:  (u)  Assn  w/2  cert  peds  w/very  active  pract  in  a 
rapidly  expndg  twn  over  100,000;  financial  arrngmts  open  but  will 
be  very  good. 

RADIOLOGY:  Chief;  genl  hsp  w/plans  for  100-bd  addition  & cover 
nrby  hsp;  area  $60,000. 

SURGERY:  Oppor  Bid  exc  pract  w/long-est  multi-sp  grp,  not  far 
from  lge  cty  w/med  schl;  1 cert  GS,  FACS  in  dept;  financl  open. 

UROLOGY:  Chief;  long-est  multi-sp  grp  expndg  to  20-men;  exc  cl 
& hsp  facil;  $22,000;  prtnrshp  2nd  yr;  opor  bid  exceptnl  pract  in 
rapidly  expndg  coll  cty  200,000. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 

INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES  IN  TEXAS  AND 

ELSEWHERE. 


STRICTLY  CONFIDENTIAL 


GENERAL  PRACTITIONER  WANTED  for  association  with 
growing  clinic  in  southwest  Houston,  choicest  suburban  area. 
Opportunities  unlimited.  Please  reply  to  Box  133,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED  RADIOLOGIST  to  join  a high  grade  variety  x-ray 
practice  consisting  of  private  office  and  hospitals  in  north 
Texas  city  of  25,000,  just  75  miles  north  of  Dallas.  Excellent 
and  challenging  opportunity  and  good  recreational  facilities. 
Starting  remuneration  $25,000  with  partnership  in  three  years. 
Please  reply  to  Box  134,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

INTERNIST  WANTED,  west  Texas  city  of  80,000  population. 
Affiliation  and  partnership  within  a few  years.  Excellent  hos- 
pital facilities.  Grossing  over  $100,000  a year.  Please  reply  to 
Box  135,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  to  complete  three- 
man  general  practice  group.  Texas  Gulf  Coast.  Wonderful  op- 
portunity.  Write  P.  O.  Drawer  A,  Edna,  Texas  77957. 

OPPORTUNITY:  GENERALIST  OR  SURGEON  to  associate 
with  established  general  practitioner  in  rapidly  growing  resi- 
dential and  industrial  area  southwest  Dallas  County.  Presently 
am  only  M.D.  in  community  of  12,000.  Ample  office  space,  fully 
equipped,  with  x-ray  and  laboratory.  No  investment  needed. 
Excellent  fringe  benefits.  Two  miles  to  Oak  Cliff  Country  Club. 
Income  limited  only  by  your  need  for  rest.  Hospital  privileges 
available  in  Oak  Cliff.  Reply  to  Allen  Maurice  Fain,  M.D.,  621 
Hustead  and  Fain,  Duncanville,  Texas  75116. 

WANTED  GENERAL  PRACTITIONER  or  surgical,  internal 
medicine,  OB,  GYN,  or  pediatric  resident  relinquishing  resi- 
dency for  a small  central  Texas  town.  Modern  hospital  with 
consultant  staff.  Approved  as  provider  for  Medicare  program. 
Please  reply  to  Box  139,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

INTERNIST:  Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


DERMATOLOGIST:  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE.  General  Electric  X-Ray  Machine  100  MA  100 
PKV,  Maxicon.  Operation  very  easy.  Good  functioning  condition. 
Fluoroseope,  Bucky  Diaphragm.  Clean,  modern,  well  kept,  one 
owner  and  slightly  used.  All  accessories  from  five  gallon  re- 
frigerated tank  to  six  cassettes.  Availability  immediate.  If  in- 
terested, write.  First  fair  price  gets  this  bargain.  Please  reply 
to  Box  132,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

UNUSUAL  OPPORTUNITY,  HOUSTON,  TEXAS.  Active 
solo  practice  of  psychiatrist^neurologist.  Currently  grossing  over 
$50,000.  Well-planned,  air-conditioned,  newly  decorated  offices. 
Lease  and  furniture  available.  Conveniently  located  to  hospitals 
and  medical  center.  Selling  through  estate.  Write  Wilson  Estate, 
c/o  Nipper  and  Knox,  7654  Park  Place  Blvd.,  Houston,  Texas 
77017.  Phone  (713)  MI  5-6618. 

FOR  SALE : Aloe  pediatric  table  with  scales.  Aloe  exam 
tables,  McKesson  Metabolor,  Detecto  physicians  scales  and  treat- 
ment stands.  Please  reply  to  F.  Clay  Weekley,  M.D.,  1826  Mor- 
row  Avenue,  Waco,  Texas  76707. 

DOCTORS  NOTICE — We  have  an  exceptional  opportunity  to 
offer  one  or  two  doctors.  We  will  build  offices  to  your  specifi- 
cations in  an  established  shopping  area  serving  over  65,000 
people.  There  are  no  doctors  at  present  serving  this  area.  There 
will  be  no  rent  and  all  utilities  will  be  paid  during  first  year 
after  opening.  Please  reply  to  Ray  Ellison  Industries,  103 
Springvale,  San  Antonio,  Texas,  Attention : Land  Department. 

UNUSUAL  OPPORTUNITY  to  begin  active  practice  in  exclu- 
sive Oak  Cliff  Red  Bird  industrial-residential  area  located  in 
the  largest  industrial  sector  in  Dallas  County.  Rapidly  increas- 
ing population  and  industry  provides  a ready  made  practice 
and  demand  for  all  specialties  and  dentistry  in  the  first  and 
only  medical-surgical-dental  professional  building.  Located  op- 
posite the  new  Army  PX  building  with  1,200  employees,  adjacent 
to  new  150  room  motel,  and  one  block  from  the  Maryland  Cup 
Industries  with  2,000  proposed  employees  near  Loop  12,  Cockrell 
Hill,  Ledbetter,  and  Walton  Walker  Loop  ; just  two  miles  from 
Methodist  Hospital  Satellite  160  bed  unit.  Office  available  to 
M.D.’s,  D.D.S.’s  on/or  about  November  1,  1967,  in  spacious 

professional  building  with  lab,  x-ray,  and  pharmacy  facilities. 
Unique  central  telephone  secretary  services  available.  Ample 
parking.  Suites  built  to  your  specifications  if  provided  before 
June  1,  1967.  Reasonable  lease  rental  with  maintenance  and 
utilities.  Temporary  facilities  and  office  space  available  earlier 
in  nearby  clinic  if  desired  for  limited  number.  Reply  to  Allen 
Maurice  Fain,  M.D.,  Red  Bird  Industrial  Clinic,  621  Hustead 
and  Fain,  Duncanville,  Texas  75116.  

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic.  P.  O.  Box  2005,  Laredo.  Texas. 

AVAILABLE,  spacious  doctors  office.  Landscaped  profession- 
al patio,  regional  shopping  center.  Now  occupied  by  general 
practitioner.  Reasonable.  Contact  W.  H.  Smith,  P.  O.  Box 
28294,  Dallas.  DA  1-6431  collect. 

FOR  SALE : Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 

WANTED — exposed  x-ray  film.  Reconditioned  physician’s 

equipment  bought,  sold,  traded.  Write  today  to  TeX-RAY  Co., 
3305  Bryan,  Dallas,  Texas  75204. 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 

MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 

ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  5200 
Cedar.  Bellaire,  Texas. _ 

FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 

feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney,  Box 
330,  Edinburg.  Texas.  . 

OFFICE  SPACE  AVAILABLE : Community  in  major  metro- 

politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 
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SALE : Your  greatest  opportunity.  Two  story  clinic, 
bnck  building,  completely  equipped  and  furnished.  X-ray,  Ekg, 
etc.  Year  round  heating  and  air  condition.  Put  your  jacket  on 
and  see  30  to  60  patients  daily.  Collections  are  good.  $250,000 
value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms  and  6 
upper  rooms  plus  2 bath  rooms.  Same  location  35  years.  Desire 
immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Methvin 
btreet,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 


SALE,  LEASE,  RENT  OR  SUBLET  all  or  part  of  4,500 
square  foot  office  space  with  all,  part  or  no  equipment,  with 
records.  Modern.  Across  from  70-bed  county  hospital.  Industrial 
and  general  center  for  20,000  population  of  Dumas,  45  miles 
north  of  Amarillo,  Texas.  Owner  retired.  Please  contact  O.  J. 
Richardson,  M.D.,  2516  11th  Avenue,  Canyon,  Texas.  OL  5-4068. 


^^?/^AL  SPACE  AVAILABLE  in  professional  building 
near  Manned  Space  Center  in  community  undergoing  growth 
with  middle  to  upper  income  families.  Excellent  opportunity 
tor  pediatrician  or  general  practitioner.  Office  space  available 
tfrom  600  square  feet  to  1300  square  feet.  Write  Box 
653,  Dickinson,  Texas,  or  call  534-2577. 


OFFICE  SPACE  IN  MEDICAL  BUILDING 
Grand  Prairie.  540  to  620  square  feet.  Laboratory 
m building.  Established  general  practitioner  and 
building.  Please  contact  James  R.  Phillips,  M.D. 
Grand  Prairie.  Texas. 


in  center  of 
and  pharmacy 
pediatrician  in 
308  N.W.  2nd, 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texes 


Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers 
rASuet^0lsnerVic.?  by  0 D'P'omate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


FOR  SALE  OR  FOR  LEASE — Port  Lavaca,  Texas.  Clinic 
fully  equipped  with  x-ray  and  laboratory,  for  two  G.P.’s,  next 
to  hospital.  Fastest  growing  town  in  Texas.  Please  write  Rt.  2, 
Rox  4.  Port  Lavaca.  Texas,  or  call  524-4592. 


Situations  Wanted 


POSITION  WANTED:  University  trained,  board  eligible 
internist,  single,  age  31,  now  completing  two  years  gastroenter- 
ology in  Boston.  Wants  to  join  clinic  or  group  in  Southwest, 
July  1967.  Medical  school  affiliation  and  teaching  opportunity 
desirable.  No  military  obligations.  Write:  J.  C.  May  MD 
Mallory  Institute  of  Pathology,  Boston  City  Hospital,  Boston’. 
Massachusetts  02118. 

INTERNIST  in  private  practice  since  1962,  age  34  years, 
with  public  health  experience,  board  eligible,  desires  to  work  as 
college  physician  or  in  an  industrial,  insurance,  or  governmental 
position.  Please  reply  to  Box  140,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 

WANTED  TO  BUY : a direct  writing  ECG,  older  model  in 
good  condition.  Prefer  Sanborn  or  Cambridge,  but  will  consider 
others.  Will  pay  up  to  $200  depending  on  condition,  age,  etc. 
Write  Dr.  R.  J.  Puls,  Medical  Arts  Building,  Dallas,  Texas 
75201. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


Plan  now  for  the  SPORTS  EVENTS 


at  the  100th  Annual  Session 
Texas  Medical  Association 
May  4-7,  1967 
Dallas 

Fill  out  and  mail  the  coupon  below 
immediately  to  assure  yourself  a 
reservation.  ACT  NOW! 


CLIP  & MAIL  TODAY  TO: 

Albert  0.  Loiselle,  M.D. 

TMA  Sports  Director 
3701  Maple 
Dallas,  Texas 

Goiters:  Verified  Handicap 

Golf  Fee — $7.50  Tennis  Fee — $4.00 

Make  checks  payable  to 
TMA  Sports  Events 


CHECK  ONE:  □ GOLF,  Thursday,  May  4,  1967 

□ TENNIS,  Wednesday  & Thursday, 
May  3 & 4,  1967 


NAME 

ADDRESS 

CITY 


I 
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TEXAS  MEDICINE 


ARM,  INC.  H4  1 

ABBOTT  LABORATORIES  9-12,16-18 

AMERICAN  TOBACCO  COMPANY  29 

AMES  COMPANY  19 

ARCH  LABORATORIES  81 

AYERST  LABORATORIES  31,  P64-65 

BEVERLY  HILLS  HOSPITAL  151 

BLUE  CROSS-BLUE  SHIELD  OF  TEXAS  5 

BOND  RADIOLOGICAL  GROUP  172 

BORDEN'S  P66 

BRISTOL  LABORATORIES  P38-39 

THE  BROWN  PHARMACEUTICAL  COMPANY  152 

BURROUGHS  WELLCOME  AND  COMPANY  28 

CIBA  167 

DALLAS  MEDICAL  AND  SURGICAL  CLINIC  2nd  Cover 

DORSEY  LABORATORIES  175 

DUNCAN  MEMORIAL  HOSPITAL  190 

DU  PONT  21-23 

CHARLES  O.  FINLEY  AND  COMPANY 42 

C.  B.  FRANCIS  NURSING  HOMES  173 

GEIGY  34-35,  133,  168-169 

HARRIS  HOSPITAL-FORT  WORTH  MEDICAL  CENTER 

SYMPOSIUM  • 152 

HOMESTEAD  CHILD  PLACEMENT  AGENCY  190 

HUMCO  LABORATORY  174 

HYNSON,  WESTCOTT  AND  DUNNING,  INC 164 

KING'S  DAUGHTERS  CLINIC  Back  Cover 

LAKESIDE  LABORATORIES  160-162,  P27 

LEDERLE  LABORATORIES  1 66,  1 92,  PI  0,  P50 

ELI  LILLY  AND  COMPANY 36,  134-136,  154-156 

LOMA  LINDA  FOODS  163 

MARTIN  X-RAY  AND  RADIUM  CLINIC  191 

MEDICAL  ARTS  CLINIC,  CORSICANA  172 

MEDICAL  PROTECTIVE  COMPANY  123 

WM.  S.  MERRELL  COMPANY  P32-33 

MILLER  BRACE  & SURGICAL  SUPPORT  COMPANY  172 

NEISLER  LABORATORIES,  INC 20 

PARKE,  DAVIS  AND  COMPANY  3rd  Cover 

PHILIPS  ROXANE  LABORATORIES  126-127 

PITMAN-MOORE  124-125,158-159 

WM.  P.  POYTHRESS  18 

RIKER  LABORATORIES  147 

A.  H.  ROBINS  119,120,153,165 

ROCHE  LABORATORIES  26-27,41 

J.  B.  ROERIG  6-7 

WILLIAM  H.  RORER,  INC.  34,174 

SAN  ANGELO  MEDICAL  AND  SURGICAL  CLINIC  47 

SCOTT  AND  WHITE  CLINIC  Back  Cover 

G.  D.  SEARLE  24-25 

SMITH  KLINE  & FRENCH  LABORATORIES  P44 

SOUTHERN  CLINIC  47 

SOUTHWEST  CLINIC  ASSOCIATION  , 47 

STUART  COMPANY  P22 

SYNTEX  LABORATORIES,  INC.  14-15,142-145 

TERRELL'S  LABORATORIES  AND  MEDICAL  GROUP  1 

TEXAS  MEDICAL  ASSOCIATION  100TH  ANNUAL 

SESSION  30,  46a  46b,  190 

TIMBERLAWN  PSYCHIATRIC  CENTER  123 

TORBETT,  HUTCHINGS,  SMITH  MEMORIAL 

HOSPITAL  2nd  Cover 

TRAVIS  CLINIC  AND  NAN  TRAVIS  MEMORIAL 

HOSPITAL  172 

TURNER'S  CLINICAL  & X-RAY  LABORATORIES  47 

WALKER  LABORATORIES  157 

WARNER-CHILCOTT  32-33 

WHITE  LABORATORIES,  INC 13 

WICHITA  FALLS  CLINIC  AND  HOSPITAL  191 

WINTHROP  LABORATORIES  2 

WOODWARD  MEDICAL  PERSONNEL  189 

WYETH  LABORATORIES  1 70- 1 7 1 , P48-49 

WYNN  PHARMACEUTICALS,  INC .8,138 


PHYSICIANS'  DIRECTORY  176-187 

CLASSIFIED  ADVERTISING  188-190 


WICHITA  FALLS  CLINIC-HOSPITAL 


GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 
James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 
ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 
Clyde  W.  Parsons,  M.D. 


ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D..  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed.  M.D..  D.A.B.R..  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox.  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 


UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 
OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 
Warren  T.  Kable.  M.D. 

Frank  J.  Lee,  M.D. 
ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


*7Ae  Manila  X-Ray  and 
Radium  Glinlc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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vnat 

time 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 
to  tine. 


Tuberculin, 


Tin 


(Rosenthal)  ^ 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-6— 4046R 


TEXAS  MEDICAL  ASSOCIATION 
MAY  4-7,  1967  DALLAS 


PROGRAM 


TEXAS  MEDICAL  ASSOCIATION 

lOOth  Annual  Session  Program 

MAY  4-7,  1967  (Thursday-Sunday) 

Dallas,  Texas 


Highlights 


Registration  and  ticket  sales  areas  will  be  open  during 
the  following  hours: 


How  To  Use  This  Program 


Look  For — On  Page — 


Services  (Registration,  Ticket  Sales,  Messages 
and  Information,  First  Aid,  Stenographers, 
Equipment,  Guided  Tours,  Shuttle  Bus)  — P-3 

Presidents  and  Presidents-Elect  P-4 

Hotels  and  Motels  - P-4 

Television  Presentations P-5 

Special  Programs  P-5 

Entertainment  (Symphony,  Fifty  Year  Club,  Past 
Presidents  Association,  Alumni  Events,  Class 
Reunions,  Fraternity  Functions,  Women 
Physicians,  Sports) P-6 

Business  Activities  (House  of  Delegates,  Refer- 
ence Committees,  Board,  Council,  and  Com- 
mittee Meetings,  TEXPAC,  Blue  Cross-Blue 
Shield  Breakfast)  P-7 

Annual  Session  Committees  __  P-9 

Guest  Speakers  with  all  their  speaking  engage- 
ments, sponsors,  and  host  societies) P-11 

Special  Speakers P-16 

Memorial  Service  P-19 

General  Meetings  and  Luncheons P-20 

Refresher  Courses P-22 

Curbstone  Consultations P-23 

Section  Meetings  P-23 

Specialty  Programs  (Related  Organizations, 

Other  Specialty  Groups,  Special  Programs  of 
Association)  P-36 

Exhibits  (Film  Program,  Scientific  Technical) P-59 


SERVICES 

Registration  and  Ticket  Sales 

There  is  no  registration  fee  for  members  of  the  Texas 
Medical  Association,  participants  in  the  annual  session 
program,  interns,  residents,  or  individuals  in  allied 
health  disciplines,  such  as  medical  students,  medical 
assistants,  nurses,  and  technicians. 

A registration  fee  of  $10  is  charged  for  all  other  non- 
member physicians. 


Memorial  Auditorium 


(Masonic  Street  Entrance — First  Floor) 


Wednesday 

Thursday 

Friday 

Saturday 


1:30-5  p.m.  (Exhibitors 
Only) 

7:30  a. m. -5:30  p.m. 
7:30  a. m. -5:30  p.m. 
7:30  a.m.-5  p.m. 


Statler  Hilton  Hotel 

(Grand  Ballroom  Foyer — Mezzanine) 

Thursday  7:30  a. m. -5:30  p.m 

Sunday  7:30  a.m.-ll  a.m. 


Adolphus  Hotel 

(Lobby) 

Sunday  7:30  a.m. -3  p.m. 


Messages  and  Information 

Information  may  be  obtained  Thursday,  Friday,  and 
Saturday  from  the  Message  Center  (Information  Booth, 
first  floor,  Masonic  Street  entrance.  Memorial  Audi- 
torium). The  Message  Center  (telephone  Rl  7-9124) 
will  accept  emergency  messages  for  physicians  and 
will  post  lists  of  those  receiving  such  messages  in  the 
meeting  areas  of  the  headquarters  hotels  and  in  the 
Memorial  Auditorium.  Physicians  are  asked  to  encour- 
age their  office  staffs,  families,  and  patients  to  keep 
their  calls  to  the  Message  Center  to  a minimum  and 
to  check  with  their  offices  and  homes  at  intervals 
to  receive  any  messages.  Emergency  messages  for 
Dallas  physicians  may  be  directed  to  Rl  7-9125. 

On  Sunday,  the  Message  Center  will  be  located  in  the 
lobby  of  the  Adolphus  Hotel  (telephone  Rl  7-7260). 

A desk  for  information  regarding  events,  directions, 
restaurants,  and  historical  places  in  Dallas  will  be 
located  in  the  registration  area  of  the  Memorial  Audi- 
torium on  Thursday,  Friday,  and  Saturday. 

The  Dallas  County  Medical  Assistants  Society  will 
assist  with  ticket  sales  and  with  information  and  mes- 
senger service  to  physicians  throughout  the  session. 

The  Texas  Medical  Association  will  maintain  offices  in 
Room  204,  Memorial  Auditorium  (telephone  Rl  7-5883) 
and  in  Room  401,  Statler  Hilton  Hotel  (Stenographers’ 
Room,  telephone  Rl  7-7266).  Mail  and  telegrams  may 
be  addressed  in  care  of  the  Texas  Medical  Association, 
Statler  Hilton  Hotel,  Dallas  75201. 


Volume  63,  March,  1967 


P*3 


Presidents  and  Presidents-Elects 


Dr.  James  D.  Murphy 

Fort  Worth,  President 
Texas  Medical  Association 


Dr.  Howard  R. 
Dudgeon 

Waco,  President-Elect 
Texas  Medical  Association 


Mrs.  James  A. 
Hallmark 

Fort  Worth,  President 
Woman's  Auxiliary  to  the 
Texas  Medical  Association 


Mrs.  Frank  M. 
Posey,  Jr. 

San  Antonio,  President-Elect 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association 


First  Aid  Supplies 

A First  Aid  Room  will  be  set  up  in  the  Memorial  Audi- 
torium. The  location  of  the  room  will  be  posted  on  all 
floors  of  the  Auditorium. 

Stenographers’  Room 

A Stenographers’  Room  will  be  maintained  in  Room 
401  of  the  Statler  Hilton  Hotel  (telephone  Rl  7-7266). 

Equipment 

On  Thursday,  Friday,  and  Saturday,  requests  and 
problems  involving  equipment  for  meeting  rooms  may 
be  directed  to  Room  204  of  the  Memorial  Auditorium 
(telephone  Rl  7-5883). 

On  Sunday,  equipment  requests  may  be  directed  to: 
Message  Center,  Lobby,  Hotel  Adolphus  (telephone 
Rl  7-7260). 


Hilton  Hotel  (1914  Commerce)  has  been  designated 
House  of  Delegates  headquarters.  The  Sheraton-Dallas 
Hotel  (Southland  Center)  will  be  headquarters  for  the 
Woman’s  Auxiliary. 

In  addition  to  the  headquarters  hotels,  a partial  list  of 
hotels  and  motels  housing  Association  and  Auxiliary 
members  is  given  below: 

Baker  Hotel,  1400  Commerce 

Marriott  Motor  Hotel,  2101  Stemmons  Freeway 

Inn  of  the  Six  Flags,  Turnpike  & Highway  360, 

Arlington 


LOCATION  OF  EXHIBIT  AREAS 
AND  MEETING  ROOMS 
OF  AUDITORIUM  AND 
HEADQUARTERS  HOTELS 


Guided  Tours  Through  Exhibit  Areas 

The  Committees  on  Scientific  and  Technical  Exhibits 
will  sponsor  guided  tours  through  the  scientific  and 
technical  exhibit  areas  in  the  Memorial  Auditorium 
Friday  and  Saturday.  Two  conducted  tours  are  planned 
for  each  day — 10  a.m.  and  2 p.m.  Representatives 
of  groups  interested  in  touring  the  exhibit  hall  should 
contact  Mr.  Dick  Fleming,  Dallas  County  Medical  So- 
ciety, 433  Medical  Arts  Building,  Dallas. 

Shuttle  Bus  Service 

Texas  Employers’  Insurance  Association  will  provide 
complimentary  bus  service  for  annual  session  regis- 
trants. Service  will  be  provided  at  approximately  30- 
minute  intervals  between  the  Adolphus,  Baker,  Statler 
Hilton,  and  Sheraton-Dallas  Hotels  and  the  Memorial 
Auditorium  between  the  following  hours: 

Thursday,  11:30  a.m. -6:10  p.m. 

Friday,  8 a.m. -6  p.m. 

Saturday,  8 a.m. -6:30  p.m. 


HOTELS  AND  MOTELS 

Hotel  Adolphus  (1321  Commerce)  and  the  Dallas 
Memorial  Auditorium  (717  South  Akard)  have  been 
designated  scientific  session  headquarters.  The  Statler 


Scientific  and  Technical  Exhibits  Areas 

Memorial  Auditorium  (see  Exhibits  Section  in  this 
program) 

Memorial  Auditorium 

First  Floor: 

Banquet  Room  Scientific  Exhibit  Hall 

Cafeteria  Technical  Exhibit  Hall 

Coffee  Shop 

Second  Floor: 

Theater 

Rooms  200  through  Room  207 
Third  Floor: 

Theater  Balcony  Auditorium  Manager’s 

Rooms  300  through  305  Office 


Hotel  Adolphus 


Cactus  Room,  21st  Floor 
Civic  Room  I,  II,  and  III, 
Ninth  Floor 

Danish  Room,  15th  Floor 
Fleur  de  lis  Room,  Lobby 
Floor 

French  Room,  Lobby 
Floor 

Grand  Ballroom,  Lobby 
Floor 


North  Room,  15th  Floor 
Parlors  A through  G, 
Sixth  Floor 

Parlors  750,  755,  and 
717,  Seventh  Floor 
Regency  Room,  Lobby 
Floor 

Roof  Garden,  15th  Floor 
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Statler  Hilton  Hotel 

of  those  indicated,  all  rooms  are 


(With  the  exception 
on  the  Mezzanine.) 

Ballrooms — Grand,  Junior, 
and  Ballroom  Assembly 
Blue  Bonnet  Room 
El  Corrallito 
Embassy  Ballroom, 
Embassy  East, 

Embassy  West 
Gold  Room 


Lower  Court 
Mustang  Room 
Rooms  401  through 
Room  448,  Fourth 
Floor 

Silver  Room 
Upper  Court,  Second 
Mezzanine 


Sheraton-Dallas  Hotel 

(With  the  exception  of  the  London  Club,  all  rooms 
are  located  on  the  Second  Floor.) 

Austin  Room  London  Club,  Third  Floor 

Ballrooms,  North  and  North  Concourse 

South  Travis  Room 

Houston  Room 


A AGP  ACCREDITATION 


Elective  credit  (formerly  Category  II)  hour-for-hour,  of 
program  content  will  be  granted  to  registrants  by  the 
American  Academy  of  General  Practice  for  attendance 
at  scientific  lectures  of  the  Texas  Medical  Association 
annual  session.  To  insure  credit,  report  hours  directly 
to  the  Texas  Academy  of  General  Practice,  1905 
North  Lamar  Boulevard,  Austin  78701. 


LIVE,  COLOR,  CLOSED-CIRCUIT 
TELEVISION 


2.  Shoulder-Neck  Problems 

General  Meeting,  Friday,  11:15  a. m. -12:15  p.m. 

Moderator:  Charles  F.  Gregory 

Participants:  George  N.  Aldredge,  Jr. 

James  W.  Aston 
Louis  H.  Paradies 

This  program  will  present  a method  of  diagnosis  and  outline 
the  management  of  patients  who  present  problem  of  pain  In 
the  neck  and  shoulders. 

3.  Intrauterine  Transfusions  and  the  Care  of  the 
Neonate 

Joint  Meeting,  Sections  on  General  Practice,  Ob- 
stetrics and  Gynecology,  and  Pediatrics,  Friday, 
2:30-4:30  p.m. 

Moderator:  Daniel  E.  Scott 

Participants:  L.  Ruth  Guy,  Ph.D. 

Jacob  L.  Kay 
Walter  W.  Taylor 

Program  will  present  a panel  discussion  and  illustration  of 
the  problem  of  erythroblastosis  fetalis.  An  example  patient 
will  be  discussed  regarding  identification  of  problem  patients, 
laboratory  aids  and  significance  of  lab  results,  selection  of 
patients  and  technique  of  intrauterine  transfusion  and  the 
unique  problems  of  the  infant  delivered  after  intrauterine 
transfusion.  The  dangers  of  such  transfusion  will  also  be 
demonstrated. 


4.  Common  Dermatological  Problems 

General  Meeting,  Saturday,  11:15  a. m. -12:15  p.m. 

Moderator:  Bedford  Shelmire,  Jr. 
Participants:  Stuart  M.  Brown 

John  P.  Cheek 
David  R.  Weakley 

Patients  and  slides  will  be  used  to  highlight  a discussion  of 
benign  and  malignant  skin  nevi,  the  differentiation  between 
warts  and  calluses,  and  the  treatment  of  warts.  There  will 
also  be  a presentation  of  the  differential  diagnosis  of  various 
ringed  lesions  of  the  skin. 


Five  medical  television  programs,  live  and  in  color, 
courtesy  of  Smith  Kline  & French  Laboratories,  Phila- 
delphia, will  be  offered  registrants  during  the  annual 
session.  Programs  are  being  supervised  and  arranged 
under  the  direction  of  Dr.  Vernie  A.  Stembridge, 
Dallas,  Television  Chairman.  Cases  will  be  presented 
from  Parkland  Hospital,  and  discussions  and  demon- 
strations will  be  beamed  to  physicians  in  the  Theater 
of  the  Memorial  Auditorium.  A moderator  for  each 
program  will  be  present  in  the  Theater  and  he  will 
receive  questions  from  the  audience  and  direct  them 
to  panelists  at  Parkland.  Programs  and  question 
forms  will  be  available  in  the  Theater.  The  following 
topics  and  panelists  are  scheduled.  With  the  exception 
of  those  on  the  fifth  program,  all  panelists  are  from 
Dallas. 

1.  Interviewing  Patients  with  Physical  Complaints 

Texas  Academy  of  General  Practice  Seminar,  Thurs- 
day, 2-3:45  p.m. 

Moderator:  Jerry  M.  Lewis 

Participants:  David  S.  Fuller 
Robert  L.  Leon 
George  T.  Nicolaou 
James  K.  Peden 

The  program  will  attempt  to  demonstrate  what  can  be  learned 
about  a patient  in  a psychologically  oriented  interview.  Sever- 
al patients  with  common  physical  complaints  will  be  inter- 
viewed and  then  discussed  by  the  panel. 


5.  Perceptual  and  Educational  Problems  of  Genetic 
Origin 

Joint  Meeting,  United  Cerebral  Palsy  Association  of 
Texas,  Inc.,  and  Section  on  Nervous  and  Mental  Dis- 
eases of  Texas  Medical  Association,  Saturday,  2- 
3:15  p.m. 

Moderator:  William  G.  Wolfe,  Ph.D.,  Austin 
Presenter:  Meyer  A.  Perlstein,  Chicago 

This  program  will  be  focused  upon  genetic  psycholinguistic 
disorders,  including  discussions  of  evaluation  tests,  develop- 
mental schedules,  scholastic  difficulties,  handedness,  visual, 
auditory  and  reversal  problems.  A presentation  of  a patient 
with  sensory  disturbances  will  be  made. 


WOMAN’S  AUXILIARY 
HEADQUARTERS 

Business,  social,  and  educational  sessions  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Association 
will  be  held  at  the  Sheraton-Dallas  Hotel,  Southland 
Center. 

SPECIAL  PROGRAMS 

In  conjunction  with  the  programs  of  the  scientific  sec- 
tions and  related  organizations,  the  following  special 
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programs  will  be  offered.  Details  on  the  various  pro- 
grams appear  elsewhere  in  this  program. 

American  Cancer  Society  1967  Scientific  Session.  A 

pre-convention  program,  sponsored  by  the  American 
Cancer  Society,  in  conjunction  with  its  executive 
board  meeting  and  the  TMA  annual  session,  will  pre- 
sent “Current  Concepts  in  Etiology  and  Diagnosis  of 
Cancer,”  Wednesday,  9 a.m.-5  p.m.,  North  and  South 
Ballrooms,  Sheraton-Dallas  Hotel. 

Conference  on  School  Health.  The  minimally  brain- 
injured  child,  language  disabilities,  sex  and  family  life 
education,  the  underachiever,  and  school  phobia  are 
discussion  topics  planned  for  the  conference  spon- 
sored by  the  TMA  Committee  on  School  Health,  Thurs- 
day, 8:30  a. m. -4:30  p.m.,  Civic  Room  II,  Hotel  Adol- 
phus. 

Symposium  on  Cardiovascular  Diseases.  “Perspectives 
1967 — Cardiac  Problems”  will  be  presented  Thursday, 
9 a. m. -5:15  p.m.,  Room  300,  Memorial  Auditorium, 
by  the  TMA  Committee  on  Cardiovascular  Diseases  in 
cooperation  with  the  Texas  Heart  Association. 

Conference  of  Physicians  and  Nurses.  Texas’  first 
conference  will  be  sponsored  by  Texas  Nurses  Asso- 
ciation and  TMA  Committee  on  Nursing  Wednesday, 
6-9  p.m.,  French  Room,  Hotel  Adolphus;  and  Thurs- 
day, 8:45  a. m. -2:45  p.m.,  Room  301,  Memorial  Audi- 
torium. Keynote  addresses  and  group  discussions  will 
point  out  changing  patterns  in  medical  and  nursing 
practice  affecting  patient  care. 

Seminar  on  Psychosomatic  Problems.  The  Seminar 
will  be  sponsored  by  the  Texas  Academy  of  General 
Practice  Thursday,  12:30-5:30  p.m.,  Theater,  Memorial 
Auditorium. 

Symposium  on  Rheumatic  Diseases.  The  Texas  Rheu- 
matism Association  will  sponsor  the  program  Thurs- 
day, 1:30-4:30  p.m.,  Room  203,  Memorial  Auditorium. 

Symposium  on  Alcoholism.  A discussion  of  "The  Na- 
ture of  Addiction”  will  highlight  the  Thursday,  8 p.m. 
session,  to  be  sponsored  by  the  Texas  Commission  on 
Alcoholism  and  the  University  of  Texas,  Division  of 
Extension,  in  the  Roof  Garden  of  Hotel  Adolphus. 

Seminar  on  Food  Preservation  and  Irradiation.  The 
TMA  Committee  on  Nuclear  Medicine  will  sponsor  the 
seminar  Friday,  9-11  a.m.,  Room  205,  Memorial  Audi- 
torium. 

Symposium  on  Cerebral  Palsy.  “Children’s  Learning 
Problems  Due  to  Neurologic  Dysfunction”  is  the  theme 
of  the  program  to  be  sponsored  by  United  Cerebral 
Palsy  Association  of  Texas,  Inc.,  8:30  a.m. -5  p.m., 
Saturday,  in  Room  205,  Memorial  Auditorium. 

Luncheon  Programs.  Two  Texas  Medical  Association 
luncheon  programs  have  been  planned: 

General  Meeting  Luncheon,  Friday,  12:30  p.m.,  Ban- 
quet Room,  Memorial  Auditorium.  Dr.  Wernher  von 
Braun,  Director,  George  C.  Marshall  Space  Flight 
Center,  National  Aeronautics  and  Space  Administra- 
tion, Huntsville,  Ala.,  will  be  guest  speaker. 

Annual  Luncheon,  Saturday,  12:30  p.m.,  Banquet 
Room,  Memorial  Auditorium.  Dr.  Charles  L.  Hudson, 
President,  American  Medical  Association,  will  be 
guest  speaker. 


Members  of  the  Association  and  Auxiliary  and  guests 
are  invited  to  attend  the  luncheons.  Tickets,  at  $3.50 
each,  will  be  on  sale  in  the  registration  areas. 


ENTERTAINMENT 

Special  Concert 

Members  of  the  Dallas  Symphony  Orchestra  will  pre- 
sent a special  concert  Saturday,  May  6,  8:15  p.m., 
in  the  Theater  of  the  Memorial  Auditorium. 

There  will  be  no  admission  charge.  A registration 
badge  will  serve  as  a ticket  for  annual  session  regis- 
trants and  their  spouses. 

Dr.  Don  G.  Harrel,  Chairman,  Committee  on  General 
Arrangements,  is  in  charge  of  arrangements. 

Fifty  Year  Club 

Members  of  the  Fifty  Year  Club  and  their  wives  will  be 
honored  Friday  at  the  General  Meeting  Luncheon, 
12:30  p.m.,  Banquet  Room,  Memorial  Auditorium. 
Tickets  at  $3.50  each  will  be  on  sale  in  the  registra- 
tion areas. 

Past  Presidents  Association 

Members  of  the  Past  Presidents  Association  and  their 
wives  will  be  honored  Saturday  at  the  Annual  Lunch- 
eon, 12:30  p.m.,  Banquet  Room,  Memorial  Auditorium. 
Tickets  at  $3.50  each  will  be  on  sale  in  the  registra- 
tion areas. 


Alumni  Events 

Alumni  events  scheduled  are  being  arranged  under 
the  general  direction  of  Dr.  Reuben  Adams  of  Dallas. 
Information  and  tickets  will  be  available  in  the  regis- 
tration area  of  the  Memorial  Auditorium. 

Events  planned,  location,  time  and  person  in  charge, 
are  as  follows: 


Baylor  University  College  of  Medicine,  Houston. 
Reception  honoring  Dr.  Milford  O.  Rouse,  President- 
Elect,  American  Medical  Association,  Saturday,  May 
6,  6-7  p.m.,  Embassy  East,  Statler  Hilton  Hotel. 
Mr.  Russell  Clem,  Baylor  Medical  Alumni  Associa- 
tion, Houston,  is  in  charge. 

Johns  Hopkins  University  School  of  Medicine,  Balti- 
more. Reception-Dinner,  Friday,  May  5,  6 p.m., 
Houston-Austin  Rooms,  Sheraton-Dallas  Hotel.  Dr. 
Milton  S.  Eisenhower,  President,  Johns  Hopkins 
University,  will  be  honored  guest.  Dr.  Fred  B.  Aurin, 
Fort  Worth,  is  in  charge. 

Tulane  University  School  of  Medicine,  New  Orleans. 
Saturday,  May  6,  6-8  p.m.,  Gold  Room,  Statler  Hil- 
ton Hotel.  Dr.  Theodore  P.  Votteler,  Dallas,  and 
Miss  Beatrice  M.  Field,  Director,  Tulane  Alumni 
Activities,  New  Orleans,  are  in  charge. 

University  of  Texas  Medical  Branch,  Galveston. 
Cocktail-Buffet  Party,  Saturday,  May  6,  6-8  p.m., 
Roof  Garden,  Hotel  Adolphus.  Dr.  A.  Ben  C.  Dowdey, 
Dallas,  and  Miss  Mildred  M.  Robertson,  Executive 
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Secretary,  Alumni  Association,  Galveston,  are  in 
charge. 

University  of  Texas  Southwestern  Medical  School, 

Dallas.  Cocktail  Party,  Saturday,  May  6,  6-8  p.m., 
Embassy  Ballroom,  Statler  Hilton  Hotel.  Dr.  Norman 
M.  Kaplan,  Dallas,  is  in  charge. 

University  of  Virginia  School  of  Medicine,  Charlottes- 
ville. Cocktail  Party,  Saturday,  May  6,  6-8  p.m.. 
Silver  Room,  Statler  Hilton  Hotel.  Dr.  Beverly  L. 
Reynolds,  Dallas,  and  Mr.  William  Booth,  University 
of  Virginia  Alumni  Office,  Charlottesville,  are  in 
charge. 

Class  Reunions 

Baylor  University  College  of  Medicine  class  reunion 
is  scheduled  as  follows: 

Class  of  1927,  Dinner,  Saturday.  May  6,  7 p.m., 
Blue  Bonnet  Room,  Statler  Hilton  Hotel.  The  class 
dinner  will  honor  Dr.  Milford  0.  Rouse.  Tickets  are 
available  in  the  registration  area.  Dr.  E.  P.  Hall,  Jr., 
Fort  Worth,  is  in  charge. 

University  of  Texas  Medical  Branch  class  reunions  are 
scheduled  as  follows: 

Class  of  April  1942,  Cocktail-Buffet,  Saturday,  May 
6,  6-8  p.m.,  Parlor  A,  Hotel  Adolphus.  Tickets  are 
available  in  the  registration  area  and  from  Dr. 
Joseph  P.  McNeill,  Dallas,  who  is  handling  arrange- 
ments. 

Class  of  December  1942,  Cocktail-Dinner,  Saturday, 
May  6.  Cocktails,  6 p.m.,  El  Dorado  Room  I,  Mar- 
riott Motor  Hotel;  Dinner,  7 p.m.,  El  Dorado  II  and 
III.  Marriott.  Dr.  Robert  L.  Stubblefield,  Dallas,  is  in 
charge. 

Class  of  1947,  Cocktail  Party,  Saturday,  May  6,  6-8 
p.m.,  Parlor  G,  Hotel  Adolphus.  Drs.  P.  Clift  Price, 
Austin,  and  M.  Ray  Harrington,  Dallas,  are  in  charge. 

Class  of  1957,  Cocktail  Party,  Thursday,  May  4,  6:30 
p.m.,  Parlor  A,  Hotel  Adolphus.  Dr.  Jack  F.  Hard- 
wick, Fort  Worth,  and  A.  H.  Giesecke,  Dallas,  are  in 
charge. 

Fraternity  Functions 

Phi  Chi  Medical  Fraternity  Reception  is  scheduled 
Saturday,  May  6,  6 p.m.,  Lower  Court,  Statler  Hilton 
Hotel.  Dr.  Milford  0.  Rouse,  Dallas,  and  Dr.  Valin  R. 
Woodward,  Arlington,  are  in  charge. 

Nu  Sigma  Nu  Medical  Fraternity  Cocktail  Party  is 
scheduled  Saturday,  May  6,  6:30-8:30  p.m.,  Parlor  D, 
Adolphus  Hotel.  Dr.  John  J.  Walker,  Arlington,  is  in 
charge. 

Alumni  Association 

Officers  and  Board  of  Trustees,  University  of  Texas 
Medical  Branch  Alumni  Association,  will  meet  Friday, 
2:30  p.m.,  Parlor  F,  Hotel  Adolphus. 

Women  Physicians 

Women  physicians  of  the  Texas  Medical  Association 
will  meet  Saturday,  7 a.m.,  Civic  Room  III,  Hotel  Adol- 
phus, for  a buffet  breakfast.  Tickets  will  be  on  sale 


in  the  registration  area  of  the  Memorial  Auditorium 
and  at  the  door  of  the  meeting  room.  Dr.  Alice  Smith, 
Dallas,  is  in  charge  of  arrangements. 

Sports 

Golf  and  tennis  tournaments  will  be  held  during  the 
annual  session.  Dr.  Albert  0.  Loiselle,  Dallas,  is  general 
sports  events  chairman. 

The  golf  tournament  will  be  held  Thursday  at  the 
Great  Southwest  Golf  Club,  Avenue  J East  at  107th 
Street,  Arlington,  Texas.  The  course  is  located  adjacent 
to  the  Inn  of  the  Six  Flags.  Tee-off  time  has  been 
scheduled  between  8 a.m.  and  1 p.m. 

Golf  fee  is  $7.50,  not  including  cart  and  caddie. 
Prizes  will  be  awarded  for  low  gross  and  low  net 
scores.  Verified  handicaps  should  be  submitted  to  the 
golf  chairman,  Dr.  Robert  Romero,  Blanton  Tower 
Suite  B-129,  3300  West  Mockingbird  Lane,  Dallas 
75235. 

The  tennis  tournament  is  scheduled  Wednesday  and 
Thursday  at  the  Samuell-Grand  Tennis  Center  of  the 
Dallas  Park  Department.  Entrants  may  register  for  as 
many  categories  as  desired:  (1)  men’s  singles,  (2) 
men’s  doubles,  (3)  mixed  doubles,  (4)  ladies'  singles, 
(5)  ladies’  doubles. 

Entry  fee  is  $4.00  per  person,  regardless  of  number  of 
events  entered. 

Each  player  is  requested  to  bring  one  can  of  new 
tennis  balls  to  each  match.  The  loser  will  receive  the 
used  balls,  and  the  winner  will  take  the  unopened 
can  of  balls  to  the  next  match. 

Interested  participants  may  register  for  the  tourna- 
ment by  writing  the  tennis  chairman,  Dr.  Halcuit 
Moore,  P.  0.  Box  28,  Dallas  75221.  Notification  of 
the  draw  will  be  made  a week  in  advance  of  the 
tournament. 

Information  regarding  sports  events  may  be  obtained 
from  the  sports  events  desk  located  in  the  registration 
area  of  the  Memorial  Auditorium. 


BUSINESS  ACTIVITIES 

House  of  Delegates 

The  three  sessions  of  the  House  of  Delegates  will  be 
held  as  follows  in  the  Grand  Ballroom  of  the  Statler 
Hilton  Hotel: 

Thursday  2 p.m. 

Friday  7:30  p.m. 

Sunday  8 a.m. 

A breakfast  for  the  House  of  Delegates  will  be  held 
at  7:30  a.m.  Friday  in  the  Embassy  Ballroom  of  the 
Statler  Hilton  Hotel. 

The  agenda,  with  reports  and  resolutions  available 
at  press  time,  and  a list  of  officers  and  committees 
are  included  in  a Handbook  for  Delegates  and  may  be 
obtained  by  others  upon  request.  All  members  of  the 
Association  may  attend  meetings  of  the  House,  but 
may  not  participate  in  discussion  or  voting  unless 
they  are  designated  as  delegates.  However,  all  mem- 


Volume  63,  March,  1967 


P-7 


bers  of  the  Association  have  the  privilege  of  appearing 
before  reference  committees  of  the  House  of  Dele- 
gates in  support  of  or  in  opposition  to  any  proposal. 

Reference  Committees 

Reference  committees  will  hold  their  first  meetings  to 
consider  business  assigned  to  them  by  the  Speaker 
of  the  House  of  Delegates  at  7:30  p.m.,  Thursday. 
Additional  meetings  will  be  at  such  other  times  as  the 
chairmen  of  the  committees  find  necessary.  Meeting 
places  other  than  the  first  meeting  will  be  assigned  at 
the  Message  Center  in  the  Memorial  Auditorium.  Com- 
mittee chairmen  are  urged  to  inform  the  Message 
Center  staff  when  they  have  called  meetings  so  that 
inquiries  may  be  answered.  Meetings  of  reference 
committees  Thursday  at  7:30  p.m.  will  be  held  in 
the  Statler  Hilton  Hotel  as  follows: 

Board  of  Councilors,  Mustang  Room 
Board  of  Trustees,  Suite  1704 
Constitution  and  Bylaws,  Gold  Room 
Legislation,  Embassy  West 

Medical  Service  and  Insurance,  Ballroom  Assembly 
Miscellaneous  Business,  Blue  Bonnet  Room 
Public  Relations,  Embassy  East 
Reports  of  Officers  and  Committees,  El  Corrallito 
Scientific  Work,  Silver  Room 

Chairmen  of  reference  committees  are  asked  to  attend 
a luncheon  meeting  with  the  Speaker  of  the  House 
of  Delegates  at  12  Noon,  Thursday,  in  the  Gold  Room 
of  the  Statler  Hilton  Hotel  to  discuss  procedures  and 
to  expedite  business. 


7:00  p.m.  Committee  on  Health  Insurance  (dinner), 
Gold  Room,  Statler  Hilton 

7.00  p.m.  Committee  on  Medical  Careers  (dinner). 
Upper  Court,  Statler  Hilton 

8:00  p.m.  Committee  on  Association  insurance 
Programs  (dinner),  Lower  Court,  Statler 
Hilton 


Thursday 

7:00  a.m.  Council  on  Medical  Education  and  Hos- 
pitals (breakfast),  Silver  Room,  Statler 
Hilton 

7:00  a.m.  Council  on  Medical  Jurisprudence  (break- 
fast), Blue  Bonnet  Room,  Statler  Hilton 

7:00  a.m.  Council  on  Public  Relations  and  Public 
Service  (breakfast),  El  Corrallito,  Statler 
Hilton 

7.00  a.m.  Council  on  Scientific  Advancement 
(breakfast).  Room  410,  Statler  Hilton 

7:30  a.m.  Committee  on  Disaster  Medical  Care 
(breakfast),  Room  422,  Statler  Hilton 

7:30  a.m.  Council  on  Medical  Service  and  Insur- 
ance (breakfast).  Room  414,  Statler  Hil- 
ton 

7:30  a.m.  Delegates  to  the  American  Medical  As- 
sociation (breakfast),  Gold  Room,  Statler 
Hilton 


Board,  Council,  and  Committee  Meetings 

A number  of  Texas  Medical  Association  board,  coun- 
cil, and  committee  meetings  are  being  scheduled  dur- 
ing the  annual  session.  Those  scheduled  at  press  time 
follow: 


8:00  a.m. 
9:00  a.m. 
10:00  a.m. 


Wednesday 

10:30  a.m 

2:00  p.m. 

Committee  on  Workmen’s  Compensa- 
tion Insurance,  Blue  Bonnet  Room,  Stat- 
ler Hilton 

11:00  a.m. 

3:00  p.m. 

Committee  on  Liaison  with  State  Bar  of 
Texas,  Lower  Court,  Statler  Hilton 

12  Noon 

3:00  p.m. 

Committee  on  Maternal  Health,  Gold 
Room,  Statler  Hilton 

12:30  p.m. 

6:00  p.m. 

Committee  on  Mental  Health  (dinner), 
Silver  Room,  Statler  Hilton 

12:30  p.m. 

6:30  p.m. 

Board  of  Trustees  (dinner),  Suite  1704 
Statler  Hilton 

6:30  p.m. 

6:30  p.m. 

Council  on  Constitution  and  By-Laws 
(dinner),  El  Corrallito,  Statler  Hilton 

6:30  p.m. 

Council  on  Public  Relations  and  Public 
Service  (dinner),  Room  434,  Statler 
Hilton 

Friday 

7:30  a.m. 

6:30  p.m. 

Special  Committee  on  Title  XIX  (dinner), 
Blue  Bonnet  Room,  Statler  Hilton 

8:00  a.m. 

6:30  p.m. 

Subcommittee  to  Study  Business  Man- 
agement Services  (dinner),  Room  414 
Statler  Hilton 

11:00  a.m. 

Committee  on  Nuclear  Medicine  (break- 
fast), Room  418,  Statler  Hilton 

Board  of  Councilors,  Mustang  Room, 
Statler  Hilton 

Committee  on  Liaison  with  Blue  Shield 
of  Texas,  Room  429,  Statler  Hilton 

Committee  on  Athletics,  Room  430, 
Statler  Hilton 

Committee  on  Aging,  Room  426,  Statler 
Hilton 

Committee  on  Industrial  Health  (lunch- 
eon), Room  434,  Statler  Hilton 

Committee  on  Public  Health  (luncheon), 
Silver  Room,  Statler  Hilton 

Committee  on  Transportation  Safety 
(luncheon),  El  Corrallito,  Statler  Hilton 

Committee  on  Medical  History  (dinner), 
Embassy  Ballroom.  Statler  Hilton 


Committee  on  Disaster  Medical  Care 
(breakfast),  Gold  Room,  Statler  Hilton 

Committee  on  Scientific  Exhibits  (break- 
fast), Blue  Bonnet  Room,  Statler  Hilton 

Committee  on  Contract  Medicine,  El 
Corrallito,  Statler  Hilton 
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2:00  p.m.  Committee  on  Rural  Health,  Room  414, 
Statler  Hilton 

4:00  p.m.  Committee  on  Cancer,  Blue  Bonnet 
Room,  Statler  Hilton 


Saturday 

7:30  a.m.  Committee  on  Physicians  Benevolent 
Fund  (breakfast),  Blue  Bonnet  Room, 
Statler  Hilton 


7:30  a.m.  Committee  on  School  Health  (breakfast), 
Room  414,  Statler  Hilton 

7:30  a.m.  Committee  on  Tuberculosis  (breakfast). 
Parlor  E,  Adolphus 

8:30  a.m.  Committee  for  American  Medical  Asso- 
ciation Education  and  Research  Founda- 
tion, Room  410,  Statler  Hilton 

9:30  a.m.  Special  Advisory  Committee  to  Blue 
Cross-Blue  Shield,  Silver  Room,  Statler 
Hilton 

2:00  p.m.  Committee  on  Hospital  Accreditation, 
Room  418,  Statler  Hilton 

2:00  p.m.  Committee  on  Military  and  Veterans  Af- 
fairs, Room  414,  Statler  Hilton 


TEXPAC  Breakfast 

The  Texas  Political  Action  Committee  will  meet  for 
a breakfast  session  Saturday  at  7:30  a.m.  in  the  Em- 
bassy Ballroom  of  the  Statler  Hilton  Hotel. 


Blue  Cross-Blue  Shield  Breakfast 

Blue  Cross-Blue  Shield  of  Texas  will  have  a breakfast 
for  members  of  the  House  of  Delegates  on  Friday  at 
7:30  a.m.  in  the  Embassy  Ballroom  of  the  Statler  Hil- 
ton Hotel.  Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President,  American  Medical  Association,  Chicago,  will 
be  guest  speaker. 


Dallas;  William  M.  Crawford,  Fort  Worth;  Alice  Smith, 
Dallas;  Elliott  Mendenhall,  Dallas;  Mrs.  James  A.  Hall- 
mark, Fort  Worth;  Mrs.  G.  V.  Launey,  Dallas;  Herman 
C.  Sehested,  Fort  Worth  (ex  officio);  and  James  D. 
Murphy,  Fort  Worth  (ex  officio). 

The  Committee  on  General  Arrangements  for  the  1967 
annual  session,  all  members  from  the  Dallas  County 
Medical  Society,  includes  Dr.  Don  G.  Harrel,  Dallas, 
general  chairman,  and  the  following  subcommittee 
chairmen: 

Dr.  L.  S.  Thompson,  Jr.  (vice  chairman) 

Dr.  Reuben  H.  Adams  (alumni  and  fraternity 
parties) 

Dr.  David  Vanderpool  (entertainment) 

Dr.  Walter  Patton  (first  aid) 

Dr.  Robert  K.  Portman  (housing) 

Dr.  Elgin  W.  Ware,  Jr.  (information) 

Dr.  C.  E.  Van  Cleave,  Jr.  (memorial  service) 

Dr.  P.  E.  Luecke,  Jr.  (public  lectures) 

Dr.  Fred  J.  Bonte  (publicity) 

Dr.  John  Stack  (scientific  exhibits) 

Dr.  Albert  O.  Loiselle  (sports) 

Dr.  Alice  Smith  (technical  exhibits  and  women  phy- 
sicians) 

Mr.  Millard  J.  Heath  is  Executive  Director  of  the  Dallas 
County  Medical  Society. 

Texas  Medical  Association  staff  members  assisting 
with  phases  of  the  100th  annual  session  include:  Mr. 
Donald  M.  Anderson,  Assistant  Executive  Secretary, 
hotels  and  delegates;  Mrs.  Marilyn  Baker  and  Texas 
Medicine  staff,  historical  research  and  special  articles; 
Mr.  John  Boyd,  printing;  Miss  Pauline  Duffield,  histori- 
cal research,  memorial  service,  film  program;  Mrs. 
Carol  Durbin,  housing  and  committees;  Mr.  Jon  Horna- 
day,  publicity  and  public  relations;  Mr.  E.  Maxwell 
Jones,  registration;  and  Mr.  Dale  R.  Werner,  exhibits 
and  equipment. 

Mrs.  George  V.  Launey  and  Mrs.  Reuben  H.  Adams, 
both  of  Dallas,  are  convention  co-chairmen  for  the 
Woman’s  Auxiliary.  Mrs.  Martha  James,  Austin,  is 
Auxiliary  staff  secretary. 


ANNUAL  SESSION  COMMITTEES 

Members  of  the  Council  on  Annual  Session,  who  have 
coordinated  plans  for  the  annual  session,  are  Drs. 
Herman  C.  Sehested,  Fort  Worth,  Chairman;  Dennis 
M.  Voulgaris,  Wharton;  John  C.  Meadows,  Jr.,  San  An- 
tonio; John  W.  Chriss,  Corpus  Christi;  Alice  Smith, 
Dallas;  O.  A.  Fly,  Jr.,  Houston;  Guy  T.  Denton,  Jr., 
Dallas;  James  D.  Murphy,  Fort  Worth,  President  (ex 
officio);  and  Mr.  C.  Lincoln  Williston,  Austin,  Executive 
Secretary  (ex  officio).  Mrs.  Dale  Willimack,  Austin, 
serves  as  Coordinator  of  Annual  Session. 

The  Steering  Committee  for  Centennial  Events  is  com- 
posed of  Dr.  Don  G.  Harrel,  Dallas,  Chairman,  and 
Drs.  L.  S.  Thompson,  Jr.,  Dallas;  Guy  T.  Denton,  Jr., 


ALSO  WATCH  FOR— 

“Founding  of  the  Texas  Medical  Association,”  original 
painting,  to  be  on  display  in  Memorial  Auditorium  dur- 
ing annual  session. 

TMA  Daily  Bulletin  to  be  distributed  at  the  session. 

Memorial  Service  Program,  with  names  of  those  paid 
tribute,  to  be  distributed  at  the  service. 

Handbook  for  Delegates,  containing  agenda  of  House 
of  Delegates,  annual  reports  of  committees,  and  officer 
and  committee  lists,  available  for  distribution  at  regis- 
tration. 

Woman’s  Auxiliary  Program,  containing  convention  de- 
tails, to  be  distributed  at  Auxiliary  registration  at 
Sheraton-Dallas  Hotel  and  Memorial  Auditorium. 
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alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  iob  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


! 


Speakers 


GUEST  SPEAKERS 


Oliver  H.  Beahrs,  M.D. 

Head,  A Section  of  Surgery,  Mayo 
Clinic;  Professor  of  Surgery,  Mayo 
Graduate  School  of  Medicine,  Uni- 
versity of  Minnesota,  Rochester, 
Minn. 


Low  Anterior  Resection  in  the  Management  of  Cancer  of  the 
Colon  and  Rectum,  Texas  Proctologic  Society,  Thursday, 
11-11:30  a.m. 

Surgical  Management  of  Diverticulitis  of  the  Colon,  Refresher 
Course,  Friday,  8:30-9:45  a.m. 

Thyroid  Cancer  and  Its  Surgical  Management,  Section  on  Sur- 
gery, Friday,  3-.3:40  p.m. 

Cancer  of  the  Thyroid,  Curbstone  Consultations  Program,  Fri- 
day, 5-6:30  p.m. 

Sponsor:  Charles  R.  Morris,  Dallas. 

Cosponsor:  G.  V.  Brindley,  Jr.,  Temple. 

Guest  of  Section  on  Surgery,  Texas  Medical  Association. 


R.  Gordon  Bell,  M.D. 

Executive  Director,  The  Donwood 
Foundation,  Willowdale,  Ontario, 
Canada. 


The  Nature  of  Addiction,  Symposium  on  Alcoholism,  Thursday, 
8 p.m. 

The  Treatment  of  Addiction,  Refresher  Course,  Friday,  8:30- 
9:45  a.m. 

Sponsor:  Charles  B.  Shuey,  Dallas. 

Cosponsor:  John  W.  Garnett,  Jr.,  Fort  Worth. 

Guest  of  Texas  Commission  on  Alcoholism  and  The  University 
of  Texas,  Division  of  Extension. 


Ramon  Castroviejo,  M.D. 

Professor  of  Clinical  Ophthalmol 
ogy,  New  York  University  Postgrad 
uate  School  of  Medicine;  Director 
Department  of  Ophthalmology,  St 
Vincent's  Hospital  and  Medical  Cen 
ter.  New  York  City. 


Surgery  of  Uncomplicated  Senile  Cataract,  Texas  Ophthalmo- 
logical  Association,  Friday,  11-11:50  a.m. 

Surgery  of  Pterygiums,  Section  on  Ophthalmology,  Friday, 
4-4:50  p.m. 

Review  of  Keratoplasty:  Techniques  and  Results,  Refresher 
Course,  Saturday,  8:30-9:45  a.m. 

Different  Approaches  to  the  Complicated  Case  in  Cataract  Sur- 
gery, Section  on  Ophthalmology,  Saturday,  2:30-3:20  p.m. 

Sponsor:  M.  R.  Harrington,  Dallas. 

Cosponsor:  Carey  Legett,  Jr.,  Austin. 

Guest  of  Texas  Ophthalmological  Association  and  Section  on 
Ophthalmology,  Texas  Medical  Association. 


James  H.  Christie,  M.D. 

Assistant  Professor  of  Radiology, 
Western  Reserve  University  School 
of  Medicine,  Cleveland,  Ohio. 


Data  Averaging  for  Improved  Resolution  and  Recognition  in 
Radioisotope  Scanning,  Section  on  Radiology,  Friday,  2:30- 
2:50  p.m. 

The  Clinical  Uses  of  Radioisotope  Scanning,  Refresher  Course, 
Saturday,  8:30-9:45  a.m. 

The  Contribution  of  Radioisotope  Scanning  in  the  Diagnosis  of 
Thyroid  Disease,  Section  on  Radiology,  Saturday,  2:30-2:50 
p.m. 

Sponsor:  John  S.  Alexander,  Fort  Worth. 

Cosponsor:  Frederick  J.  Bonte,  Dallas. 

Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Hugh  R.  Butt,  M.D. 

Professor  of  Medicine,  Mayo  Foun- 
dation, University  of  Minnesota, 
Rochester,  Minn. 


Ultrastructure  of  the  Hepatic  Cell — The  Relationship  to  Jaun- 
dice, Section  on  Digestive  Diseases,  Friday,  3:30-4  p.m. 

Hepatic  Coma — Physiology  and  Treatment,  Joint  Session,  Sec- 
tions on  Digestive  Diseases  and  Internal  Medicine,  Satur- 
day, 4:10-4:40  p.m. 

Sponsor:  Cecil  O.  Patterson,  Dallas. 

Cosponsor:  Richard  D.  Haines,  Temple. 

Guest  of  Section  on  Digestive  Diseases,  Texas  Medical  Asso- 
ciation. 


Robert  J.  Coffey,  M.D. 

Professor  of  Surgery  and  Chairman, 
Department  of  Surgery,  George- 
town University  School  of  Medicine, 
Washington,  D.C. 


The  Surgical  Treatment  of  Duodenal  Ulcer,  Refresher  Course, 
Friday,  8:30-9:45  a.m. 

Cancer  of  the  Thyroid,  Curbstone  Consultations  Program,  Fri- 
day, 5-6:30  p.m. 

The  Diagnosis  and  Treatment  of  Chronic  Pancreatitis,  General 
Meeting,  Saturday,  10-10:25  a.m. 

Results  in  Pancreatico-Duodenal  Resection  for  Periampullary 
Carcinoma,  Section  on  Surgery,  Saturday,  3:30-4:10  p.m. 

Sponsor:  John  V.  Goode,  Dallas. 

Cosponsor:  Robert  A.  McCall,  Dallas. 

Guest  of  Texas  Division,  American  Cancer  Society. 
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Frank  D.  Costenbader,  M.D. 

Clinical  Professor  of  Ophthalmol- 
ogy, George  Washington  University 
School  of  Medicine,  Washington, 
D.C. 


The  Infant’s  Watery  Eye,  Refresher  Course,  Friday,  8:30-9:45 
a.m. 

Pareses  and  Pseudopareses  of  the  Lateral  Recti,  Section  on 
Ophthalmology,  Friday,  3-3:50  p.m. 

Early  Surgery  of  Congenital  Esotropia,  Texas  Opththalmological 
Association,  Saturday,  11-11:50  a.m. 

Thoughts  on  Intermittent  Exotropia,  Section  on  Ophthalmology, 
Saturday,  4-4:50  p.m. 

Sponsor:  John  R.  Lynn,  Dallas. 

Cosponsor:  C.  Harold  Beasley,  Fort  Worth. 

Guest  of  Texas  Ophthalmological  Association  and  Section  on 
Ophthalmology,  Texas  Medical  Association. 


James  B.  Field,  M.D. 

Professor  of  Medicine,  Department 
of  Medicine,  University  of  Pitts- 
burgh School  of  Medicine,  Pitts- 
burgh. 


Differential  Diagnosis  of  Hypoglycemia,  Refresher  Course,  Sat- 
urday, 8:30-9:45  a.m. 

Clinical  Clues  in  the  Recognition  of  Reactive  Hyperglycemia 

The  Somogyi  Effect,  Texas  Diabetes  Association,  Sunday 
10:15-10:40  a.m. 

Treatment  of  Diabetic  Acidosis,  Lactic  Acidosis,  and  Hyperos- 
molar Coma  (Panel),  Texas  Diabetes  Association,  Sunday 
12:15  p.m. 

Insulin  Resistance  in  Diabetes  Mellitus,  Texas  Diabetes  Asso- 
ciation, Sunday,  2:50-3:20  p.m. 

Sponsor:  John  T.  Binion,  Dallas. 

Cosponsor:  Bryan  Williams,  Dallas. 

Guest  of  Texas  Diabetes  Association. 


Anthony  R.  Curreri,  M.D. 

Director,  Division  of  Clinical  On- 
cology, University  of  Wisconsin 
Medical  School,  Madison. 


Chemotherapy  of  Malignant  Diseases,  Refresher  Course,  Satur- 
day, 8:30-9:45  a.m. 

The  Role  of  5-FIuorouracil  in  the  Treatment  of  Disseminated 
Cancer,  Texas  Chapter,  American  College  of  Chest  Physi- 
cians, Sunday,  10-10:30  a.m. 

Sponsor:  George  A.  Balia,  Dallas. 

Cosponsor:  Eugene  P.  Frenkel,  Dallas. 

Guest  of  Texas  Division,  American  Cancer  Society. 


Francis  M.  Forster,  M.D. 

Professor  and  Chairman,  Depart- 
ment of  Neurology,  University  of 
Wisconsin  Medical  School,  Madi- 
son. 


Emotional  Disturbances  in  Children  and  Adolescents  (Behav- 
ioral Treatment  of  Epilepsy)  (Panel),  Section  on  Nervous 
and  Mental  Diseases,  Friday,  3:30-5  p.m. 

Management  of  the  Epileptic  Patient,  Section  on  General  Prac- 
tice, Saturday,  2:30-3  p.m. 

Sponsor:  David  D.  Daly,  Dallas. 

Cosponsor:  George  B.  Livesay,  San  Antonio. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Associ- 
ation. 


James  A.  Ferguson,  M.D. 

Chief  of  Staff,  Ferguson  - Droste- 
Ferguson  Hospital,  Grand  Rapids, 
Mich. 


Chronic  Ulcer  in  Ano,  Texas  Proctologic  Society  Thursday 
10-10:30  a.m. 

Villous  Tumors  of  the  Rectum,  Texas  Proctologic  Society 
Thursday,  12-12:30  p.m. 

Hemorrhoids,  Refresher  Course,  Friday,  8:30-9:45  a.m. 
Sponsor:  H.  Gray  Carter,  Dallas. 

Cosponsor:  James  M.  Hampton,  Houston. 

Guest  of  Texas  Proctologic  Society  and  Texas  Medical  Asso- 
ciation. 


Sydney  S.  Gellis,  M.D. 

Professor  and  Chairman,  Depart- 
ment of  Pediatrics,  Tufts  University 
School  of  Medicine;  Pediatrician-in- 
Chief,  New  England  Medical  Center 
Hospitals,  Boston. 


Controversial  Aspects  of  Immunization  Procedures,  General 
Meeting,  Friday,  10-10:25  a.m. 

Management  of  Chronic  Infantile  Diarrhea,  Curbstone  Consul- 
tations Program,  Friday,  5-6:30  p.m. 

Infectious  Hepatitis  in  Infancy  and  Childhood,  Section  on  Ped- 
iatrics, Saturday,  2:30-3  p.m. 

Intrauterine  Dwarfism,  Section  on  Pediatrics,  Saturday,  3-3:30 
p.m. 

Sponsor:  John  L.  Baskin,  Dallas. 

Cosponsor:  P.  Clift  Price,  Austin. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 
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William  K.  Jordan,  M.D. 

Consultant  Neurologist,  Little  Rock. 


Victor  Goodhill,  M.D. 

Professor  of  Surgery  (Otology)  in- 
Residence,  University  of  California 
School  of  Medicine,  Los  Angeles. 


The  Physician  and  the  Deaf  Child,  Refresher  Course,  Friday, 
8:30-9:45  a.m. 

Reparative  Mechanisms  in  Tympanoplasty — Inductive  Processes 
and  Perichondral  Autografts,  Section  on  Otolaryngology, 
Friday,  3:45-4:45  p.m. 

Recognition  and  Management  of  Perilymphatic  Fistulae,  Sec- 
tion on  Otolaryngology,  Saturday,  2:30-3:15  p.m. 

Technique  of  Interposition  Stapedectomy,  Section  on  Otolaryn- 
gology, Saturday,  4-4:45  p.m. 

Sponsor:  Louis  E.  Adin,  Jr.,  Dallas. 

Cosponsor:  Lloyd  A.  Storrs,  Lubbock. 

Guest  of  Texas  Otolaryngological  Association  and  Section  on 
Otolaryngology,  Texas  Medical  Association. 


The  Neurological  Background  of  Sensory  Defects  in  Brain- 
Damaged  Children,  Symposium  on  Cerebral  Palsy,  Satur- 
day, 9:20-10  a.m. 

The  Clumsy  Child  Syndrome  and  Its  Significance,  Symposium 
on  Cerebral  Palsy,  Saturday,  11:15-11:45  a.m. 

Guest  of  United  Cerebral  Palsy  Association  of  Texas,  Inc. 


Lt.  Col.  Wallace  G.  Haworth, 
USAF,  MC 

Chief,  Directorate,  Aerospace  Medi- 
cine, United  States  Air  Force  Acad- 
emy, Colo. 


The  Nerve  Pinch  Problem,  Texas  Society  of  Athletic  Team 
Physicians,  Friday,  9:20-9:50  a.m. 

Sponsor:  E.  Frank  Wallace,  Arlington. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians. 


Albert  M.  Kligman,  M.D. 

Professor  of  Dermatology,  Univer- 
sity of  Pennsylvania  School  of 
Medicine,  Philadelphia. 


Pathogenesis  of  Acne  Vulgaris,  Texas  Dermatological  Society, 
Saturday,  9:9:35  a.m. 

Sponsor:  Coleman  Jacobson,  Dallas. 

Cosponsor:  Stuart  M.  Brown,  Dallas. 

Guest  of  Texas  Dermatological  Society  and  Texas  Medical  As- 
sociation. 


Zeph  J.  R.  Hollenbeck,  M.D. 

Professor  of  Obstetrics  and  Gyne- 
cology, Ohio  State  University  Col- 
lege of  Medicine,  Columbus. 


Chronic  Pelvic  Pain — Its  Diagnostic  Significance  and  the 
Neurologic  Pathways  Involved,  Refresher  Course,  Satur- 
day, 8:30-9:45  a.m. 

The  Cause  and  Prevention  of  Gastrointestinal  and  Urologic 
Injuries  in  Gynecologic  Surgery,  Section  on  Obstetrics  and 
Gynecology,  Saturday,  2:30-3  p.m. 

Vaginal  Hysterectomy — Indications,  Technique,  and  Results, 
Section  on  Obstetrics  and  Gynecology,  Saturday,  3:30-4 
p.m. 

Sponsor:  James  T.  Downs,  III,  Dallas. 

Cosponsor:  William  M.  Brantley,  Odessa. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical 
Association. 


Chauncey  D.  Leake,  Ph.D. 

Senior  Lecturer  in  Pharmacology, 
University  of  California  School  of 
Medicine,  San  Francisco. 


Ashbel  Smith  and  Texas  Medicine,  General  Meeting,  Saturday, 
10:30-10:55  a.m. 

Life  Among  Anesthesiologists:  Recollections  of  Forty  Years, 
Texas  Society  of  Anesthesiologists,  Saturday,  6:30  p.m. 

Concepts  of  Pain  and  Its  Management,  Texas  Society  of  Anes- 
thesiologists, Sunday,  10:40-11:10  a.m. 

Sponsor:  A.  H.  Giesecke,  Jr.,  Dallas. 

Cosponsor:  George  P.  Beck,  Lubbock. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medi- 
cal Association. 
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Reginald  S.  Lourie,  M.D. 

Director,  Department  of  Psychiatry, 
Children’s  Hospital  and  Hillcrest 
Children’s  Center;  Professor  of 
Pediatric  Psychiatry,  George  Wash- 
ington University  School  of  Medi- 
cine, Washington,  D.C. 


Preventive  Psychiatry  in  the  First  Years  of  Life,  Refresher 
Course,  Friday,  8:30-9:45  a.m. 

Current  Concepts  on  the  Origins  and  Nature  of  Violence,  Sec- 
tion on  Nervous  and  Mental  Diseases,  Friday,  2:30-3  p.m. 

Emotional  Disturbances  in  Children  and  Adolescents  (Attempt- 
ed Suicide  in  Children)  (Panel),  Section  on  Nervous  and 
Mental  Diseases,  Friday,  3:30-5  p.m. 

Sponsor:  Robert  L.  Stubblefield,  Dallas. 

Cosponsor:  Jack  Martin,  Dallas. 

Guest  of  Texas  Neuropsychiatric  Association  and  Section  on 
Nervous  and  Mental  Diseases,  Texas  Medical  Association, 


Meyer  A.  Perlstein,  M.D. 

Associate  Professor  of  Pediatrics, 
Northwestern  University  Medical 
School;  Chief,  Children's  Neurology 
Clinic  of  the  Cook  County  Hospital, 
Chicago. 


Perceptual  and  Educational  Problems  of  Genetic  Origin  (Tele- 
vision Presentation),  Joint  Session,  United  Cerebral  Palsy 
Association  of  Texas,  Inc.,  and  Section  on  Nervous  and 
Mental  Diseases,  Saturday,  2-3:15  p.m. 

Sponsor:  Edward  M.  Krusen,  Dallas. 

Cosponsor:  Ralph  Hanna,  Austin. 

Guest  of  United  Cerebral  Palsy  Association  of  Texas,  Inc. 


Lee  W.  Milford,  Jr.,  M.D. 

Campbell  Clinic,  Memphis,  Tenn. 


Early  Surgery  of  the  Arthritic  Hand,  Texas  Orthopaedic  Asso- 
ciation, Saturday,  8:15-8:40  a.m. 

Severe  Injuries  of  the  Growing  Child’s  Hand,  Texas  Ortho- 
paedic Association,  Saturday,  2-2:25  p.m. 

Sponsor:  L.  L.  Lankford,  Dallas. 

Cosponsor:  Gerald  S.  Ahern,  Corpus  Christi. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical 
Association. 


John  D.  Porterfield,  M.D. 

Director,  Joint  Commission  on  Ac- 
creditation of  Hospitals,  Chicago. 


The  Spectrum  of  Patient  Care  Institutions,  Texas  Association 
of  Public  Health  Physicians,  Thursday,  7 p.m. 

The  Extension  of  Health  Resources,  Conference  of  City  and 
County  Health  Officers,  Friday,  2:30-3  p.m. 

Report  on  the  National  Commission  on  Community  Health 
Services,  Section  on  Public  Health,  Saturday,  2:30-3  p.m. 
Sponsor:  Hal  J.  Dewlett,  Dallas. 

Cosponsor:  Wilbur  V.  Bradshaw,  Jr.,  Fort  Worth. 

Guest  of  Conference  of  City  and  County  Health  Officers  and 
Texas  Medical  Association. 


William  B.  Ober,  M.D. 

Director  of  Laboratories,  Knicker- 
bocker Hospital,  New  York  City. 


Choriocarcinoma  and  Hydatidiform  Mole,  Section  on  Pathology 
Friday,  2:30-3:30  p.m. 

Endometrial  Reactions  to  Progestational  Agents,  Section  on 
Pathology,  Saturday,  2:30-3:30  p.m. 

Sponsor:  George  J.  Race,  Dallas. 

Cosponsor:  William  B.  Kingsley,  Dallas. 

Guest  of  Section  on  Pathology,  Texas  Medical  Association. 


Mr.  John  C.  Post 

Professional  Business  Management, 
Inc.,  Washington,  D.C. 


Office  and  Practice  Management;  Helpful  Suggestions  for  the 
Physician,  Orientation  Program  of  Texas  Medical  Associ- 
ation, Friday,  11:05-11:25  a.m. 

Estate  and  Financial  Planning  for  Physicians,  Refresher  Course, 
Saturday,  8:30-9:45  a.m. 

Sponsor:  Porter  K.  Mason,  Dallas. 

Cosponsor:  Robert  W.  Kimbro,  Cleburne. 

Guest  of  Texas  Society  of  Internal  Medicine,  Inc.,  and  Texas 
Medical  Association. 
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William  H.  Saunders,  M.D. 


Raymond  V.  Randall,  M.D. 

Head,  A Section  of  Endocrinology, 
Mayo  Clinic;  Associate  Professor  of 
Medicine,  Mayo  Graduate  School  of 
Medicine,  University  of  Minnesota, 
Rochester,  Minn. 


Nonhereditary  Diabetes  Mellitus,  Texas  Diabetes  Association, 

Sunday,  9:40-10:05  a.m.  . , . r 

Pitfalls  in  the  Diagnosis  of  Endocrine  Disease,  Texas  Diabetes 
Association,  Sunday,  11:30  a.m. -12  Noon. 

Treatment  of  Diabetic  Acidosis,  Lactic  Acidosis,  and  Hyperos- 
molar Coma  (Panel),  Texas  Diabetes  Association,  Sunday, 
12:15  p.m. 

Sponsor:  C.  Ferrell  Hamilton,  Dallas. 

Cosponsor:  George  M.  Jones,  Dallas. 

Guest  of  Texas  Diabetes  Association  and  Texas  Medical  As- 
sociation. 


Professor  and  Chairman,  Depart- 
ment of  Otolaryngology,  Ohio  State 
University  College  of  Medicine,  Co- 
lumbus. 


Removal  of  Nasopharyngeal  Angiofibroma,  Texas  Otolaryngo- 
logical  Association,  Friday,  10-11  a.m. 

Surgical  Treatment  of  Advanced  Carcinoma  of  the  Paranasal 
Sinuses,  Section  on  Otolaryngology,  Friday,  2:30-3:15  p.m. 

Treatment  of  Nasal  Septal  Perforations,  Texas  Otolaryngologi- 
cal  Association,  Saturday,  10-10:45  a.m. 

Early  Diagnosis  of  Head  and  Neck  Tumors,  Section  on  Oto- 
laryngology, Saturday,  3:15-4  p.m. 

Sponsor:  Claude  D.  Winborn,  Dallas. 

Cosponsor:  Edward  A.  Newell,  Dallas. 

Guest  of  Texas  Otolaryngological  Association  and  Section  on 
Otolaryngology,  Texas  Medical  Association. 


Joseph  H.  Ransohoff,  M.D. 

Professor  and  Chairman,  Depart- 
ment of  Neurosurgery,  New  York 
University  School  of  Medicine,  New 
York  City. 


Chemotherapy  of  Malignant  Brain  Tumors — Experience  With 
the  Use  of  Mithramycin,  Section  on  Nervous  and  Mental 
Disease,  Friday,  3-3:30  p.m. 

Pain,  Refresher  Course,  Saturday,  8:30-9:45  a.m. 

Volume  Control  System  in  the  Treatment  of  Hydrocephalus 
Theoretical  and  Practical  Problems,  Section  on  Nervous 
and  Mental  Diseases,  Saturday,  4-4:30  p.m. 

Sponsor:  William  Kemp  Clark,  Dallas. 

Cosponsor:  Tom  M.  Nash,  Dallas. 

Guest  of  Texas  Neuropsychiatric  Association  and  Section  on 
Nervous  and  Mental  Diseases,  Texas  Medical  Association. 


J.  G.  Scadding,  M.D. 

Professor  of  Medicine,  Institute  of 
Diseases  of  the  Chest,  Brompton 
Hospital,  London,  England. 


Sensitivity  Chest  Disease,  Curbstone  Consultations  Program, 
Friday,  5-6:30  p.m. 

Prognosis  in  Fibrosing  Alveolitis  (Charles  M.  Hendricks  Me- 
morial Lecture),  Texas  Chapter,  American  College  of  Chest 
Physicians,  Sunday,  11:15  a.m. -12:15  p.m. 

The  Radiology  of  Allergic  Aspergillosis,  Texas  Chapter,  Ameri- 
can College  of  Chest  Physicians,  Sunday,  2:30-3  p.m. 

Sponsor:  David  Nicholson,  Dallas. 

Cosponsor:  John  L.  Kee,  Dallas. 

Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians, 
and  Texas  Medical  Association. 


Donald  L.  Rose,  M.D. 

Professor  of  Physical  Medicine,  Uni- 
versity of  Kansas  School  of  Medi- 
cine, Kansas  City. 


Conservative  Management  of  the  Painful  Back,  Joint  Session 
of  Texas  Industrial  Medical  Association,  Texas  Physical 
Medicine  and  Rehabilitation  Society,  and  Texas  Traumatic 
Surgical  Society,  Thursday,  10-10:45  a.m. 

Return  to  Work  Following  Disability  (Panel),  Joint  Session  of 
Texas  Industrial  Medical  Association,  Texas  Physical  Med- 
icine  and  Rehabilitation  Society,  and  Texas  Traumatic 
Surgical  Society,  Thursday,  2:45  p.m. 

Diagnosis  and  Management  of  Bursitis,  Refresher  Course,  Fri- 
day, 8:30-9:45  a.m. 

Sponsor:  Jewel  S.  Daughety,  Dallas. 

Cosponsor:  Robert  J.  Potts,  Dallas. 

Guest  of  Texas  Industrial  Medical  Association  and  Texas  Medi- 
cal Association. 


Peter  V.  Siegel,  M.D. 

Federal  Air  Surgeon,  Federal  Avia- 
tion Agency,  Washington,  D.C. 


Medical  Aspects  of  the  Supersonic  Transport,  Joint  Session  of 
Texas  Air-Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association,  Saturday,  10-10:30  a.m. 

Cardiovascular  Problems  in  the  National  Aviation  System,  Joint 
Session  of  Texas  Air-Medics  Association  and  Texas  Chap- 
ter, Flying  Physicians  Association,  Saturday,  2:30-3  p.m. 

Sponsor:  James  Y.  Bradfield,  Dallas. 

Cosponsor:  Clyde  A.  Lynn,  Fort  Worth. 

Guest  of  Texas  Air-Medics  Association;  Texas  Chapter,  Flying 
Physicians  Association;  and  Texas  Medical  Association. 
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Donald  B.  Slocum,  M.D. 

Chief  of  Orthopedic  Surgery,  Sac- 
red Heart  Hospital,  Eugene,  Ore. 


Athletic  Injury  to  the  Shoulder,  Texas  Society  of  Athletic  Team 
Physicians,  Friday,  8:50-9:20  a.m. 

A Working  Classification  of  Injuries  to  the  Elbow  Resulting  from 
Baseball  Pitching,  Friday,  10-10:30  a.m. 

Current  Concepts  of  the  Diagnosis  and  Treatment  of  Ligamen- 
tous Injuries  of  the  Knee,  Refresher  Course,  Saturday 
8:30-9:45  a.m. 

Sponsor:  Stonie  R.  Cotten,  Dallas. 

Cosponsor:  B.  C.  Halley,  Jr.,  Dallas. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians  and  Texas 
Medical  Association. 


Gerald  Solomons,  M.D. 

Associate  Professor  of  Pediatrics, 
State  University  of  Iowa  College  of 
Medicine,  Iowa  City. 


Medical  Responsibility  in  the  Care  of  the  Exceptional  Child, 
Symposium  on  Cerebral  Palsy,  Saturday,  10-10:45  a.m. 
The  Diagnosis  and  Treatment  of  Hyperactivity  in  Children, 
Symposium  on  Cerebral  Palsy,  Saturday,  3:30-4  p.m. 
Guest  of  United  Cerebral  Palsy  Association  of  Texas,  Inc. 


Robert  I.  Wise,  M.D. 

Magee  Professor  of  Medicine  and 
Head  of  the  Department  of  Medi- 
cine, Jefferson  Medical  College, 
Philadelphia. 


Guidelines  in  the  Selection  of  Antibiotics  in  the  Treatment 
of  Bacterial  Infections,  General  Meeting,  Friday,  10  30- 
10:55  a.m. 

Problems  Encountered  in  the  Diagnosis  and  Management  of 
Bacterial  Endocarditis,  Section  on  Internal  Medicine  Fri- 
day, 2:30-3  p.m. 

Infectious  Disease  Problems  (Panel),  Section  on  Internal  Medi- 
cine, Friday,  4-5  p.m. 

Sponsor:  Maurice  M.  Scurry,  Dallas. 

Cosponsor:  Lynn  A.  Bernard,  Houston. 

Guest  of  Section  on  Internal  Medicine,  Texas  Medical  Associ- 
ation. 


SPECIAL  SPEAKERS 

Norman  B.  Ackerman,  M.D.,  Ph.D.,  Assistant  Professor 
of  Surgery,  Boston  University  Medical  Center  Uni- 
versity Hospital,  Boston. 

The  Use  of  Radioisotopic  Agents  in  the  Diagnosis 
of  Cancer,  American  Cancer  Society  1967  Scien- 
tific Session,  Wednesday,  1 p.m. 

W.  A.  D.  Anderson,  Chairman,  Department  of  Patholo- 
gy, University  of  Miami  School  of  Medicine,  Coral 
Gables,  Fla. 

The  Pap  Smear — What  Technique  and  How  Fre- 
quent? American  Cancer  Society  1967  Scientific 
Session,  Wednesday,  1 p.m. 

James  W.  Aston,  Research  Fellow  in  Orthopedics,  Uni- 
versity of  Texas  Southwestern  Medical  School 
Dallas. 

Panel:  Shoulder-Neck  Problems  (Television  Pres- 
entation), General  Meeting,  Friday,  11:15  a.m. 

Oscar  Auerbach,  Senior  Medical  Investigator,  Veterans 
Administration  Hospital,  East  Orange,  N.J. 

Carcinogenic  Effects  of  Tobacco  Usage,  American 
Cancer  Society  1967  Scientific  Session,  Wednes- 
day, 9 a.m. 

William  C.  Banks,  D.V.M.,  Professor  of  Veterinary 
Radiology,  Texas  A & M University  College  of  Veteri- 
nary Medicine,  College  Station. 

Domestic  Animal  Diseases  Related  to  Man  by 
Radiography,  Section  on  Radiology,  Friday,  2:50 
p.m. 

William  Berenberg,  Assistant  Clinical  Professor  of 
Pediatrics,  Harvard  Medical  School,  Boston. 

Luncheon  Address,  Symposium  on  Cerebral  Pal- 
sy, Saturday,  12  Noon. 

F.  J.  L.  Blasingame,  Executive  Vice  President,  Ameri- 
can Medical  Association;  Honorary  Member,  Texas 
Medical  Association. 

Address,  Blue  Cross-Blue  Shield  Breakfast,  Friday 
7:30  a.m. 

Miss  Billye  J.  Brown,  R.N.,  President,  Texas  Nurses 
Association;  Associate  Professor,  University  of  Texas 
School  of  Nursing,  Austin. 

Welcome  Address,  Conference  of  Physicians  and 
Nurses,  Wednesday,  7 p.m. 

Mrs.  Mary  Cantrell,  R.N.,  Educational  Coordinator, 
Veterans  Administration  Hospital,  Waco. 

Moderator,  Group  6:  Communications  Necessary 
for  Patient  Care  Based  on  Changing  Patterns  in 
Medical  and  Nursing  Practice,  Conference  of  Phy- 
sicians and  Nurses,  Thursday,  10:15  a.m. 

Roy  W.  Chamberlain,  Ph.D.,  Scientist  Director,  Chief, 
Arbovirus  Infections  Unit,  National  Communicable 
Disease  Center,  Atlanta. 

St.  Louis  Encephalitis  Vector  Studies  in  Dallas, 
Texas,  Conference  of  City  and  County  Health 
Officers,  Friday,  3 p.m. 

Edward  E.  Christensen,  Assistant  Professor  of  Radi- 
ology, University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Interpretation  of  Roentgen  Findings  in  Traumatic 
Lesions  of  the  Tracheobronchial  Tree,  Texas 
Chapter,  American  College  of  Chest  Physicians, 
Sunday,  9 a.m. 

William  M.  Christophersen,  Professor  and  Chairman, 
Department  of  Pathology,  University  of  Louisville 
School  of  Medicine,  Louisville. 

Present  Role  of  Cytology  in  Cancer  Detection 
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(Exclusive  of  Uterine  Cancer),  American  Cancer 
Society  1967  Scientific  Session,  Wednesday,  1 
p.m. 

Thomas  W.  Clark,  Director,  University  of  Pennsylvania 
Diagnostic  Clinic,  Philadelphia. 

An  Evaluation  of  the  Annual  Checkup,  American 
Cancer  Society  1967  Scientific  Session,  Wednes- 
day, 1 p.m. 

Sam  D.  Clements,  Ph.D.,  Associate  Professor,  Depart- 
ments of  Psychology  and  Pediatrics,  University  of 
Arkansas  Medical  Center,  Little  Rock;  Consultant, 
National  Institute  of  Neurological  Diseases  and 
Blindness,  Washington,  D.  C. 

Minimally  Brain-Injured  Children,  Conference  on 
School  Health,  Thursday,  9:15  a.m. 

Thomas  E.  Cone,  Jr.,  Department  of  Pediatrics,  Uni- 
versity of  Texas  Southwestern  Medical  School, 
Dallas. 

Newer  Developments  in  the  Field  of  Human 
Growth,  Texas  Chapter,  American  Academy  of 
Pediatrics,  Friday,  12  Noon. 

Maj.  Kenneth  Cooper,  USAF  MC,  Cardiology  Research 
Unit,  Wilford  Hall  Hospital,  Lackland  Air  Force  Base. 
Curbstone  Consultatons:  Management  and  Treat- 
ment of  the  Post-Coronary  Patient,  Friday,  5 p.m. 
The  Role  of  Physical  Fitness  in  USAF  Clinical 
Medicine,  Section  on  General  Practice,  Saturday, 
3 p.m. 

Emerson  Day,  Director,  Strang  Clinic,  New  York  City. 

What  Constitutes  an  Adequate  Periodic  Health 
Examination?  American  Cancer  Society  1967  Sci- 
entific Session,  Wednesday,  1 p.m. 

Mr.  Fred  D.  Duerr,  Marsh  & McLennan,  New  York  City. 
Panel:  Return  to  Work  Following  Disability,  Texas 
Industrial  Medical  Association,  Texas  Physical 
Medicine  and  Rehabilitation  Society,  and  Texas 
Traumatic  Surgical  Society,  Thursday,  2:45  p.m. 

W.  C.  Duncan,  Fourth-Year  Resident  in  Dermatology, 
Department  of  Dermatology,  Baylor  University  Col- 
lege of  Medicine,  Houston. 

Cutaneous  Resistance  to  Bacterial  Infection, 
Texas  Dermatological  Society,  Saturday,  9:45 
a.m. 

Charles  L.  Dunham,  Director,  Division  of  Biology  and 
Medicine,  US  Atomic  Energy  Commission,  Washing- 
ton, D.  C. 

Moderator,  Seminar  on  Food  Preservation  and 
Irradiation,  Friday,  9:15  a.m. 

Richard  T.  Eastwood,  Ph.D.,  Secretary,  Texas  Regional 
Advisory  Committee,  Houston. 

Panel:  Facilities  and  Agencies  in  Texas  to  Help 
the  Heart  Patient,  Symposium  on  Cardiovascular 
Diseases,  Thursday,  4 p.m. 

Robert  L.  Egan,  Chief,  Mammography  Section,  Emory 
University  Clinic,  Atlanta. 

Mammography  for  the  Detection  of  Breast  Le- 
sions, American  Cancer  Society  1967  Scientific 
Session,  Wednesday,  1 p.m. 

Milton  S.  Eisenhower,  President,  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore,  Md. 

Guest,  Johns  Hopkins  School  of  Medicine  Recep- 
tion and  Dinner,  Friday,  6 p.m. 

Marshall  Eskridge,  Radiologist,  Mobile,  Ala. 

Special  Barium  Enema  Technique  for  Colon  Polyp 
Detection,  American  Cancer  Society  1967  Scien- 
tific Session,  Wednesday,  9 a.m. 


Frank  E.  Emery,  Resident  in  Orthopedic  Surgery,  Uni- 
versity of  Texas  Medical  Branch,  Galveston. 

Lateral  Slipped  Capital  Femoral  Epiphysis,  Texas 
Orthopaedic  Association,  Saturday,  9:15  a.m. 

Mr.  C.  G.  Fairchild,  Assistant  Commissioner  for  Voca- 
tional Rehabilitation  and  Special  Education,  Texas 
Education  Agency,  Austin. 

Panel:  Facilities  and  Agencies  in  Texas  to  Help 
the  Heart  Patient,  Symposium  on  Cardiovascular 
Diseases,  Thursday,  4 p.m. 

Harry  W.  Fischer,  Director  of  Radiology,  Wayne  County 
General  Hospital,  Eliose,  Mich. 

Lymphangiography  in  the  Diagnosis  of  Cancer, 
American  Cancer  Society  1967  Scientific  Session, 
Wednesday,  1 p.m. 

John  S.  Fordtran,  Assistant  Professor  of  Internal  Medi- 
cine, University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Moderator,  Symposium  on  Liver  Disease,  Joint 
Session  of  Sections  on  Digestive  Diseases  and 
Internal  Medicine,  Saturday,  2:30  p.m. 

Rev.  Julius  A.  Fritze,  Family  Consultant,  Dallas. 

The  Sick  Marriage — Its  Causes  and  Cures,  Semi- 
nar of  Texas  Academy  of  General  Practice,  Thurs- 
day, 1 p.m. 

Jacob  Gershon-Cohen,  Director,  Department  of  Radi- 
ology, Albert  Einstein  Medical  Center,  Northern  Divi- 
sion, Philadelphia. 

Thermography  and  Xerography  in  Breast  Dis- 
eases, American  Cancer  Society  1967  Scientific 
Session,  Wednesday,  1 p.m. 

Harry  L.  Gibbons,  Director  of  Research,  Federal  Avia- 
tion Agency,  Oklahoma  City. 

Current  Aspects  of  Medical  Aviation  Research, 
Texas  Air-Medics  Association  and  Texas  Chapter, 
Flying  Physicians  Association  Joint  Session,  Sat- 
urday, 3:30  p.m. 

Victor  A.  Gilbertsen,  Assistant  Professor  of  Surgery 
and  Director,  Cancer  Detection  Center,  University 
of  Minnesota,  Minneapolis. 

The  Case  for  Periodic  Cancer  Detection  Examina- 
tions, American  Cancer  Society  1967  Scientific 
Session,  Wednesday,  1 p.m. 

James  T.  Grace,  Jr.,  Assistant  Director,  Roswell  Park 
Memorial  Institute,  Buffalo. 

Viruses  and  Vaccination  in  Cancer,  American  Can- 
cer Society  1967  Scientific  Session,  Wednesday, 
9 a.m. 

Dorothy  Gradel,  Ph.D.,  Instructor  of  Nursing,  Incarnate 
Word  College,  San  Antonio. 

Moderator,  Group  8:  Communications  Necessary 
for  Patient  Care  Based  on  Changing  Patterns  in 
Medical  and  Nursing  Practice,  Conference  of 
Physicians  and  Nurses,  Thursday,  10:15  a.m. 

L.  Ruth  Guy,  Ph.D.,  Associate  Professor  of  Pathology, 
University  of  Texas  Southwestern  Medical  School, 
Dallas. 

Intrauterine  Transfusions  and  the  Care  of  the 
Neonate  (Television  Presentation),  Joint  Session, 
Sections  on  General  Practice,  Obstetrics  and  Gyn- 
ecology, and  Pediatrics,  Friday,  2:30  p.m. 

Mr.  George  Haddaway,  Editor,  Flight  Magazine,  Dallas. 
Acceptances  of  Medical  Standards  by  the  Flying 
Fraternity,  Texas  Air-Medics  Association  and  Tex- 
as Chapter,  Flying  Physicians  Association  Joint 
Session,  Saturday,  9:30  a.m. 
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F.  Sydney  Hamilton,  Ph.D.,  North  Texas  State  Univer- 
sity, Denton. 

Panel:  Sex  and  Family  Life  Education,  Conference 
on  School  Health,  Thursday,  12  Noon. 

W.  Benson  Harer,  Chairman,  American  Medical  Asso- 
ciation Committee  on  Nursing,  Upper  Darby,  Pa. 

American  Medical  Association  and  American 
Nurses  Association  Committees  on  Nursing,  Con- 
ference of  Physicians  and  Nurses,  Wednesday, 
7 p.m. 

Listening  Panel:  Medical  Education  and  Nursing 
Education,  Conference  of  Physicians  and  Nurses, 
Thursday,  1:15  p.m. 

Leonard  C.  Harris,  Associate  Professor  of  Medicine, 
University  of  Texas  Medical  Branch,  Galveston. 

Problems  in  Infants  with  Congenital  Heart  Le- 
sions, Symposium  on  Cardiovascular  Diseases, 
Thursday,  9 a.m. 

Panel:  Congenital  Lesions  and  Valve  Replace- 
ments, Symposium  on  Cardiovascular  Diseases, 
Thursday,  11:20  a.m. 

Miss  Lucy  Harris,  R.N.,  Dean,  Texas  Christian  Univer- 
sity College  of  Nursing,  Fort  Worth. 

Listening  Panel:  Medical  Education  and  Nursing 
Education,  Conference  of  Physicians  and  Nurses, 
Thursday,  1:15  p.m. 

John  H.  Hartley,  Jr.,  Preceptor,  Drs.  Thomas  D.  Cronin 
and  Raymond  0.  Brauer,  Houston. 

Velopharyngeal  Incompetence,  Texas  Society  of 
Plastic  Surgeons,  Saturday,  11:40  a.m. 

William  B.  Helton,  Ph.D.,  Director,  Research  Depart- 
ment, Dallas  Independent  School  District,  Dallas. 

Evaluating  the  Underachiever,  Conference  on 
School  Health,  Thursday,  2:30  p.m. 

Miss  Renilda  Hilkemeyer,  R.N.,  Chairman,  Texas 
Nurses  Association  Liaison  Committee  to  Texas 
Medical  Association;  Director  of  Nursing,  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  Houston. 

Purpose  of  Conference,  Conference  of  Physicians 
and  Nurses,  Wednesday,  7 p.m. 

Summary  and  Future  Plans,  Conference  of  Phy- 
sicians and  Nurses,  Thursday,  2:15  p.m. 

Norman  R.  James,  Associate  Professor  of  Anesthesi- 
ology, University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Misuse  of  Automatic  Ventilators  in  Anesthesia, 
Texas  Society  of  Anesthesiologists,  Sunday,  9:10 
a.m. 

Robert  C.  Jordan,  Chief,  Medical  Care  Administration 
Services  Section,  Texas  State  Department  of  Health, 
Austin. 

Certification  of  Hospitals  and  Extended  Care 
Facilities  Under  Title  XVIII,  Conference  of  City 
and  County  Health  Officers,  Friday,  4:30  p.m. 

Maj.  Kermit  B.  Knudson,  USAF,  MC,  Chief  of  Gastro- 
enterology, Wilford  Hall  Hospital,  Lackland  Air  Force 
Base. 

Gastrointestinal  Bleeding  in  the  Cirrhotic  and 
Selections  of  Patients  for  Portacaval  Shunt,  Joint 
Session  of  Sections  on  Digestive  Diseases  and 
Internal  Medicine,  Saturday,  2:30  p.m. 

Paul  Kotin,  Scientific  Director  for  Etiology,  National 
Cancer  Institute,  Bethesda,  Md. 

Chemical  Carcinogenesis,  American  Cancer  So- 
ciety 1967  Scientific  Session,  Wednesday,  9 a.m. 


Col.  Robert  L.  Kurth,  USAF,  MC,  Wilford  Hall  Hospital, 
Lackland  Air  Force  Base. 

Radiologic  and  Pathologic  Diagnosis  of  Tumors 
of  the  Jaws,  Section  on  Radiology,  Friday,  4:50 

p.m. 

Eleanor  C.  Lambertsen,  R.N.,  Ed.D.,  Chairman,  De- 
partment of  Nursing  Education,  Teachers  College, 
Columbia  University,  New  York  City. 

Keynote  Address:  Changing  Patterns  in  Medical 
and  Nursing  Practice  Affecting  Patient  Care,  Con- 
ference of  Physicians  and  Nurses,  Thursday,  9 
a.m. 

Panel:  Medical  Education  and  Nursing  Education, 
Conference  of  Physicians  and  Nurses,  Thursday, 
1:15  p.m. 

Martin  Lidsky,  Assistant  Professor  of  Medicine,  Baylor 
University  College  of  Medicine,  Houston. 

Panel:  Diagnostic  Clues  and  Criteria  in  Rheumatic 
Diseases,  Symposium  on  Rheumatic  Diseases, 
Thursday,  1:30  p.m. 

Clyde  Lynn,  Regional  Flight  Surgeon,  Federal  Aviation 
Agency,  Fort  Worth. 

Demonstration  of  Pilot  Visual  Defects,  Texas  Air- 
Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association  Joint  Session,  Saturday, 
2 p.m. 

Walter  Mannheimer,  Chief  of  Anesthesiology,  Veterans 
Administration  Hospital,  Houston. 

Discussion,  Anesthesia  for  Head  and  Neck  Sur- 
gery, Texas  Society  of  Anesthesiologists,  Sunday, 
11:30  a.m. 

James  F.  Marks,  Department  of  Pediatrics,  University 
of  Texas  Southwestern  Medical  School,  Dallas. 

Curbstone  Consultations:  Management  of  Chronic 
Infantile  Diarrhea,  Friday,  5 p.m. 

Edward  C.  Maxie,  Ph.D.,  Professor  of  Pomology,  De- 
partment of  Pomology,  University  of  California, 
Davis,  Calif. 

Panel:  Seminar  on  Food  Preservation  and  Irradia- 
tion, Friday,  9:15  a.m. 

David  P.  Nicholson,  The  Woodlawn  Hospital,  Dallas. 

Status  Asthmaticus  and  Respiratory  Failure,  Tex- 
as Chapter,  American  College  of  Chest  Physicians, 
Sunday,  4:15  p.m. 

Marvin  J.  Noble,  Instructor  of  Anesthesiology,  Uni- 
versity of  Texas  Southwestern  Medical  School, 
Dallas. 

Anesthesia  in  the  Vietnam  War,  Texas  Society  of 
Anesthesiologists,  Sunday,  8 a.m. 

Miss  Faye  Pannell,  R.N.,  Dean,  School  of  Nursing, 
Texas  Woman’s  University,  Denton. 

Moderator,  Group  2:  Communications  Necessary 
for  Patient  Care  Based  on  Changing  Patterns  in 
Medical  and  Nursing  Practice,  Conference  of 
Physicians  and  Nurses,  Thursday,  10:15  a.m. 

Mrs.  Louise  B.  Raggio,  Attorney,  Dallas. 

Panel:  Sex  and  Family  Life  Education,  Conference 
on  School  Health,  Thursday,  12  Noon. 

George  G.  Reader,  Professor  of  Medicine,  Department 
of  Medicine,  The  New  York  Hospital  Cornell  Medical 
Center,  New  York  City. 

Keynote  Address:  Changing  Patterns  in  Medical 
and  Nursing  Practice  Affecting  Patient  Care,  Con- 
ference of  Physicians  and  Nurses,  Thursday,  9 
a.m. 
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Panel:  Medical  Education  and  Nursing  Education, 
Conference  of  Physicians  and  Nurses,  Thursday, 
1:15  p.m. 

Joseph  C.  Rickard,  Ph.D.,  Chief,  Psychology  Service, 
Veterans  Administration  Center,  Temple. 

Activity  Therapy  in  Long-Term  Psychiatric  Pa- 
tients, Section  on  Nervous  and  Mental  Diseases, 
Saturday,  4:30  p.m. 

Steven  Schenker,  Dallas. 

Mechanisms  of  Ascites  and  Routine  Work-Up  of 
the  Ascitic  Patient,  Joint  Session  of  Sections  on 
Digestive  Diseases  and  Internal  Medicine,  Satur- 
day, 2:30  p.m. 

Austin  Smith,  Chairman  of  the  Board,  Parke,  Davis  & 
Company,  Detroit. 

Presentation  of  Painting,  “The  Founding  of  the 
Texas  Medical  Association,”  General  Meeting 
Luncheon,  Friday,  1:25  p.m. 

Capt.  Marshall  Sparberg,  USAF,  MC,  Gastroenterolo- 
gist, Wilford  Hall  Hospital,  Lackland  Air  Force  Base. 

Ulcerative  Proctitis — Natural  History  and  Treat- 
ment, Section  on  Digestive  Diseases,  Friday, 
4:10  p.m. 

Mrs.  D.  Ann  Sparmacher,  R.N.,  Associate  Director, 
Department  of  Allied  Medical  Professions  and  Serv- 
ices, American  Medical  Association,  Chicago. 

Listening  Panel:  Medical  Education  and  Nursing 
Education,  Conference  of  Physicians  and  Nurses, 
Thursday,  1:15  p.m. 

Justin  J.  Stein,  Professor  of  Radiology  and  Chief, 
Radiation  Therapy  Division,  University  of  California 
Medical  Center,  Los  Angeles. 

The  Carcinogenic  Hazards  of  Diagnostic  and 
Therapeutic  Radiation,  American  Cancer  Society 
1967  Scientific  Session,  Wednesday,  9 a.m. 

Orville  J.  Stone,  Department  of  Dermatology,  Univer- 
sity of  Texas  Medical  Branch,  Galveston. 

Why  Does  Iodide  Aggravate  Acne,  Cure  Sporotri- 
chosis, and  Melt  Gummas?  Texas  Dermatological 
Society,  Saturday,  10:30  a.m. 

W.  L.  Sugg,  Assistant  Professor  of  Cardiovascular  and 
Thoracic  Surgery,  University  of  Texas  Southwestern 
Medical  School,  Dallas. 

Traumatic  Penetrating  Wounds  of  the  Heart, 
Texas  Chapter,  American  College  of  Chest  Physi- 
cians, Sunday,  3:45  p.m. 

Mrs.  Lillian  E.  Taubert,  R.N.,  Executive  Director,  Texas 
Nurses  Association,  San  Antonio. 

Listening  Panel:  Medical  Education  and  Nursing 
Education,  Conference  of  Physicians  and  Nurses, 
Thursday,  1:15  p.m. 

Maj.  Gale  E.  Thompson,  MC,  Assistant  Chief  of  Anes- 
thesia and  Operating  Service,  Brooke  Army  Medical 
Center,  San  Antonio. 

Discussion,  Anesthesia  in  the  Vietnam  War,  Texas 
Society  of  Anesthesiologists,  Sunday,  8:20  a.m. 

Rev.  William  H.  Tiemann,  Pastor,  Preston  Hollow  Pres- 
byterian Church,  Dallas. 

Panel:  Sex  and  Family  Life  Education,  Conference 
on  School  Health,  Thursday,  12  Noon. 

Luther  Travis,  Department  of  Pediatrics,  University  of 
Texas  Medical  Branch,  Galveston. 

Curbstone  Consultations:  Management  of  Chronic 
Infantile  Diarrhea,  Friday,  5 p.m. 


Mrs.  Abbie  Whidden,  R.N.,  Director  of  Visiting  Nurses 
Association,  Houston. 

Moderator,  Group  4:  Communications  Necessary 
for  Patient  Care  Based  on  Changing  Patterns  in 
Medical  and  Nursing  Practice,  Conference  of 
Physicians  and  Nurses,  Thursday,  10:15  a.m. 

W.  T.  White,  Ph.D.,  Superintendent,  Dallas  Independent 
School  District,  Dallas. 

Welcome  Address,  Conference  on  School  Health, 
Thursday,  9 a.m. 

William  G.  Wolfe,  Ph.D.,  Chairman,  Department  of 
Special  Education,  The  University  of  Texas,  Austin. 

Objectives  of  Symposium,  Symposium  on  Cere- 
bral Palsy,  Saturday,  9 a.m. 

Roger  Youmans,  Jr.,  Instructor,  Thoracic  and  Cardio- 
vascular Surgery,  University  of  Texas  Medical 
Branch,  Galveston. 

Transvenous  and  Epicardial  Pacemakers,  Sym- 
posium on  Cardiovascular  Diseases,  Thursday 
3:40  p.m. 

J.  L.  ZumBrunnen,  Third-Year  Resident  in  Orthopedic 
Surgery,  Scott  and  White  Clinic,  Temple. 

Nonunion  of  the  Shafts  of  the  Long  Bones,  Texas 
Orthopaedic  Association,  Saturday,  2:35  p.m. 


Memorial  Service 


SUNDAY,  MAY  7.  11:15-11:45  A.M. 

Embassy  Ballroom,  Statler  Hilton  Hotel 

Charles  E.  VanCleave,  M.D.,  Dallas,  Chairman 
Mrs.  Ralph  A.  Munslow,  San  Antonio,  Cochairman 

1.  Prelude:  O Traurigkeit,  o Herzeleid — Brahms 

J.  B.  Christian,  Jr.,  Dallas 

2.  Invocation 

Mrs.  Leonard  B.  Hurt,  Dallas 

3.  Memorial  Address  for  Deceased  Members  of  Wom- 
an’s Auxiliary 

Mrs.  Alvin  Thaggard,  San  Antonio 

4.  Memorial  Address  for  Deceased  Physicians 

Charles  E.  VanCleave,  M.D.,  Dallas 

5.  Solo:  The  Lord’s  Prayer — Malotte 

Bill  Wolford,  Dallas 

6.  Benediction 

Warren  M.  Greene,  M.D.,  Dallas 

7.  Postlude:  Larghetta  from  Concerto  # 1 — Handel 

Mr.  Christian 
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General  Meetings 


FRIDAY,  MAY  5,  10  A.M. -12:15  P.M. 

Theater,  Memorial  Auditorium 

James  D.  Murphy,  Fort  Worth,  President,  Presiding 

1.  (10:00)  Controversial  Aspects  of  Immunization 
Procedures 

Sydney  S.  Gellis,  Boston 

2.  (10:30)  Guidelines  in  the  Selection  of  Antibiotics  in 
the  Treatment  of  Bacterial  Infections 

Robert  I.  Wise.  Philadelphia 

3.  (11:15)  Shoulder-Neck  Problems  (television  presen- 
tation) 

Moderator:  Charles  F.  Gregory,  Dallas 
Participants:  George  N.  Aldredge,  Jr., 

James  W.  Aston  and 
Louis  H.  Paradies,  Dallas 


SATURDAY,  MAY  6,  10  A.M.-12:15  P.M. 
Theater,  Memorial  Auditorium 

John  K.  Glen,  Houston,  Vice  President,  Presiding 

1.  (10:00)  The  Diagnosis  and  Treatment  of  Chronic 
Pancreatitis 

Robert  J.  Coffey,  Washington,  D.  C. 

Significant  features  that  aid  in  both  the  clinical  and  laboratory 
diagnosis  of  chronic  pancreatitis  are  to  be  presented.  In  addi- 
tion, an  analysis  of  the  end  results  of  both  surgical  and  non- 
surgical  treatment  will  be  discussed.  Particular  emphasis  will 
be  devoted  to  the  surgical  treatment  of  the  calcific  form  of 
chronic  pancreatitis. 


2.  (10:30)  Ashbel  Smith  and  Texas  Medicine 

Chauncey  D.  Leake,  Ph.D.,  San  Francisco 

Ashbel  Smith  (1805-1886)  came  as  first  surgeon-general  of  the 
Republic  of  Texas  in  1837,  after  a brilliant  medical  training  at 
Yale  and  in  Paris.  His  account  of  the  yellow  fever  in  Galveston 
in  1839  was  the  first  significant  medical  report  from  Texas. 
He  helped  organize  the  Texas  Medical  Association  and  re- 
organized the  Texas  Medical  College  in  Galveston  in  1873.  He 
was  largely  instrumental  in  developing  the  University  of  Texas, 
and  was  the  first  chairman  of  its  Board  of  Regents.  Ashbel 
Smith  helped  establish  the  Medical  Branch  of  the  University 
of  Texas  at  Galveston.  Smith  also  was  a good  friend  of  Gail 
Borden  (1801-1874),  who  was  instrumental  in  promoting  pro- 
cessed meat  and  milk. 


GENERAL  MEETING  LUNCHEON 


FRIDAY,  MAY  5,  12:30  P.M. 

Banquet  Room,  Memorial  Auditorium 

Howard  R.  Dudgeon,  Jr.,  Waco,  President-Elect, 
Presiding 


Wernher  von  Braun,  Ph.D. 
Guest  Speaker 

Director,  George  C.  Marshall  Space 
Flight  Center,  National  Aeronautics 
and  Space  Administration,  Hunts- 
ville, Ala. 


1.  (12:30)  Invocation 

Herman  C.  Sehested,  Fort  Worth 


Luncheon 

Recognition: 

Fifty  Year  Club 

Council  on  Annual  Session 

Steering  Committee  for 

Centennial  Events 

Chairman,  Committee  on 
General  Arrangements 


2.  (1:15)  Announcements  of  Scientific  Exhibit  Awards 
and  Recognition  of  Senior  Authors  of  Exhibits 

Jasper  H.  Arnold,  Houston 


3.  (1:25)  Presentation  of  Painting,  The  Founding  of 
the  Texas  Medical  Association 

Austin  Smith,  M.D., 
Chairman  of  the  Board, 
Parke,  Davis  & Company, 
Detroit,  Mich. 


4.  (1:35)  Introduction  of  Speaker 

J.  R.  Maxfield,  Jr.,  Dallas 


3.  (11:15)  Common  Dermatological  Problems  (tele- 
vision presentation) 

Moderator:  Bedford  Shelmire,  Jr.,  Dallas 
Participants:  Stuart  M.  Brown, 

David  R.  Weakley,  and 
John  P.  Cheek,  Dallas 


5.  (1:37)  The  View  Inward  and  Outward  from  Space 

Wernher  von  Braun,  Ph.D.,  Huntsville,  Ala. 

(2:00)  Adjourn 


CURBSTONE  CONSULTATIONS 

Check  the  topics  on  P-23.  Bring  materials 
and  reports,  and  participate  in  discussions. 
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ANNUAL  LUNCHEON 

SATURDAY,  MAY  6,  12:30  P.M. 

Banquet  Room,  Memorial  Auditorium 

James  D.  Murphy,  Fort  Worth,  President.  Presiding 


Courses  are  scheduled  in  the  Memorial  Auditorium. 
No  tickets  will  be  required  for  attendance  at  courses. 

Following  is  the  list  of  courses,  instructors,  and  meet- 
ing rooms  in  the  Auditorium: 


FRIDAY,  MAY  5,  8:30-9:45  A.M. 


Charles  L.  Hudson,  M.D. 
Guest  Speaker 

President,  American  Medical  Asso- 
ciation, Cleveland,  Ohio. 


1.  (12:30)  Invocation 


Luncheon 


Howard  0.  Smith,  Marlin 


1.  Surgical  Management  of  Diverticulitis  of  the  Colon 

(Room  304)  Oliver  H.  Beahrs,  Rochester,  Minn. 

2.  The  Treatment  of  Addiction 

(Room  206)  R.  G.  Bell,  Willowdale,  Ontario 

3.  The  Surgical  Treatment  of  Duodenal  Ulcer 

(Room  202)  Robert  J.  Coffey,  Washington,  D.  C. 

4.  The  Infant’s  Watery  Eye 

(Room  301)  Frank  D.  Costenbader,  Washington,  D.  C. 

5.  Hemorrhoids 

(Room  207)  James  A.  Ferguson,  Grand  Rapids,  Mich. 


Recognition: 

1966-67  Officers 
Past  Presidents  Association 
Presidents  of  Allied  Health  Professions 
Presidents  of  Paramedical  Groups 

2.  (1:15)  Announcement  of  Anson  Jones  Awards 

James  D.  Murphy,  Fort  Worth 


6.  The  Physician  and  the  Deaf  Child 

(Room  200)  Victor  Goodhill,  Los  Angeles 

7.  Preventive  Psychiatry  in  the  First  Years  of  Life 

(Room  300)  Reginald  S.  Lourie,  Washington,  D.  C. 

8.  Diagnosis  and  Management  of  Bursitis 

(Room  201)  Donald  L.  Rose,  Kansas  City,  Kan. 


3.  (1:20)  Installation  of  Dr.  Howard  R.  Dudgeon  as 
President  of  the  Texas  Medical  Association  for  1967-68 

4.  (1:35)  Introduction  of  Speaker 

Milford  0.  Rouse,  Dallas 

5.  (1:37)  The  Changing  Climate  of  America 

Charles  L.  Hudson,  Cleveland,  Ohio 

(2:00)  Adjourn 


SATURDAY,  MAY  6,  8:30-9:45  A.M. 

9.  The  Clinical  Uses  of  Radioisotope  Scanning 

(Room  304)  James  H.  Christie,  Cleveland 

10.  Review  of  Keratoplasty:  Techniques  and  Results 

(Room  301)  Ramon  Castroviejo,  New  York  City 

11.  Chemotherapy  of  Malignant  Diseases 

(Room  206)  Anthony  R.  Curreri,  Madison,  Wis. 


12.  Differential  Diagnosis  of  Hypoglycemia 

(Room  302)  James  B,  Field,  Pittsburgh 

Refresher  Courses  13.  Chronic  Pelvic  Pain — Its  Diagnostic  Significance 

and  the  Neurologic  Pathways  Involved 

(Room  303)  Zeph  J.  R.  Hollenbeck,  Columbus,  Ohio 


The  refresher  course  program  for  the  1967  annual 
session  includes  16  courses,  each  consisting  of  ap- 
proximately 45  minutes  of  lecture  plus  30  minutes  of 
questions  and  answers.  The  courses,  presented  by  out- 
of-state  medical  leaders,  are  primarily  for  the  benefit 
of  physicians  in  general  practice,  but  also  are  of 
value  to  specialists. 

The  schedule  runs  from  8:30  to  9:45  a.m.,  Friday  and 
Saturday,  each  course  being  complete  in  a single  day. 


14.  Estate  and  Financial  Planning  for  Physicians 

(Room  201)  Mr.  John  C.  Post,  Washington,  D.  C. 

15.  Pain 

(Room  305)  Joseph  H.  Ransohoff,  New  York  City 

16.  Current  Concepts  of  the  Diagnosis  and  Treatment 
of  Ligamentous  Injuries  of  the  Knee 

(Room  207)  Donald  B.  Slocum,  Eugene,  Ore. 
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In  peptic  ulcer... 

antacid 

witn  a 
new 

benefit 


therapy 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONF — 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Curbstone 

Consultations 


Ten  informal,  unrehearsed,  round  table  discussions, 
sponsored  by  the  Texas  Medical  Association,  will  be 
held  Friday,  5-6:30  p.m.,  in  the  Banquet  Room  of  the 
Memorial  Auditorium.  All  registrants  are  invited  to 
attend.  Tickets  (at  no  charge)  are  required  for  admit- 
tance. There  is  a limited  number  of  tickets  available, 
and  they  may  be  secured  in  advance  at  the  general 
registration  desk  on  the  first  floor  of  the  Auditorium. 

Physicians  may  move  from  one  table  to  another,  if 
and  when  they  wish,  and  are  encouraged  to  ask 
questions  and  to  comment  on  the  various  aspects  of 
each  subject  under  discussion.  Physicians  are  en- 
couraged to  bring  case  histories  and  to  obtain  the 
opinions  of  the  discussion  leaders. 

Beer,  soft  drinks,  and  coffee  will  be  served,  courtesy 
of  Ortho  Pharmaceutical  Corporation,  Raritan,  N.J. 

Topics,  moderators,  and  discussion  leaders  are  as 
follows: 

Table  1.  Stroke 

David  D.  Daly,  Dallas,  Moderator 
Dale  J.  Austin,  Dallas 
Bruce  D.  Fallis,  Dallas 
William  S.  Fields,  Houston 
Silas  W.  Grant,  Hillsboro 
John  R.  Shull,  Dallas 

Table  2.  Skin  Tumors — Clinical  Diagnosis  and  Treat- 
ment 

J.  Fred  Mullins,  Galveston,  Moderator 
Allen  M.  Forbes,  Austin 
Michael  F.  Lettieri,  Irving 
James  D.  Maberry,  Fort  Worth 
Robert  E.  Rossman,  Tyler 

Table  3.  Cancer  of  the  Thyroid 

Edgar  C.  White,  Houston,  Moderator 
Oliver  H.  Beahrs,  Rochester,  Minn. 
Robert  J.  Coffey,  Washington,  D.  C. 
Thomas  P.  Haynie,  Houston 
William  T.  Hill,  Houston 
Mavis  P.  Kelsey,  Houston 

Table  4.  Management  of  Thromboembolic  Disease 

Fred  B.  Aurin,  Fort  Worth,  Moderator 
Jackson  E.  Cagle,  Fort  Worth 
Leroy  J.  Kleinsasser,  Dallas 
George  C.  Morris,  Jr.,  Houston 
Fred  J.  Wolma,  Galveston 

Table  5.  Sensitivity  Chest  Disease 

John  P.  McGovern,  Houston,  Moderator 
Bernard  T.  Fein,  San  Antonio 
Ben  R.  Fisch,  Tyler 
William  C.  Grater,  Dallas 
Thomas  R.  McElhenney,  Austin 
J.  G.  Scadding,  London,  England 
Boen  Swinny,  Jr.,  San  Antonio 
Albert  H.  Linger,  El  Paso 
Herschel  E.  Whigham,  McAllen 


Table  6.  Respiratory  Insufficiency 

John  W.  Middleton,  Galveston,  Moderator 
Daniel  E.  Jenkins,  Houston 
Fred  F.  Johnston,  Jr.,  Dallas 
Peron  O.  Jones,  Houston 
Alan  K.  Pierce,  Dallas 
H.  Irving  Schweppe,  Houston 


Table  7.  Adolescent  Amenorrhea 

Harwin  B.  Jamison,  Dallas,  Moderator 
John  E.  Meeks,  Dallas 
Peter  W.  Schneider,  Dallas 
Peggy  J.  Whalley,  Dallas 


Table  8.  Management  of  Chronic  Infantile  Diarrhea 

David  M.  Mumford,  Houston,  Moderator 
William  S.  Conkling,  Navasota 
Sydney  S.  Gellis,  Boston 
James  F.  Marks,  Dallas 
John  R.  Montgomery,  Houston 
Luther  Travis,  Galveston 


Table  9.  Management  and  Treatment  of  the  Post- 
Coronary  Patient 

David  T.  McMahon,  Jr.,  San  Antonio,  Moderator 
Maj.  Kenneth  Cooper,  Lackland  Air  Force  Base 
Hugh  H.  Hanson,  Houston 
James  B.  Morrison,  San  Antonio 
John  M.  Tyler,  Austin 

Table  10.  Evaluation  of  the  Patient  Complaining  of 
Sinus  Disease 

Claude  D.  Winborn,  Dallas,  Moderator 
W.  Leonard  Draper,  Houston 
E.  King  Gill,  Corpus  Christi 
William  P.  Hale,  Amarillo 
Edward  A.  Newell,  Dallas 
Wayman  B.  Norman,  Longview 


Section  Meetings 


SECTION  ON  DIGESTIVE  DISEASES 

Chairman  — Richard  D.  Haines,  Temple 
Secretary  — Cecil  O.  Patterson,  Dallas 


FRIDAY,  MAY  5,  2:30-5  P.M. 

Room  205,  Memorial  Auditorium 

1.  (2:30)  Esophageal  Stricture 

Charles  Robinson,  Fort  Worth 

Causes  of  esophageal  stricture  are  to  be  illustrated,  and  the 
discussion  will  include  various  methods  and  techniques  of 
dilatation,  possibility  of  rupture  of  the  esophagus,  and  mea- 
sures to  prevent  this  rare  complication. 

(2:40)  Discussion 

Cecil  O.  Patterson,  Dallas 
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2.  (2:45)  Gallstones  in  the  Teen-Ager 

Stuart  A.  Mason,  Odessa 

Of  150,000  patients  admitted  to  a West  Texas  hospital  in  the 
last  11  years,  19  were  teen-agers  who  had  cholelithiasis. 
Symptoms  are  less  typical  than  those  found  in  the  adult.  All 
the  patients  were  white  girls,  aged  15  to  19,  and  all  were 
treated  successfully  by  cholecystectomy. 

(2:55)  Discussion 

Milford  O.  Rouse,  Dallas 

3.  (3:00)  Pancreatitis  and  the  Problem  of  Persistent 
Elevation  of  Serum  Amylase 

Maurice  S.  Grossman,  Corpus  Christi 

Prolonged  elevation  of  the  serum  and  urinary  amylase  for 
several  weeks  or  months  following  an  attack  of  acute  pan- 
creatitis can  be  a puzzling  clinical  finding.  It  has  been  seen 
by  many  clinicians  who  deal  with  pancreatitis,  yet  it  is  only 
rarely  mentioned  in  the  literature.  The  significance,  causes, 
management,  and  surprising  prognosis  of  this  condition  will 
be  discussed. 

(3:10)  Discussion 

Nicholas  C.  Hightower,  Temple 

4.  (3:15)  Protein-Losing  Gastroenteropathy 

Michael  A.  LeVine,  Houston 

Emphasis  will  be  on  the  clinical  conditions  in  which  protein- 
losing gastroenteropathy  may  occur.  Diagnosis  by  means  of 
iodine  131  and  chromium  51  albumin  will  be  stressed  and 
aspects  of  therapy  will  be  considered. 

(3:25)  Discussion 

Ted  L.  Edwards,  Jr.,  Austin 

5.  (3:30)  Ultrastructure  of  the  Hepatic  Cell — The  Re- 
lationship to  Jaundice 

Hugh  R.  Butt,  Rochester,  Minn. 

The  microanatomy  of  the  hepatic  cell  is  an  example  of  how 
knowledge  of  ultrastructure  better  helps  us  to  understand  the 
mechanisms  of  disease.  It  is  at  this  molecular  level  that  all 
disease  begins.  This  discussion  will  describe  briefly  the  organs 
of  the  hepatic  cell  and  how  they  may  relate  to  jaundice  of 
other  physiologic  functions. 

(4:00)  Intermission 

6.  (4:10)  Ulcerative  Proctitis — Natural  History  and 
Treatment 

Capt.  Marshall  Sparberg,  Lackland  Air  Force  Base 

Ulcerative  proctitis,  a benign  disease  with  few  complications, 
usually  does  not  progress  into  ulcerative  colitis.  In  a series 
of  45  patients,  29  were  followed  for  more  than  five  years  after 
the  onset  of  symptoms.  The  incidence  of  complications  will 
be  compared  to  that  in  a series  of  ulcerative  colitis  cases. 
Corticosteroid  enemas  produce  resolution  of  proctitis,  although 
suppression  of  the  adrenal-pituitary  axis  may  occur. 

(4:20)  Discussion 

J.  Arnold  Bargen,  Temple 

7.  (4:25)  Crohn’s  Disease  with  Involvement  of  Large 
Intestine 

Philip  S.  Bentlif,  Houston 

A changing  clinical  pattern  in  Crohn’s  disease  is  illustrated 
by  20  cases  in  which  there  was  significant  involvement  of  the 
large  intestine  as  well  as  of  ileum.  Medical  and  surgical 
management  will  be  discussed  as  will  management  of  difficult 
and  prolonged  postoperative  complications.  Most  patients  have 
complications  which  necessitate  surgery,  after  which  pro- 
longed, smoldering  disease  requires  protracted  treatment. 

(4:35)  Discussion 

William  D.  Barnett  and  F.  Clark  Douglas,  Dallas 


8.  (4:40)  Effects  of  Radiation  on  the  Gastrointestinal 
Tract 

Richard  G.  Martin,  Houston 

Since  therapeutic  irradiation  is  used  frequently  for  pelvic 
malignancies,  its  effects  on  the  gastrointestinal  tract  and 
associated  complications  and  their  management  must  be 
understood.  Often,  the  responsibility  for  management  of 
these  cases  falls  upon  the  gastroenterologist  and  the  surgeon. 
In  a review  of  clinical  and  histologic  effects  of  radiation  upon 
the  gastrointestinal  tract,  a series  of  illustrative  cases  will  be 
presented. 

(4:55)  Discussion 

Marcel  Patterson,  Galveston 


SATURDAY,  MAY  6,  2:30-5  P.M. 

Room  300,  Memorial  Auditorium 

Joint  Session:  Sections  on  Digestive  Diseases  and 
Internal  Medicine 

9.  (2:30)  Symposium  on  Liver  Disease 

Moderator:  John  S.  Fordtran,  Dallas 

An  Approach  to  the  Jaundiced  Patient 

Burton  Combes,  Dallas 

Epidemiologic  Aspects  of  Infectious  Hepa- 
titis 

Jay  P.  Sanford,  Dallas 

Permanent  Liver  Disease  from  Infectious 
Hepatitis — Subacute  Hepatitis  and  Post- 
necrotic Cirrhosis 

John  M.  Eiband,  Houston 

Mechanisms  of  Ascites  and  Routine  Work- 
Up  of  the  Ascitic  Patient 

Steven  Schenker,  Dallas 

Salt  Retention  in  Liver  Disease — Pathogene- 
sis and  Treatment 

Daniel  E.  Polter,  Dallas 

Hepatic  Coma — Physiology  and  Treatment 

Hugh  R.  Butt,  Rochester,  Minn. 

Gastrointestinal  Bleeding  in  the  Cirrhotic 
and  Selections  of  Patients  for  Portacaval 
Shunt 

Maj.  Kermit  B.  Knudson, 
Lackland  Air  Force  Base 


SECTION  ON  GENERAL  PRACTICE 

Chairman  — Edward  C.  Held,  San  Antonio 
Secretary — Donald  S.  Kennady,  New  Braunfels 


FRIDAY,  MAY  5,  2:30-4:30  P.M. 
Theater,  Memorial  Auditorium 


TELEVISION  PRESENTATION 

Joint  Session:  Sections  on  General  Practice,  Obstetrics 
and  Gynecology,  and  Pediatrics 
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TEXAS  MEDICINE 


1.  (2:30)  Intrauterine  Transfusions  and  the  Care  of 
the  Neonate 

Moderator:  Daniel  E.  Scott,  Dallas 
Panelists:  Walter  W.  Taylor, 

L.  Ruth  Guy,  Ph.D., 
and  Jacob  L.  Kay,  Dallas 


SATURDAY,  MAY  6,  2:30-5  P.M. 

Room  302,  Memorial  Auditorium 

2.  (2:30)  Management  of  the  Epileptic  Patient 

Francis  M.  Forster,  Madison,  Wis. 

3.  (3:00)  The  Role  of  Physical  Fitness  in  USAF  Clini- 
cal Medicine 

Maj.  Kenneth  Cooper,  Lackland  Air  Force  Base 

4.  (3:30)  Valvular  Replacement:  Present  Status 

Thomas  M.  Runge,  Austin 

5.  (4:00)  Practical  Treatment  of  Alcoholism 

Robert  B.  Sheldon,  Houston 

6.  (4:30)  Recognition  and  Treatment  of  the  Fractured 
Face 

John  R.  Hill,  Houston 


SECTION  ON  INTERNAL  MEDICINE 

Chairman — William  M.  Donohue,  Houston 
Secretary  — Joel  E.  Reed,  Houston 


FRIDAY,  MAY  5,  2:30-5  P.M. 

Room  300,  Memorial  Auditorium 

SEMINAR  ON  INFECTIOUS  DISEASES 

1.  (2:30)  Problems  Encountered  in  the  Diagnosis  and 
Management  of  Bacterial  Endocarditis 

Robert  I.  Wise,  Philadelphia 

2.  (3:00)  Nonbacterial  Pneumonia 

Robert  B.  Couch,  Houston 

3.  (3:30)  Exotic  Diseases  Which  May  Be  Encountered 
upon  Return  from  Southeast  Asia 

Jay  P.  Sanford,  Dallas 

4.  (4:00)  Panel:  Infectious  Disease  Problems 

Moderator:  Edwin  M.  Ory,  Houston 

Panelists:  Robert  I.  Wise,  Philadelphia 
Robert  B.  Couch,  Houston 
Jay  P.  Sanford,  Dallas 


SATURDAY,  MAY  6,  2:30-5  P.M. 

Room  300,  Memorial  Auditorium 

Joint  Session:  Sections  on  Internal  Medicine  and 
Digestive  Diseases 


5.  (2:30)  Symposium  on  Liver  Disease 

Moderator:  John  S.  Fordtran,  Dallas 

An  Approach  to  the  Jaundiced  Patient 

Burton  Combes,  Dallas 

Epidemiologic  Aspects  of  Infectious  Hepa- 
titis 

Jay  P.  Sanford,  Dallas 

Permanent  Liver  Disease  from  Infectious 
Hepatitis — Subacute  Hepatitis  and  Post- 
necrotic Cirrhosis 

John  M.  Eiband,  Houston 

Mechanisms  of  Ascites  and  Routine  Work- 
Up  of  the  Ascitic  Patient 

Steven  Schenker,  Dallas 

Salt  Retention  in  Liver  Disease — Pathogene- 
sis and  Treatment 

Daniel  E.  Polter,  Dallas 

Hepatic  Coma — Physiology  and  Treatment 

Hugh  R.  Butt,  Rochester,  Minn. 

Gastrointestinal  Bleeding  in  the  Cirrhotic 
and  Selections  of  Patients  for  Portacaval 
Shunt 

Maj.  Kermit  B.  Knudson, 
Lackland  Air  Force  Base 


SECTION  ON  NERVOUS 
AND  MENTAL  DISEASES 

(With  Texas  Neuropsychiatric  Association  and  Texas 
District  Branch,  American  Psychiatric  Association) 


Chairman  — James  K.  Peden,  Dallas 
Secretary  — Alfred  H.  Hill,  San  Antonio 

(Members  of  the  Texas  Neuropsychiatric  Association  and  Texas 
District  Branch,  American  Psychiatric  Association,  will  have 
an  Early  Bird  Party,  Thursday,  7 p.m.,  Petroleum  Club,  First 
National  Bank,  1401  Elm  Street.  On  Friday,  a cocktail  party 
and  a dinner-dance  will  be  held  in  the  Terrace  Room,  Baker 
Hotel,  7 p.m.  A hospitality  room  will  be  open  Thursday,  1 to 
4 p.m.,  and  Friday  and  Saturday,  9 a m.  to  4 p.m.) 


FRIDAY,  MAY  5,  2:30-5  P.M. 

Room  302,  Memorial  Auditorium 

1.  (2:30)  Current  Concepts  on  the  Origins  and  Nature 
of  Violence 

Reginald  S.  Lourie,  Washington,  D.  C. 

2.  (3:00)  Chemotherapy  of  Malignant  Brain  Tumors — 
Experience  with  Mithramycin 

Joseph  H.  Ransohoff,  New  York  City 

Classically,  primary  malignant  brain  tumors  have  been  re- 
garded as  hopeless,  unapproachable  problems.  Recent  de- 
velopments in  chemotherapy  have  aroused  interest  among 
neurologists.  Experience  with  experimental  tumors,  tissue  cul- 
ture techniques,  cholesterol  precursors  in  adult  human  tumors, 
and  studies  in  the  blood-brain  barrier  will  be  summarized,  as 
will  a summary  of  results  with  an  RNA  depressant  anti-tumor 
agent,  and  avenues  for  further  studies. 
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3.  (3:30)  Panel:  Emotional  Disturbances  in  Children 
and  Adolescents 

Moderator:  H.  Harlan  Crank,  Houston 

Indications  for  Hospital  Care  in  Children 
and  Adolescents 

Henry  L.  Burks,  Galveston 

Attempted  Suicide  in  Children 

Reginald  S.  Lourie,  Washington,  D.  C. 

Behavioral  Treatment  of  Epilepsy 

Francis  M.  Forster,  Madison,  Wis. 


SATURDAY,  MAY  6,  2:00-5  P.M. 

Theater,  Memorial  Auditorium 

(The  Texas  Neuropsychiatric  Association  and  the  Texas  District 
Branch,  American  Psychiatric  Association,  will  conduct  a 
meeting  Saturday,  9:30  a.m..  Civic  Room  II,  Adolphus  Hotel. 
See  Specialty  Programs  section  for  details.) 

Joint  Session:  Section  on  Nervous  and  Mental 
Diseases  and  United  Cerebral  Palsy  Association 
of  Texas,  Inc. 

4.  (2:00)  Perceptual  and  Educational  Problems  of 
Genetic  Origin  (Television  Presentation) 

Meyer  A.  Perlstein,  Chicago 

(3:15)  Intermission 

5.  (3:30)  Computer  Applications  to  Psychiatric  Care 

Joe  P.  Tupin,  Galveston 

There  have  been  many  predictions  about  the  computer’s  ap- 
plication to  clinical  medicine.  Most  efforts  have  been  unre- 
warding due  to  the  complexity  and  number  of  variables  in 
diagnosis  and  treatment  choice.  By  collecting  a limited  num- 
ber of  key  variables,  we  can  establish  a "diagnosis,”  select 
a treatment,  and  predict  an  outcome  based  on  our  cumulative 
experience.  Each  patient  is  interviewed  in  a standardized, 
semistructured  interview.  Information  is  recorded  on  visual  scan 
data  forms  and  automatically  processed  by  an  optical  reader 
which,  in  turn,  punches  the  data  into  IBM  cards.  This  is  then 
stored  in  the  computer.  After  four  weeks,  the  patient  is  again 
interviewed  and  information  about  symptomatology  is  obtained 
and  added  to  the  stored  information  about  the  patient,  thus 
allowing  us  to  make  comparisons  of  symptomatology  before 
and  after  treatment.  The  experience  of  the  first  year  will  be 
reported. 

6.  (4:00)  Volume  Control  System  in  the  Treatment  of 
Hydrocephalus — Theoretical  and  Practical  Problems 

Joseph  H.  Ransohoff,  New  York  City 

Based  on  both  clinical  and  experimental  data,  a revised  con- 
cept of  arrested  or  stablized  hydrocephalus  will  be  presented. 
The  problem  is  one  of  volume  imbalance  rather  than  increased 
pressure.  Building  on  this  theory,  a fresh  technique  was  con- 
ceived and  implemented  with  the  aid  of  industrial-medical 
collaboration.  A permanently  implantable  magnetic  powered 
pump  for  the  transfer  of  fluid  will  be  described  and  prelim- 
inary results  reported. 

7.  (4:30)  Activity  Therapy  in  Long-Term  Psychiatric 
Patients 

_ Ernest  W,  Keil  and  Joseph  C.  Rickard,  Ph.D.,  Temple 

Two  and  one-half  years  ago,  we  took  another  look  at  our  long- 
term patients,  and  decided  to  try  to  give  them  a therapeutic 
advantage  by  extensive  use  of  physical  medicine  and  rehabili- 
tation therapies,  plus  remotivation  group  procedures.  Success 
with  these  former  "therapeutic  failures"  brought  much  satis- 
faction, not  only  for  the  patients  but  also  the  staff.  Use  of 
these  therapies  is  not  unique,  although  the  extensiveness  of 


their  use  in  a formal,  yet  individualized  manner,  may  be 
worth  sharing.  Considering  the  population  with  which  we  were 
dealing,  the  results  were  quite  good.  Our  approach,  some  of 
the  problems  encountered,  some  general  results,  and  a few 
illustrative  cases  are  to  be  presented. 

(4:55)  Discussion  Charles  L.  Bloss,  Dallas 

SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 

Chairman  — Charles  A.  Stephens,  Odessa 
Secretary  — Ted  H.  Forsythe,  Lubbock 


FRIDAY,  MAY  5,  2:30-4:30  P.M. 

Theater,  Memorial  Auditorium 

TELEVISION  PRESENTATION 

Joint  Session:  Sections  on  Obstetrics  and  Gynecology, 
Pediatrics,  and  General  Practice 

1.  (2:30)  Intrauterine  Transfusions  and  the  Care  of 
the  Neonate 

Moderator:  Daniel  E.  Scott,  Dallas 

Panelists:  Walter  W.  Taylor, 

L.  Ruth  Guy,  Ph.D., 
and  Jacob  L.  Kay,  Dallas 


SATURDAY,  MAY  6,  2:30-4:30  P.M. 

Room  206,  Memorial  Auditorium 

2.  (2:30)  The  Cause  and  Prevention  of  Gastrointes- 
tinal and  Urologic  Injuries  in  Gynecologic  Surgery 

Zeph  J.  R.  Hollenbeck,  Columbus,  Ohio 

3.  (3:00)  The  Vaginal  Profile 

Wayne  F.  Baden  and  Thomas  A.  Walker,  Temple 

When  the  vagina  is  viewed  in  sagittal  section,  its  contour,  the 
vaginal  profile,  is  revealed.  Because  varying  relaxations  alter 
the  vagina’s  contour  and  the  relationship  of  the  individual 
components  to  each  other,  urethrocele,  cystocele,  prolapse, 
enterocele,  rectocele,  and  chronic  perineal  laceration  have 
been  graded  (0  to  4)  according  to  the  severity  of  the  lesion. 
This  correlated  classification  of  vaginal  relaxations,  the  vaginal 
profile,  permits  definitive  diagnosis,  allowing  both  accurate 
relation  of  symptoms  to  pathologic  changes  and  refinement 
of  therapeutic  indications.  Consequently,  increased  knowl- 
edge of  reparative  anatomy  improves  operative  results. 

4.  (3:30)  Vaginal  Hysterectomy — Indications,  Tech- 
nique, and  Results 

Zeph  J.  R.  Hollenbeck,  Columbus,  Ohio 
(4:00)  Discussion 

5.  (4:15)  Progestins  and  Blood  Coagulation 

L.  Charles  Powell,  Galveston 

A group  of  patients  taking  oral  and  parenteral  long-acting  pro- 
gestins has  been  extensively  studied  with  regard  to  the 
known  clotting  factors,  fibrinolysins,  and  antifibrinolysins  both 
before  and  after  progestin  administration.  Clinical  observations 
on  over  300  patients  using  Depo-Provera  as  a contraceptive 
will  also  be  presented  as  related  to  bleeding  problems.  Results 
of  these  cases  have  been  analyzed  and  will  be  presented. 
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TEXAS  MEDICINE 


Imferon* 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


IAKESI0E 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/ 100  cc.  of  blood, 
ranges  from  0 5 cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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SECTION  ON  OPHTHALMOLOGY 
AND  TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Ophthalmology,  and  President, 
Texas  Ophthalmological  Association — Henry  L.  Hil- 
gartner,  Austin 

Secretary,  Section  on  Ophthalmology,  and  President- 
Elect  and  Program  Chairman,  Texas  Ophthalmologi- 
cal Association — Harl  D.  Mansur,  Jr.,  Wichita  Falls 

Secretary,  Texas  Ophthalmological  Association — 
James  L.  Mims,  San  Antonio 

Treasurer,  Texas  Ophthalmological  Association — Joe 
L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Association, 

will  meet  Thursday,  May  4,  2 p.m.,  Parlor  C,  Adolphus  Hotel.) 


FRIDAY,  MAY  5,  8:30  A.M.-5  P.M. 

Room  301,  Memorial  Auditorium 

Henry  L.  Hilgartner,  Austin,  Presiding 

1.  (8:30)  The  Infant's  Watery  Eye  (Refresher  Course) 

Frank  D.  Costenbader,  Washington,  D.  C. 

In  addition  to  general  annoyance,  a number  of  things  may 
produce  tearing  in  the  infant.  Contrary  to  most  thoughts,  the 
average  infant  produces  tears  in  significant  quantity  from 
birth.  Tears,  with  or  without  mucopus  in  the  uninflamed  eye, 
suggest  stenosis  of  the  nasolacrimal  system.  If  medication  is 
not  effective  by  three  months  of  age,  probing  should  be  per- 
formed. Tears  and  mucopus  in  the  inflamed  eye  suggest  con- 
junctivitis. If  present  in  the  first  week,  gonococcal  infection 
should  be  suspected  and  treated  promptly.  If  it  occurs  later, 
treatment  may  be  less  urgent  but  still  important.  Tears  with- 
out discharge  but  in  an  inflamed  photophobic  eye  suggest 
(1)  foreign  body  or  corneal  abrasion,  (2)  congenital  glaucoma 
if  the  cornea  is  hazy,  or  (3)  iritis.  Treatment  is  urgent.  Some 
comment  on  the  time  and  type  of  treatment  will  be  empha- 
sized. 


2.  (10:00)  President’s  Address:  Statistical  Compari- 
son— Causes  of  Blindness  in  Children  Since  1930 

Henry  L.  Hilgartner,  Austin 

The  causes  of  blindness  at  the  Texas  School  for  the  Blind 
have  changed  during  the  last  36  years.  Syphilis,  gonorrhea, 
and  trachoma  as  causes  of  blindness  in  children  are  diseases 
of  the  past.  Retrolental  fibroplasia  is  the  greatest  cause  of 
blindness  today,  at  the  School.  Colored  photographs  of  rare 
and  unusual  cases  will  be  shown. 


3.  (10:30)  Cranial  Arteritis 

C.  Harold  Beasley,  Fort  Worth 

Cranial  arteritis,  also  known  as  temporal  arteritis  or  giant  cell 
arteritis,  is  a protean  disease.  If  it  is  not  diagnosed  and 
treated,  some  degree  of  blindness  can  occur  in  40  to  50 
percent  of  cases.  Symptoms  and  signs  of  this  disease  will  be 
discussed  and  eight  case  histories  presented. 


4.  (11:00)  Surgery  of  Uncomplicated  Senile  Cataract 

Ramon  Castroviejo,  New  York  City 

Highlights  of  the  different  surgical  techniques  commonly  used 
in  extraction  of  the  senile  cataract  will  be  reviewed,  mainly 
extraction  with  forceps  by  tumbling,  extraction  with  forceps 
by  sliding,  extraction  by  suction,  and  cryoextraction.  The  in- 
strumentation required  for  each  technique  is  to  be  discussed, 
with  evaluation  of  the  advantages  and  disadvantages  of  the 
different  procedures. 


(11:50)  Recess 

Visit  Exhibits 


12:15  P.M. 

Room  303,  Memorial  Auditorium 

5.  (12:15)  Luncheon  of  Texas  Ophthalmological  As- 
sociation 


1:15  P.M. 

Room  301,  Memorial  Auditorium 

Henry  L.  Hilgartner,  Austin,  Presiding 

6.  (1:15)  Business  Meeting  of  Texas  Ophthalmologi- 
cal Association  (members  only) 


3 P.M. 

Room  301,  Memorial  Auditorium 

Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 

7.  (3:00)  Pareses  and  Pseudopareses  of  the  Lateral 
Recti 

Frank  D.  Costenbader,  Washington,  D.  C. 

At  least  three  categories  of  underaction  of  the  lateral  recti 
occurred  in  reviewing  6,662  cases  of  strabismus  in  children. 
The  more  or  less  acute  paresis  usually  presents  little  problem 
as  to  diagnosis  and  little  more  as  to  etiology.  The  cause  should 
be  treated  and  surgery  performed  only  after  several  months. 
Congenital  underaction  of  the  lateral  rectus  presents  more  of 
a problem  and  falls  into  two  main  categories.  The  first  is 
weakness  of  abduction  without  significant  fissure  changes  or 
limitation  of  forced  duction.  The  second  (typified  by  Duane’s 
retraction  syndrome)  shows  significant  fissure  changes  and,  at 
times,  limitation  of  forced  duction.  Treatment  is  usually  con- 
servative. 

The  third  group  is  large  and  is  typified  by  the  seeming  pa- 
resis of  the  lateral  recti  O.U.  in  congenital  esotropia.  This  is 
usually  a pseudoparesis  and  is  cured  by  (1)  recessing  the 
medial  recti  O.U.,  (2)  patching  the  eyes  alternately,  or  (3) 
the  passage  of  time. 

8.  (4:00)  Surgery  of  Pterygiums 

Ramon  Castroviejo,  New  York  City 

Many  different  procedures  may  be  used  for  the  surgical  re- 
moval of  pterygiums,  from  simple  excision  to  the  more  com- 
plicated ones  that  include  conjunctual  plastic  repair  with 
buccal  mucous  membrane  and  corneal  grafts.  The  indication 
for  any  given  technique  depends  upon  the  characteristics  of 
the  case.  The  different  surgical  approaches  to  the  treatment 
of  pterygium  are  to  be  discussed,  as  well  as  the  application 
of  beta  irradiation  to  prevent  recurrence.  Color  illustrations 
will  be  shown. 

(5:00)  Adjourn 

Visit  Exhibits 


SATURDAY,  MAY  6,  8:30  A.M.-5  P.M. 

Room  301,  Memorial  Auditorium 

Henry  L.  Hilgartner,  Austin,  Presiding 

9.  (8:30)  Review  of  Keratoplasty:  Techniques  and  Re- 
sults (Refresher  Course) 

Ramon  Castroviejo,  New  York  City 
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10.  (9:45)  Practical  Orthoptics:  Benefits  and  Short- 
comings 

Mary  W.  C.  Fletcher,  Houston 

The  practical  value  of  orthoptics  for  the  various  types  of 
strabismus  will  be  discussed  in  the  light  of  trends  showing 
from  current  clinical  investigations. 

(10:15)  Recess 

11.  (10:30)  Transposition  Autograft  in  Tumor  of  Up- 
per Lid 

William  T.  Youens,  Columbus 

A method  of  handling  large  lid  margin  lesions  by  autograft 
is  to  be  presented  and  review  of  other  techniques  compared. 
Three  cases  are  to  be  presented.  Slides  and  a movie  will  show 
results  and  the  technique  used. 


12.  (11:00)  Early  Surgery  of  Congenital  Esotropia 

Frank  D.  Costenbader,  Washington,  D.  C. 

A recent  survey  of  50  cases  of  proven  large  congenital  esotro- 
pia showed  that  they  were  (1)  operated  by  18  months  of  age, 
(2)  followed  2 to  15  years,  and  (3)  subjected  to  a final  motor 
and  sensory  examination.  It  was  determined  that  44  percent 
had  significant  evidence  of  binocular  single  vision.  The  earlier 
the  surgery  and  the  alignment,  the  greater  the  percentage  of 
success.  The  frequent  association  of  overaction  of  inferior 
obliques  O.U.  or  dissociated  hyperdeviation  did  not  preclude 
binocular  single  vision  if  properly  treated,  and  (4)  overcor- 
rection with  secondary  exotropia  was  infrequent.  While  a valid 
control  series  with  surgery  at  a later  age  is  difficult  to  obtain, 
the  results  are  probably  less  good  than  when  early  correction 
is  made. 

(12:15)  Recess 

Visit  Exhibits 


2:30  P.M. 

Room  301,  Memorial  Auditorium 

Harold  E.  Hunt,  Paris,  Presiding 

13.  (2:30)  Different  Approaches  to  the  Complicated 
Case  in  Cataract  Surgery 

Ramon  Castroviejo,  New  York  City 

Different  approaches  to  complicated  cataract  surgery  included 
cataract  extraction  in  high  myopia,  extraction  of  a clear  lens 
in  high  myopia,  cataract  extraction  in  the  presence  of  corneal 
guttata,  the  management  of  a cataract  in  a glaucomatous 
eye  when  the  intraocular  pressure  is  controlled  with  conserva- 
tive medication  and  when  the  intraocular  pressure  is  decom- 
pensated, cataract  extraction  through  the  lower  limbus  in  an 
eye  with  a filtering  bleb,  extraction  of  a complicated  cataract 
in  an  eye  affected  with  uveitis  in  the  presence  of  posterior 
synechiae,  and  the  extraction  of  subluxated  and  luxated 
cataracts.  Color  illustrations  will  be  shown. 


14.  (3:30)  Experiences  with  Laser  Coagulation  of  the 
Retina 

William  B.  Snyder,  Dallas 

The  laser  retinal  coagulator  has  been  used  in  125  cases  with 
a one  year  or  longer  follow-up  period.  The  prime  indications 
for  its  use  were  the  prophylactic  treatment  of  retinal  breaks 
and  as  a supplement  to  retinal  diathermy  during  the  post- 
operative period.  Observations  about  its  efficacy  in  different 
situations  have  been  made,  and  its  merits  were  compared 
with  those  of  a xenon  arc  coagulator.  The  laser  is  preferred 
for  equatorial  and  posterior  lesions,  whereas  extreme  peri- 
pheral lesions  are  easily  treated  with  a cryosurgical  unit.  The 
laser  is  most  effective  when  the  retina  is  completely  flat 
against  the  choroid.  Because  of  its  narrow  cone  of  light,  the 
laser  is  superior  to  a xenon  arc  coagulator  when  the  pupil 
resists  full  dilation.  The  nearly  painless  laser  coagulations  are 
complementary  to  outpatient  treatment  of  fundus  lesions. 


15.  (4:00)  Thoughts  on  Intermittent  Exotropia 

Frank  D.  Costenbader,  Washington,  D.  C. 

The  long-term  follow-up  of  untreated  exotropia  will  be  ana- 
lyzed, and  it  will  be  shown  that  some  patients  with  exotropia 
improve  rather  than  deteriorate  with  the  passage  of  time. 
Some  thoughts  about  the  surgical  treatment  of  exotropia  will 
be  given.  The  importance  of  early  treatment  (when  properly 
qualified)  and  the  importance  of  immediate  overcorrection  will 
be  emphasized.  The  frequent  association  of  a vertical  devia- 
tion  with  the  exotropia  will  be  discussed.  The  importance  of 
distinguishing  a dissociated  vertical  (frequent)  from  a paretic 
vertical  (less  frequent)  will  be  emphasized,  since  the  first 
should  not  be  operated  while  the  second  should 

(5:00)  Adjourn 


SECTION  ON  OTOLARYNGOLOGY 
AND  TEXAS  0T0LARYNG0L0GICAL 
ASSOCIATION 

Chairman,  Section  on  Otolaryngology,  and  Vice  Presi 
dent,  Texas  Otolaryngological  Association — Lloyd 
A.  Storrs,  Lubbock 

Secretary,  Section  on  Otolaryngology,  and  Program 
Chairman,  Texas  Otolaryngological  Association — H. 
Edward  Maddox,  III,  Houston 

President,  Texas  Otolaryngological  Association — Ben 
T.  Withers,  Houston 

President-Elect,  Texas  Otolaryngological  Association — 
Thomas  W.  Folbre,  San  Antonio 

Secretary,  Texas  Otolaryngological  Association — Char- 
les F.  Engelking,  San  Angelo 


FRIDAY,  MAY  5,  8:30  A.M.-4:45  P.M. 

Room  200,  Memorial  Auditorium 

1.  (8:30)  The  Physician  and  the  Deaf  Child  (Refresher 
Course) 

Victor  Goodhill,  Los  Angeles 

2.  (10:00)  Removal  of  Nasopharyngeal  Angiofibroma 

William  H.  Saunders,  Columbus,  Ohio 

3.  (11:00)  Concepts  and  Icons  of  Local  Anesthetics 

Joe  A.  Walker,  Galveston 

During  the  past  75  years  false  icons  have  built  up  regarding 
local  anesthetics.  The  more  common  misconceptions  will  be 
discussed,  as  will  the  specific  areas  of  usefulness  of  newer 
local  anesthetic  agents.  Prevention  and  treatment  of  complica- 
tions, including  convulsions,  depend  upon  having  a thorough 
knowledge  of  major  effects  and  side  effects  of  anesthetic 
agents,  particularly  as  they  affect  the  central  nervous  system 
and  the  cardiovascular  system. 

4.  (11:45)  Transpalatal  Approach  in  Nasopharyngeal 
Fibroma 

Jim  F.  Waldron,  Houston 

Discussion 

Herbert  H.  Harris,  Houston 

(12:15)  Recess 
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12:15  P.M. 

Room  201,  Memorial  Auditorium 

5.  (12:15)  Luncheon 

Business  Meeting 


jugulare  tumor  is  the  most  frequent  type  of  middle  ear 
tumor.  The  glomus  tympanicus  tumor  is  composed  of  the 
same  type  of  nonchromaffin  paraganglia  cells,  however  it  is 
located  on  the  promontory  of  the  middle  ear.  The  surgical 
removal  of  a glomus  tympanicus  tumor  will  be  shown  in  a 
surgical  film. 

(12:00)  Recess 


2:30  P.M. 


2:30  P.M. 


Room  200,  Memorial  Auditorium 


Room  200,  Memorial  Auditorium 


6.  (2:30)  Surgical  Treatment  of  Advanced  Carcinoma 
of  the  Paranasal  Sinuses 

William  H,  Saunders,  Columbus,  Ohio 


13.  (2:30)  Recognition  and  Management  of  Perilym- 
phatic Fistulae 

Victor  Goodhill,  Los  Angeles 


7.  (3:15)  Surgical  Treatment  of  Otogenic  Facial  Pa- 
ralysis 

Ben  M.  Nail,  Jr.,  Houston 


Peripheral  palsy  of  the  seventh  cranial  nerve  secondary  to 
acute  or  destructive  disease  in  the  temporal  bone  is  often 
treated  expectantly  as  Bell's  palsy.  Careful  otologic  examina- 
tion is  indicated  in  seventh  nerve  paralysis. 


Discussion:  Victor  Goodhill,  Los  Angeles 


8 (3:45)  Reparative  Mechanisms  in  Tympanoplasty 

Inductive  Processes  and  Perichondral  Autografts 

Victor  Goodhill,  Los  Angeles 

(4:45)  Adjourn 


14.  (3:15)  Early  Diagnosis  of  Head  and  Neck  Tumors 

William  H.  Saunders,  Columbus,  Ohio 

15.  (4:00)  Technique  of  Interposition  Stapedectomy 

Victor  Goodhill,  Los  Angeles 

(4:45)  Adjourn 


SECTION  ON  PATHOLOGY 


Chairman  — William  B.  Kingsley,  Dallas 
Secretary  — Bruce  D.  Fallis,  Dallas 


6:30  P.M. 

French  Room,  Adolphus  Hotel 
9.  (6:30)  Social  Hour  (members,  wives,  and  guests) 


SATURDAY,  MAY  6,  10  A.M.-4:45  P.M. 
Room  200,  Memorial  Auditorium 


10.  (10:00)  Treatment  of  Nasal  Septal  Perforations 

William  H,  Saunders,  Columbus,  Ohio 


11.  (10:45)  Adaptation  of  the  Zeiss  Microscope  to 
Laryngeal  Surgery 

J.  Ray  Dickey,  Houston 


T^e  Prese"tatlon  and  short  movie  will  illustrate  the  usefulnes: 
of  binocular  magnification  in  laryngeal  surgery.  With  th< 
proper  technique  and  instruments,  surgery  within  the  laryn 
can  be  just  as  meticulous  and  exacting  as  that  carried  on  ii 
the  ear.  The  technique  uitilizes  the  Lynch  suspension  laryngo 
scope,  a long  focal  length  objective  for  the  standard  Zeis; 

Horoscope,  and  a set  of  microsurgical  instrument; 
especially  modified  for  this  application.  The  discussion  wil 
cover  the  indications  for  use  of  this  technique  as  well  a: 
problems  inherent  in  it.  The  movie  will  illustrate  the  operative 
technique  in  several  different  lesions. 


12.  (11:15)  Surgical  Removal  of  Glomus  Tympanicus 
Tumors  (Movie) 


Lloyd  A.  Storrs,  Lubbock 


The  chemorecptor  tissue  in  the  dome  of  the  jugular  bull 
was  discovered  in  1941  by  Dr.  Stacy  Guild.  Tumors  arisin, 
from  this  minute  structure,  measuring  0.5  by  0.25  mm„  wer 
first  described  by  Dr.  H.  Rossenwasser  in  1945.  The  glomu 


FRIDAY,  MAY  5,  2:30-5  P.M. 
Room  304,  Memorial  Auditorium 


1.  (2:30)  Choriocarcinoma  and  Hydatidiform  Mole 

William  B.  Ober,  New  York  City 

2.  (3:30)  Panel:  The  Autopsy  Load 

Moderator:  F.  Lamont  Jennings,  Galveston 
Panelists:  Bruce  D.  Fallis,  Dallas 

Ronald  E.  Henderson,  Jr.,  Waco 

3.  (4:15)  Panel:  Organization  and  Staffing  of  the 
Night  and  Weekend  Laboratory 

Moderator:  Billy  B.  Trotter,  Abilene 
Panelists:  A.  B.  0.  Dowdey,  Dallas 
Wray  D.  Storey,  Odessa 


SATURDAY,  MAY  6,  2:30-5  P.M. 
Room  304,  Memorial  Auditorium 


4.  (2:30)  Endometrial  Reactions  to  Progestational 
Agents 

William  B.  Ober,  New  York  City 

5.  (3:40)  Clinical  Pathology  in  a Combination  Non- 
Teaching  Hospital  and  Private  Laboratory  Practice 

Billy  B.  Trotter,  Abilene 

The  presentation  is  a resume  of  seven  years’  experience  with 
newer  laboratory  procedures  in  clinical  pathology  in  a part- 
nership practice  involving  a 300-bed,  non-teaching  general 
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hospital  and  a private  laboratory  covering  consultation  over 
several  thousand  square  miles.  The  advent  of  new  electronic 
devices,  automation,  and  a growing  population  has  brought 
a need  for  changing  methods  in  clinical  pathology.  Many  of 
these  can  be  added  quickly  to  the  programs  of  provincial 
pathologists;  some  must  await  future  practical  development; 
and  some  procedures,  once  started,  are  to  be  abandoned,  at 
least  temporarily. 

6.  (4:00)  Viral  Encephalitis 

Coloman  de  Chenar,  Austin 

Case  1:  A Japanese  woman,  age  32,  had  encephalitis  B. 
Classical  alterations  included  perivascular  infiltrations,  glial 
reaction  and  neuronal  changes.  Most  prominent  were  sidero- 
philic  granulations,  ferroprotein  precipitations  in  blood  vessels 
and  diffuse  iron  reaction  in  ganglion  cells,  which  have  been 
described  in  less  than  a dozen  cases.  Case  2:  An  eight-year-old 
white  girl  had  arthropod-borne  viral  encephalitis,  fulminating. 
Findings  included  panencephalitis,  hemorrhages,  necrosis, 
neuronal  destruction,  and  mesenchymal  and  glial  reactions. 

7.  (4:20)  Pathology  of  the  Nucleolus 

Rolland  C.  Reynolds,  Dallas 

8.  (4:40)  Data  Processing  in  a Private  Laboratory 

Eugene  T.  Standley,  San  Antonio 


SECTION  ON  PEDIATRICS 

Chairman  — Fred  W.  Kolle,  Wharton 
Secretary — Howard  E.  LeBus,  Temple 


5.  (4:00)  Use  of  Nebulization  and  Vaporization  in 
Respiratory  Problems 

G.  M.  Harrison,  Houston 

6.  (4:30)  Recurrent  Ear  Infections  in  Children 

J.  L.  Turner,  Odessa 

Recurrent  ear  infections  in  children,  particularly  those  asso- 
ciated with  chronic  middle  ear  effusion  and  hearing  loss,  can 
severely  tax  a physician's  therapeutic  ability.  Early  recognition 
of  the  child  with  basic  eustachian  tube  insufficiency,  and 
education  of  the  parents  as  to  the  problems  which  can  be 
expected,  is  necessary  for  orderly  progression  of  treatment 
and  referral  without  loss  of  "physician  confidence.”  The  diag- 
nostic points  of  eustachian  tube  dysfunction  are  to  be  dis- 
cussed and  treatment  outlined,  with  emphasis  on  procedures 
which  should  not  require  referral.  Discussion  of  middle  ear 
ventilating  tubes  will  include  indications  for  use,  various  types, 
their  appearance  and  course  while  in  the  eardrum,  and  com- 
plications which  may  arise.  Knowledge  of  these  factors  enable 
the  pediatrician  to  be  an  active  participant  during  this  phase 
of  treatment. 


SECTION  ON  PUBLIC  HEALTH 

Chairman  — Francine  Jensen,  Houston 
Secretary — Hal  J.  Dewlett,  Dallas 

(The  Texas  Association  of  Public  Health  Physicians  will  have  a 
dinner  meeting  Thursday,  6 p.m.,  Upper  Court  Club,  Statler 
Hilton  Hotel.  The  Conference  of  City  and  County  Health 
Officers  will  be  held  Friday  at  2:30  p.m..  Room  305,  Memorial 
Auditorium.  See  Specialty  Programs  section  for  details.) 


FRIDAY,  MAY  5,  2:30-4:30  P.M. 
Theater,  Memorial  Auditorium 


TELEVISION  PRESENTATION 

Joint  Session:  Sections  on  Pediatrics,  Obstetrics  and 
Gynecology,  and  General  Practice 

1.  (2:30)  Intrauterine  Transfusions  and  the  Care  of 
the  Neonate 

Moderator:  Daniel  E.  Scott,  Dallas 
Panelists:  Walter  W.  Taylor, 

L.  Ruth  Guy,  Ph.D., 
and  Jacob  L.  Kay,  Dallas 


SATURDAY,  MAY  6,  2:30-5  P.M. 

Room  203,  Memorial  Auditorium 

2.  (2:30)  Infectious  Hepatitis  in  Infancy  and  Child- 
hood 

Sydney  S.  Gellis,  Boston 

3.  (3:00)  Intrauterine  Dwarfism 

Sydney  S.  Gellis,  Boston 

4.  (3:30)  Current  Concepts  of  Infectious  Mononucle- 
osis 

David  Mumford,  Houston 


SATURDAY,  MAY  6,  2:30-5  P.M. 

Room  305,  Memorial  Auditorium 

1.  (2:30)  Report  on  the  National  Commission  on 
Community  Health  Services 

John  D.  Porterfield,  Chicago 

The  Emerson  Report  of  1945,  "Health  Units  for  the  Nation,” 
was  a major  milestone  in  the  progress  of  organized  public 
health.  Protean  changes  eventually  outdated  it.  Now  the  report 
of  the  National  Commission  on  Community  Health  offers  the 
results  of  four  years’  work  by  many  experts  and  practical 
workers.  Fourteen  ‘Statements  of  Conviction'  and  the  recom- 
mendations which  will  lead  to  their  implementation  offer  a 
useful  blueprint  to  the  betterment  of  man’s  condition. 


2.  (3:00) 
(3:20) 


Is  the  Alcoholic  That  Bad? 

Lester  L.  Keyser,  Dallas 

Discussion 


3.  (3:30)  Leprosy  in  Texas 

Melford  S.  Dickerson,  Austin 

(3:50)  Discussion 

4.  (4:00)  The  Role  of  the  Physician  in  the  Air  Pollu- 
tion Spectrum 

Hal  J.  Dewlett,  Dallas 


(4:20)  Discussion 

5.  (4:30)  Clinical  Features  of  St.  Louis  Encephalitis 

Jay  P.  Sanford,  Dallas 
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How  long  will  it  take  him 


i 


il  PI 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.  ..tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

s' N THE  WM.  S.  MERRELL  COMPANY 

( Merrell  ) Division  of  Richardson-Merrell  Inc. 
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SECTION  ON  RADIOLOGY 

Chairman — James  D.  Wilson,  Temple 
Secretary  — Joe  C.  Rude,  Austin 


FRIDAY,  MAY  5,  2:30-5:10  P.M. 

Room  207,  Memorial  Auditorium 

1.  (2:30)  Data  Averaging  for  Improved  Resolution  and 
Recognition  in  Radioisotope  Scanning 

James  H.  Christie,  Cleveland,  Ohio 

2.  (2:50)  Domestic  Animal  Diseases  Related  to  Man 
by  Radiography 

William  C.  Banks,  D.V.M.,  College  Station 

Veterinary  radiologists  have  relied  on  the  medical  profession 
for  interpretation,  guidance  and  even  texts  for  a number  of 
years.  As  a result,  numerous  conditions  such  as  neoplasms, 
metabolic  disturbances,  trauma,  and  congenital  defects  oc- 
curring in  domestic  animals  are  recognized  because  of  their 
similarity  to  human  diseases.  A group  of  radiographs  will  be 
shown  to  indicate  the  variety  of  diseases  in  animals  that  have 
similar  radiographic  appearance  in  man.  They  will  include 
both  the  bizarre  and  the  commonplace  seen  at  the  Veterinary 
Hospital  of  Texas  A&M  University. 

3.  (3:10)  The  Development  of  Radiology  in  Texas 

Tom  B.  Bond,  Fort  Worth 

4.  (3:30)  Drip  Infusion  Pyelography  and  Nephrotom- 
ography 

Curtis  H.  Burge  and  Carole  R.  Simmons,  Houston 

Excellent  pyelograms  can  usually  be  obtained  by  the  drip 
infusion  of  1 cc.  per  pound  of  body  weight  of  a standard 
contrast  medium  such  as  Renovist,  Hypaque,  or  Conray 
mixed  with  an  equal  amount  of  5 percent  dextrose,  even  in 
patients  with  elevated  blood  urea  nitrogen  levels.  Tomograms 
are  a valuable  adjunct  by  eliminating  troublesome  overlying 
shadows  produced  by  such  things  as  gas  and  fecal  material 
in  the  intestinal  tract. 

The  technique  used  at  The  Methodist  Hospital  in  Houston 
since  early  1964  is  to  be  outlined,  and  experience  with  the 
procedure  reviewed.  It  has  proved  especially  valuable  in  the 
differentiation  between  cysts  and  solid  tumors  of  the  kidneys 
and  in  the  demonstration  of  the  urinary  collecting  system  in 
many  patients  with  so  much  impairment  of  renal  function 
that  little  or  no  visualization  of  the  pelves  and  calyces  was 
obtained  with  standard  low-dose  procedures.  The  incidence  of 
reactions  has  been  no  greater  than  with  routine  excretory 
urograms. 


5.  (3:50)  The  Importance  of  Early  Roentgen  Signs 
in  Bronchial  Rupture 

Jack  Reynolds,  Dallas 

Local  tissue  response  to  injury  causes  narrowing  of  the 
bronchial  lumen,  and  immediate  surgical  reconstruction  is 
necessary  to  avoid  stenosis  with  resultant  pulmonary  infec- 
tion or  atelectasis.  Late-stage  surgical  repair  is  often  unsuc- 
cessful. Early  direct  signs  are  rare  and  elusive  on  plain  film; 
usually,  the  signs  lack  specificity  and  simply  reflect  complica- 
tions of  bronchial  rupture  or  concommitant  lesions,  for  ex- 
ample, pneumomediastinum,  pneumothorax,  and  fractures  in- 
volving the  upper  ribs.  But  these  secondary  signs  form  a 
recognizable  complex,  and  successful  management  often  de- 
pends on  the  prompt  exploitation  of  such  indirect  evidence. 

6.  (4:10)  Newer  Ideas  in  Radiation 

Elbert  DeCoursey,  San  Antonio 

During  the  past  decade,  knowledge  of  physiology,  tissue  re- 
action, cellular  morphology,  and  molecular  action  has  been 


vastly  improved  with  the  use  of  radioisotope  tracers.  Knowl- 
edge of  basic  mechanisms  has  had  more  application,  for  ex- 
ample, utilization  of  the  oxygen  effect  in  radiation  therapy  of 
cancers.  Development  of  techniques  for  synchronizing  cell 
division  gives  promise.  Indeed,  no  other  known  physical  or 
chemical  agent  has  been  as  effective  as  irradiation  in  its 
selective  action  of  stopping  growth  or  causing  death  of  cancer 
cells.  Although  radiation  carcinogenesis  has  been  known  for 
more  than  50  years,  the  epidemiological  probability  of  carci- 
nogenic action  of  small  increases  in  environmental  radiation 
level  has  recently  modified  our  views  on  dose-effect  relation- 
ship. Animal  experiments  seem  to  be  disclosing  previously 
unsuspected  mechanisms  of  radiation  effects. 

7.  (4:30)  Experimental  Basis  for  Combination  of  High 
Pressure  Oxygen  and  Radiation  Therapy 

Herman  D.  Suit,  Houston 

Molecular  oxygen  is  the  most  powerful  radiation  sensitizing 
agent  for  mammalian  cells  that  has  been  studied.  Evidence 
suggests  that  many  tumors  contain  viable  cells  which  are 
severely  hypoxic  and  relatively  radioresistent.  In  preparation 
for  a clinical  use  of  high-pressure  oxygen,  a series  of  animal 
tumor  studies  have  been  performed  to  evaluate  the  efficacy 
of  high-pressure  oxygen  in  altering  tumor  cure  probability 
in  animals.  The  results  of  these  studies  will  be  discussed  in 
relationship  to  possible  application  of  hyperbaric  oxygen  in 
the  clinic. 

8.  (4:50)  Radiologic  and  Pathologic  Diagnosis  of  Tu- 
mors of  the  Jaws 

Col.  Robert  L.  Kurth,  Lackland  Air  Force  Base 

The  radiographic  differential  between  benign  and  malignant 
tumors  of  the  jaws  is  discussed.  The  paper  distinguishes  be- 
tween odontogenic  and  nonodontogenic  tumors  and  presents 
radiographic  and  pathologic  findings  in  specific  tumors  of 
the  jaws. 


SATURDAY,  MAY  6,  2:30-5  P.M. 

Room  207,  Memorial  Auditorium 

9.  (2:30)  The  Contribution  of  Radioisotope  Scanning 
in  the  Diagnosis  of  Thyroid  Disease 

James  H.  Christie,  Cleveland,  Ohio 

10.  (2:50)  Lumbar  Discography 

Hugo  F.  Elmendorf,  Jr.,  San  Antonio 

Lumbar  discography  is  to  be  discussed  as  a complementary 
procedure  in  the  diagnosis  of  intervertebral  disk  degeneration. 
Degenerative  disk  disease  without  herniation  and  associated 
with  back  and  leg  pain  is  a distinct  pathological  entity.  Lum- 
bar discography  is  indicated  where  the  clinical  picture  is 
atypical,  where  clinical  and  other  investigations  are  incon- 
clusive or  contradictory,  when  multiple  disks  are  suspected 
but  not  shown  by  myelography,  and  in  assessment  of  the 
integrity  of  disks  above  and  below  the  site  of  local  fusion. 
The  normal  adult  nucleogram  will  be  described,  as  will  the 
significance  of  interpretation  in  cases  of  intervertebral  disk 
pathology.  Contraindications  and  complications  of  this  pro- 
cedure, with  an  appropriate  bibliography,  will  be  included. 

11.  (3:10)  Diagnostic  Radiology  "Jam  Session” 

Moderator:  Jack  Reynolds,  Dallas 
Panelists:  Jerome  H.  Arndt, 

Thomas  S.  Curry,  III, 
and  Fred  H.  Dunn,  Dallas 
Norman  L.  Presley,  Fort  Worth 

Under  the  auspices  of  the  University  of  Texas  Southwestern 
Medical  School  and  the  Dallas-Fort  Worth  Radiological  Society, 
a series  of  cases  solicited  from  radiologists  throughout  the 
state  and  chosen  for  their  educational  value  will  be  sub- 
mitted to  a panel  of  diagnostic  radiologists  chosen  from  the 
full-time  and  clinical  faculty  of  the  medical  school.  The 
panelists,  supplied  with  pertinent  films  and  brief  clinical 
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data,  will  illustrate  and  interpret  the  roentgenologic  findings, 
and,  in  attempting  to  achieve  the  correct  diagnosis,  will  dis- 
cuss the  implications  of  these  signs  and  their  relative  im- 
portance in  the  differential  diagnosis. 


SECTION  ON  SURGERY 


Chairman  — James  E.  Pridgen,  San  Antonio 
Secretary  — Jesse  E.  Thompson,  Dallas 


FRIDAY,  MAY  5,  2:30-5  P.M. 

Room  303,  Memorial  Auditorium 

1.  (2:30)  Skin  Grafting  of  a Burned  Child 

Duane  L.  Larson,  Galveston 

Skin  grafting  in  children  is  a difficult  procedure.  However, 
excellent  graft  “take"  can  be  anticipated  by  proper  prepara- 
tion of  the  wound  and  exposure  of  the  grafts.  The  latter  is 
accomplished  through  immobilization  with  restraints  or  the 
application  of  skeletal  suspension.  More  than  200  Steinmann 
pins  have  been  inserted  in  children  for  skeletal  suspension 
with  minimal  complications  resulting.  These  techniques  will 
be  described. 

2.  (3:00)  Thyroid  Cancer  and  Its  Surgical  Manage- 
ment 

Oliver  H.  Beahrs,  Rochester,  Minn. 

The  four  main  types  of  thyroid  cancer  (papillary,  follicular, 
solid,  and  anaplastic)  must  be  considered  separately  because 
the  behavior  of  the  lesion  as  well  as  its  management  varies 
with  the  type.  In  papillary  cancer,  conservative  surgical  mea- 
sures offer  a high  rate  of  survival,  whereas  in  anaplastic 
cancer,  treatment  by  any  means  gives  poor  results.  The  re- 
sults from  conservative  surgery  are  somewhat  less  satisfactory 
in  follicular  and  solid  cancers  than  they  are  in  papillary 
cancer. 

3.  (3:40)  Management  of  Blunt  Trauma  to  the  Ab- 
domen 

C.  Patrick  Oles,  Amarillo 

A review  of  the  diagnostic  problems  the  surgeon  faces  in 
treating  the  patient  with  blunt  trauma  to  the  abdomen  is  to 
be  presented.  The  material  is  derived  from  a series  of 
operated  cases  involving  injury  to  the  diaphragm,  liver,  spleen, 
bowel,  and  abdominal  vascular  system.  Special  emphasis  is 
given  to  the  various  diagnostic  aids  which  can  lead  to  a spe- 
cific and  accurate  early  diagnosis  of  the  injury. 

4.  (4:10)  Primary  Aldosteronism  and  Surgically  Cor- 
rectable Hypertension 

R.  Donald  Patman,  Dallas 

Hypertension  is  one  of  the  most  common  illnesses  en- 
countered by  the  physician.  The  surgeon's  major  interest  in 
the  correctable  forms  of  hypertension  stems  from  the  fact 
that  proper  surgical  management  usually  results  in  complete 
correction  of  a dangerous  lesion.  This  presentation  will  review 
the  diagnosis  and  treatment  of  the  correctable  forms  of  high 
blood  pressure  with  particular  interest  upon  primary  aldo- 
steronism. This  syndrome  is  one  of  the  newest  forms  of 
surgically  correctable  hypertension,  and  to  date  its  diagnosis 
remains  the  most  rare  and  elusive. 

5.  (4:35)  Surgery  for  Benign  Breast  Disease 

Frank  J.  Gerow,  Houston 

The  management  of  certain  types  of  benign  breast  disease 
can  be  troublesome.  The  ablation  of  the  breast  by  simple 
mastectomy  is  a step  only  reluctantly  taken  after  the  patient 
has  been  through  considerable  pain  and  anxiety.  The  patient 
with  large,  ptotic  breasts  and  the  patient  with  painful,  fibro- 


cystic disease  will  be  the  focal  points  of  this  presentation. 
The  symptomatology  and  the  pathology  of  these  problems  will 
be  discussed,  along  with  an  illustrated  outline  of  the  newer 
surgical  techniques. 

SATURDAY,  MAY  6,  2:30-5  P.M. 

Room  303,  Memorial  Auditorium 

6.  (2:30)  Reducing  the  Mortality  in  Ulcer  Surgery 

Robb  H.  Rutledge,  Fort  Worth 

Gastrectomy  and  vagotomy  combined  with  a more  conserva- 
tive resection  or  drainage  procedure  have  specific  advantages 
and  limitations  in  peptic  ulcer  surgery.  Mortality  can  be  re- 
duced by  selecting  a lesser  procedure  in  poor-risk  patients, 
and  by  vigorously  transfusing  the  massively  bleeding  patient 
preoperatively.  Technical  complications  contributing  to  surgi- 
cal mortality  include  the  leaking  duodenal  stump,  postopera- 
tive bleeding,  obstruction,  pancreatitis,  necrosis  of  the  gastric 
pouch,  and  aspiration.  Various  maneuvers  to  decrease  the 
likelihood  of  these  complications  are  to  be  discussed. 

7.  (3:00)  Dr.  John  S.  Bobbs  of  Indiana — The  First 
Cholecystotomist 

Robert  S.  Sparkman,  Dallas 

On  June  15,  1867,  Dr.  John  S.  Bobbs  performed  the  first 
gallbladder  operation.  The  patient  survived  and  enjoyed  good 
health  for  many  years  thereafter.  The  operation  was  per- 
formed on  the  third  floor  of  a wholesale  drug  store  building 
in  downtown  Indianapolis.  Although  Dr.  Bobbs  reported  the 
details  of  this  procedure  in  the  “Transactions  of  the  Indiana 
State  Medical  Society"  in  1868,  it  was  many  years  before 
he  was  recognized  as  the  pioneer  in  the  field  of  surgery  of 
the  gallbladder. 

8.  (3:30)  Results  in  Pancreatico-Duodenal  Resection 
for  Periampullary  Carcinoma 

Robert  J.  Coffey,  Washington,  D.  C. 

A review  of  all  cases  in  which  pancreatico-duodenectomy  has 
been  carried  out  in  Georgetown  University  Hospital  during  the 
past  12  years  has  been  made.  Of  particular  interest  has  been 
the  changing  attitude  toward  employment  of  this  procedure 
in  treatment  of  carcinoma  of  the  head  of  the  pancreas.  The 
complications  and  end  results  of  pancreatico-duodenectomy 
in  this  series  are  analyzed. 

9.  (4:10)  Acute  Cholecystitis  in  the  Diabetic 

Robert  J.  Turner,  III,  Fort  Worth 

Ninety  cases  of  acute  cholecystitis  in  patients  with  diabetes 
mellitus  have  been  reviewed.  The  clinical  picture  of  this  dis- 
ease was  not  as  statistically  different,  when  compared  to  a 
larger  series  of  patients  with  acute  cholecystitis,  as  our  im- 
pressions led  us  to  believe.  Therefore,  in  order  to  reduce  the 
mortality  and  morbidity  of  cholecystitis  in  patients  with  dia- 
betes, a more  aggressive  surgical  approach  has  been  advo- 
cated. In  addition,  it  has  been  recommended  that  a cholecysto- 
gram  be  obtained  in  adult  diabetic  patients,  and  elective 
cholecystectomy  be  performed  when  indicated,  thereby  de- 
creasing the  need  for  emergency  surgery. 

10.  (4:35)  Prevention  of  Injuries  to  the  Common  Bile 
Duct 

Edwin  M.  Sykes,  Jr.,  San  Antonio 

The  frequently  unsatisfactory  end  result  of  the  surgical 
treatment  for  bile  duct  stricture  makes  the  avoidance  of 
ductal  injury  one  of  the  supreme  considerations  in  biliary 
tract  surgery.  Factors  contributing  to  such  injuries  are  to  be 
reviewed  as  follows:  (1)  anomalies  of  the  regional  anatomy; 
(2)  pathological  states  of  the  hepato-duodenal  ligament;  (3) 
errors  of  surgical  technique:  and  (4)  certain  personal  factors 
concerned  with  the  surgeon. 
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AMERICAN  CANCER  SOCIETY 
1967  SCIENTIFIC  SESSION 

(The  session  is  open  to  all  members  of  the  medical  professions 
and  students.  There  is  no  advance  registration  or  registration 
fee.) 

WEDNESDAY,  MAY  3,  9 A.M. 

North  and  South  Ballrooms,  Sheraton-Dallas  Hotel 

Theme:  Current  Concepts  in  Etiology 
and  Diagnosis  of  Cancer 

Morning  Session,  9 a.m.-12  Noon 

Viruses  and  Vaccination  in  Cancer 

James  T.  Grace,  Jr.,  Buffalo,  N.  Y. 

Carcinogenic  Effects  of  Tobacco  Usage 

Oscar  Auerbach,  East  Orange,  N.  J. 

Carcinogenic  Effects  of  Solar  Radiation  and  Prevention 
Measures 

Robert  G.  Freeman,  Houston 

The  Carcinogenic  Hazards  of  Diagnostic  and  Thera- 
peutic Radiation 

Justin  J.  Stein,  Los  Angeles 

The  Carcinogenic  Hazards  of  Atomic  Radiation 

Elbert  DeCoursey,  San  Antonio 

Chemical  Carcinogenesis 

Paul  Kotin,  Bethesda,  Md. 

Special  Barium  Enema  Technique  for  Colon  Polyp 
Detection 

Marshall  Eskridge,  Mobile,  Ala. 


Afternoon  Session,  1-5  p.m. 

What  Constitutes  an  Adequate  Periodic  Health  Exami- 
nation? 

Emerson  Day,  New  York  City 

The  Case  for  Periodic  Cancer  Detection  Examinations 

Victor  A.  Gilbertsen,  Minneapolis 

An  Evaluation  of  the  Annual  Checkup 

Thomas  W.  Clark,  Philadelphia 

Proctoscopy  for  Cancer  Detection  in  Asymptomatic 
Patients — What  Age  and  How  Often? 

Robert  J.  Rowe,  Dallas 

The  Barium  Enema  in  Cancer  Checkups — Indications 
and  How  Often? 

Robert  D.  Moreton,  Houston 


The  Pap  Smear — What  Technique  and  How  Frequent? 

W.  A.  D.  Anderson,  Coral  Gables,  Fla. 

Present  Role  of  Cytology  in  Cancer  Detection  (exclusive 
of  uterine  cancer) 

William  M.  Christophersen,  Louisville 


Mammography  for  the  Detection  of  Breast  Lesions 

Robert  L.  Egan,  Atlanta 


Thermography  and  Xerography  in  Breast  Diseases 

Jacob  Gershon-Cohen,  Philadelphia 


Lymphangiography  in  the  Diagnosis  of  Cancer 

Harry  W.  Fischer,  Eliose,  Mich. 


The  Use  of  Radioisotopic  Agents  in  the  Diagnosis  of 
Cancer 

Norman  B.  Ackerman,  Boston 


CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday  at  6 p.m..  Upper  Court  Club,  Staf- 
fer Hilton  Hotel.  The  meeting  of  the  Section  on  Public  Health 
will  be  held  Saturday  from  2:30  to  5 p.m.,  Room  305,  Memorial 
Auditorium.  See  Section  Meetings  section  and  elsewhere  in 
this  Specialty  Programs  section  for  details.) 


FRIDAY,  MAY  5,  2:30  P.M. 
Room  305,  Memorial  Auditorium 


1.  (2:30)  The  Extension  of  Health  Resources 

John  D.  Porterfield,  Chicago 

For  years,  national  voluntary  associations,  the  federal  con- 
gress and  others  have  promoted  specific  responses  to  specific 
health  problems  on  a categorical  basis.  It  has  been  left  to  the 
local  community  and  the  local  health  officer,  with  some  sup- 
port from  his  state  counterpart,  to  blend  these  promotions 
into  a community  program  tailored  to  its  needs. 

Now,  federal  legislation  offers  hope  of  aid  in  the  task  of 
coordinated  planning  to  better  match  available  resources  to 
health  needs. 


2.  (3:00)  St.  Louis  Encephalitis  Vector  Studies  in 
Dallas,  Texas 

Roy  Chamberlain,  Ph.D.,  Atlanta 

3.  (3:30)  Administrative  Problems  in  a St.  Louis 
Encephalitis  Outbreak,  Dallas,  Texas 

Hal  J.  Dewlett,  Dallas 


4.  (4:00)  Metropolitan  Health  Departments 

William  R.  Ross,  San  Antonio 
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5.  (4:30)  Certification  of  Hospitals  and  Extended 

Care  Facilities  Under  Title  XVIII 

Robert  C.  Jordan,  Austin 


4.  (9:00)  Keynote  Addresses:  Changing  Patterns  in 

Medical  and  Nursing  Practice  Affecting  Patient  Care 
George  G.  Reader,  New  York  City 
Eleanor  C.  Lambertsen,  R.N.,  Ed.D.,  New  York  City 


CONFERENCE  OF  PHYSICIANS 
AND  NURSES 


10:15  A.M. 

Room  300,  Memorial  Auditorium 


(The  First  Texas  Conference  of  Physicians  and  Nurses  is  spon- 
sored by  the  Committee  on  Nursing  of  the  Texas  Medical 
Association  and  the  Texas  Nurses  Association.) 

Theme:  Physicians  and  Nurses  Plan  Together  for 
Improved  Patient  Care 


WEDNESDAY,  MAY  3,  6 P.M. 

French  Room,  Hotel  Adolphus 

E.  Russell  Hayes,  Dallas,  Chairman,  Texas  Medical 
Association  Committee  on  Nursing,  Presiding 

1.  (6:00)  Registration 

Hospitality  Hour 

2.  (7:00)  Dinner 

Opening  Remarks 

E.  Russell  Hayes,  Dallas 


Welcome 


James  D.  Murphy, 
Fort  Worth,  President, 
Texas  Medical  Association 

Miss  Billye  J.  Brown,  R.N.,  President, 
Texas  Nurses  Association 
American  Medical  Association  and 
American  Nurses  Association 
Committees  on  Nursing 

W.  Benson  Harer,  Upper  Darby,  Pa., 
Chairman,  American  Medical 
Association  Committee  on  Nursing 

Purpose  of  Conference 

Miss  Renilda  Hilkemeyer,  R.N.,  Houston, 
Chairman,  Texas  Nurses  Association 
Liaison  Committee  to  Texas  Medical 

Association 

(After  dinner  there  will  be  a meeting  for  leaders  of  the  Thurs- 
day morning  group  sessions.) 


THURSDAY,  MAY  4,  8:45  A.M. 

Room  301,  Memorial  Auditorium 

Mrs.  Marie-Louise  Ranzau,  R.N.,  San  Antonio, 
Immediate  Past  President,  Texas  Nurses 
Association,  Presiding 


5.  (10:15)  Group  Sessions:  Communications  Neces- 
sary for  Patient  Care  Based  on  Changing  Patterns  in 
Medical  and  Nursing  Practice 


Moderators:  Group 

1. 

Group 

2. 

Group 

3. 

Group 

4. 

Group 

5. 

Group 

6. 

Group 

7. 

Group 

8. 

R.  Mayo  Tenery, 
Waxahachie 

Miss  Faye  Panneil,  R.N., 
Denton 

Robert  W.  Shirey,  Hillsboro 
Mrs.  Abbie  Whidden,  R.N., 
Houston 

Robert  W.  Grace,  Dallas 
Mrs.  Mary  Cantrell,  R.N., 
Waco 

Max  E.  Johnson, 

San  Antonio 
Dorothy  Gradel,  Ph.D., 

San  Antonio 


6.  (11:30)  Group  Session  Reports 
(12:00)  Recess 


12  NOON 

Room  302,  Memorial  Auditorium 

7.  (12:00)  Luncheon 


1:15  P.M. 

Room  301,  Memorial  Auditorium 

Merle  W.  Delmer,  San  Antonio,  Member,  Texas  Medical 
Association  Committee  on  Nursing,  Presiding 

8.  (1:15)  Medical  Education  and  Nursing  Education 

George  G.  Reader,  New  York  City 
Eleanor  C.  Lambertsen,  R.N.,  Ed.D.,  New  York  City 
Listening  Panel:  E.  Russell  Hayes,  Dallas 

W.  Benson  Harer,  Upper  Darby,  Pa. 
William  D.  Seybold,  Houston 
Mrs.  D.  Ann  Sparrnacher,  R.N.,  Chicago 
Mrs.  Lillian  E.  Taubert,  R.N.,  San  Antonio 
Miss  Lucy  Harris,  R.N.,  Fort  Worth 

9.  (2:15)  Summary  and  Future  Plans 

Miss  Renilda  Hilkemeyer,  R.N.,  Houston 
E.  Russell  Hayes,  Dallas 


3.  (8:45)  Registration 


(2:45)  Adjournment 
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Wounds,  abscess,  cellulitis 


...and  the 
complications 
of  staph. 


Staph  reliably 
controlled  with 
specific  therapy 


4 suitable  dosage  form  for  every  staph  situation 


From  time  of  birth,  the  child  is  exposed  to  a whole 
range  of  potential  staph  infections:  wounds;  secon- 
darily infected  dermatoses;  primary  lesions,  such  as 
deep  impetigo  (ecthyma),  boils  and  felons;  and  more 
serious  conditions  such  as  osteomyelitis,  staph  pneu- 
monia and  staph  meningitis. 

Bactericidal 

Hardly  a staph  organism  can  resist  the  bactericidal 
action  of  Prostaphlin"  (sodium  oxacillin),  as  shown 
by  a 34-month  in  vitro  study.  Of  all  staph  isolates 
tested,  99.5%  were  sensitive  to  oxacillin.1 

Clinically  Proven 

There  is  a high  correlation  between  these  in  vitro 
findings  and  clinical  results.  Of  610  patients  treated 
with  Prostaphlin  (sodium  oxacillin),  89.8%  were  re- 
ported cured  or  improved,  including  those  with  staph 
infections  resistant  to  penicillin  G.2  And  since  resist- 
ance does  not  appear  to  develop  in  vivo,  therapy  with 
oxacillin  can  be  extended  when  necessary. 
Outstanding  Safety  Record 

Besides  being  staph-specific  and  rapidly  absorbed— 
Prostaphlin  (sodium  oxacillin)  has  established  an  out- 
standing record  of  safety  during  five  years  of  wide- 
spread clinical  use.  Continuous  high  blood  levels  of 
oxacillin  have  not  produced  toxic  effects  on  kidney 
function,  assuring  a significant  margin  of  safety.  How- 
ever, as  with  all  penicillins,  the  possibility  of  allergic 
response  should  be  considered. 

Capsules,  Oral  Suspension  and  Injectable 
Prostaphlin  (sodium  oxacillin)  is  available  in  three 
flexible  dosage  forms  to  suit  the  age  of  the  patient 
and  severity  of  infection— an  oral  solution  for  pedi- 
atric use,  capsules,  and  multi-dose  vials  for  injection. 

PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications: 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  q.  4 or  </.  6 h.  Children:  50  mg./ 
Kg. /day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  q.  4 or  q.  6 It.  Chil- 
dren: 50  mg./Kg./day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules— 
250  and  500  mg.  in  bottles  of  48.  Injectable— 250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  I.M./I.V.  use.  For  Oral  Solution— 100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY  8:12.16 

References:  1.  Abstracted  from  Antibiotic  Sensitivity  of  Staphylococci  Studied 
from  November  1962  through  August  1965,  reported  by 
Griffith,  L.J.,  Staphylococcus  Reference  Laboratory,  V.  A. 

Hospital,  Batavia,  N.Y.  2.  Data  on  file,  Bristol  Laboratories. 

BRISTOL  LABORATORIES/ Division  of  Bristol-Myers  Co.,  Syracuse,  N.Y. 

Whenever  you 
suspect  staph 

PROSTAPHLIN 

SODIUM  OXACILLIN 


BRISTOL 


CONFERENCE  ON  SCHOOL  HEALTH 

(The  Conference  on  School  Health  is  sponsored  by  the  Com 
mittee  on  School  Health  of  the  Texas  Medical  Association.) 

Chairman,  Committee  on  School  Health,  Texas  Medi- 
cal Association — A,  G.  Arrant,  Abilene 

Program  Chairman,  Committee  on  School  Health, 
Texas  Medical  Association — Percy  E.  Luecke,  Jr., 
Dallas 


THURSDAY,  MAY  4,  8:30  A.M. 

Civic  Room  II,  Hotel  Adolphus 

1.  (8:30)  Registration 

2.  (9:00)  Welcome 

W.  T.  White,  Ph.D.,  Dallas 

Introductory  Remarks 

Percy  E.  Luecke,  Jr.,  Dallas 

3.  (9:15)  Minimally  Brain-Injured  Children 

Sam  D.  Clements,  Ph.D.,  Little  Rock 

(10:15)  Discussion 
(10:30)  Coffee 

4.  (10:45)  Language  Disabilities 

John  W.  Conwell,  III,  Dallas 

(11:30)  Recess 


12  NOON 

French  Room,  Hotel  Adolphus 

5.  (12:00)  Luncheon 

Panel:  Sex  and  Family  Life  Education 

Participants: 

F.  Sydney  Hamilton,  Ph.D.,  Denton 
Rev.  William  H.  Tiemann,  Dallas 
Mrs.  Louise  B.  Raggio,  Dallas 


2:30  P.M. 

Civic  Room  II,  Hotel  Adolphus 

6.  (2:30)  Evaluating  the  Underachiever 

William  B.  Helton,  Ph.D.,  Dallas 

7.  (3:45)  School  Phobia — Types  and  Treatment 

Lawrence  Claman,  Dallas 

(4:30)  Adjourn 


TEXAS  MEDICAL  ASSOCIATION 
ORIENTATION  PROGRAM 


FRIDAY,  MAY  5,  8 A.M. 

Room  300,  Memorial  Auditorium 

1.  (8:00)  Registration 

2.  (8:30)  Call  to  Order 

Howard  R.  Dudgeon,  Jr.,  Waco 

3.  (8:40)  An  Accounting  of  Stewardship;  What  Hap- 
pens to  Your  Dues? 

Elliott  Mendenhall,  Dallas 

4.  (9:00)  Medical  Ethics — Obligations  of  the  Physi- 
cian to  His  Colleagues  and  to  the  Profession 

James  H.  Sammons,  Baytown 

5.  (9:20)  Doctor-Patient  Relations 

Walter  H.  Walthall,  San  Antonio 

6.  (9:40)  Serving  the  Doctors  of  Texas 

Mr.  Donald  M.  Anderson,  Austin 

7.  (10:00)  The  Physician's  Responsibility  in  Preserv- 
ing Health  Insurance 

A.  Rex  Kirkley,  Dallas 

(10:20)  Coffee  Break 

8.  (10:35)  Call  to  Order 

John  K.  Glen,  Houston 

9.  (10:36)  Medicare,  Title  XIX,  and  Other  Government 
Medical  Programs;  Their  Impact  Upon  the  Physician’s 
Practice  and  Upon  Medical  Service 

Mr.  C.  Lincoln  Williston,  Austin 

10.  (11:05)  Office  and  Practice  Management;  Helpful 
Suggestions  for  the  Physician 

Mr.  John  C.  Post,  Washington,  D.  C. 

11.  (11:25)  Legal  Aspects  of  Medicine:  Malpractice — 
How  to  Avoid  It 

Mr.  Philip  R.  Overton,  Austin 

(12:05)  Adjourn 


12:30  P.M. 

Banquet  Room,  Memorial  Auditorium 

12.  (12:30)  General  Meeting  Luncheon 

The  View  Inward  and  Outward  from  Space 
Wernher  von  Braun,  Ph.D., 
Huntsville,  Ala. 
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Unless  you  have  26  hours  in  a day 

( Let  us  give  you  a hand ) 


ARM’s  system  of  computerized  patient  billing  and 
practice  management  provides  an  automatic 
audit  of  each  day's  activity. 

ARM’s  Fee  and  Receipt  Analysis  Reports  show 
the  areas  in  which  you  are  having  the  most 
patient  activity.  ARM's  Status  Reports 
list  accounts  receivable  by  length  of  time  owed, 
simplifying  action  to  reduce  bad  debt  losses. 
ARM's  Patient  Ledger  Record  lists  in  order  ail 
patients  treated  during  the  month  with  complete 


information  on  each. 

ARM  also  itemizes  statements,  computes  them 
accurately,  mails  them  promptly,  accounts  for 
payments  flawlessly.  In  most  cases  collections  are 
increased  from  4 to  17  % , more  than  enough  to 
cover  the  cost  of  service. 

Find  out  ten  ways  ARM  can  help  your  practice. 

Call  or  write:  ARM,  Inc.  Suite  495,  First  National 
Bank  Building,  Dallas,  Texas,  Rl  9-4145,  or 
one  of  the  offices  listed  below. 


0Q© 


Corpus  Christi:  ARM,  UL  3-6455  • Dallas:  First  National  Bank  in  Dallas.  Rl  9-4143  • El  Paso:  The  State  National  Bank  of  El  Paso, 
KE  2 9922  • Fort  Worth:  First  National  Bank  of  Fort  Worth,  ED  6-9161  • Houston:  ARM,  PR  4-3755 
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SEMINAR  ON  FOOD  PRESERVATION 
AND  IRRADIATION 


SYMPOSIUM  ON 
CARDIOVASCULAR  DISEASES 


Chairman,  Committee  on  Nuclear  Medicine,  Texas 
Medical  Association — Elbert  DeCoursey,  San  Antonio 

(The  Seminar  on  Food  Preservation  and  Irradiation  is  spon- 
sored by  the  Committee  on  Nuclear  Medicine  of  the  Texas 
Medical  Association) 


(The  Symposium  on  Cardiovascualr  Diseases  is  sponsored  by 
the  Committee  on  Cardiovascular  Diseases  of  the  Texas  Medi- 
cal Association  in  cooperation  with  the  Texas  Heart  Asso- 
ciation.) 


FRIDAY,  MAY  5,  9-11  A.M. 


THURSDAY,  MAY  4,  9 A.M. 
Room  303,  Memorial  Auditorium 


Room  205,  Memorial  Auditorium 


Perspectives  1967 — Cardiac  Problems 


1.  (9:00)  Coffee 

2.  (9:15)  Panel  Discussion 

Moderator:  Charles  L.  Dunham,  Washington,  D.  C. 
Panelist:  Edward  C.  Maxie,  Davis,  Calif. 

(11:00)  Recess 


12:30  P.M. 

Banquet  Room,  Memorial  Auditorium 

2.  (12:30)  General  Meeting  Luncheon 

The  View  Inward  and  Outward  from  Space 
Wernher  von  Braun,  Ph.D., 
Huntsville,  Ala. 


SOCIETY  OF  LIFE  INSURANCE 
MEDICAL  DIRECTORS  OF  TEXAS 

Corresponding  Secretary — Miss  Florence  Ferguson, 
Dallas 

(The  Society  of  Life  Insurance  Medical  Directors  will  sponsor 
a Hospitality  Suite  in  Room  433  of  the  Statler  Hilton  Hotel 
Thursday,  Friday,  and  Saturday,  4:30  to  8 p.m.  All  Texas  Medi- 
cal Association  members  are  invited  to  visit  the  suite. 


FRIDAY,  MAY  5,  12  NOON 
Civic  Room  I,  Hotel  Adolphus 


1.  (12:00)  Luncheon  Meeting 


SYMPOSIUM  ON  ALCOHOLISM 

(The  Symposium  on  Alcoholism  is  sponsored  by  the  Texas 
Commission  on  Alcoholism  and  The  University  of  Texas,  Divi- 
sion of  Extension.) 


Chairman — Silas  W.  Grant,  Hillsboro 
Cochairman — Grover  L.  Bynum,  Austin 

1.  (9:00)  Problems  in  Infants  with  Congenital  Heart 
Lesions 

Leonard  C.  Harris,  Galveston 

2.  (9:20)  Present  Thinking  Regarding  Surgery  for 
Congenital  Heart  Lesions 

Hugh  E.  Wilson,  Dallas 


3.  (9:40)  Indications  and  Contraindications  of  Car- 

diac Catheterization 

Robert  D.  Leachman,  Houston 
(10:00)  Intermission 


4.  (10:20)  Present  Status  of  Valve  Replacements 

Milton  V.  Davis,  Dallas 

5.  (10:40)  Multiple  Valve  Replacement 

Arthur  C.  Beall,  Jr.,  Houston 

6.  (11:00)  Surgical  Treatment  of  Unusual,  Acquired, 
and  Congenital  Heart  Defects 

Denton  A.  Cooley,  Houston 


7.  (11:20)  Panel:  Congenital  Lesions  and  Valve  Re- 
placements 

Moderator:  John  R.  Derrick,  Galveston 

Panelists:  Arthur  C.  Beall,  Jr.,  Houston 

Denton  A.  Cooley,  Houston 
Milton  V.  Davis,  Dallas 
Leonard  C.  Harris,  Galveston 
Robert  D.  Leachman,  Houston 
Hugh  E.  Wilson,  Dallas 


(12:30)  Recess 


2 P.M. 

Room  303,  Memorial  Auditorium 


THURSDAY,  MAY  4,  8 P.M. 

Roof  Garden,  Hotel  Adolphus 

1.  (8:00)  The  Nature  of  Addiction 

R.  Gordon  Bell,  Willowdale,  Ontario 


Chairman — 0.  Brandon  Hull,  Lubbock 
Cochairman — Byron  W.  Wright,  Dumas 

8.  (2:00)  Cardiac  Trauma  in  the  Military 

Thomas  D.  Kirksey,  San  Antonio 
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12  NOON 


9.  (2:20)  The  Diagnostic  Limitations  of  the  Elec- 

trocardiogram 

George  H.  Carman,  Dallas 


Room  302,  Memorial  Auditorium 


10.  (2:40)  Clinical  Screening  of  the  Coronary  Patient 

William  J.  Block,  San  Antonio 

(3:00)  Intermission 

11.  (3:20)  Considerations  for  Coronary  Artery 
Surgery 

Michael  E.  DeBakey,  Houston 


12.  (3:40)  Transvenous  and  Epicardial  Pacemakers 

Roger  Youmans,  Jr.,  Galveston 

13.  (4:00)  Panel:  Facilities  and  Agencies  in  Texas  to 
Help  the  Heart  Patient 

Moderator:  Mr.  Ernest  T.  Guy,  Houston 

Panelists:  William  S.  Brumage,  Austin 

Richard  T.  Eastwood,  Ph.D.,  Houston 
Mr.  C.  G.  Fairchild,  Austin 
F.  C.  Pannill,  Jr.,  San  Antonio 


(5:00)  Adjourn 


6.  (12:00)  Luncheon 
Address 


(1:30)  Recess 


William  Berenberg,  Boston 


2 P.M, 

Theater,  Memorial  Auditorium 

Joint  Session:  United  Cerebral  Palsy  Association  of 
Texas,  Inc.  and  Section  on  Nervous  and 
Mental  Diseases 

7.  (2:00)  Perceptual  and  Educational  Problems  of 

Genetic  Origin  (Television  Presentation) 

Meyer  A.  Perlstein,  Chicago 

(3:15)  Recess.  Return  to  Room  205 


SYMPOSIUM  ON 
CEREBRAL  PALSY 

Moderator — William  G.  Wolfe,  Ph.D.,  Chairman,  De- 
partment of  Special  Education,  The  University  of 
Texas,  Austin 

(The  Symposium  on  Cerebral  Palsy  is  sponsored  by  United 
Cerebral  Palsy  Association  of  Texas,  Inc.  There  is  no  registra- 
tion fee.) 


SATURDAY,  MAY  6,  8:30  A.M. 

Room  205,  Memorial  Auditorium 

Children’s  Learning  Problems  Due  to  Neurologic 
Dysfunction 

1.  (8:30)  Registration 

2.  (9:00)  Call  to  Order  and  Welcome 

Objectives  of  Symposium 

William  G.  Wolfe,  Ph.D.,  Austin 

3.  (9:20)  The  Neurological  Background  of  Sensory 
Defects  in  Brain-Damaged  Children 

William  K.  Jordan,  Little  Rock 

4.  (10:00)  Medical  Responsibility  in  the  Care  of  the 
Exceptional  Child 

Gerald  Solomons,  Iowa  City 

(10:45)  Coffee 

5.  (11:15)  The  Clumsy  Child  Syndrome  and  Its  Sig- 
nificance 

William  K.  Jordan,  Little  Rock 

(11:45)  Recess 


3:30  P.M. 

Room  205,  Memorial  Auditorium 

8.  (3:30)  The  Diagnosis  and  Treatment  of  Hyper- 
activity in  Children 

Gerald  Solomons,  Iowa  City 

9.  (4:00)  Panel 

William  K.  Jordan,  Little  Rock 
Meyer  A.  Perlstein,  Chicago 
Gerald  Solomons,  Iowa  City 

Question  and  Answer  Period 

(5:00)  Adjourn 


SYMPOSIUM  ON  RHEUMATIC 
DISEASES 

(The  Symposium  on  Rheumatic  Diseases  is  sponsored  by  the 
Texas  Rheumatism  Association.) 

President — Homer  R.  Goehrs,  Austin 

Secretary-Treasurer — Earle  U.  Scharff,  Jr.,  Fort  Worth 


THURSDAY,  MAY  4,  1:30  P.M. 

Room  203,  Memorial  Auditorium 

1.  (1:30)  Panel:  Diagnostic  Clues  and  Criteria  in 

Rheumatic  Diseases 

Panelists:  John  T.  Sharp,  Houston 

J.  Donald  Smiley,  Dallas 
Martin  Lidsky,  Houston 

(3:00)  Intermission 
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Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  in  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include;  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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2.  (3:15)  Panel:  Problems  in  Therapy  of  Rheuma- 

toid Disease 

Panelists:  John  Baum,  Dallas 

James  W.  Kemper,  Houston 
Homer  R.  Goehrs,  Austin 
Louis  H.  Paradies,  Dallas 


TEXAS  ACADEMY  OF  GENERAL 
PRACTICE  SEMINAR 

President — Silas  W.  Grant,  Hillsboro 

Chairman,  Education  Committee — Taylor  T.  Pickett, 
Garland 

(This  program  is  acceptable  for  five  hours  of  prescribed  credit 
by  the  American  Academy  of  General  Practice.  All  American 
Medical  Association  members  are  invited  to  register.  Registra- 
tion fee  is  $10.) 


THURSDAY,  MAY  4,  12:30  P.M. 
Theater,  Memorial  Auditorium 

Taylor  T.  Pickett,  Garland,  Presiding 


Psychosomatic  Problems 


1. 

(12:30) 

Registration 

2. 

(12:50) 

Call  to  Order 

Taylor  T.  Pickett,  Garland 

3. 

(12:55) 

Address  of  Welcome 

Silas  W.  Grant,  Hillsboro 

4. 

(1:00) 

The  Sick  Marriage — Its  Causes  and  Cures 

George  M.  Jones  and  Rev.  Julius  A.  Fritze,  Dallas 

In  our  culture,  more  than  one  out  of  every  four  marriages 
ends  in  divorce.  In  well  over  half  of  those  not  ending  in 
divorce,  the  marriage  relationship  is  far  from  ideal.  Environ- 
mental stresses,  biological  and  social;  ignorance;  emotional 
instability  of  one  or  both  partners  in  the  marriage;  inability 
to  properly  evaluate  situations;  and  absence  of  a sense  of 
humor  are  among  the  causes  of  sick  marriages.  Prevention 
by  education,  correction  by  counseling,  adjustment  of  social 
values,  and  creating  motivation  can  "cure”  a great  percentage 
of  sick  marriages. 

5.  (2:00)  Interviewing  Patients  with  Physical  Com- 
plaints (Television  Presentation) 

Moderator:  Jerry  M.  Lewis,  Dallas 

Panelists:  David  S.  Fuller, 

James  K.  Peden, 
Robert  L.  Leon,  and 
George  T.  Nicolaou,  Dallas 

(3:45)  Intermission 

6.  (4:00)  The  Care  of  the  Allergic  Child 

Salmon  R.  Halpern,  Dallas 

In  the  genetically  conditioned  child,  allergy  produces  a chronic 
illness  due  to  an  altered  immunological  process.  Secondary 
factors  such  as  climate,  weather,  fatigue,  reflexes,  infection, 
odors,  chilling,  and  emotional  disturbances  may  influence  aller- 
gic disease.  Care  of  the  allergic  child  involves  every  aspect  of 
his  life,  and  of  necessity  it  must  (1)  correct  or  ameliorate  the 


abnormal  immunological  state  by  avoidance,  immunization, 
and  drugs,  and  (2)  deal  with  the  secondary  factors  which  at 
times  are  all  important. 

(4:30)  Discussion 

7.  (4:45)  The  Teen-Ager  and  His  Problems 

Eugene  L.  Aten,  Dallas 

The  phases  involved  in  teen-age  growth  follow  a pattern  to 
maturity.  This  pattern  involves  the  physical,  social,  and  per- 
sonality development.  The  two  main  changes  are  the  early 
adolescent's  search  for  personal  identification,  and  the  late 
adolescent’s  idealism.  Although  variables  would  put  this  into 
the  realm  of  clinical  medicine,  all  the  variables  must  start 
with  a standard  in  order  to  evaluate  the  deviation. 

(5:15)  Discussion 
(5:30)  Adjourn 


7 P.M. 

Texas  Room,  Baker  Hotel 

8.  (7:00)  Reception  Hour  for  Guest  Speakers,  Reg- 

istrants, and  Wives 


TEXAS  AIR-MEDICS  ASSOCIATION 
AND  TEXAS  CHAPTER,  FLYING 
PHYSICIANS  ASSOCIATION, 
JOINT  SESSION 

(Related  Organizations) 

Texas  Air-Medics  Association 

President  and  Program  Chairman — James  M.  Kent, 
Dallas 

Vice  President  and  President-Elect — David  McCullough, 
San  Antonio 

Secretary-Treasurer — C.  F.  Miller,  Waco 

Texas  Chapter,  Flying  Physicians  Association 
President — James  A.  Martin,  Dallas 
Vice  President — Walter  A.  Brooks,  Quanah 
Secretary-Treasurer — Richard  L.  Gilkey,  Clarendon 

(A  social  hour  for  members  of  Texas  Air-Medics  Association 
and  Texas  Chapter,  Hying  Physicians  Association,  and  their 
wives  will  be  held  Friday,  5 p.m.,  in  the  suite  of  Dr.  and  Mrs. 
W.  A.  Ostendorf,  Adolphus  Hotel.) 

(The  Texas  Air-Medics  Association  Hospitality  Suite  for  the 
meeting  is  listed  in  the  name  of  Dr.  and  Mrs.  W.  A.  Ostendorf, 
Adolphus  Hotel.) 


SATURDAY,  MAY  6,  8:30  A.M. 

Civic  Room  I,  Hotel  Adolphus 

James  M.  Kent,  Dallas,  Presiding 

1.  (8:30)  Invocation 

P.  W.  Malone,  Big  Spring 

Welcoming  Address  and  Introduction  of 
Guests 

James  M.  Kent,  Dallas 
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2.  (9:00)  Medical  Investigations  of  Aircraft  Acci- 

dents 

Vernie  A.  Stembridge,  Dallas 


3.  (9:30)  Acceptance  of  Medical  Standards  by  the 

Flying  Fraternity 

Mr.  George  E.  Haddaway,  Dallas 


4.  (10:00) 
Transport 

Medical  Aspects  of  the  Supersonic 

Peter  V.  Siegel,  Washington,  D.  C. 

(10:30) 

Coffee  Break 

5.  (11:00) 

Airline  Pilot  Selection  and  Maintenance 
Paul  M.  Pratho,  Fort  Worth 

6.  (11:30) 

Hearing  and  Flying 

Aram  Glorig,  Dallas 

(12:00) 

Recess 

2 P.M. 

Civic  Room  I,  Hotel  Adolphus 

(The  Texas  Chapter,  Flying  Physicians  Association,  will  conduct 
a business  session  from  1:30  to  2 p.m.,  Civic  Room  I,  Adolphus 
Hotel.) 

James  A.  Martin,  Dallas,  Presiding 


7.  (2:00)  Demonstration  of  Pilot  Visual  Defects 

Clyde  Lynn,  Fort  Worth 

8.  (2:30)  Cardiovascular  Problems  in  the  National 
Aviation  System 

Peter  V.  Siegel,  Washington,  D.  C. 


9.  (3:00)  Recent  Experiences  with  Parathion  Poi- 
sonings 

George  L.  Gallaher,  Harlingen 

10.  (3:30)  Current  Aspects  of  Medical  Aviation 
Research 

Harry  L.  Gibbons,  Oklahoma  City 

11.  (4:00)  Discussion 

Moderator:  James  A.  Martin,  Dallas 

(5:00)  Adjourn 


6 P.M. 

French  Room,  Hotel  Adolphus 

12.  (6:00)  Texas  Air-Medics  Association  Social  Hour 
and  Annual  Banquet 


(Following  the  banquet,  members  of  Texas  Air-Medics  Asso- 
ciation and  their  wives  are  invited  to  visit  hospitality  suite.) 


6:30  P.M. 

Paisano  Room,  Chaparral  Club,  Southland  Life  Building 

13.  (6:30)  Texas  Chapter,  Flying  Physicians  Asso- 
ciation, Social  Hour  and  Annual  Banquet 


SUNDAY,  MAY  7,  9 A.M. 

Civic  Room  I,  Hotel  Adolphus 

14.  (9:00)  Breakfast 

15.  (10:00)  Texas  Air-Medics  Association  Annual  Bus- 
iness Meeting 

TEXAS  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

(Related  Organization) 

(The  Conference  of  City  and  County  Health  Officers  will  meet 
Friday  from  2:30  to  5 p.m.,  Room  305,  Memorial  Auditorium. 
The  Section  on  Public  Health  program  will  be  held  Saturday 
from  2:30  to  5 p.m..  Room  305,  Memorial  Auditorium.  See 
Section  Meetings  section  and  elsewhere  in  this  Specialty  Pro- 
grams section  for  details.) 

President — John  B.  Bryson,  Belton 
President-Elect — Francine  Jensen,  Houston 
Vice  President — Charles  M.  Parker,  Wichita  Falls 
Secretary-Treasurer — Santino  J.  Lerro,  La  Marque 


THURSDAY,  MAY  4,  6 P.M. 

Upper  Court  Club,  Statler  Hilton  Hotel 

1.  (6:00)  Social  Hour 

2.  (7:00)  Dinner 

The  Spectrum  of  Patient  Care  Institutions 
John  D.  Porterfield,  Chicago 

The  concept  of  progressive  patient  care  within  hospitals  is 
neither  new  nor  impractical.  Nevertheless  implementation  pro- 
ceeds slowly.  Possible  reasons  for  this  are  to  be  examined. 
The  same  concept  is  developing  among  institutions,  each  type 
offering  care  geared  to  a level  of  need.  Nomenclature  and  dis- 
tinguishing definitions  are  needed  to  permit  development  of 
standards  for  quality  evaluation  at  each  level  without  handi- 
capping facile  transfer  of  patients.  A tentative  classification 
will  be  proposed,  identifying  some  distinguishing  character- 
istics. 
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TEXAS  CHAPTER,  AMERICAN 
ACADEMY  OF  PEDIATRICS 

Chairman — Clarence  E.  Gilmore,  Paris 

Secretary-Treasurer — Robert  L.  Mathis,  Houston 

(The  Section  on  Pediatrics  will  meet  Friday  from  2:30  to  4:30 
p.m.  in  the  Theater,  Memorial  Auditorium;  and  Saturday  from 
2:30  to  5 p.m.,  Room  203,  Memorial  Auditorium.  See  Section 
Meetings  section  for  details.) 


FRIDAY,  MAY  5,  12  NOON 
Room  206,  Memorial  Auditorium 


6.  (11:15)  Charles  M.  Hendricks  Memorial  Lecture: 
Prognosis  in  Fibrosing  Alveolitis 

J.  G.  Scadding,  London 

“Fibrosing  alveolitis”  refers  to  a broad  general  category  of 
disease  characterized  by  an  inflammatory  process  in  the  lung 
beyond  the  terminal  bronchiole.  Essential  features  are  (1)  cel- 
lular thickening  of  alveolar  walls  with  a strong  tendency  to 
fibrosis,  and  (2)  the  presence  of  large  mononuclear  cells,  pre- 
sumably of  alveolar  origin,  within  the  alveolar  spaces.  Sixteen 
cases,  in  which  lung  biopsies  conformed  to  this  general  pat- 
tern and  in  which  the  subsequent  course  is  known  for  at  least 
two  years  or  until  death,  have  been  reviewed.  The  only  his- 
tologic feature  of  the  biopsy  specimens  that  showed  consistent 
correlation  either  with  prognosis  or  with  response  to  cortico- 
steroid treatment  was  the  degree  of  alveolar  wall  thickening. 

(12:15)  Recess 


1.  (12:00)  Luncheon 

Newer  Developments  in  the  Field  of  Hu- 
man Growth 

Thomas  E.  Cone,  Jr.,  Dallas 

2.  (1:30)  Business  Meeting 


TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 

President  and  Program  Chairman — John  L.  Kee,  Dallas 

First  Vice  President — John  P.  McGovern,  Houston 

Second  Vice  President — George  O.  Hutcheson,  Fort 
Worth 

Secretary-Treasurer — Paul  L.  Richburg,  Dallas 


SUNDAY,  MAY  7, 

8:30  A.M. 

Parlor  A,  Hotel  Adolphus 

1.  (8:30) 

Registration 

2.  (9:00) 

Interpretation  of 

Roentgen  Findings  in 

Traumatic  Lesions  of  the  Tracheobronchial  Tree 

Jack  Reynolds  and  Edward  E.  Christensen,  Dallas 

3.  (9:30)  Radiation  Damage  to  the  Myocardium 

Elmer  E.  Cooper,  San  Antonio 

4.  (10:00)  The  Role  of  5-Fluorouracil  in  the  Treat- 
ment of  Disseminated  Cancer 

Anthony  R.  Curreri,  Madison,  Wis. 

5.  (10:30)  Management  of  Penetrating  Thoracic 
Trauma  (Movie) 

Arthur  C.  Beall,  Jr.,  Houston 

(11:00)  Coffee 


12:30  P.M. 

Parlor  G,  Hotel  Adolphus 

7.  (12:30)  Luncheon 

Business  Meeting 

Informal  Question  and  Answer  Discussion 

Anthony  R.  Curreri,  Madison,  Wis. 

J.  G.  Scadding,  London 


2 P.M. 

Parlor  A,  Hotel  Adolphus 

8.  (2:00)  Chemotherapy  of  Bronchogenic  Carcinoma 

Melvin  L.  Samuels,  Houston 

9.  (2:30)  The  Radiology  of  Allergic  Aspergillosis 

J.  G.  Scadding,  London 

Allergic  aspergillosis,  a disease  occurring  in  allergic  subjects, 
is  characterized  by  recurrent  episodes  of  localized  pulmonary 
infiltrations  with  blood  eosinophilia,  attributable  to  obstruction 
of  the  relevant  bronchus  by  a "plug”  caused  by  an  inflamma- 
tory reaction  to  a small  amount  of  aspergillus  mycelium. 
Affected  patients  are  specifically  hypersensitive  to  aspergillus 
antigens.  At  the  sites  of  these  recurrent  infiltrations,  generally 
of  segmental  or  sub-segmental  distribution,  subsequent  bron- 
chograms  will  frequently  demonstrate  irregular  dilations  of  the 
proximal  part  of  a bronchial  branch,  with  a normal  bronchiolar 
pattern  distal  to  and  in  continuity  with  it. 

(3:00)  Coffee 

10.  (3:15)  Needle  Biopsy  of  the  Lung  for  Diffuse 
Pulmonary  Disease 

John  R.  Derrick,  Galveston 

11.  (3:45)  Traumatic  Penetrating  Wounds  of  the 
Heart 

W.  L.  Sugg, 
Watts  R.  Webb,  and 
William  A.  Cook,  Dallas 

12.  (4:15)  Status  Asthmaticus  and  Respiratory 
Failure 

David  P.  Nicholson,  Dallas 


Volume  63,  March,  1967 


P-47 


I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 

to  help  relieve  anxiety 
alone  or  secondary 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias— 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 

A quality  controlled  product  of 

Wyeth  Laboratories  Philadelphia,  Pa. 

and  tension  occurring 
to  organic  disease 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The 0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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TEXAS  DERMATOLOGICAL  SOCIETY 

(Related  Organization) 

President — Shirley  S.  Bowen,  Houston 
Secretary-Treasurer — Arthur  C.  Ressman,  San  Antonio 
Program  Chairman — David  S.  Shelmire,  Dallas 


SATURDAY,  MAY  6,  9 A.M. 
Room  300,  Memorial  Auditorium 


1.  (9:00)  Pathogenesis  of  Acne  Vulgaris 

Albert  M.  Kligman,  Philadelphia 

Acne  is  a complex  disease  which  has  no  single  cause.  The 
roles  of  hormones,  sebum,  and  bacteria  will  be  considered. 
Recent  research  findings  which  suggest  new  prospects  for 
therapy  will  be  presented. 

(9:35)  Discussion 


2.  (9:45)  Cutaneous  Resistance  to  Bacterial  In- 

fection 

W.  C.  Duncan,  Houston 

(10:05)  Discussion 
(10:15)  Intermission 


3.  (10:30)  Why  Does  Iodide  Aggravate  Acne,  Cure 
Sporotrichosis,  and  Melt  Gummas? 

Orville  J.  Stone,  Galveston 


(11:00)  Discussion 


4.  (11:10)  Tumor-like  Keratoses 

Edward  M.  Shapiro,  Pasadena, 
and  Robert  G.  Freeman,  Houston 

(11:25)  Discussion 


tract  infections,  prostatitis,  cervicitis,  hypoglycemia,  hyperten- 
sion, arteriosclerosis,  fatigue,  gout,  large  babies  and  family 
history  of  diabetes  or  the  preceding  conditions.  Results  em- 
phasized the  fallacy  of  relying  on  fasting  or  casual  postpran- 
dial blood  sugar  levels  to  rule  out  abnormal  glucose  tolerance. 

(9:30)  Discussion 

3.  (9:40)  Nonhereditary  Diabetes  Mellitus 

Raymond  V.  Randall,  Rochester,  Minn. 

(10:05)  Discussion 


4.  (10:15)  Clinical  Clues  in  the  Recognition  of  Re- 
active Hyperglycemia — the  Somogyi  Effect 

James  B.  Field,  Pittsburgh 

Hypoglycemia  in  the  diabetic  patient  frequently  causes  re- 
active hyperglycemia  which  may  make  control  of  the  diabetes 
difficult.  When  the  hypoglycemia  is  asymptomatic,  especially 
at  night,  recognition  of  the  Somogyi  effect  becomes  difficult 
and  often  the  dosage  of  insulin  is  inappropriately  increased. 
Helpful  in  diagnosing  the  Somogyi  effect  are  (1)  careful  ques- 
tioning of  the  patient  concerning  nocturnal  sweating,  (2)  early 
morning  hypothermia,  (3)  wide  swings  in  blood  glucose  levels 
during  several  hours,  and  (4)  a negative  urine  reduction  test 
followed  by  the  appearance  of  both  sugar  and  acetone  in  the 
urine.  Therapeutic  implications  of  this  phenomenon  will  be 
discussed. 

(10:40)  Discussion 

(10:50)  Coffee  Break 


5.  (11:00) 
(11:20) 

6.  (11:30) 
Disease 

(12:00) 


Student  Award  Paper 
Discussion 

Pitfalls  in  the  Diagnosis  of  Endocrine 

Raymond  V.  Randall,  Rochester,  Minn. 

Discussion 


12:15  P.M. 

Civic  Room  III,  Adolphus  Hotel 


TEXAS  DIABETES  ASSOCIATION 

(Related  Organization) 

President — Abbe  A.  Ledbetter,  Houston 
President-Elect — Leonard  R.  Robbins,  Houston 
Secretary-Treasurer — Holbrooke  S.  Seltzer,  Dallas 


SUNDAY,  MAY  7,  9 A.M. 

Civic  Room  II,  Hotel  Adolphus 

Abbe  A.  Ledbetter,  Houston,  President,  Presiding 

1.  (9:00)  Registration 

2.  (9:10)  Use  of  the  Cortisone  Glucose  Tolerance 
Test  in  Private  Practice 

Edwin  G.  Troutman,  Fort  Worth 

When  indicated  by  clinical  clues,  approximately  200  glucose 
tolerance  tests  were  done  on  private  patients  who  had  re- 
ceived loading  doses  of  100  mg.  of  hydrocortisone.  Factors 
suggesting  abnormality  of  glucose  tolerance  were:  weight  gain, 
inability  to  lose  weight,  recurrent  bronchitis,  recurrent  urinary 


7.  (12:15)  Luncheon 

Panel:  Treatment  of  Diabetic  Acidosis, 
Lactic  Acidosis,  and  Hyperosmolar  Coma 

Moderator:  Holbrooke  S.  Seltzer,  Dallas 

Panelists:  Raymond  V.  Randall,  Rochester,  Minn. 

James  B.  Field,  Pittsburgh 

8.  (2:00)  Annual  Business  Meeting 

Election  of  Officers 


2:20  P.M. 

Civic  Room  II,  Adolphus  Hotel 

Leonard  R.  Robbins,  Houston,  President-Elect, 
Presiding 

9.  (2:20)  Osteopathy  Versus  Osteomyelitis  in  Dia- 

betes: A Plea  to  Withhold  Premature  Amputation 

Magdalena  J.  Pogonowska, 
Harold  L.  Dobson,  and 
Lois  C.  Collins,  Houston 

In  two  diabetics,  x-rays  of  the  feet  showed  destruction  of  one 
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or  more  phalanges,  apparently  due  to  osteomyelitis.  Amputa- 
tion was  postponed,  however,  and  a year  later  functional  re- 
generation of  bone  had  spontaneously  occurred.  The  apparent 
rarity  of  this  type  of  "diabetic  osteopathy”  may  be  due  to 
premature  amputation  through  lack  of  awareness  that  in  dia- 
betics fragmentation  of  a phalanx  is  not  always  due  to  osteo- 
myelitis. Automatic  surgical  intervention  should  therefore  be 
withheld  pending  clinical  differentiation  between  reversible 
"metabolic  osteolysis”  and  an  otherwise  progressive,  bone- 
destroying  infection. 

(2:40)  Discussion 

10.  (2:50)  Insulin  Resistance  in  Diabetes  Mellitus 

James  B.  Field,  Pittsburgh 


THURSDAY,  MAY  4,  9 A.M. 

Room  200,  Memorial  Auditorium 
Back  to  Back 

1.  (9:00)  Opening  Remarks 

Robert  R.  Dugan,  Houston 
Jewel  S.  Daughety,  Dallas 

2.  (9:15)  Demonstrated  Examination  of  the  Back 

Alexander  D.  Raptou,  Dallas 

(9:45)  Discussion 


Insulin  resistance  may  be  either  acute  or  chronic.  Acute  insu- 
lin resistance  is  often  associated  with  infections,  acidosis,  or 
other  stressful  situations  and  therefore  is  usually  self-limited. 
Chronic  insulin  resistance  is  usually  idiopathic  and  associated 
with  an  increased  concentration  of  insulin  antibodies.  Rarely, 
it  may  result  from  end  organ  unresponsiveness  to  the  hor- 
mone. Chronic  insulin  resistance  usually  responds  to  a change 
in  species  of  insulin,  the  use  of  chemically  modified  insulins, 
or  the  use  of  sulfonylurea  compounds  or  steroids. 

(3:20)  Discussion 

11.  (3:30)  Sexual  Impotence  in  Diabetes  Mellitus: 
Neurologic  or  Vascular? 

Marc  Moldawer,  Houston 

Sexual  impotence  in  diabetic  men  is  to  be  reviewed,  as  are 
previously  reported  studies.  Evidence  to  be  presented  shows 
that  in  some  instances,  sexual  potency  is  restored  following 
vascular  surgery  for  the  Le  Riche  syndrome,  and  the  question 
is  raised  as  to  whether  the  problem  is  neuropathic  or  vascu- 
lar. Preliminary  studies  in  individuals  without  evident  vascular 
disease  are  reported. 

(3:50)  Discussion 

(4:00)  Adjourn 


3.  (10:00)  Conservative  Management  of  the  Painful 
Back 

Donald  L.  Rose,  Kansas  City,  Kan. 

Ultimately,  the  strength  and  balance  of  the  back  musculature 
determine  its  efficiency  and  painless  function.  Means  and 
measures  of  several  types  contribute  to  restoration  of  muscle 
strength  and  balance.  Among  these,  rest,  analgesics,  thermo- 
therapy, support,  common  sense  psychotherapy,  local  anes- 
thetics, and  the  proper  type  of  exercise  may  be  classified  as 
"conservative  measures.”  The  discussion  will  center  about  the 
selection  of  clinical  circumstances  and  the  employment  of 
these  measures. 

(10:45)  Discussion 


4.  (11:00)  Disability  Evaluation 

Richard  D.  Burk,  Dallas 


(11:30)  Discussion 
(11:45)  Recess 


2 P.M. 

Room  200,  Memorial  Auditorium 


TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  TEXAS  PHYSICAL 
MEDICINE  AND  REHABILITATION 
SOCIETY,  AND  TEXAS  TRAUMATIC 
SURGICAL  SOCIETY 

(Related  Organizations) 

Texas  Industrial  Medical  Association 

President — Robert  R.  Dugan,  Houston 

President-Elect  and  Program  Chairman — Lloyd  Pickett, 
Houston 

Vice  President — James  K.  Stewart,  Beaumont 
Sec retary-Trea surer — Charles  O.  Bruce,  Port  Neches 

Texas  Physical  Medicine  and  Rehabilitation  Society 
President — Jewel  S.  Daughety,  Dallas 
Vice  President — Charles  R.  Peterson,  Houston 
Secretary — Vincent  J.  Kitowski,  Houston 

Texas  Traumatic  Surgical  Society 
President — E.  W.  Coyle,  San  Antonio 
Secretary-Treasurer — C.  M.  Ashmore,  Bellaire 


5.  (2:00)  Lumbar  Disc  Syndrome 

Phillip  L.  Day,  San  Antonio 

(2:30)  Discussion 

6.  (2:45)  Panel:  Return  to  Work  Following  Disability 

Moderator:  Roy  E.  Joyner,  Texas  City 

(Industrial  Medicine) 
Panelists:  Fred  D.  Duerr,  New  York  (Insurance 

Industries) 

Donald  L.  Rose,  Kansas  City,  Kan. 
(Ftiysical  Medicine  and  Rehabilitation) 

Return  to  work  frequently  encompasses  much  more  than  treat- 
ment of  the  physical  disability.  Not  the  least  of  these  are  the 
attitudes  of  both  the  patient  and  industry.  The  author  hopes 
to  stimulate  some  discussion  concerning  this,  as  it  appears 
that  these  attitudes,  on  occasion,  determine  the  outcome,  rath- 
er than  the  efforts  of  the  physician  and  his  co-workers. 

James  P.  Grigson,  Dallas  (Psychiatry) 
Phillip  L.  Day,  San  Antonio  (Orthopedics) 

7.  (4:45)  Separate  Annual  Business  Meetings 

Texas  Industrial  Medical  Association 
Room  200,  Memorial  Auditorium 

Texas  Physical  Medicine  and  Rehabilitation  Society 
Room  201,  Memorial  Auditorium 

Texas  Traumatic  Surgical  Society 
Room  202,  Memorial  Auditorium 
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TEXAS  NEUROPSYCHIATRIC 
ASSOCIATION  AND  TEXAS 
DISTRICT  BRANCH,  AMERICAN 
PSYCHIATRIC  ASSOCIATION 

(Related  Organization) 

President — Alfred  Hill,  San  Antonio 

President-Elect — James  K.  Peden,  Dallas 

Vice  President — William  P.  Shelton,  Dallas 

Secretary-Treasurer — Irvin  M.  Cohen,  Houston 

(The  Section  on  Nervous  and  Mental  Diseases  program  will  be 
held  on  Friday,  2:30  to  5 p.m.,  Room  302,  Memorial  Audito- 
rium, and  on  Saturday,  2 to  5 p.m.,  Theater,  Memorial  Audi- 
torium. See  Section  Meetings  section  for  details.) 

(A  hospitality  room  will  be  open  Thursday,  1 to  4 p.m.,  and 
Friday  and  Saturday,  9 a.m.  to  4 p.m.) 


THURSDAY,  MAY  4,  7 P.M. 

Petroleum  Club,  First  National  Bank,  1401  Elm  Street 

1.  (7:00)  Early  Bird  Party 


FRIDAY,  MAY  5,  7 P.M. 
Terrace  Room,  Baker  Hotel 

2.  (7:00)  Cocktails 
(8:00)  Dinner-Dance 


SATURDAY,  MAY  6,  9:30  A.M. 

Civic  Room  II,  Adolphus  Hotel 

3.  (9:30)  Remarks  of  President 

Alfred  H.  Hill,  San  Antonio 

4.  (9:40)  Guy  Witt  Memorial  Paper  Psychiatry  and 
Religion:  A Proposal 

Keith  H.  Johansen,  Dallas 

Presentation  of  Award 

Howard  M.  Burkett,  Dallas 

5.  (10:00)  Business  Meeting 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OPHTHALMOLOGY 

President,  Texas  Ophthalmological  Association,  and 
Chairman,  Section  on  Ophthalmology — Henry  L. 
Hilgartner,  Austin 

President-Elect  and  Program  Chairman,  Texas  Ophthal- 
mological Association,  and  Secretary,  Section  on 
Ophthalmology — Harl  D.  Mansur,  Jr.,  Wichita  Falls 

Secretary,  Texas  Ophthalmological  Association — James 
L.  Mims,  San  Antonio 


Treasurer,  Texas  Ophthalmological  Association — Joe 
L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Association, 
will  meet  Thursday,  May  4,  2 p.m.,  Parlor  C,  Adolphus  Hotel.) 


FRIDAY,  MAY  5,  8:30  A.M.-5  P.M. 

Room  301,  Memorial  Auditorium 
Henry  L.  Hilgartner,  Austin,  Presiding 

1.  (8:30)  The  Infant’s  Watery  Eye  (Refresher  Course) 

Frank  D.  Costenbader,  Washington,  D.C. 

In  addition  to  general  annoyance,  a number  of  things  may 
produce  tearing  in  the  infant.  Contrary  to  most  thoughts,  the 
average  infant  produces  tears  in  significant  quantity  from 
birth.  Tears,  with  or  without  mucopus  in  the  uninflamed  eye, 
suggest  stenosis  of  the  nasolacrimal  system.  If  medication  is 
not  effective  by  three  months  of  age,  probing  should  be  per- 
formed. Tears  and  mucopus  in  the  inflamed  eye  suggest  con- 
junctivitis. If  present  in  the  first  week,  gonococcal  infection 
should  be  suspected  and  treated  promptly.  If  it  occurs  later, 
treatment  may  be  less  urgent  but  still  important.  Tears  with- 
out discharge  but  in  an  inflamed  photophobic  eye  suggest 
(1)  foreign  body  or  corneal  abrasion,  (2)  congenital  glaucoma 
if  the  cornea  is  hazy,  or  (3)  iritis.  Treatment  is  urgent.  Some 
comment  on  the  time  and  type  of  treatment  will  be  empha- 
sized. 

2.  (10:00)  President’s  Address:  Statistical  Compari- 
son— Causes  of  Blindness  in  Children  Since  1930 

Henry  L.  Hilgartner,  Austin 

3.  (10:30)  Cranial  Arteritis 

C.  Harold  Beasley,  Fort  Worth 

Cranial  arteritis,  also  known  as  temporal  arteritis  or  giant  cell 
arteritis,  is  a protean  disease.  If  it  is  not  diagnosed  and  treat- 
ed, some  degree  of  blindness  can  occur  in  40  to  50  percent  of 
cases.  Symptoms  and  signs  of  this  disease  will  be  discussed 
and  eight  case  histories  presented. 

4.  (11:00)  Surgery  of  Uncomplicated  Senile  Cataract 

Ramon  Castroviejo,  New  York  City 

(11:50)  Recess 

Visit  Exhibits 


12:15  P.M. 

Room  303,  Memorial  Auditorium 

5.  (12:15)  Luncheon  of  Texas  Ophthalmological  Asso- 
ciation 


1:15  P.M. 

Room  301,  Memorial  Auditorium 

Henry  L.  Hilgartner,  Austin,  Presiding 

6.  (1:15)  Business  Meeting  of  Texas  Ophthalmologi- 
cal Association  (members  only) 


3 P.M. 

Room  301,  Memorial  Auditorium 

Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 
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7.  (3:00)  Pareses  and  Pseudopareses  of  the  Lateral 
Recti 

Frank  D.  Costenbader,  Washington,  D.C. 

At  least  three  categories  of  underaction  of  the  lateral  recti 
occurred  in  reviewing  6,662  cases  of  strabismus  in  children. 
The  more  or  less  acute  paresis  usually  presents  little  problem 
as  to  diagnosis  and  little  more  as  to  etiology.  The  cause  should 
be  treated  and  surgery  performed  only  after  several  months. 
Congenital  underaction  of  the  lateral  rectus  presents  more  of 
a problem  and  falls  into  two  main  categories.  The  first  is 
weakness  of  abduction  without  significant  fissure  changes  or 
limitation  of  forced  duction.  The  second  (typified  by  Duane's 
retraction  syndrome)  shows  significant  fissure  changes  and,  at 
times,  limitation  of  forced  duction.  Treatment  is  usually  con- 
servative. 

The  third  group  is  large  and  is  typified  by  the  seeming  pa- 
resis of  the  lateral  recti  O.U.  in  congenital  esotropia.  This  is 
usually  a pseudoparesis  and  is  cured  by  (1)  recessing  the 
medial  recti  O.U.,  (2)  patching  the  eyes  alternately,  or  (3) 
the  passage  of  time. 

8.  (4:00)  Surgery  of  Pterygiums 

Ramon  Castroviejo,  New  York  City 

Many  different  procedures  may  be  used  for  the  surgical  re- 
moval of  pterygiums,  from  simple  excision  to  the  more  com- 
plicated ones  that  include  conjunctual  plastic  repair  with 
buccal  mucous  membrane  and  corneal  grafts.  The  indication 
for  any  given  technique  depends  upon  the  characteristics  of 
the  case.  The  different  surgical  approaches  to  the  treatment 
of  pterygium  are  to  be  discussed,  as  well  as  the  application 
of  beta  irradiation  to  prevent  recurrence.  Color  illustrations 
will  be  shown. 

(5:00)  Adjourn 

Visit  Exhibits 
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Room  301,  Memorial  Auditorium 

Henry  L.  Hilgartner,  Austin,  Presiding 

9.  (8:30)  Review  of  Keratoplasty:  Techniques  and  Re- 
sults (Refresher  Course) 

Ramon  Castroviejo,  New  York  City 

10.  (9:45)  Practical  Orthoptics:  Benefits  and  Short- 
comings 

Mary  W.  C.  Fletcher,  Houston 

The  practical  value  of  orthoptics  for  the  various  types  of 
strabismus  will  be  discussed  in  the  light  of  trends  showing 
from  current  clinical  investigations. 

(10:15)  Recess 

11-  (10:30)  Transposition  Autograft  in  Tumor  of  Up- 
per Lid 

William  T.  Youens,  Columbus,  Texas 

A method  of  handling  large  lid  margin  lesions  by  autograft 
is  to  be  presented  and  review  of  other  techniques  compared. 
Three  cases  are  to  be  presented.  Slides  and  a movie  will  show 
results  and  the  technique  used. 

12.  (11:00)  Early  Surgery  of  Congenital  Esotropia 

Frank  D.  Costenbader,  Washington,  D.C. 

A recent  survey  of  50  cases  of  proven  large  congenital  esotro- 
pia showed  that  they  were  (1)  operated  by  18  months  of  age, 
(2)  followed  2 to  15  years,  and  (3)  subjected  to  a final  motor 
and  sensory  examination.  It  was  determined  that  44  percent 
had  significant  evidence  of  binocular  single  vision.  The  earlier 
the  surgery  and  the  alignment,  the  greater  the  percentage  of 
success.  The  frequent  association  of  overaction  of  inferior 
obliques  O.U.  or  dissociated  hyperdeviation  did  not  preclude 


binocular  single  vision  if  properly  treated,  and  (4)  overcor- 
rection with  secondary  exotropia  was  infrequent.  While  a valid 
control  series  with  surgery  at  a later  age  is  difficult  to  obtain, 
the  results  are  probably  less  good  than  when  early  correction 

is  made. 

(12:15)  Recess 

Visit  Exhibits 


2:30  P.M. 

Room  301,  Memorial  Auditorium 

Harold  E.  Hunt,  Paris,  Presiding 

13.  (2:30)  Different  Approaches  to  the  Complicated 
Case  in  Cataract  Surgery 

Ramon  Castroviejo,  New  York  City 

Different  approaches  to  complicated  cataract  surgery  included 
cataract  extraction  in  high  myopia,  extraction  of  a clear  lens 
in  high  myopia,  cataract  extraction  in  the  presence  of  cornea 
guttata,  the  management  of  a cataract  in  a glaucomatous 
eye  when  the  intraocular  pressure  is  controlled  with  conserva- 
tive medication  and  when  the  intraocular  pressure  is  decom- 
pensated, cataract  extraction  through  the  lower  limbus  in  an 
eye  with  a filtering  bleb,  extraction  of  a complicated  cataract 
in  an  eye  affected  with  uveitis  in  the  presence  of  posterior 
synechiae,  and  the  extraction  of  subluxated  and  luxated 
cataracts.  Color  illustrations  will  be  shown. 

14.  (3:30)  Experiences  with  Laser  Coagulation  of  the 
Retina 

William  B.  Snyder,  Dallas 

The  laser  retinal  coagulator  has  been  used  in  125  cases  with 
a one  year  or  longer  follow-up  period.  The  prime  indications 
for  its  use  were  the  prophylactic  treatment  of  retinal  breaks 
and  as  a supplement  to  retinal  diathermy  during  the  post- 
operative period.  Observations  about  its  efficacy  in  different 
situations  have  been  made,  and  its  merits  were  compared 
with  those  of  a xenon  arc  coagulator.  The  laser  is  preferred 
for  equatorial  and  posterior  lesions,  whereas  extreme  peri- 
pheral lesions  are  easily  treated  with  a cryosurgical  unit.  The 
laser  is  most  effective  when  the  retina  is  completely  flat 
against  the  choroid.  Because  of  its  narrow  cone  of  light,  the 
laser  is  superior  to  a xenon  and  coagulator  when  the  pupil 
resists  full  dilation.  The  nearly  painless  laser  coagulations  are 
complementary  to  outpatient  treatment  of  fundus  lesions. 

15.  (4:00)  Thoughts  on  Intermittent  Exotropia 

Frank  D.  Costenbader,  Washington,  D.C. 

The  long-term  follow-up  of  untreated  exotropia  will  be  ana- 
lyzed, and  it  will  be  shown  that  some  patients  with  exotropia 
improve  rather  than  deteriorate  with  the  passage  of  time. 
Some  thoughts  about  the  surgical  treatment  of  exotropia  will 
be  given.  The  importance  of  early  treatment  (when  properly 
qualified)  and  the  importance  of  immediate  overcorrection  will 
be  emphasized.  The  frequent  association  of  a vertical  devia- 
tion with  the  exotropia  will  be  discussed.  The  importance  of 
distinguishing  a dissociated  vertical  (frequent)  from  a paretic 
vertical  (less  frequent)  will  be  emphasized,  since  the  first 
should  not  be  operated  while  the  second  should. 

(5:00)  Adjourn 

TEXAS  ORTHOPAEDIC 
ASSOCIATION 

(Related  Organization) 

President — Gerald  S.  Ahern,  Corpus  Christi 
President-Elect — Frank  F.  Parrish,  Houston 
Vice  President — Kermit  W.  Fox,  Austin 
Secretary-Treasurer — L.  Ray  Lawson,  Dallas 
Program  Chairman — Louis  H.  Paradies,  Dallas 
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SATURDAY,  MAY  6,  8:15  A.M. 

French  Room,  Hotel  Adolphus 

1.  (8:15)  Early  Surgery  of  the  Arthritic  Hand 

Lee  W.  Milford,  Memphis 

The  basic  gross  pathology  of  rheumatoid  arthritis  that  leads 
to  the  impairment  of  function  of  the  extremity  is  that  of 
synovitis.  If  progressive,  it  destroys  cartilage,  ligaments,  and 
tendons,  then  joint  integrity  and  movement.  This  deforming 
process  can  be  interrupted  for  long  periods  of  time  and  possi- 
bly permanently  by  the  surgical  eradication  of  the  diseased 
synovium.  This  operation  has  been  successfully  performed 
in  the  hand  and  wrist,  not  only  to  abate  the  progression  of 
the  disease  but  to  relieve  pain.  An  attempt  to  repair  already 
damaged  structures  is  also  indicated  at  the  time  of  syn- 
ovectomy. 

(8:40)  Questions  and  Discussion  from  Floor 


6.  (11:00)  Early  Ambulation  in  Leg  Fractures 

Newsom  Stool,  San  Antonio 

Thirty-one  consecutive  patients  with  leg  fractures  were  treated 
by  a nonoperative  method  employing  early  ambulation.  A few 
patients  required  very  short  periods  of  hospitalization;  all 
healed  within  one  year,  but  two  required  secondary  surgery. 
Shortening  was  an  apparently  acceptable  disadvantage  in  view 
of  reduced  risk  and  disability. 

(11:20)  Discussion 

7.  (11:30)  Presidential  Address 

Gerald  S.  Ahern,  Corpus  Christi 

12  NOON 

Civic  Room  III,  Hotel  Adolphus 


2.  (8:50)  Teen-Age  Disc  Syndromes 

Phillip  L.  Day,  San  Antonio 

(9:05)  Discussion 

Paul  C.  Williams,  Dallas 

3.  (9:15)  Lateral  Slipped  Capital  Femoral  Epiphysis 

Frank  E.  Emery,  Galveston 

A century  ago,  slipped  capital  femoral  epiphysis  was  described 
by  Brousseau.  Since  that  time,  there  has  been  much  specu- 
lation as  to  causative  factors.  At  The  University  of  Texas 
Medical  Branch  during  the  past  ten  years,  seven  patients  (12 
hips)  in  whom  the  epiphysis  had  slipped  in  the  lateral  direc- 
tion have  been  seen.  A common  finding  was  a valgus  de- 
formity of  femoral  necks.  This  was  in  contrast  to  a normal  or 
varus  pattern  of  the  hip  observed  in  our  study  of  approxi- 
mately 50  cases  with  posteromedial  slipping  of  the  capital 
femoral  epiphysis.  It  is  concluded  that  structural  changes  in- 
fluence the  direction  of  displacement  of  a slipped  capital 
femoral  epiphysis. 

(9:30)  Discussion 

4.  (9:40)  Nonoperative  Treatment  of  Idiopathic  Scoli- 
osis 

Paul  R.  Harrington,  Houston 

The  rules  for  nonoperative  treatment  of  idiopathic  scoliosis 
will  be  established.  The  critical  points  formulating  these  rules 
are  (1)  the  magnitude  of  the  curve,  and  (2)  the  growth  poten- 
tial remaining  in  the  patient.  The  types  of  treatment  recom- 
mended are  (1)  force-time  factor,  (2)  multiple  casts,  and  (3) 
Milwaukee  brace.  Secondary  treatments  are  (1)  exercises,  and 
(2)  vitamin  C.  Numerous  cases  in  each  treatment  category  and 
the  results  of  treatment  will  be  presented  by  slides. 

(10:00)  Discussion 

L.  Ray  Lawson,  Dallas 

(10:10)  Coffee 

5.  (10:25)  Cysts  of  the  Iliac  Acetabulum — A Roent- 
genographic  Study 

E.  Burke  Evans,  Galveston 

Pelvic  roentgenograms  were  reviewed  in  500  patients  whose 
roentgenographic  studies  were  taken  for  reasons  other  than 
hip  pain.  Eighty-four  of  these  patients  had  cystic  change  in 
the  acetabulum.  Of  the  84,  19  showed  degenerative  change 
involving  the  femoral  head  or  neck.  Cysts  have  been  arbi- 
trarily classified  according  to  configuration  and  location  as 
(1)  multicentric  marginal,  (2)  solitary  or  biloculate  weight 
bearing,  and  (3)  combination  of  the  two.  The  study  has  been 
undertaken  in  order  to  pursue  the  concept  that  roentgeno- 
graphically  recognizable  degenerative  change  in  the  aceta- 
bulum as  a rule  precedes  that  in  the  femoral  head. 

(10:50)  Discussion 


8.  (12:00)  Luncheon 

Business  Meeting 


2 P.M. 

French  Room,  Hotel  Adolphus 

9.  (2:00)  Severe  Injuries  of  the  Growing  Child’s  Hand 

Lee  W.  Milford,  Memphis 

The  potential  growth  factor  makes  up  the  chief  difference  of 
the  hand  of  the  child  compared  to  that  of  the  adult.  This 
growth  factor  is  apparently  allied  with  a more  perfect  healing 
process.  Remodeling  of  bone,  maintenance  of  joint  movement, 
and  the  tendency  for  traumatized  soft  tissues  to  survive  all 
may  benefit  the  surgeon;  while  the  lack  of  cooperation,  over- 
production of  scar,  and  the  difficulty  in  maintaining  post- 
operative position  may  give  real  concern.  It  should  be  recog- 
nized that  the  treatment  of  a child  is  different  to  that  of  an 
adult  to  the  extent  of  dictating  different  indications  and 
limitations  of  surgery. 

(2:25)  Questions  and  Discussion  from  Floor 

10.  (2:35)  Nonunion  of  the  Shafts  of  the  Long  Bones 

J.  L.  ZumBrunnen  and 
Hanes  H.  Brindley,  Temple 

Various  aspects  of  nonunion  of  fractures  of  the  shafts  of  the 
long  bones,  based  upon  experience  in  140  nonunions  studied 
by  reviewing  clinical  records  and  roentgenograms,  will  be 
viewed. 

(2:50)  Discussion 

Charles  F.  Gregory,  Dallas 


TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OTOLARYNGOLOGY 

President,  Texas  Otolaryngological  Association — Ben 
T.  Withers,  Houston 

President-Elect,  Texas  Otolaryngological  Association — 
Thomas  W.  Folbre,  San  Antonio 

Vice  President,  Texas  Otolaryngological  Association, 
and  Chairman,  Section  on  Otolaryngology — Lloyd 
A.  Storrs,  Lubbock 

Secretary,  Texas  Otolaryngological  Association — Char- 
les F.  Engelking,  San  Angelo 


Volume  63,  March,  1967 


P-55 


Program  Chairman,  Texas  Otolaryngological  Associa- 
tion, and  Secretary,  Section  on  Otolaryngology — 

H.  E.  Maddox,  III,  Houston 


FRIDAY,  MAY  5,  8:30  A.M.-4:45  P.M. 

Room  200,  Memorial  Auditorium 

1.  (8:30)  The  Physician  and  the  Deaf  Child  (Refresh- 
er Course) 

Victor  Goodhill,  Los  Angeles 

2.  (10:00)  Removal  of  Nasopharyngeal  Angiofibroma 

William  H.  Saunders,  Columbus,  Ohio 

3.  (11:00)  Concepts  and  Icons  of  Local  Anesthetics 

Joe  A.  Walker,  Galveston 

During  the  past  75  years  false  icons  have  built  up  regarding 
local  anesthetics.  The  more  common  misconceptions  will  be 
discussed,  as  will  the  specific  areas  of  usefulness  of  newer 
local  anesthetic  agents.  Prevention  and  treatment  of  compli- 
cations, including  convulsions,  depend  upon  having  a thor- 
ough knowledge  of  major  effects  and  side  effects  of  anesthetic 
agents,  particularly  as  they  affect  the  central  nervous  system 
and  the  cardiovascular  system. 

4.  (11:45)  Transpalatal  Approach  in  Nasopharyngeal 
Fibroma 

Jim  F.  Waldron,  Houston 

Discussion 

Herbert  H.  Harris,  Houston 

(12:15)  Recess 


12:15  P.M. 

Room  201,  Memorial  Auditorium 

5.  (12:15)  Luncheon 

Business  Meeting 


2:30  P.M. 

Room  200,  Memorial  Auditorium 

6.  (2:30)  Surgical  Treatment  of  Advanced  Carcinoma 
of  the  Paranasal  Sinuses 

William  H.  Saunders,  Columbus,  Ohio 

7.  (3:15)  Surgical  Treatment  of  Otogenic  Facial  Paral- 
ysis 

Ben  M.  Nail,  Jr.,  Houston 

Peripheral  palsy  of  the  seventh  cranial  nerve  secondary  to 
acute  or  destructive  disease  in  the  temporal  bone  is  often 
treated  expectantly  as  Bell’s  palsy.  Careful  otologic  examina- 
tion is  indicated  in  seventh  nerve  paralysis. 

Discussion 

Victor  Goodhill,  Los  Angeles 

8.  (3:45)  Reparative  Mechanisms  in  Tympanoplasty — 
Inductive  Processes  and  Perichondral  Autografts 

Victor  Goodhill,  Los  Angeles 

(4:45)  Adjourn 


6:30  P.M. 

French  Room,  Adolphus  Hotel 

9.  (6:30)  Social  Hour  (members,  wives,  and  guests) 


SATURDAY,  MAY  6,  10  A.M.-4:45  P.M. 

Room  200,  Memorial  Auditorium 

10.  (10:00)  Treatment  of  Nasal  Septal  Perforations 

William  H.  Saunders,  Columbus,  Ohio 

11.  (10:45)  Adaptation  of  the  Zeiss  Microscope  to 
Laryngeal  Surgery 

J.  Ray  Dickey,  Houston 

The  presentation  and  short  movie  will  illustrate  the  usefulness 
of  binocular  magnification  in  laryngeal  surgery.  With  the 
proper  technique  and  instruments,  surgery  within  the  larynx 
can  be  just  as  meticulous  and  exacting  as  that  carried  on 
in  the  ear.  The  technique  utilizes  the  Lynch  suspension  laryn- 
goscope. a long  focal  length  objective  for  the  standard  Zeiss 
operating  microscope,  and  a set  of  microsurgical  instruments 
especially  modified  for  this  application.  The  discussion  will 
cover  the  indications  for  use  of  this  technique  as  well  as 
problems  inherent  in  it.  The  movie  will  illustrate  the  operative 
technique  in  several  different  lesions. 

12.  (11:15)  Surgical  Removal  of  Glomus  Tympanicus 
Tumors  (Movie) 

Lloyd  A.  Storrs,  Lubbock 

The  chemoreceptor  tissue  located  in  the  dome  of  the  jugular 
bulb  was  first  discovered  in  1941  by  Dr.  Stacy  Guild.  Tumors 
arising  from  this  minute  structure  measuring  0.5  by  0.25  mm. 
were  first  described  by  Dr.  H.  Rossenwasser  in  1945.  The 
glomus  jugulare  tumor  is  the  most  frequent  type  of  middle  ear 
tumor.  The  glomus  tympanicus  tumor  is  composed  of  the 
same  type  of  nonchromaffin  paraganglia  cells,  however  in- 
stead of  being  located  on  the  dome  of  the  jugular  bulb  this 
tumor  is  located  on  the  promontory  of  the  middle  ear.  The 
surgical  removal  of  a glomus  tympanicus  tumor  will  be  shown 
in  a surgical  film, 

(12:00)  Recess 


2:30  P.M. 

Room  200,  Memorial  Auditorium 

13.  (2:30)  Recognition  and  Management  of  Perilym- 
phatic Fistulae 

Victor  Goodhill,  Los  Angeles 

14.  (3:15)  Early  Diagnosis  of  Head  and  Neck  Tumors 

William  H.  Saunders,  Columbus,  Ohio 

♦ 

15.  (4:00)  Technique  of  Interposition  Stapedectomy 

Victor  Goodhill,  Los  Angeles 

(4:45)  Adjourn 


TEXAS  PEDIATRIC  SOCIETY, 
EXECUTIVE  BOARD 

(Related  Organization) 
President — Fred  S.  Brooksaler,  Dallas 
Secretary — Clarence  E.  Gilmore,  Paris 
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SATURDAY,  MAY  6,  7:30  P.M. 


1.  (6:30)  Cocktails  and  Dinner 


El  Corrallito,  Statler  Hilton  Hotel 

1.  (7:30)  Dinner  Meeting 


Life  Among  Anesthesiologists — Recollections 
of  40  Years 

Chauncey  D.  Leake,  Ph.D.,  San  Francisco 


TEXAS  PROCTOLOGIC  SOCIETY 

(Related  Organization) 


SUNDAY,  MAY  7,  8 A.M. 
French  Room,  Hotel  Adolphus 


President — H.  Gray  Carter,  Dallas 
Secretary-Treasurer — James  M.  Hampton,  Houston 


THURSDAY,  MAY  4,  10  A.M. 

Room  205,  Memorial  Auditorium 

1.  (10:00)  Chronic  Ulcer  in  Ano 

James  A.  Ferguson,  Grand  Rapids,  Mich. 

2.  (10:30)  Familial  Multiple  Polyposis — Observations 
and  Comments  Regarding  Etiology 

William  G.  Smith,  El  Paso 

3.  (11:00)  Low  Anterior  Resection  in  the  Management 
of  Cancer  of  the  Colon  and  Rectum 

Oliver  H.  Beahrs,  Rochester,  Minn. 

Anterior  resection  of  cancer  of  the  rectosigmoid  and  upper 
two-thirds  of  the  rectum  offers  50  to  60  percent  of  properly 
selected  patients  the  chance  to  remain  free  of  disease  and 
to  retain  normal  rectal  and  anal  function.  The  mortality  and 
morbidity  rates  are  low,  and  the  recurrence  rate  at  or  near 
the  anastomosis  should  be  less  than  10  percent. 

4.  (11:30)  A History  of  the  Texas  Proctologic  Society 

Curtice  Rosser,  Dallas 

5.  (11:40)  Cancer  of  the  Rectum — Treatment  by  Elec- 
tro-Coagulation 

Harry  B.  Burr,  Houston 

6.  (12:00)  Villous  Tumors  of  the  Rectum 

James  A.  Ferguson,  Grand  Rapids,  Mich. 

7.  (12:30)  Discussion 
(1:00)  Adjourn 


TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

(Related  Organization) 

President — Ivey  E.  Lamberth,  Tyler 

President-Elect — Fred  P.  Thomas,  Jr.,  Houston 

Vice  President  and  Program  Chairman — A.  H.  Gie- 
secke,  Jr.,  Dallas 


2.  (8:00)  Anesthesia  in  the  Vietnam  War 

Marvin  J.  Noble,  Dallas 

(8:20)  Discussion 

Maj.  Gale  E.  Thompson, 
Ft.  Sam  Houston 

(8:30)  Discussion 

Thomas  K.  Bumap,  Dallas 

3.  (8:40)  Twenty  Years  of  Anesthesiology  Viewed 
Through  the  Retrospectoscope 

William  S.  Derrick,  Houston 

(9:00)  Discussion 

Col.  Harvey  C.  Slocum 
Ft.  Sam  Houston 

4.  (9:10)  Misuse  of  Automatic  Ventilators  in  Anes- 
thesia 

Norman  R.  James,  Dallas 

(9:30)  Discussion 

Robert  A.  Miller,  San  Antonio 

5.  (9:40)  Clinical  Experiences  with  Ischemic  Intra- 
vascular Anesthesia 

John  Richard  Deen,  Dallas 

(10:00)  Discussion 

Charles  R.  Allen,  Galveston 

(10:10)  Coffee 

6.  (10:40)  Concepts  of  Pain  and  Its  Management 

Chauncey  D.  Leake,  Ph.D.,  San  Francisco 

Despite  its  commonness,  pain  is  difficult  to  analyze.  Pain,  and 
sensitivity  to  pain,  vary  enormously  among  different  people. 
In  a neurophysiological  sense,  pain  seems  to  be  the  sensa- 
tion resulting  from  sensory  bombardment  of  the  cortex  of  the 
brain  beyond  the  capacity  of  the  brain  to  separate  into  dis- 
crete perceptions.  Pain  thus  is  simply  too  much.  Pain  may  be 
relieved  by  blocking  sensations  from  a pheripheral  area  by 
means  of  local  anesthetic  agents.  Anesthesia  has  been  well 
developed  for  relief  of  surgical  pain.  Cortical  depression  in 
the  brain  of  pain  perception  may  be  achieved  by  morphine 
and  its  many  derivatives.  Congestive  pain  may  frequently  be 
relieved  by  salicylates  and  other  antipyretic  analgesics.  Minor 
chronic  pain  may  be  handled  in  part  by  various  central  ner- 
vous system  depressant  drugs.  Even  tranquilizing  agents  may 
reduce  psychological  sensitivity  to  pain. 

7.  (11:10)  Anesthesia  for  Head  and  Neck  Surgery 

George  P.  Beck,  Lubbock 

(11:30)  Discussion 

Walter  Mannheimer,  Houston 


Secretary-Treasurer — Gerald  G.  Mullikin,  Longview 

SATURDAY,  MAY  6,  6:30  P.M. 

Fleur  de  Ms  Room,  Hotel  Adolphus 


8.  (11:40)  Medicolegal  Aspects  of  Spinal  Anesthesia 

Lynn  W.  Neill,  El  Paso 

(12:00)  Discussion 

Gerald  Mullikin,  Longview 
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12:15  P.M 

Parlor  D,  Hotel  Adolphus 


9.  (12:15)  Luncheon 


10.  (1:30)  Business  Meeting 
(3:30)  Adjourn 


TEXAS  SOCIETY  OF 
ATHLETIC  TEAM  PHYSICIANS 

(Related  Organization) 

President — A.  Ross  Davis,  Houston 

President-Elect — Dan  Spivey,  Lufkin 

Vice  President  and  Program  Chairman — E.  Frank  Wal- 
lace, Arlington 

Secretary-Treasurer — W.  Cone  Johnson,  Temple 

(This  program  is  acceptable  for  3 elective  hours  by  the  Ameri- 
can  Academy  of  General  Practice.) 


FRIDAY,  MAY  5,  8:30  A.M. 
Room  302,  Memorial  Auditorium 


1.  (8:30)  Elementary  School  Contact  Sports 

H.  Royer  Collins,  Temple 

2.  (8:50)  Athletic  Injury  to  the  Shoulder 

Donald  B.  Slocum,  Eugene,  Ore. 

In  sports,  the  shoulder  is  subjected  to  ranges  of  motion  and 
stress  far  beyond  that  seen  in  everyday  life.  When  trauma 
occurs,  its  recognition,  treatment,  and  rehabilitation  methods 
must  be  geared  to  the  activity  involved.  Guidelines  for  return 
to  athletic  activity  are  to  be  suggested. 


3.  (9:20)  The  Nerve  Pinch  Problem 

Lt.  Col.  Wallace  G.  Haworth,  USAF  Academy,  Colo. 

(9:50)  Coffee 

4.  (10:00)  A Working  Classification  of  Injuries  to  the 
Elbow  Resulting  from  Baseball  Pitching 

Donald  B.  Slocum,  Eugene,  Ore. 

The  key  to  accurate  diagnosis  of  injury  to  the  elbow  of  the 
throwing  arm  is  an  understanding  of  the  forces  encountered. 
During  wind-up,  little  strain  is  encountered,  but  with  delivery 
tension  falls  strongly  on  the  soft  tissues  of  the  inner  side  of 
the  elbow  while  at  the  same  time  the  lateral  bony  structures 
are  compressed.  With  follow-through,  torsional,  traction,  and 
extension  forces  interplay.  A simple  anatomic  classification, 
based  on  dynamic  overload,  will  be  presented. 


5.  (10:30)  Heat  Disorders 

Charles  R.  Baxter,  Dallas 


6.  (11:30)  Business  Meeting 
(12:00)  Adjourn 


TEXAS  SOCIETY  OF 
PATHOLOGISTS,  INC. 

(Related  Organization) 

President — Norman  H.  Jacob,  Jr.,  San  Antonio 
Sec retary-Trea surer — Jack  L.  Smith,  Beaumont 

SUNDAY,  MAY  7,  9 A.M.-12  NOON 
North  Room,  Hotel  Adolphus 

1.  (9:00)  Business  Session 

TEXAS  SOCIETY  OF  PLASTIC 
SURGEONS 

(Related  Organization) 

President — Dean  C.  Kipp,  Dallas 
Vice  President — John  P.  Gannon,  Houston 
Secretary-Treasurer — James  R.  Smith,  San  Antonio 
Program  Chairman — Mark  L.  Lemmon,  Dallas 

SATURDAY,  MAY  6,  9 A.M. 

Room  202,  Memorial  Auditorium 

1.  (9:00)  Registration 

2.  (9:30)  Introductory  Remarks 

Dean  C.  Kipp,  Dallas 

3.  (9:40)  Primary  Forehead  Flap  for  Pharyngeal  and 
Neck  Defects 

James  R.  Smith,  San  Antonio 

4.  (10:00)  Plantar  Flaps,  Rotation,  Advancement  and 
Transposition 

Bromley  S.  Freeman,  Houston 

5.  (10:20)  Female  External  Genitalia  Reconstruction 
Following  Extrophy  of  Bladder  Repair 

Mark  L.  Lemmon,  Dallas 

6.  (10:50)  Male  Genitalia  Deformities 

Sanford  Glanz,  Corpus  Christi 

(11:10)  Coffee 

7.  (11:20)  Intralymphatic  Infusion  and  Enbloc  Region- 
al Node  Dissection  in  Malignant  Melanoma — Five-Year 
Survival 

James  R.  Smith,  San  Antonio 

8.  (11:40)  Velopharyngeal  Incompetence 

Thomas  D.  Cronin  and  John  H.  Hartley,  Houston 

9.  (12:00)  The  Neglected  Nose 

Valentin  Gracia,  Fort  Worth 
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10.  (12:15)  The  Story  of  a Nose 

Willard  C.  Sellman,  Jr.,  Dallas 

Exhibits 

12:30  P.M. 

Room  201,  Memorial  Auditorium 

FILM  PROGRAM 

11.  (12:30)  Luncheon 

FRIDAY,  MAY  5,  10  A.M. 

1:30  P.M. 

Room  203,  Memorial  Auditorium 

Room  202,  Memorial  Auditorium 

1.  (10:00)  Thyroid  Deficiency — Current  Concepts  of 
Diagnosis  and  Treatment. 

12.  (1:30)  Round  Table  Discussion 

1966.  Color,  sound.  Panel  composed  of  Dr.  Sidney  H.  Ingbar, 
Dr.  J.  Thomas  Dowling,  Dr.  William  M.  Jefferies,  Dr.  Edward 

13.  (3:00)  Business  Meeting  (members  only) 

Rose  and  Dr.  Judson  J.  Van  Wyk.  Special  attention  is  focused 
on  the  syndrome  of  mild  hypothyroidism,  its  recognition  and 
treatment,  and  on  the  treatment  of  emergent  situations  which 

(4:30)  Adjourn 

may  occur  in  patients  with  severe  myxedema. 

TEXAS  SOCIETY  FOR  PREVENTION 

OF  BLINDNESS 

2.  (10:33)  Shock. 

1965.  Color,  sound.  Dr.  Lloyd  D.  McLean.  This  film  outlines 
the  diagnosis  and  treatment  of  shock  based  on  hemodynamic 
diagnosis  and  emphasizes  the  value  of  measurements  of  cen- 

Executive  Director — Mrs.  Pauline  Outland,  Houston 

tral  venous  pressure  and  cardiac  output. 

THURSDAY,  MAY  4,  7:30  A.M. 

3.  (11:07)  The  Abdomen  in  Adults. 

1966.  Color.  Dr.  Alton  Ochsner,  Dr.  Ochsner  presents  the  typi- 
cal signs  that  relate  to  diagnosis  of  abdominal  abnormalities 

Parlor  C,  Hotel  Adolphus 

in  adults. 

1.  (7:30)  Breakfast  Meeting 

4.  (11:41)  Chronic  Bronchitis — A Team  Affair. 

TEXAS  STATE  DIVISION, 
INTERNATIONAL  COLLEGE 

OF  SURGEONS 

1965.  Color,  sound.  Filmed  at  Brompton  Hospital  in  London. 
Management  of  chronic  bronchitis  is  a team  affair,  involving 
the  general  practitioner,  pathologist,  chest  physician,  bacteri- 
ologist, and  physiotherapist.  The  disease  is  discussed  from 
the  pathological,  clinical,  and  bacteriological  standpoints. 

5.  (12:15)  Reprieve  From  Lethal  Infection. 

President — Robert  G.  McCorkle,  Houston 

1965.  Color,  sound.  Dr.  Ian  M.  Smith.  Utilizing  micro-animation 

Program  Chairman — Lewis  M.  Heifer,  San  Antonio 

sequences,  the  film  deals  with  the  rising  mortality  rate  from 
bacterial  infection,  and  shows  how  this  trend  can  be  reversed. 

Secretary — Heaton  Smith,  Victoria 

Viewed  from  the  cellular  level,  the  subject  is  discussed  by  Dr. 
Smith,  professor  of  internal  medicine  and  chief,  Infectious  Dis- 
ease Division,  Department  of  Medicine,  University  of  Iowa. 

THURSDAY,  MAY  4,  6:30  P.M. 

SATURDAY,  MAY  6,  10  A.M. 

Civic  Room  III,  Hotel  Adolphus 

Room  203,  Memorial  Auditorium 

1.  (6:30)  Annual  Dinner 

1.  (10:00)  The  Face,  Part  2. 

1966.  Color,  sound.  Dr.  Jack  D.  Myers.  The  physical  diagnostic 
signs  as  related  to  edema  and  color  change  are  seen.  The 
pathophysiological  mechanism  causing  the  diagnostic  sign  is 
described.  Patients  with  congenital  defects  with  typical  facies 
such  as  trisomy  or  missing  chromosomes  are  presented  by  Dr. 
Frederic  Kenney. 

2.  (10:33)  Repair  of  Torn  Knee  Ligaments. 

1966.  Color,  sound.  Dr.  Louis  J.  Levy,  Fort  Worth.  This  is  a 
film  concerning  knee  injury  resulting  in  "The  Unhappy  Triad.” 
It  shows  the  clinical  findings  indicating  ligament  tear,  and 
then  the  actual  torn  ligaments  as  seen  during  the  surgery,  and 
the  method  of  surgical  repair.  Follow-up  care,  including  phy- 
sical therapy  and  exercises,  is  stressed,  and  final  result  is 
shown. 
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3.  (10:49)  Hypochromic  Anemia. 

1966.  Color,  sound.  Dr.  William  B.  Castle.  Dr.  Castle  illustrates 
hypochromic  anemia  with  smears  as  well  as  bone  marrow 
studies.  He  compares  the  normal  indexes  with  those  from  pa- 
tients having  an  iron-deficiency  state.  The  clinical  picture  is 
described,  and  blood  values  are  related  to  the  patient.  The  iron 
requirements  are  described  both  for  normal  children  during 
the  rapid  growth  phase  and  for  women  during  menstruation. 

4.  (11:14)  Megaloblastic  Anemia. 

1966.  Color,  sound.  Dr.  William  B.  Castle.  This  film  depicts 
anemias  due  to  vitamin  B12  and  folic  acid  deficiencies.  Bone 
marrow  studies,  peripheral  blood  smears,  and  animated  case 
records  are  used  to  show  the  effect  of  both  vitamin  B12  and 
folic  acid  on  patients  with  deficiencies  of  these  two  vitamins. 
The  physical  diagnostic  signs  in  pernicious  anemia,  such  as 
pallor,  the  condition  of  the  tongue,  and  neurological  defects, 
are  well  illustrated. 


5.  (11:49)  Age  Minus  60  Days — The  Low  Birth-Weight 
Infant. 

1965.  Color,  sound.  A premature  infant  is  seen  being  delivered, 
and  the  procedure  of  care,  including  clearing  of  the  naso- 
pharynx, administration  of  silver  nitrate  and  phytonadione,  use 
of  oxygen,  humidity,  and  incubator,  is  presented  in  sequence. 
The  general  management  of  the  premature  infant  immediately 
after  birth  and  during  the  initial  period  in  which  the  patient  is 
evaluated  for  possible  pediatric  problems  is  also  depicted. 
Respiratory  distress,  hyaline  membrane  disease,  diarrhea,  jaun- 
dice, pneumonia,  central  nervous  system  hemorrhage,  intesti- 
nal obstruction,  and  phenylpyruvic  oligophrenia  are  briefly 
presented  in  this  film,  as  are  transportation,  transfer,  and 
handling  of  the  infant. 

6.  (12:08)  Surgery  of  Varicose  Veins  and  Ulceration. 

1964.  Color,  sound.  Dr.  John  Mullany,  Melbourne,  Australia. 
The  film  briefly  explains  causes  of  varicose  veins  and  associ- 
ated ulceration,  illustrates  diagnostic  measures,  demonstrates 
corrective  surgical  technics,  and  shows  examples  of  postopera- 
tive results. 


SCIENTIFIC  EXHIBITS 

All  scientific  exhibits  are  located  on  the  First  Floor  of 
the  Memorial  Auditorium.  Exhibits  will  be  displayed 
during  the  following  hours: 

Thursday  11  a. m. -5:30  p.m. 

Friday  8 a.m.-5:30  p.m. 

Saturday  8 a. m. -5:15  p.m. 

Exhibitors  may  register  Wednesday,  1:30-5  p.m.,  First 
Floor,  Memorial  Auditorium. 


Awards 

First,  second,  and  honorable  mention  awards  will  be 
given  in  each  of  four  categories:  Group  1,  Individual 
Exhibits;  Group  2,  Group  Exhibits;  Group  3,  Institu- 
tional Exhibits;  and  Group  4,  Educational-Promotional 
Exhibits. 

Aesculapius  Award:  An  additional  award  also  will  be 
given.  Mead  Johnson  Laboratories,  to  encourage  the 
development  of  scientific  exhibits,  will  offer  a certifi- 
cate and  a cash  prize  of  $200  for  the  most  outstand- 
ing scientific  exhibit  displayed.  Announcement  of  the 
winner  will  be  made  at  the  General  Meeting  Luncheon, 
Friday,  12:30  p.m.,  Banquet  Room,  Memorial  Audito- 
rium. 


Guided  Tours 

The  Committees  on  Scientific  and  Technical  Exhibits 
will  sponsor  guided  tours  through  the  scientific  and 
technical  exhibit  areas  Friday  and  Saturday.  Two  con- 
ducted tours  are  planned  for  each  day — 10  a.m.  and 
2 p.m.  Representatives  of  groups  interested  in  touring 
the  exhibit  hall  should  contact  Mr.  Dick  Fleming, 
Dallas  County  Medical  Society,  433  Medical  Arts  Build- 
ing, Dallas. 

Identification  and  Floor  Plans 

Scientific  exhibitors  may  be  recognized  by  special  rib- 
bons attached  to  their  identification  badges. 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  will  be  available  upon  registration. 

Following  is  a roster  of  exhibitors  and  their  exhibits: 

Camp  Manison  (Houston  Area  Diabetes  Association 
Camp). 

Houston  Area  Diabetes  Association,  Friendswood, 
Texas. 

Mediastinal  Tumors. 

John  L.  Kee,  Jr.,  M.D.,  Dallas. 

Peritoneal  Dialysis  In  Private  Practice. 

William  E.  Anderson,  M.D.,  Corpus  Christi. 

Scientific  Exhibit  of  American  Society  of  Plastic  & 
Reconstructive  Surgery. 

American  Society  of  Plastic  & Reconstructive  Surgery. 
Association  of  American  Physicians  and  Surgeons. 

Parameters  of  Drug  Evaluation. 

Jerome  Miller,  M.D.,  John  F.  Kennedy  Hospital, 
Philadelphia. 

Texas  Academy  of  General  Practice. 

Austin. 

Burn  Scar  Contractures:  Prevention  and  Correction. 

D.  L.  Larson,  M.D.;  S.  Yates,  M.D.;  E.  B.  Evans, 
M.D.;  S.  R.  Lewis,  M.D.,  Shriners  Hospitals  for  Crip- 
pled Children,  Burns  Institute-Galveston  Unit,  Gal- 
veston. 

Cataract  Shadows  That  Need  Not  Be. 

Texas  Society  for  Prevention  of  Blindness,  Inc., 
Houston. 

Surgical  Therapy  in  Pulmonary  Embolism. 

Arthur  C.  Beall,  Jr.,  M.D.;  Denton  A.  Cooley,  M.D.; 
John  M.  Lewis,  M.D.,  Baylor  University  College  of 
Medicine,  Houston. 

Two-Stage  Surgical  Treatment  of  Complex  Congenital 
Heart  Defects. 

Grady  L.  Hallman,  M.D.;  Robert  D.  Bloodwell,  M.D.; 
Denton  A.  Cooley,  M.D.,  Houston. 

Texas  League  of  Licensed  Vocational  Nurses. 

Pulmonary  Embolism  Diagnostic  Testing  Unit. 

Texas  Heart  Association,  Houston. 

Southern  Medical  Association. 

Birmingham,  Ala. 

Tracheoesophageal  Anomalies. 

Surgical  Section  of  the  Amercian  Academy  of  Pedi- 
atrics. 
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Fluorescence  Angiography  of  the  Ocular  Fundus  in 
Local  and  Systemic  Disease. 

William  B.  Snyder,  M.D.,  Southwestern  Medical 
School,  Dallas;  Walter  M.  Kirkendall,  M.D.;  Lee  Allen, 
M.D.;  Ogden  Frazier,  M.D.;  and  J.  T.  Leinfelder, 
M.D.,  University  of  Iowa,  Iowa  City. 

Surgical  Treatment  for  Cerebrovascular  Insufficiency. 
Jesse  E.  Thompson,  M.D.;  Dale  J.  Austin,  M.D.;  R. 
Don  Patman,  M.D.,  Dallas. 

Diagnosis  and  Treatment  of  Nudular  Goiter. 

Sherman  B.  Lindsey,  M.D.,  and  James  Stinson,  M.D., 
Scott  and  White  Clinic,  Temple. 

Coronary  Artery  Disease — Surgical  Significance  of  An- 
giographic Patterns. 

Edward  B.  Diethrich,  M.D.;  John  E.  Liddicoat,  M.D.; 
Samuel  A.  Kinard,  M.D.;  John  M.  Lewis,  M.D.;  H. 
Edward  Garrett,  M.D.;  Michael  E.  DeBakey,  M.D.; 
and  Edward  W.  Dennis,  M.D.,  Houston. 

Surgical  Management  of  (1)  Anticipated  Difficult 
Nephrectomy,  and  (2)  Suspected  Malignant  Kidney. 

Edward  White,  M.D.,  Dallas. 

Diagnostic  Value  of  Infusion  Pyelography. 

Peter  Zanca,  M.D.;  John  L.  Doyle,  M.D.;  and  Carroll 
A.  Peabody,  M.D.,  Robert  B.  Green  Memorial  Hos- 
pital, University  of  Texas  South  Texas  Medical 
School,  San  Antonio. 

Repair  of  Small  Structures  Using  the  Microsurgical 
Technique. 

Coyle  W.  Williams,  M.D.;  Albert  E.  Sanders,  M.D.; 
and  John  H.  Langston,  M.D.,  San  Antonio. 

Finger  Fractures  in  Children:  263  Consecutive  Cases. 
Morton  H.  Leonard,  M.D.,  and  Louis  W.  Breck,  M.D., 
The  El  Paso  Orthopaedic  Surgery  Group,  El  Paso. 
The  History  of  a Specialty — Anesthesiology — As  Seen 
in  the  Printed  Word. 

Texas  Society  of  Anesthesiologists. 

Temporal  Bone  Banks  Program — Inner  Ear  Pathology. 
Southern  Temporal  Bone  Banks  Center,  Baylor  Uni- 
versity College  of  Medicine,  Houston.  (Sponsored  by 
Deafness  Research  Foundation  and  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology.) 
Perspectives  in  a Gerontological  Program. 

Clarence  R.  Miller,  M.D.,  and  John  Middleton,  Austin 
State  Hospital,  Austin. 

Control  of  Burn  Wound  Sepsis. 

Col.  John  A.  Moncrief,  MC,  USA;  Maj.  Basil  A.  Pruitt, 
Jr.,  MC,  USA;  and  Capt.  J.  A.  O’Neill,  Jr.,  MC,  USA. 
US  Army  Surgical  Research  Unit,  Brooke  Army  Medi- 
cal Center,  Fort  Sam  Houston. 

The  Eye  in  the  General  Examination  of  the  Child. 

Texas  Ophthalmological  Association  (American  As- 
sociation of  Ophthalmology). 

Rehabilitation  Services  to  the  Blind. 

Texas  Commission  for  the  Blind,  Austin. 

Diagnosis  of  Renal  Hypertension  and  the  Application 
of  Impedance  Renograms. 

R.  D.  Allison,  M.D.;  Per  H.  Langsjoen,  M.D.;  San- 
tiago Sanchez,  M.D.;  Thomas  Inmon,  M.D.;  Donald 
Lynch,  M.D.;  and  Alex  Duran,  M.D.,  Scott  and  White 
Memorial  Hospital,  Temple. 

American  Association  of  Blood  Banks. 

E.  Arthur  Dreskin,  M.D.,  and  Lois  J.  James,  Chicago. 

Cardiac  Catheterization:  Interpretation  of  Data. 

Robert  D.  Leachman,  M.D.;  Donald  G.  Rochelle, 


M.D.;  and  Thomas  Runge,  M.D.,  St.  Luke’s  Episco 
pal  Hospital,  Houston. 

Embryology  of  the  Heart  and  Its  Anomalies. 

Hussam  A.  Fadhli,  M.D.,  Port  Arthur,  and  George  W. 
Newman,  M.D.,  Galveston. 

A Perspective  In  Cardiovascular  Surgery. 

James  T.  Parsons,  M.D.,  Houston. 

Infusion  Drip  Cholangiography — A Preliminary  Report. 
John  L.  Doyle,  M.D.,  and  Peter  Zanca,  M.D.,  Robert 
B.  Green  Memorial  Hospital,  University  of  Texas 
South  Texas  Medical  School,  San  Antonio. 

Response  of  Long-Term  Psychiatric  Patients  to  a Mean- 
ingful Activity  Program. 

Veterans  Administrtaion  Center,  Psychiatry  Service, 
Temple. 

Maxillary  Bone  Grafts  in  Cleft  Palate  Patients. 

J.  B.  Lynch,  M.D.;  B.  J.  Blankenship,  D.D.S.,  M.  D.; 
Russell  Barnett,  D.D.S.;  S.  R.  Lewis,  M.D.;  and  T.  G. 
Blocker,  Jr.,  M.D.,  Galveston. 

Hormonal  Management  of  the  Female  Reproductive 
Tract. 

F.  P.  Rhoades,  M.D.,  Detroit. 

Adverse  Reactions  to  Drugs. 

Roland  E.  Lapointe,  M.D.,  and  Norman  DeNosquo, 
M.D.,  American  Medical  Association,  Chicago. 
Urodynamics  of  Micturition. 

F.  Brantley  Scott,  M.D.;  Emilio  M.  Quesada,  M.D.; 
and  David  Cardus,  M.D.,  Baylor  University  College 
of  Medicine,  Houston. 

Houston  State  Psychiatric  Institute  for  Research  and 
Training. 

Houston  State  Psychiatric  Institute,  Houston. 
Surgery  for  Coronary  Artery  Disease. 

Paul  R.  Ellis,  Jr.,  M.D.;  Maurice  Adam,  M.D.;  and 
Ben  F.  Mitchel,  M.D.,  Dallas. 

PKU  Services. 

Maternal  and  Child  Health  Division,  Texas  State 
Department  of  Health,  Austin. 

Biliary  Atresia  Survey. 

George  W.  Dorman,  M.D.,  Section  on  Surgery,  Ameri- 
can Academy  of  Pediatrics,  Dallas. 

Post-Cholecystectomy  Syndrome — Radiographic  Expe- 
rience with  1,500  Cases. 

D.  N.  Dysart,  M.D.;  J.  B.  Chandler,  M.D.;  and  R.  D. 
Haines,  M.D.,  Scott  & White  Clinic,  Temple. 
Continuous  Murmurs  in  Children. 

Gladys  J.  Fashena,  M.D.;  Alvis  Johnson,  Jr.,  M.D.; 
Kathryn  W.  Willis,  M.D.;  and  Welton  Gersony,  M.D., 
University  of  Texas  Southwestern  Medical  School, 
Children’s  Medical  Center,  Dallas. 

The  Use  and  Abuse  of  Anorexigenic  Agents. 

S.  K.  Fineberg,  M.  D.,  New  York  Medical  College, 
New  York. 

The  Management  of  Hypertrophic  Allergic  Rhinitis  and 
Nasal  Polyps. 

Lt.  Col.  Robert  E.  Smith,  MC;  Capt.  Stephen  R.  Sha- 
piro, MC;  Capt.  Joseph  T.  Sams,  MC;  and  Lt.  Col. 
Max  I.  Michels,  MC,  Wilford  Hall  USAF  Hospital, 
Lackland  Air  Force  Base. 

Dose  Response — Key  to  Effective  Treatment. 

Fred  J.  Phillips,  M.D.;  C.  L.  Chai,  M.D.;  and  M.  D. 
DeBuque,  M.D.,  Quakertown,  Pa. 

Pitfalls  in  Cancer  Management. 

American  Cancer  Society,  Texas  Division,  Inc., 
Austin. 
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Myocardial  Revascularization. 

Harold  C.  Urschel,  Jr.,  M.D.,  and  Donald  L.  Paulson, 
M.D.,  Dallas. 

Chromosome  21  and  Its  Association  with  Down's 
Syndrome. 

The  National  Foundation — March  of  Dimes,  New 
York. 

The  Elimination  of  Vaginal  Pathogens  and  Cervical 
Ulcers  From  the  Practice  of  Medicine. 

Karl  J.  Karnaky,  M.D,,  Houston. 

Automation  in  Private  Obstetric  Practice. 

Lawrence  E.  Lundgren,  M.D.,  Houston. 

Treatment  of  Salicylate  Intoxication  in  Children. 
Berkeley  L.  Rich,  M.D.,  and  William  T.  Dobbins, 
M.D.,  Children’s  Hospital,  Denver,  Colo. 


Guided  Tours 

The  Committees  on  Scientific  and  Technical  Exhibits 
will  sponsor  guided  tours  through  the  scientific  and 
technical  exhibit  areas  Friday  and  Saturday.  Two  con- 
ducted tours  are  planned  for  each  day — 10  a.m.  and 
2 p.m.  Representatives  of  groups  interested  in  touring 
the  exhibit  hall  should  contact  Mr.  Dick  Fleming, 
Dallas  County  Medical  Society,  433  Medical  Arts  Build- 
ing, Dallas. 

Floor  Plans 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  will  be  available  upon  registration. 

Make  it  a part  of  your  schedule  to  visit  with  the  ex- 
hibitors. 

Following  is  a list  of  exhibits: 


TECHNICAL  EXHIBITS 

Technical  exhibits  are  displayed  on  the  First  Floor  of 
the  Memorial  Auditorium. 

Representatives  from  the  pharmaceutical  industry, 
business  equipment  companies,  insurance  and  invest- 
ment companies,  and  other  related  fields,  will  be 
present  to  discuss  equipment  and  products  with  phy- 
sicians. 

Exhibits  will  be  displayed  during  the  following  hours: 


EXHIBITOR 


Thursday 

Friday 

Saturday 


11  a.m. -5:30  p.m. 
8 a.m. -5:30  p.m. 
8 a.m. -5:15  p.m. 


The  President’s  Reception  for  Exhibitors  will  be  held 
Thursday,  5:30  to  6:30  p.m.,  Room  300,  Memorial 
Auditorium.  Exhibitors  may  register  for  the  annual 
session  Wednesday,  1:30-5  p.m.,  in  the  registration 
area,  First  Floor,  Memorial  Auditorium. 


ARM,  Inc.,  Dallas  (Accounts  Receivable  Management) 

Abbott  Laboratories,  North  Chicago 

Alcon  Laboratories,  Inc.,  Fort  Worth 

Aloe  Medical,  St.  Louis 

Americana  Corporation,  Beverly  Hills 

Ames  Company,  Inc.,  Elkhart,  Ind. 

Armour  Pharmaceutical  Company,  Chicago 
Arnar-Stone  Laboratories,  Inc.,  Mount  Prospect,  III. 
Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Mass. 
Atomic  Energy  Industrial  Laboratories  of  the  Southwest, 
Houston 

Ayerst  Laboratories,  New  York 

Bentex  Pharmaceutical  Company,  Inc.,  Houston 

Berkeley  Medical  Instruments,  Berkeley,  Calif. 

Beverly  Hills  Hospital,  Dallas 

Blue  Cross-Blue  Shield  of  Texas,  Dallas 

Borcherdt  Company,  Chicago 

The  Borden  Company,  Houston  75p 

Borden  Pharmaceutical  Division,  New  York 
Breon  Laboratories,  Inc.,  New  York 
Bristol  Laboratories,  Syracuse,  N.  Y. 

The  Brown  Schools,  Austin 
Burroughs  Wellcome  & Company,  (U.S.A.)  Inc., 
Tuckahoe,  N.  Y. 

Burton,  Parsons  & Company,  Inc.,  Washington,  D.  C. 
Carnrick  Laboratories,  Summit,  N.  J. 


BOOTH 


43 
33 
12 
27 
114 
14 
127 
35 
88 

25 
106 
119 
56 
144 
61 
66 
76,  77 
78 
107 
142 
38 

84 

100 

20 


TO  SMACK  5AR  t 


• scientific  exniai  ts 


0 /O  20  30  40 

50 

>!  _ 93-0" 

• 

SCIENTIFIC  O EXtOlOlTS  # 

.1 £l£ 


\LOUNGE 


7 <5  j 9 D II  /2\I3 


3G\p\$5\3f\?>3\3Z\3l\$0\?9\26 


\I4 

15 

IG>  \ LOUNGE 

n 

IS 

TlI 

20  ] 

\27 

a; 

25:24 

w 

1 

t 


RSG/STRAT/ON 


□ [=□ 

|ft3j/37| 


too 

I2L 

102 

103 

\I04 

105 


36 

. \39\40j4l  \42_ 

43  \44}45}.4G\47  \48^49\5O0\5! 

• 

07 

GG 

\G5\G4 

G3\GZ 

1 

W\ 

l“] 

5S 

5G[55[54\ 

53) 

52 1 

G6 

G9 

70 

71 

12 

73 

39 

98 

97 

9G 

95 

94 

14 


33 


75 


92 


1G 


91 


77 


90 


78 


<39 


19 


86 


<50 


87 


81 


6G 


62 


63 


65 


84 


'/0G\I07]/08}I09\iI0.\i// 


/3G\135\I34\/33\I32\I3/ 


H2  I //3 1 H4  1 H5 1 IIG  [ H7 

lid]  119}  120 

121 1 

!30\  129  \ 128 \I27\I2G\I25 

/24\l23\/22 

• 

4 


tyj\j42h43\/44\/45]/46U 


' sc/ent/f/c  EtuiaiTs 
m-o* 


Location  of  Exhibit  Booths  in  Dallas  Memorial  Auditorium 


P-62 


TEXAS  MEDICINE 


Ciba  Pharmaceutical  Company,  Summit,  N.  J.  130 

Coca-Cola  Company,  Atlanta  111 

Comatic  Laboratories,  Inc.,  Houston  48 

Contour  Chair  Lounge  Company,  Dallas  115,  116,  117 

Cutter  Laboratories,  Berkeley,  Calif.  17 

Dallas  Radionics,  Inc.,  Dallas  81 

DePuy  Manufacturing  Company,  Inc.,  Dallas-Houston  45 

The  Devereux  Foundation,  Victoria  49 

Dictaphone  Corporation,  New  York  103 

Ford  Dixon  Company,  Dallas  53 

Dome  Laboratories,  New  York  60 

Bill  Douglas  Shoe  Box,  Inc.,  Houston  118 

D.  M.  Doyle  Pharmaceutical  Company,  Minneapolis  125 

Duncan  Foods  Company,  Houston  113 

Emerson  Laboratories,  Dallas  123 

Encyclopaedia  Britannica,  Inc. — Great  Books  of  the 

Western  World,  Chicago  54 

Marshall  Erdman  and  Associates,  Inc.,  Madison,  Wis.  29 

Esta  Medical  Laboratories,  Inc.,  New  Brunswick,  N.  J.  97 
Charles  O.  Finley  and  Company,  Austin  36 

First  Texas  Pharmaceuticals,  Inc.,  Dallas  72 

C.  B.  Fleet  Co.,  Inc.,  Lynchburg,  Va.  91 

Flint  Laboratories,  Morton  Grove,  III.  104 

Geigy  Pharmaceuticals,  Ardsley,  N.  Y.  139 

General  Electric  Co.,  X-Ray  Department,  Dallas  39 

Gerber  Products  Company,  Fremont,  Mich.  13 

The  Gilbert  X-Ray  Company  of  Texas,  Dallas  108 

Goodrich-Wright,  Dallas  141 

Great  American  Reserve  Insurance  Company,  Dallas  93 

The  Grolier  Society,  Inc.,  Publishers  of  the  Book  of 

Knowledge,  Bronxville,  N.  Y.  137 

Hoechst  Pharmaceuticals,  Inc.,  Cincinnati  58 

Imperial  Fashions,  Los  Angeles  70 

Ives  Laboratories,  Inc.,  New  York  21 

Mead  Johnson  Laboratories,  Evansville,  Ind.  89,  90 

K-Y  Equipment  Company,  Dallas  73 

Lakeside  Laboratories,  Milwaukee  98 

Landry  Pharmaceuticals,  Inc.,  Houston  3 

Lederle  Laboratories,  Pearl  River,  N.  Y.  74 

Eli  Lilly  and  Company,  Indianapolis  136 

J.  B.  Lippincott  Company,  Philadelphia  143 

P.  Lorillard  Company,  New  York  126 

Lov-e  Brassiere  Company,  Hollywood  15 

The  McCrary  Company,  Dallas  140 

Marion  Laboratories,  Inc.,  Kansas  City,  Mo.  44 

The  Medical  Protective  Company,  Fort  Wayne,  Ind.  1 

Merck  Sharp  & Dohme,  West  Point,  Pa.  122 

The  William  S.  Merrell  Company,  Cincinnati  99 

Metro  Med,  Inc.,  Houston  85 


Mission  Pharmacal  Company,  San  Antonio  52 

V.  Mueller  & Company,  Chicago  134 

The  Mutual  Benefit  Life  Insurance  Company, 

Newark,  N.  J.  68 

The  National  Drug  Company,  Philadelphia  63 

Organon,  Inc.,  West  Orange,  N.  J.  102 

Ortho  Pharmaceutical  Corporation,  Raritan,  N.  J.  30,  41 

Parke,  Davis  & Company,  Detroit  94 

Pharmacia  Laboratories,  Inc.,  Piscataway,  N.  J.  96 

Physical  Therapy  Specialties,  Fort  Worth  101 

William  P.  Poythress  & Company,  Inc.,  Richmond,  Va.  135 
R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C.  4 
Riker  Laboratories,  Northridge,  Calif.  120 

A.  H.  Robins  Company,  Richmond,  Va.  62 

Roche  Laboratories,  Nutiey,  N.  J.  146 

William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  133 

Royal  Crown  Bottlers  Association  of  Texas,  Waco  47 

Sandoz  Pharmaceuticals,  Hanover,  N.  J.  69 

W.  B.  Saunders  Company,  Philadelphia  28 

Savage  Laboratories,  Inc.,  Houston  7 

Schering  Corporation,  Union,  N.  J.  22 

Julius  Schmid,  Inc.,  New  York  24 

G.  D.  Searle  & Company,  Chicago  83 

Seven-Up  Developers,  Waco  6 

The  Silver  Hill  Foundation,  New  Canaan,  Conn.  71 

Simaplast,  Inc.,  Yonkers,  N.Y.  55 

Smith  Kline  & French  Laboratories,  Philadelphia  67 

Smith,  Miller  & Patch,  Inc.,  New  York  59 

Southern  X-Ray  Engineering  Company,  Houston  145 

Squibb,  Inc.,  New  York  131 

Storz  Instrument  Company,  St.  Louis  132 

The  Stuart  Company,  Pasadena,  Calif.  86 

Syntex  Laboratories,  Inc.,  Palo  Alto,  Calif.  5,  112 

Tel-Tek  Electronics,  Inc.,  Dallas  65 

Terrell  Supply  Company,  Inc.,  Fort  Worth  40 

Texas  Pharmacal  Company,  San  Antonio  121 

Tex-o-Con  Optics,  Inc.,  Dallas  57 

TRACOR,  Inc.,  Austin  79 

Truett  Laboratories,  Dallas  51 

United  States  Shoe  Corporation,  Cincinnati  32 

The  Upjohn  Company,  Kalamazoo,  Mich.  128 

U.  S.  Vitamin  & Pharmaceutical  Corporation,  New  York  8 
WTS-Pharmacraft,  Rochester,  N.  Y.  138 

Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J.  129 

Warren-Teed  Pharmaceuticals,  Inc.,  Columbus,  Ohio  105 

Westwood  Pharmaceuticals,  Buffalo,  N.  Y.  95 

Winthrop  Laboratories,  New  York  42 

Wyeth  Laboratories,  Philadelphia  2 

Wynn  Pharmaceuticals,  Inc.,  Philadelphia  109 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


■ 


u 


Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 


A steroid-nutritional  compound 
(Mediatric)  was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  8: 5 18  (Mar.)  1961. 


Mediatric  (steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612  (Oct.)  1957. 


Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins)  may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent" 

Nutritional  reinforcement  for  those  who  can’t 
- or  won't-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes. ..mild 
antidepressant  for  a gentle  “mood"  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-builcling  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 


Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

^Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5 

Thiamine  HC1 


5.0 


mg. 

mg. 


Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 
Each  MEDIATRIC  Tablet  or  Capsule  contains: 

"Conjugated  estrogens — equine  (Premarin®) 0.25  mg 

Methyltestosterone  2.5  mg 

Ascorbic  acid  100.0  mg 

Cyanocobalamin 2.5  meg 

Intrinsic  factor  concentrate  8.0  mg 

Thiamine  mononitrate  10.0  mg 

Riboflavin  5.0  mg 

Niacinamide  50.0  mg 

Pyridoxine  HC1 3.0  mg 

Calc,  pantothenate  20.0  mg 

Ferrous  sulfate  exsic 30.0  mg 

Methamphetamine  HC1  1.0  mg 

•'Orally  active,  water-soluble  conjugated  estrogens  derived  from 

pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  - MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK,  N Y.  10017  • Montreal,  Canada 
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MEDICINE 


Woman's  Auxiliary 
to  the 

Texas  Medical  Association 

Forty-Ninth  Annual  Convention — Dallas — May  4-7,  1967 

PROGRAM 


WEDNESDAY,  MAY  3 

7 p.m.  Advisory  Committee  Meeting-Dinner 

Presidential  Suite,  29th  Floor 
Sheraton-Dallas  Hotel 

THURSDAY,  MAY  4 

8 a.m.-4  p.m.  Registration  and  Information 

Second  Floor,  North  Concourse 
Sheraton-Dallas  Hotel 

8 a.m.-4  p.m.  Registration  and  Information 

Memorial  Auditorium 

8 a.m.-4  p.m.  Hospitality  Room  Open 

London  Club,  Third  Floor 
Sheraton-Dallas  Hotel 
(Courtesy  of  Great  American 
Reserve  Insurance  Company) 

8:30  a.m.  Finance  Committee  Meeting-Breakfast 

Presidential  Suite,  29th  Floor 
Sheraton-Dallas  Hotel 

9:30  a.m.  Revisions  Committee  Meeting 

Presidential  Suite,  29th  Floor 
Sheraton-Dallas  Hotel 

10:00  a.m.  Reference  Committee  Meeting 

Presidential  Suite,  29th  Floor 
Sheraton-Dallas  Hotel 

12  noon  Executive  Board  Luncheon 

Houston  Room 
Sheraton-Dallas  Hotel 

(All  current  and  incoming  State  Officers,  Council 
Women  and  Council  Women-Elect,  State  Committee 
Chairmen  and  Members,  County  Presidents  and 
Presidents-Elect,  and  Past  State  Presidents  invited) 

Mrs.  James  A.  Hallmark,  Fort  Worth, 

President,  presiding 

Invocation  Mrs.  Marvin  P.  Knight,  Dallas 

Welcome  Mrs.  George  V.  Launey,  Dallas, 

Convention  Chairman 
Response  Mrs.  Braswell  Locker,  Brownwood 

Presentation  of  President-Elect 
Introduction  of  Special  Guests 
Introduction  of  Past  Presidents 

Mrs.  Russell  L.  Deter,  El  Paso 

Business: 

Approval  of  Convention  Agenda 


Appointment  of  Reading  Committee: 

Mrs.  George  Crawford,  Beaumont; 
Mrs.  James  H.  Kreimeyer,  Rusk; 
Mrs.  W.  Ray  Hanna,  Sulphur  Springs 
Convention  Rules 
Minutes 

Treasurer’s  Report 
Reading  of  Correspondence 

Mrs.  Frank  B.  Gooch,  Fort  Worth 
Recommendations  of  Officers  and 
Committee  Chairmen 

Announcements  Mrs.  Reuben  H.  Adams, 

Dallas,  Convention  Cochairman 

Adjournment 

2 p.m.  Auxiliary  President’s  Report 

to  TMA  House  of  Delegates 

Grand  Ballroom 
Statler  Hilton  Hotel 
(All  Auxiliary  members  invited) 

7 p.m.  Past  Presidents'  Dinner 

Chaparral  Club 
Southland  Life  Building 
(Past  State  Presidents  only) 


FRIDAY,  MAY  5 

8 a.m. -4  p.m.  Registration  and  Information 

Second  Floor,  North  Concourse 
Sheraton-Dallas  Hotel 

8 a.m. -4  p.m.  Registration  and  Information 

Memorial  Auditorium 

8 a.m. -2:45  p.m.  Hospitality  Room  Open 

London  Club,  Third  Floor 
Sheraton-Dallas  Hotel 
(Courtesy  of  Great  American 
Reserve  Insurance  Co.) 

8:30  a.m. -11:30  a.m.  First  Business  Meeting 

TravisJJoom 
Sheraton-Dallas  Hotel 

Mrs.  James  A.  Hallmark,  Fort  Worth, 

President,  presiding 

Invocation  Mrs.  Douglas  Thompson,  Port  Arthur 
Greetings  Mrs.  Reuben  H.  Adams,  Dallas, 

Convention  Cochairman 

Credo  and  Pledge  (stand) 

Mrs.  Travis  Smith,  Abilene 
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WESTERN  REGION  COUNTY  REPORTS 
District  1 

El  Paso,  Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend), 
Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 

District  2 

Andrews,  Dawson-Lynn-Terry-Gaines-Yoakum  (Five  Coun- 
ties), Ector,  Howard-Martin-Glasscock  (Permian  Basin), 
Midland,  Nolan- Fisher-Mitchell-Scurry-Borden-Kent-Stone- 
wall  (Colorado  Basin) 

District  3 

Armstrong  - Donley  - Childress  - Collingsworth  -Hal  I - Wheeler 
(Greenbelt),  Dallam-Hartley-Sherman-Moore,  Deaf  Smith- 
Parmer-Castro-Oldham-Swisher  (Tierra  Blanca),  Gray-Hans- 
ford  - Hemphill  - Lipscomb  - Robe  rt  s-  Ochiltree  - Hutchinson  - 
Carson  (Top  O'Texas),  Hale-Floyd-Briscoe,  Hardeman-Cot- 
tle-Foard-Motley-Dickens-King,  Lamb-Bailey-Hockley-Coch- 
ran,  Lubbock-Crosby-Garza,  Potter-Randall 

District  4 

Brown-Comanche-Mills-San  Saba,  Coleman,  Crane-Upton- 
Reagan,  Kimble-Mason-Menard-McCulloch,  Runnels,  Tom 
Green-Coke-Crockett-Concho-I  r i o n-Sterling-Sutton-Schleich- 
er  (Tom  Green  Eight) 

SOUTHERN  REGION  COUNTY  REPORTS 
District  5 

Atascosa,  Bexar,  Comal,  Gonzales,  Guadalupe,  Karnes- 
Wilson,  Kerr-Kendall-Gillespie-Bandera,  LaSalle-Frio-Dim- 
mit,  Medina-Uvalde-Maverick-Val  Verde-Edwards-Real-Kin- 
ney-Terrell-Zavala  (Nine  Counties) 

District  6 

Bee-Live  Oak-McMullen,  Brooks-Duval-Jim  Wells,  Cameron- 
Willacy,  Hidalgo-Starr,  Kleberg-Kenedy,  Nueces,  San  Pa- 
tricio-Aransas-Refugio,  Webb-Zapata-Jim  Hogg 

District  7 

Bastrop-Lee,  Caldwell,  Hays-Bianco,  Lampasas-Burnet- 
Llano,  Travis,  Williamson 


12:30  p.m.-2  p.m.  TMA  General  Meeting  Luncheon 

Banquet  Room,  First  Floor 
Memorial  Auditorium 
(Wernher  von  Braun,  Guest  Speaker.  Tickets  avail- 
able at  Auxiliary  and  TMA  Registration  Desks) 

2:30  p.m. -5:30  p.m.  SPECIAL  EVENT 

Tour  of  Quadrangle — site  of  Dallas’ 
newest,  most  unique  specialty  shops 
Sherry  Party — Quadrangle  Patio 
(Tickets,  $2  each,  must  be  purchased  by  Noon  on 
Thursday,  May  4.)  Chartered  buses  will  leave  from 
Memorial  Auditorium  at  2.30  p.m.,  and  from  the 
Sheraton-Dallas  Hotel  at  2:45  p.m.  for  trip  to 
Quadrangle 

7 p.m.  Organization  and  Membership  Dinner 

London  Club,  Third  Floor 
Sheraton-Dallas  Hotel 
(By  invitation) 

Mrs.  James  C.  Price,  Gonzales,  First  Vice-President, 

presiding 

Special  Guest  Speaker — Mrs.  C.  C.  Long,  Ozark, 
Arkansas,  First  Vice-President,  Woman's  Auxiliary 
to  the  American  Medical  Association 

SATURDAY,  MAY  6 

8 a.m.-4  p.m.  Registration  and  Information 

Second  Floor 
Sheraton-Dallas  Hotel 

8 a.m.-4  p.m.  Registration  and  Information 

Memorial  Auditorium 


District  8 

Brazoria,  Colorado-Fayette,  DeWitt-Lavaca,  Galveston,  Vic- 
toria-Calho  un-Goliad,  Wharton-Jackson-  Matagorda  - Fort 
Bend 


EASTERN  REGION  COUNTY  REPORTS 
District  9 

Austin-Grimes-Waller,  Harris,  East  Harris  Chapter,  Mont- 
gomery, Polk-San  Jacinto,  Walker-Madison-Trinity  (Tri 
County),  Washington-Burleson 

District  10 

Angelina,  Hardin-Tyler,  Jasper-Newton-Sabine,  Jefferson: 
Beaumont  Chapter  and  Port  Arthur  Chapter,  Liberty- 
Chambers,  Nacogdoches-San  Augustine,  Orange,  Shelby 


8 a.m.-12  noon  Hospitality  Room  Open 

and  London  Club,  Third  Floor 

2:30  p.m. -4  p.m.  Sheraton-Dallas  Hotel 

(Courtesy  of  Great  American 
Reserve  Insurance  Company) 

8:30  a. m. -11:30  a.m.  Second  Business  Meeting 

Travis  Room 
Sheraton-Dallas  Hotel 

Mrs.  James  A.  Hallmark,  Fort  Worth, 

President,  presiding 

Invocation  Mrs.  York  Lancaster,  Port  Lavaca 


District  11 

Anderson-Leon,  Cherokee,  Freestone,  Henderson,  Houston, 
Panola,  Rusk,  Smith,  Wood 

District  15 

Bowie,  Camp-Morris-Titus,  Cass-Marion,  Gregg,  Harrison, 
Red  River,  Upshur 

NORTHERN  REGION  COUNTY  REPORTS 
District  12 

Bell,  Bosque-Hamilton,  Brazos-Robertson,  Coryell,  Erath- 
Hood-Somervell  (Tri  County),  Falls,  Hill,  Johnson,  Lime- 
stone, McLennan,  Milam,  Navarro 

District  13 

Baylor-Knox-Haskell,  Clay-Montague-Wise,  Eastland-Calla- 
han-Stephens-Shackelford-Throckmorton,  Palo  Pinto-Parker- 
Jack,  Tarrant,  Taylor-Jones,  Wichita-Young-Archer,  Wilbar- 
ger 

District  14 

Collin,  Cooke,  Dallas,  Denton,  Ellis,  Fannin,  Grayson: 
North  and  South,  Hopkins-Franklin,  Hunt-Rockwall-Rains, 
Kaufman,  Lamar-Delta,  Van  Zandt 


President’s  Annual  Report  Mrs.  James  A.  Hallmark, 

Fort  Worth,  President 

Reports  of  Officers,  Council  Women  and  Committee 
Chairmen 

Recommendations  from  Executive  Board 

Election  of  Officers 

Other  Business 

Announcements 

Adjournment 

12  noon-2:30  p.m.  County  Presidents’  and 

Installation  Style  Show  Luncheon 
North  and  South  Ballrooms 
Sheraton-Dallas  Hotel 
Style  show  staged  by  Sanger-Harris,  Dallas 
Seating  at  11:30  a.m.  (Everyone  invited) 

Mrs.  James  A.  Hallmark,  Fort  Worth, 

President,  presiding 
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Invocation  Mrs.  James  H.  Kreimeyer,  Rusk 

Recognition  of  County  Presidents 
Presentation  of  County  Auxiliary  Awards 

Mrs.  William  B.  Allensworth,  Mineral 
Wells,  Chairman,  Awards  Committee 
Courtesy  Resolutions  Mrs.  Scott  Haggard,  Denton 
Installation  of  Officers  Mrs.  E.  W.  Coyle,  San  Antonio 
Presentation  of  Gavel  and  President's  Pin 

Mrs.  James  A.  Hallmark,  Fort  Worth 
Acceptance  of  Gavel  and  President’s  Pin 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio 
Presentation  of  Past  President’s  Pin 

Mrs.  H.  S.  Renshaw,  Fort  Worth 

Style  Show 

Adjournment  of  1966-1967  Convention 

6 p.m.-8  p.m.  TMA  Fraternity  and/or  Alumni 

Parties  and  Banquets 

8:15  p.m.  Concert  conducted  by  members  of 

Dallas  Symphony  Orchestra 

Theater,  Memorial  Auditorium 
(Admittance  by  registration  badge) 

SUNDAY,  MAY  7 

8:30  a. m. -10:30  a.m.  Post-Convention  Executive 

Board  Meeting-Breakfast 

Austin  Room 
Sheraton-Dallas  Hotel 
(By  invitation) 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio, 

President,  presiding 

Invocation  Mrs.  James  C.  Price,  Gonzales 

Introduction  of  TMA  Advisors  to  the  Woman’s 
Auxiliary: 

Walter  Walthall,  M.D.,  San  Antonio,  Chairman 
Robert  D.  Moreton,  M.D.,  Houston 
Appointment  by  President-Elect 
Introduction  of  President-Elect 
Response  of  President-Elect 

Introduction  of  Past  Presidents,  Officers,  County 
Presidents  and  Presidents-Elect,  Council  Women, 
and  Council  Women-Elect 
Introduction  of  Committee  Chairmen 
Business: 

Adoption  of  Budget 

Selection  of  Delegates  to  WAAMA  Convention 
Election  of  Nominating  Committee 
Announcements 
Adjournment 

11:15  a.m. -11:45  a.m.  Memorial  Service 

Embassy  Ballroom 
Statler  Hilton  Hotel 
Charles  E.  VanCleave,  M.D.,  Dallas,  Chairman 
Mrs.  Ralph  A.  Munslow,  San  Antonio,  Cochairman 
Prelude:  O Traurigkeit,  o Herzeleid — Brahms 

J.  B.  Christian,  Jr.,  Dallas 
Invocation  Mrs.  Leonard  B.  Hurt,  Dallas 

Memorial  Address  for  Deceased  Members  of 
Woman's  Auxiliary 

Mrs.  Alvin  Thaggard,  San  Antonio 
Memorial  Address  for  Deceased  Physicians 

Charles  E.  VanCleave,  M.D.,  Dallas 


Solo:  The  Lord’s  Prayer — Malotte 

Bill  Wolford,  Dallas 
Benediction  Warren  M.  Greene,  M.D.,  Dallas 

Postlude:  Larghetta  from  Concerto  # 1 — Handel 

Mr.  Christian 

RELATED  ACTIVITIES 

REGISTRATION:  Your  four  “Dazzling  Days  in  Dallas” 
will  begin  as  you  register  for  the  Convention  at  the 
Sheraton-Dallas  Hotel  (second  floor  by  the  Mosaic 
wall,  please)  or  at  the  Memorial  Auditorium. 

HOSPITALITY:  After  you  have  done  a few  of  the  “100 
Interesting  Things  To  Do  in  Dallas,”  rest,  relax  and 
refresh  in  the  London  Club  (third  floor),  Sheraton- 
Dallas  Hotel.  This  charming  hospitality  room  has  been 
provided  by  Great  American  Reserve  Insurance  Com- 
pany. 

HOUSE  OF  DELEGATES  REPORT:  President  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Association, 
Mrs.  James  A.  Hallmark,  will  make  her  report  of 
Auxiliary  accomplishments  to  the  TMA  House  of  Dele- 
gates in  the  Grand  Ballroom,  Statler  Hilton  Hotel, 
Thursday,  May  4,  at  2 p.m.  You  are  invited! 

TMA  GENERAL  MEETING  LUNCHEON:  We  have  been 
invited  to  attend  the  TMA  luncheon  on  Friday,  May  5, 
12:30  p.m.,  at  the  Memorial  Auditorium.  The  renowned 
Wernher  von  Braun,  guest  speaker,  will  present  “The 
View  Inward  and  Outward  from  Space.” 

In  order  that  we  may  participate  in  TMA’s  Friday 
luncheon,  the  County  Presidents  will  be  honored  on 
Saturday  at  a combined  “County  Presidents’  and  In- 
stallation Style  Show  Luncheon.” 

SPECIAL  EVENT:  Tour  the  quaint,  quixotic  Quadrangle 
— site  of  Dallas’  most  original  specialty  shops — and 
enjoy  a Sherry  Party  honoring  our  State  President, 
Mrs.  James  A.  Hallmark,  on  the  Patio  of  the  Quadran- 
gle. Buses  depart  from  Dallas  Memorial  Auditorium 
at  2:30  p.m.  Friday  and  from  the  Sheraton-Dallas 
Hotel  at  2:45  p.m.  Tour  Tickets:  $2.  Cut-off  time  for 
Tour  Tickets:  Noon,  Thursday. 

SATURDAY  LUNCHEON:  Join  us  at  “Our  Fair  Ladies” 
luncheon.  Honor  the  County  Presidents — see  Awards 
presented — install  the  new  Officers — and  be  thrilled 
by  a Sanger-Harris  style  show  of  the  newest  fashions. 
Seating  at  11:30  a.m.,  Please! 

FRATERNITY  and  ALUMNI  PARTIES  and  BANQUETS: 

Saturday,  6 p.m.  to  8 p.m. 

SPECIAL  FEATURE:  Members  of  the  outstanding  Dallas 
Symphony  Orchestra  will  present  a special  concert  at 
8:15  p.m.,  Saturday,  in  the  Memorial  Auditorium 
Theater,  expressly  for  members  of  the  Texas  Medical 
Association  and  their  families.  Admittance  by  registra- 
tion badge.  Plan  to  attend  this  gala  event! 

POST-CONVENTION  MEETING-BREAKFAST:  This  Sun- 
day morning  event  marks  the  beginning  of  the  Auxil- 
iary’s 50th  year!  All  1967-1968  Executive  Board  mem- 
bers are  expected  to  attend  this  breakfast  meeting. 

MEMORIAL  SERVICE:  Will  be  held  at  11:15  a.m.,  Sun- 
day, in  the  Embassy  Ballroom,  Statler  Hilton  Hotel,  to 
honor  the  memory  of  deceased  physicians  and  phy- 
sicians' wives. 
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SHUTTLE  BUS  SERVICE:  Shuttle  buses  will  provide 
transportation  between  Memorial  Auditorium  and  the 
Headquarters  Hotels  on  Thursday,  Friday,  and  Satur- 
day, through  the  courtesy  of  Texas  Employers'  Insur- 
ance Association.  Posters,  giving  bus  schedules,  will 
be  placed  in  the  lobbies  of  the  Headquarters  Hotels. 

GENERAL  INFORMATION:  Information  concerning  spe- 
cial events,  “100  Things  To  See  and  Do  in  Dallas,” 
and  baby  sitters  may  be  obtained  from  Auxiliary  In- 
formation Desk. 


DALLAS  CONVENTION  COMMITTEE 
CHAIRMEN 


Convention  Chairman 

Convention  Cochairman 

General  Chairmen: 
Business  Meetings 
Registration 


Mrs.  George  V.  Launey 
Mrs.  Reuben  H.  Adams 

Mrs.  W.  C.  Sellman,  Jr. 
Mrs.  Max  H.  Grow 
Mrs.  Edward  S.  Ross 


Tickets 

Finances 

Decorations 

Information 

Hospitality 

Courtesy 

Door  Prizes  and  Pages 
Publicity 


Mrs.  Sam  Alexander 
Mrs.  Harold  Brown 
Mrs.  Bruce  Fallis 
Mrs.  George  N.  Aldredge,  Jr. 
Mrs.  Charles  L.  Bloss 
Mrs.  Dale  J.  Austin 
Mrs.  James  M.  Copps 
Mrs.  Wm.  David  Barnett 


Chairmen  of  Special  Activities: 

Executive  Board  Luncheon  Mrs.  Glenn  Carlson 

Membership  and  Organization  Dinner 

Mrs.  Marvin  P.  Knight 

County  Presidents'  and  Installation  Style  Show 
Luncheon  Mrs.  Henry  M.  Winans,  Jr. 

Mrs.  David  Bond 

Post-Convention  Executive  Board  Meeting-Breakfast 

Mrs.  Robert  Sparkman 
Memorial  Service  Mrs.  Leonard  B.  Hurt 


Quadrangle  Tour 
Past  Presidents’  Dinner 


Mrs.  Perry  C.  Talkington 
Mrs.  Tom  McCrory 
Mrs.  S.  F.  Harrington 


Officers  and  Committees 


Past  Presidents 
Honorary  Life  Presidents 

Mrs.  E.  H.  Cary,  Dallas 
‘Mrs.  S.  C.  Red,  Houston 
•Mrs.  M.  L.  Graves,  Houston 
‘Mrs.  W.  A.  Wood,  Waco 
‘Mrs.  John  O.  McReynolds,  Dallas 
Mrs.  S.  A.  Collom,  Texarkana 
‘Mrs.  E.  V.  DePew,  San  Antonio 
‘Mrs.  H.  B.  Trigg,  Fort  Worth 
‘Mrs.  Joe  Gilbert,  Austin 
•Mrs.  H.  C.  Haden,  Houston 
Mrs.  O.  M.  Marchman,  Dallas 
‘Mrs.  H.  R.  Dudgeon,  Waco 
Mrs.  G.  V.  Brindley,  Temple 
Mrs.  Frank  N.  Haggard,  San  Antonio 
•Mrs.  Preston  Hunt,  Texarkana 
‘Mrs.  S.  D.  Whitten,  Greenville 
‘Mrs.  John  T.  Moore,  Houston 
‘Mrs.  R.  B.  Homan,  El  Paso 
Mrs.  W.  R,  Thompson,  Fort  Worth 
Mrs.  F.  F.  Kirby,  Waco 
•Mrs.  S.  H.  Watson,  Waxahachie 
Mrs.  Scott  C.  Applewhite,  San  Antonio 
Mrs.  William  Hibbitts,  Texarkana 
Mrs.  S.  F.  Harrington,  Dallas 
Mrs.  P.  R.  Denman,  Houston 
Mrs.  A.  B.  Pumphrey,  Fort  Worth 
‘Mrs.  Sam  E.  Thompson,  Kerrville 
‘Mrs.  Charles  B.  Alexander,  San  Antonio 
Mrs.  George  Turner,  El  Paso 
Mrs.  Edward  C.  Ferguson,  Beaumont 
Mrs.  S.  Minter  Hill,  Dallas 
Mrs.  Joseph  B.  Foster,  Houston 
‘Mrs.  William  M.  Gambrell,  Texas  City 
Mrs.  Oscar  W.  Robinson,  Paris 
Mrs.  Robert  Farris  Thompson,  El  Paso 
Mrs.  E.  W.  Coyle,  San  Antonio 
Mrs.  Mark  H.  Latimer.  Houston 
Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas 
Mrs.  Richard  C.  Bellamy,  Liberty 
Mrs.  H.  S.  Renshaw,  Fort  Worth 
Mrs.  John  D.  Gleckler,  Denison 
Mrs.  Haskell  D.  Hatfield,  El  Paso 
Mrs.  Ramsay  H.  Moore,  Dallas 
Mrs.  Garland  G.  Zedler,  Austin 
Mrs.  R.  C.  L.  Robertson,  Houston 
Mrs.  Hamilton  Ford,  La  Marque 
Mrs.  W.  D.  Nicholson,  Lake  Jackson 
Mrs.  Russell  L.  Deter,  El  Paso 

•Deceased 


National  Honorary  Members 

Mrs.  Frank  N.  Haggard,  San  Antonio 
Mrs.  George  Turner,  El  Paso 


Honorary  Life  Members 

Mrs.  H.  Leslie  Moore,  Dallas 
May  Owen,  M.D.,  Fort  Worth 
Mrs.  James  C.  Terrell,  Stephenville 


Officers 


President  Mrs.  James  A.  Hallmark,  Fort  Worth 

President-Elect  Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio 

First  Vice-President  Mrs.  James  C.  Price,  Gonzales 

Western  Regional  Vice-President  (Districts  1,  2,  3,  and  4) 

Mrs.  Braswell  Locker,  Brownwood 
Southern  Regional  Vice-President  (District  5,  6,  7,  and  8) 

Mrs.  York  Lancaster,  Port  Lavaca 
Eastern  Regional  Vice-President  (Districts  9,  10,  11,  and  15) 

Mrs.  James  H.  Kreimeyer,  Rusk 
Northern  Regional  Vice-President  (Districts  12,  13,  and  14) 

Mrs.  W.  Ray  Hanna,  Sulphur  Springs 


Recording  Secretary 
Corresponding  Secretary 
T reasurer 
Publicity  Secretary 
Parliamentarian 


Auxiliary  Staff  Secretary 


Mrs.  Robert  E.  Leslie.  El  Campo 
Mrs.  Frank  B.  Gooch,  Fort  Worth 
Mrs.  Richard  B.  Johns,  Abilene 
Mrs.  John  B.  Bourland,  Dallas 
Mrs.  R.  C.  L.  Robertson,  Houston 
Mrs.  Martha  D.  James,  Austin 


Council  Women 

District  1 
District  2 
District  3 
District  4 
District  5 
District  6 
District  7 
District  8 
District  9 
District  10 
District  11 
District  12 
District  13 
District  14 
District  15 


Mrs.  E.  W.  Schmidt,  Pecos 
Mrs.  Alan  L.  Hays,  Odessa 
Mrs.  Lynn  E.  Hollis,  Borger 
Mrs.  Paul  M.  Wheelis,  Brownwood 
Mrs.  Sam  Nixon,  Floresville 
Mrs.  Carl  Love,  McAllen 
Mrs.  Donald  E.  Pohl,  Austin 
Mrs.  Allan  C.  Shields,  Victoria 
Mrs.  Sam  Barnes,  Trinity 
Mrs.  George  Crawford,  Beaumont 
Mrs.  Herbert  B.  Daniels,  Jr.,  Tyler 
Mrs.  Clarence  S.  Kemp,  Bryan 
Mrs.  Edwin  Goodall,  Breckenridge 
Mrs.  Leo  L.  Fitzgerald,  Plano 
Mrs  Ralph  Crawford,  Longview 
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Standing  Committees 

Advisory:  Mrs.  Russell  L.  Deter,  El  Paso,  Chairman;  Mrs.  W. 
D.  Nicholson,  Lake  Jackson;  Mrs.  Hamilton  Ford,  La 
Marque;  Mrs.  R.  C.  L.  Robertson,  Houston;  Mrs.  G.  G. 
Zedler,  Austin 

Awards:  Mrs.  Wm.  B.  Allensworth,  Mineral  Wells,  Chairman; 
Mrs.  T.  Wade  Hedrick,  Abilene;  Mrs.  O.  E.  Harper,  Abilene; 
Mrs.  Warren  W.  Binion,  Fort  Worth;  Mrs.  William  A.  O’Quinn, 
Mineral  Wells 

Civil  Defense  (Disaster  Preparedness):  Mrs.  B.  B.  Trotter, 
Abilene,  Chairman;  Mrs.  Robert  L.  Carr,  Lubbock,  Co- 
chairman;  Mrs.  Melvin  Marx,  Clarksville,  Eastern  Region; 
Mrs.  Jorge  H.  Trevino,  McAllen,  Southern  Region 

Convention:  Mrs.  George  V.  Launey,  Dallas,  Chairman;  Mrs. 
Reuben  H.  Adams,  Dallas,  Cochairman 

Courtesy  Resolutions:  Mrs.  William  M.  Center,  San  Antonio, 
Chairman;  Mrs.  Scott  Haggard,  Denton,  Cochairman 

Finance:  Mrs.  G.  G.  Zedler,  Austin,  Chairman;  Mrs.  Richard 
B.  Johns,  Abilene;  Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio; 
Mrs.  Russell  L.  Deter,  El  Paso;  Mrs.  Jack  D.  Gerdes, 
Houston 

Historical:  Mrs.  Has.kell  D.  Hatfield,  El  Paso,  Chairman 

Legislative:  Mrs.  Walter  H.  Patton,  Dallas,  Chairman;  Mrs. 
Jesse  E.  Thompson,  Dallas,  Cochairman;  Mrs.  William  M 
Hibbitts,  Dallas,  Northern  Region;  Mrs.  John  C.  Koch,  Luf- 
kin, and  Mrs.  Marion  Johnson,  Houston,  Eastern  Region; 
Mrs.  Gus  F.  Eckhardt,  San  Angelo,  and  Mrs.  John  W 
O'Banion,  Jr.,  Snyder,  Western  Region;  Mrs.  L.  Bonham 
Jones,  San  Antonio,  and  Mrs.  Meyer  Kurzner,  Corpus  Christi, 
Southern  Region 

Memorial  Service:  Mrs.  Ralph  Munslow,  San  Antonio,  Chairman 

Mental  Health:  Mrs.  Eugene  C.  McDanald,  La  Marque,  Chair- 
man 

News  Letter:  Mrs.  Robert  G.  Farris,  Austin,  Editor;  Mrs.  V.  C. 
Smart,  Jr.,  Austin,  Coeditor;  Mrs.  Douglas  Terry,  Austin, 
Art  Editor;  Mrs.  John  Bourland,  Dallas,  Publicity  Secretary 

Nominating:  Mrs.  Russell  L.  Deter,  El  Paso,  Chairman;  Mrs. 
G.  G.  Zedler,  Austin;  Mrs.  Mark  H.  Latimer,  Houston;  Mrs. 
Phillip  L.  Day,  San  Antonio;  Mrs.  Robert  J.  Rowe,  Dallas; 
Mrs.  Joe  R.  Donaldson,  Pampa;  Mrs.  J.  Collier  Rucker, 
Jacksonville 

Organization  and  Membership:  Mrs.  James  C.  Price,  Gon- 
zales, Chairman;  Mrs.  Braswell  Locker,  Brownwood;  Mrs. 
York  Lancaster,  Port  Lavaca;  Mrs.  James  H.  Kreimeyer, 
Rusk;  Mrs.  W.  Ray  Hanna,  Sulphur  Springs 

Philanthropic  Funds: 

AMA-ERF:  Mrs.  W.  O.  White,  Austin,  Chairman;  Mrs.  Richard 
J.  Alexander,  Austin,  Cochairman;  Mrs.  T.  J.  Archer, 
Austin;  Mrs.  Joe  Scott  Lancaster,  Austin;  Mrs.  Hardy  E. 
Thompson,  Jr.,  Austin;  Mrs.  A.  O,  Severance,  San  Antonio, 
Southern  Region;  Mrs.  James  H.  Thomas,  Texarkana, 
Eastern  Region;  Mrs.  Paul  R.  Ramey,  Fort  Worth,  Northern 
Region 

Library  Fund:  Mrs.  Albert  F.  Vickers,  Austin,  Chairman; 
Mrs.  Sam  N.  Key,  Jr.,  Austin,  Cochairman 

Memorial  Fund:  Mrs.  T.  H.  Obenchain,  Jr.,  Dallas,  Chairman; 
Mrs.  Sydney  S.  Baird,  Dallas,  Cochairman;  Mrs.  Paul  H. 
Mitchell,  Austin 

Student  Loan  Fund:  Mrs.  Lynn  L.  Bourdon,  Houston,  Chair- 
man; Mrs.  William  M.  Sherrill,  Houston,  Cochairman;  Mrs. 
Martin  L.  Towler,  Galveston;  Mrs.  Robert  Sparkman,  Dal- 
las; Mrs.  Brad  Oxford,  San  Antonio 

Program  (Workbook):  Mrs.  W.  V.  Bradshaw,  Jr.,  Fort  Worth, 
Chairman;  Mrs.  James  D.  Murphy,  Fort  Worth,  Cochairman; 
Mrs.  Ivan  Readinger,  Fort  Worth 

Public  Relations  (Community  Service):  Mrs.  Marvin  P.  Knight, 
Dallas,  Chairman;  Mrs.  W.  C.  Sellman,  Jr.,  Dallas,  Northern 
Region;  Mrs.  J.  J.  Hinchley,  San  Antonio,  Southern  Region; 
Mrs.  J.  N.  Tucker,  Houston,  Eastern  Region 

Recruitment:  Mrs.  Grover  L.  Bynum,  Austin,  Chairman;  Mrs. 
F.  Murphy  Nelson,  Austin,  TAFN  Convention  Chairman;  Mrs. 
Willis  J.  Bray,  Jr.,  Abilene,  Northern  Region;  Mrs.  Walter  C. 


Barnes,  Texarkana,  Eastern  Region;  Mrs.  Ralph  A.  Munslow, 
San  Antonio,  Southern  Region 

Reference:  Mrs.  William  Hibbitts,  Texarkana,  Chairman;  Mrs. 
W.  D.  Nicholson,  Lake  Jackson;  Mrs.  Sidney  Bohls,  Austin 

Research  and  Romance  of  Medicine:  Mrs.  Oscar  W.  Robinson, 
Paris,  Chairman 

Revisions:  Mrs.  Ramsay  H.  Moore,  Dallas,  Chairman;  Mrs.  Hal 
V.  Norgaard,  Denton;  Mrs.  John  D.  Gleckler,  Denison. 

Safety:  Mrs.  Phillip  L.  Day,  San  Antonio,  Chairman;  Mrs.  B.  B. 
Markette,  San  Antonio,  Cochairman;  Mrs.  Owen  Berg,  Wich- 
ita Falls 

School  of  Instruction:  Mrs.  O.  P.  Griffin,  Fort  Worth,  Chair- 
man; Mrs.  F.  Murphy  Nelson,  Austin,  Cochairman;  Mrs. 
Walter  S.  Moore,  Austin 

Special  Committees 

Doctors’  Day:  Mrs.  Robert  D Moreton,  Houston,  Chairman; 
Mrs.  George  Ehni,  Houston;  Mrs.  Vincent  R.  Ravel,  El  Paso; 
Mrs.  David  Allen,  Wichita  Falls;  Mrs.  Joe  Gardner,  Corpus 
Christi 

International  Health  Activities:  Mrs.  Thomas  P.  Shearer,  Hous- 
ton, Chairman;  Mrs.  Elmer  Heimbigner,  Lake  Jackson,  Co- 
chairman;  Mrs.  Robert  Campbell,  Corsicana;  Mrs.  Roy 
Lombardo,  Beaumont;  Mrs.  Shelby  King,  Fabens;  Mrs.  F.  F. 
Rogers,  Corpus  Christi;  Mrs.  Edmund  M.  Fountain,  Houston 

Medicine  and  Religion:  Mrs.  Roy  Kemper,  Coleman,  Chairman; 
Mrs.  Charles  Tanner,  Beaumont,  Eastern  Region;  Mrs.  Clyde 
Morgan,  Abilene,  Northern  Region;  Mrs.  Harry  Claypool, 
Kerrville,  Southern  Region;  Mrs.  Glenn  Ricks,  Brady,  Western 
Region 

Physicians  Benevolent  Fund:  Mrs.  Van  Doren  Goodall,  Clifton, 
Chairman;  Mrs.  Horace  H.  Trippet,  Waco,  Cochairman;  Mrs. 
Joe  R.  Donaldson,  Pampa 

Rural  Health:  Mrs.  Ray  V.  Brasher,  Comfort,  Chairman;  Mrs. 
Clarence  E.  Gilmore,  Paris,  Northern  Region;  Mrs.  Jesse  M. 
DeWare,  III,  Jefferson,  Eastern  Region;  Mrs.  Glenn  H.  Ricks, 
Brady,  Western  Region 

Science  Fair:  Mrs.  Andrew  Goesl,  Texarkana,  Chairman 

Senior  Citizens:  Mrs.  Philip  T.  Weisbach,  Beaumont,  Chair- 
man; Mrs.  Albert  W.  Harrison,  Beaumont,  Cochairman 

Special  Advisor  to  the  President:  Mrs.  H.  S.  Renshaw,  Fort 
Worth 

TMA  Advisory  Committee:  Robert  D.  Moreton,  M.D.,  Houston, 
Chairman;  Gray  E,  Carpenter,  M.D.,  El  Paso;  Walter  Walthall, 
M.D.,  San  Antonio 

County  Presidents 

DISTRICT  1 

El  Paso  Mrs.  Vincent  M.  Ravel,  El  Paso 

Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend) 

Mrs.  John  Pate,  Alpine 

Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 

Mrs.  W.  H.  McClure,  Kermit 

DISTRICT  2 

Andrews  Mrs.  Z.  W.  Hutcheson,  Andrews 

Dawson-Lynn-Terry-Gaines-Yoakum  (Five  Counties) 

Mrs.  John  P.  Puckett,  Lamesa 
Ector  Mrs.  Stuart  Mason,  Odessa 

Ho  ward- Mart  in-Glasscock  (Permian  Basin) 

Midland  Mrs.  Martin  Boone,  Midland 

Nolan-Fisher-Mitchell-Scurry-Borden-Kent-Stonewall 

(Colorado  Basin)  Mrs.  Francis  Hood,  Sweetwater 

DISTRICT  3 

Armstrong-Donley-Childress-Col  I ingsworth-H  all-Wheeler 
(Greenbelt) 

Dallam-Hartley-Sherman-Moore  Mrs.  Byron  W.  Wright,  Dumas 
Deaf  Smith- Pa rmer-Castro-Oldham-Swisher  (Tierra  Blanca) 

Mrs.  Fred  V.  Richards,  Tulia 
Gray-Hansford-Hemphill-Lipscomb-Roberts-Ochiltree- 

Hutchinson-Carson  (Top  O’Texas)  Mrs.  Ray  Hampton,  Pampa 
Hale-Floyd-Briscoe  Mrs.  Guy  B.  Kindred,  Plainview 

Hardeman-Cottle-Foard-Motley-Dickens-King 
Lamb-Bailey-Hockley-Cochran 
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Lubbock-Crosby-Garza  Mrs.  Richard  Cole,  Lubbock 

Potter-Randall  Mrs.  Edward  F.  Thomas,  Amarillo 


DISTRICT  4 

Brown-Comanche-Mills-San  Saba 

Mrs.  Rogers  K.  Coleman,  Brownwood 
Coleman  Mrs.  M.  D.  Mann,  Coleman 

Crane- Upton- Reagan 

Kimble-Mason-Menard-McCulloch  Mrs.  Glenn  H.  Ricks,  Brady 
Runnels 

Tom  Green-Coke-Crockett-Concho-lrion-Sterling-Sutton 

Schleicher  (Tom  Green  Eight)  Mrs.  W.  C.  Mieher,  San  Angelo 

DISTRICT  5 

Atascosa 

Bexar  Mrs.  Paul  Klinger,  San  Antonio 

Comal 

Gonzales  Mrs.  James  C.  Price,  Gonzales 

Guadalupe  Mrs.  D.  K.  Wilson,  Seguin 

Karnes-Wilson 

Kerr-Kendall-Gillespie-Bandera 

Mrs.  Charles  C.  Jones,  Jr.,  Kerrville 

LaSalle- Frio- Dimmit 

Medina-Uvalde-Maverick-Val  Verde-Ed  wards -Rea  I- 
Kinney-Terrell-Zavala  (Nine  Counties) 


DISTRICT  6 

Bee-Live  Oak-McMullen 
Brooks-Duval-Jim  Wells 

Cameron-Willacy  Mrs.  Lee  Works,  Brownsville 

Hidalgo-Starr  Mrs.  Sheridan  P.  Evans,  McAllen 

Kleberg-Kenedy  Mrs.  William  E.  Foster,  Kingsville 

Nueces  Mrs.  D.  C.  Bernwanger,  Corpus  Christi 

San  Patricio-Aransas-Refugio 

Webb-Zapata-Jim  Hogg  Mrs.  E.  M.  Longoria,  Laredo 


DISTRICT  7 

Bastro  p-Lee 

Caldwell 

Hays-Bianco 

Lam  pasas-Burnet- Llano 

Travis 

Williamson 


Mrs.  E.  R.  Foster,  Elgin 
Mrs.  C.  W.  Scheib,  San  Marcos 
Mrs.  F.  Murphy  Nelson,  Austin 


Port  Arthur  Chapter  Mrs.  D.  J.  Thompson,  Port  Arthur 

Liberty-Chambers  Mrs.  A.  L.  Delaney,  Liberty 

Nacogdoches-San  Augustine 

Mrs.  Charles  Coussons,  Nacogdoches 
Orange  Mrs.  William  Bryant,  Orange 

Shelby 


DISTRICT  11 

Anderson-Leon 

Cherokee 

Freestone 

Henderson 

Houston 

Panola 

Rusk 

Smith 

Wood 


Mrs.  R.  B.  Bell,  Palestine 
Mrs.  E.  Lamar  Mahon,  Jacksonville 

Mrs.  Joe  Ed  Smith,  Athens 


Mrs.  Harold  Springfield,  Henderson 


DISTRICT  12 

Bell  Mrs.  Tom  C.  Denson,  Temple 

Bosque-Hamilton  Mrs.  Don  L.  McCord,  Hamilton 

Brazos-Robertson  Mrs.  James  1.  Lindsay,  Bryan 

Coryell 

Erath-Hood-Somervell  (Tri  County) 

Mrs.  R.  D.  English,  Glen  Rose 

Falls 

Hill 

Johnson 

Limestone 

McLennan  Mrs.  James  H.  Scruggs,  Waco 

Milam 

Navarro  Mrs.  Charles  Brown,  Corsicana 


DISTRICT  13 

Baylor-Knox-Haskell 

Clay-Montague-Wise 

Eastland-Callahan-Stephens-Shackelfo  rd-Throckmorton 

Mrs.  Luther  R.  Gohlke,  Ranger 
Palo  Pinto-Parker-Jack  Mrs.  Buerk  Williams,  Weatherford 

Tarrant  Mrs.  Thomas  L.  Shields,  Fort  Worth 

Taylor-Jones  Mrs.  James  P.  Chapel,  Abilene 

Wichita-Young-Archer  Mrs.  Owen  C.  Berg,  Wichita  Falls 

Wilbarger  Mrs.  Wm.  C.  Coleman,  Vernon 


DISTRICT  8 

Brazoria 

Colorado-Fayette 
DeWitt-Lavaca 
Galveston 

Victoria-Calhoun-Goliad 


Wharton-Jackson-Matagorda-Fort  Bend 

Mrs.  H.  M. 


Mrs.  Gerald  F.  Perryman,  Sr.,  Freeport 
Mrs.  Henry  C.  Paine,  La  Grange 
Mrs.  David  Watson,  Yoakum 
Mrs.  Paul  Cunningham,  Galveston 
Mrs.  R.  A.  Stevenson,  Victoria 


Northington,  Wharton 


DISTRICT  9 

Austin-Grimes-Waller 

Harris  Mrs.  Richard  G.  Martin,  Houston 

East  Harris  Chapter  Mrs.  John  H.  Andrews,  Baytown 

Montgomery 
Polk-San  Jacinto 

Walker-Madison-Trinity  (Tri  County) 

Washington-Burleson  Mrs.  H.  0.  Hodde,  Brenham 


DISTRICT  14 

Collin 

Cooke 

Dallas 

Denton 

Ellis 

Fannin 

Grayson: 

North 

South 

Hopkins-Franklin 
Hunt-Rockwa  1 1-Rains 
Kaufman 
Lamar-Delta 
Van  Zandt 


Mrs.  Donald  Klein,  Plano 
Mrs.  Robert  L.  McLeroy,  Gainesville 
Mrs.  George  V.  Launey,  Dallas 
Mrs.  James  H.  Jones,  Denton 
Mrs.  R.  N.  McLean,  Waxahachie 


Mrs.  Wayne  Delaney,  Denison 
Mrs.  G.  R.  Stephens,  Jr.,  Sherman 
Mrs.  Claude  Reynolds,  Sulphur  Springs 
Mrs.  John  C.  Vallancey,  Greenville 

Mrs.  D.  R.  Lewis,  Paris 


DISTRICT  15 


DISTRICT  10 

Angelina 
Hardin-Tyler 
Jasper- Newton-Sa  bine 
Jefferson: 

Beaumont  Chapter 


Mrs.  George  Thannisch,  Lufkin 
Mrs.  Claude  Mattingly,  Jasper 
Mrs.  H.  B.  Barr,  Beaumont 


Bowie 

Camp-Mo  rris-Titus 

Cass-Marion 

Gregg 

Harrison 

Red  River 

Upshur 


Mrs.  Charles  C.  Stuart,  Texarkana 
Mrs.  R.  L.  Hardman,  Mount  Pleasant 
Mrs.  H.  W.  Garrett,  Jr.,  Linden 
Mrs.  D.  D.  McDonald,  Longview 
Mrs.  Robert  L.  Koenig,  Marshall 
Mrs.  James  L.  Wright,  Clarksville 


P-72 


TEXAS  MEDICINE 


TMA  Officers,  Councils,  & Committees,  1966-1967 


OFFICERS 

James  D.  Murphy,  President,  Fort  Worth 
Howard  R.  Dudgeon,  Jr.,  President-Elect,  Waco 
John  K.  Glen,  Vice  President,  Houston 
E.  A.  Rowley,  Secretary,  Amarillo  (1968) 

C.  Lincoln  Williston,  Executive  Secretary,  Austin 
Howard  O.  Smith,  Treasurer,  Marlin  (1968) 

Charles  Max  Cole,  Speaker  of  the  House  of  Dele- 
gates, Dallas 

Wendell  H.  Hamrick,  Vice  Speaker  of  the  House 
of  Delegates,  Houston 


BOARDS,  COUNCILS,  AND  COMMITTEES 

BOARD  OF  TRUSTEES 

Byron  P.  York,  Chairman,  Houston  (1968) 

Elliott  Mendenhall,  Vice  Chairman,  Dallas  (1970) 
John  M.  Smith,  Jr.,  Secretary,  San  Antonio  (1971) 
C.  P.  Hardwicke,  Austin  (1971) 

James  A.  Hallmark,  Fort  Worth  (1967) 

C.  E.  Willingham,  Tyler  (1969) 

N.  L.  Baker,  Paris  (1969) 

Committee  on  Physicians  Benevolent  Fund  (standing) 
Travis  Smith,  Chairman,  Abilene  (1968) 

Denton  Kerr,  Houston  (1968) 

Charles  L.  Gary,  Jr.,  Corsicana  (1967) 

James  M.  Brown,  Marlin  (1967) 

William  Lacey  Smith,  San  Angelo  (1969) 

Choice  B.  Matthews,  Kerrville  (1969) 

Ralph  C.  Crawford,  Longview  (1967) 

C.  A.  Rush,  Jr.,  Fort  Worth  (1969) 

C.  K.  Landrum,  McAllen  (1968) 

Committee  on  Medical  History  (standing) 

G.  V.  Brindley,  Sr.,  Chairman,  Temple  (1968) 

W.  D.  Thames,  Jr.,  Vice  Chairman,  Lufkin  (1968) 
William  M.  Crawford,  Fort  Worth  (1968) 

Morris  Polsky,  Austin  (1967) 

Lyman  Blair,  Houston  (1969) 

Joe  C.  Rude,  Austin  (1969) 

Herbert  Donnell,  Waxahachie  (1967) 

H.  Irving  Schweppe,  Jr.,  Houston  (1967) 

Vacancy  (1969) 

L.  H.  Reeves,  Fort  Worth  (Emeritus  Member) 

Advisory  Committee  to  the  Woman's  Auxiliary 

(standing) 

Robert  D.  Moreton,  Chairman,  Houston  (1968) 
Gray  E.  Carpenter,  El  Paso  (1967) 

Walter  Walthall,  San  Antonio  (1969) 

BOARD  OF  COUNCILORS 
First  District 

Russell  Holt,  El  Paso  (1967) 

John  C.  Hundley,  Fort  Stockton,  Vice  Councilor 

[NOTE:  This  Roster  was  last  published  in  the  1966  Handbook 
for  Delegates] 


Second  District 

A.  H.  Daniell,  Brownfield  (1969) 

T.  D.  Young,  Sweetwater,  Vice  Councilor 

Third  District 

James  G.  Morris,  Lubbock  (1968) 

Charles  R.  Nester,  Canyon,  Vice  Councilor 

Fourth  District 

S.  Braswell  Locker,  Brownwood  (1967) 

Gus  F.  Eckhardt,  San  Angelo,  Vice  Councilor 

Fifth  District 

Walter  Walthall,  San  Antonio  (1968),  Chairman 
George  H.  Herrmann,  Del  Rio,  Vice  Councilor 

Sixth  District 

Harold  E.  Griffin,  Corpus  Christi  (1968) 

Vacancy 

Seventh  District 

Jay  J.  Johns,  Taylor  (1969) 

Ray  L.  Shepperd,  Burnet,  Vice  Councilor 

Eighth  District 

Stanley  E.  Thompson,  Richmond  (1969) 

Paul  J.  Cunningham,  Galveston,  Vice  Councilor 

Ninth  District 

James  H.  Sammons,  Baytown  (1969),  Vice  Chair- 
man 

Haden  E.  McKay,  Humble,  Vice  Councilor 

Tenth  District 

Paul  R.  Meyer,  Port  Arthur  (1969) 

George  E.  Thannisch,  Lufkin,  Vice  Councilor 
Eleventh  District 

R.  H.  Bell,  Palestine  (1967) 

J.  Collier  Rucker,  Jacksonville,  Vice  Councilor 

Twelfth  District 

Dick  K.  Cason,  Hillsboro  (1968),  Secretary 
Woodrow  M.  Avent,  Waco,  Vice  Councilor 

Thirteenth  District 

Charles  B.  Dryden,  Jr.,  Wichita  Falls  (1967) 

Drue  O.  D.  Ware,  Fort  Worth,  Vice  Councilor 
Fourteenth  District 

B.  E.  Park,  Dallas  (1967) 

Horace  A Baker,  Wills  Point,  Vice  Councilor 

Fifteenth  District 

Walter  C.  Barnes,  Texarkana  (1968) 

William  A.  King,  Naples,  Vice  Councilor 

Committee  on  Contract  Medicine  (standing) 

E.  Peter  Garber,  Chairman,  Galveston  (1967) 

R.  B.  Johns,  Abilene  (1967) 

Hugh  L.  Wolfe,  San  Antonio  (1967) 

Sanford  Glanz,  Corpus  Christi  (1969) 

James  F.  Fitch,  McAllen  (1968) 

Sterling  H.  Fly,  Jr.,  Uvalde  (1969) 

Ivan  J.  Barber,  Jr.,  Hitchcock  (1968) 

Eleanor  S.  Irvine,  Wichita  Falls  (1968) 

Robert  K.  Blair,  Houston  (1969)1 

1.  Appointed  to  replace  H.  W.  Kilpatrick,  III.  Baytown,  who 
had  served  three  terms. 


Volume  63,  March,  1967 


P-73 


Committee  on  Liaison  with  State  Bar  of  Texas 

(standing) 

Jesson  L.  Stowe,  Chairman,  El  Paso  (1968) 

John  W.  Griffin,  Port  Lavaca  (1969) 

John  L.  Dean,  Jr.,  Crockett  (1967) 

Walter  F.  Speakman,  Wichita  Falls  (1967) 

Arthur  C.  Ressmann,  San  Antonio  (1969) 

Norris  E.  Holt,  Athens  (1968) 

Euell  W.  Crisp,  Jr.,  Alice  (1967) 

William  A.  Wilson,  Galveston  (1969) 

Vacancy  (1968)2 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Councilors 
Chairman,  Board  of  Trustees 

Chairman,  Council  on  Medical  Service  and  Insur- 
ance 

Chairman,  Council  on  Medical  Jurisprudence 
Chairman,  Council  on  Public  Relations  and  Public 
Service 

DELEGATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION  AND  ALTERNATES 

(Terms  expire  on  Dec.  31  of  the  year  indicated) 

Harvey  Renger,  Chairman,  Hallettsville  (1968) 
Haden  E.  McKay,  Humble,  Alternate2 3 4 
James  H.  Sammons,  Vice  Chairman,  Baytown 
(1968)4 

N.  L.  Barker,  Paris,  Alternate 
J.  L.  Cochran,  San  Antonio  (1967) 

George  Turner,  El  Paso,  Alternate 
G.  W.  Cleveland,  Austin  (1968) 

Floyd  A.  Norman,  Dallas,  Alternate 
John  L.  Otto,  Galveston  (1968) 

E.  P.  Hall,  Jr.,  Fort  Worth,  Alternate 
T.  C.  Terrell,  Fort  Worth  (1967) 

Denton  Kerr,  Houston,  Alternate 
M.  0.  Rouse,  Dallas  (1967) 

R.  D.  Moreton,  Houston,  Alternate 
J.  C.  Terrell,  Stephenville  (1967) 

Walter  Walthall,  San  Antonio,  Alternate 
R.  W.  Kimbro,  Cleburne  (1967) 

J.  E.  Miller,  Dallas,  Alternate 

EXECUTIVE  BOARD 

Ex  Officio:  President,  Vice  President,  President- 
Elect,  Secretary,  Treasurer,  Speaker  of  the  House  of 
Delegates,  Vice  Speaker  of  the  House  of  Delegates, 
Trustees,  Councilors,  Texas  Delegates  and  Alternate 
Delegates  to  the  AMA,  Council  on  Medical  Jurispru- 
dence, Chairmen  of  Councils. 


COUNCIL  ON  ANNUAL  SESSION 

Herman  C.  Sehested,  Chairman,  Fort  Worth  (1967) 
John  Meadows,  Jr.,  San  Antonio  (1968) 

Dennis  M.  Voulgaris,  Wharton  (1969) 

John  W.  Chriss,  Corpus  Christi  (1969) 

Alice  Smith,  Dallas  (1968) 

O.  A.  Fly,  Jr.,  Houston  (1969) 

Guy  T.  Denton,  Jr.,  Dallas  (1967) 

2.  Vacancy  created  by  resignation  of  Mylie  E.  Durham,  Jr., 
Houston. 

3.  Elected  April  17,  1966,  to  replace  James  H.  Sammons, 
Baytown,  who  was  elected  a Delegate. 

4.  Elected  April  17,  1966,  to  replace  John  K.  Glen,  Houston, 

who  chose  not  to  be  a candidate  for  another  term. 


Committee  on  General  Arrangements  for  Annual 
Session  (special) 

Don  G.  Harrel,  Chairman,  Dallas 

L.  S.  Thompson,  Jr.,  Vice  Chairman,  Dallas 

Reuben  Adams,  Dallas 

David  Vanderpool,  Dallas 

Walter  Patton,  Dallas 

Guy  K.  Driggs,  Dallas 

Robert  K.  Portman,  Dallas 

Elgin  W.  Ware,  Jr.,  Dallas 

C.  E.  Van  Cleave,  Jr.,  Dallas 

P.  E.  Luecke,  Jr.,  Dallas 

Fred  J.  Bonte,  Dallas 

John  Stack,  Mesquite 

Albert  0.  Loiselle,  Dallas 

Robert  Romero,  Dallas 

Halcuit  Moore,  Dallas 

Alice  Smith,  Dallas 

Vernie  A.  Stembridge,  Dallas 

Committee  on  Scientific  Exhibits  (standing) 

Jasper  H.  Arnold,  Chairman,  Houston  (1967) 

John  A.  Welty,  Harlingen  (1968) 

Charles  C.  Jones,  Jr.,  Kerrville  (1968) 

Walter  Long,  Austin  (1967) 

Nathan  Cedars,  Stephenville  (1969) 

W.  L.  Carrington,  Mexia  (1967) 

Don  C.  Spencer,  Texarkana  (1969) 

P.  W.  Voltz,  Jr.,  San  Antonio  (1969) 

Vacancy  (1968)5 

Committee  on  Technical  Exhibits  (special) 

Harvey  Bell,  Palestine 
Alice  Smith,  Dallas 

COUNCIL  ON  CONSTITUTION  AND  BY-LAWS 

J.  T.  Billups,  Chairman,  Houston  (1967) 

Stephen  R.  Lewis,  Galveston  (1968) 

George  M.  Jones,  Dallas  (1967) 

Jack  B.  Lee,  San  Antonio  (1969) 

Robert  Mayo  Tenery,  Waxahachie  (1969) 

Milton  V.  Davis,  Dallas  (1968) 

Eugene  L.  Slataper,  Houston  (1969) 

(Ex  officio  members:  Speaker  and  Vice  Speaker  of 
the  House  of  Delegates.) 

COUNCIL  ON  MEDICAL  EDUCATION  AND  HOSPITALS 

G.  V.  Brindley,  Jr.,  Chairman,  Temple  (1968) 

John  W.  Lanius,  Dallas  (1968) 

A.  J.  Gill,  Dallas  (1967) 

Weldon  G.  Kolb,  La  Marque  (1969) 

Bryan  V.  Williams,  Houston  (1967) 

Jack  M.  Partain,  San  Antonio  (1968) 

J.  G.  Rodarte,  Temple  (1969)6 

Committee  for  AMA  Education  and  Research 
Foundation  (standing) 

Herbert  A.  Bailey,  Chairman,  Dallas  (1967) 

Edward  S.  Crocker,  Houston  (1968) 

E.  M.  Addison,  Huntsville  (1968) 

Douglas  B.  Black,  Lamesa  (1968) 

H.  E.  Whigham,  McAllen  (1967) 

Nelson  L.  Schiller,  Austin  (1967) 

Cecil  M.  French,  San  Angelo  (1969)' 

5.  Vacancy  created  by  resignation  of  J.  Frank  Beall,  Nacog- 
doches, February,  1967. 

6.  Appointed  April  17,  1966,  to  replace  M.  H.  Crabb,  Fort 
Worth,  who  had  served  three  terms. 

7.  Appointed  to  replace  J.  C.  Terrell,  Stephenville,  who  had 
served  three  terms. 
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Webb  DeTar,  Victoria  (1969) 

Vacancy  (1969) 

Committee  on  Medical  Careers  (standing) 

John  Bonnet,  Chairman,  Temple  (1967) 

Durwood  E.  Neal,  Fort  Worth  (1968) 

Gordon  Black,  El  Paso  (1969) 

Margie  B.  Peschel,  Fort  Worth  (1967)s 
Winton  L.  Coleman,  Victoria  (1968) 

Maurice  E.  Dyer,  Amarillo  (1968) 

D.  D.  Moore,  Beaumont  (1967) 

Russell  L.  Deter,  El  Paso  (1969) 

Vacancy  (1969) 

May  Owen,  Fort  Worth  (Emeritus  Member) 

Committee  on  Liaison  with  Medical  Schools  (standing) 
L.  Bonham  Jones,  Chairman,  San  Antonio  (1969) 
Frank  Harrison,  Dallas  (1969) 

May  Owen,  Fort  Worth  (1967) 

Henry  Renfert,  Jr.,  Austin  (1967) 

Charles  W.  Yates,  Rosenberg  (1967) 

William  D.  Nicholson,  Freeport  (1968) 

D.  Shelton  Blair,  Dallas  (1968) 

G.  S.  Ahern,  Corpus  Christi  (1968) 

W.  W.  Goldman,  Jr.,  Arlington  (1969) 

F.  C.  Pannill,  San  Antonio  (Consultant) 

A.  J.  Gill,  Dallas  (Consultant) 

William  J.  McGanity,  Galveston  (Consultant) 

James  R.  Schofield,  Houston  (Consultant) 

Committee  on  Hospital  Accreditation  (standing) 

Ray  L.  Shepperd,  Chairman,  Burnet  (1969) 

Hugh  F.  Rives,  Jacksonville  (1967) 

R.  E.  Speegle,  Garland  (1967) 

William  F.  Ross,  San  Benito  (1969) 

Drue  O.  D.  Ware,  Fort  Worth  (1967) 

Roy  S.  Bucy,  Linden  (1968) 

A.  F.  Herff,  Jr.,  San  Antonio  (1968) 

James  L.  Robins,  Plainview  (1968) 

Vacancy  (1969) 

Committee  on  Nursing  Home  Accreditation  (special) 
Lloyd  J.  Gregory,  Jr.,  Chairman,  Houston 
Ralph  L.  Coffelt,  Waco 
Arvil  Ponton,  Alpine 
Marshall  D.  Turnbull,  Abilene 
Rider  E.  Stockdale,  Jr.,  Jasper 
Bernard  Rosen,  Corsicana 
Donald  H.  Brandt,  Denison 
Richard  C.  Douglas,  Lubbock 
David  J.  Pillow,  Fort  Worth 

Committee  on  Nursing  (standing) 

E.  Russell  Hayes,  Chairman,  Dallas  (1968) 

William  D.  Seybold,  Houston  (1967) 

Thomas  J.  Coleman,  Fort  Worth  (1969) 

Emmett  N.  Wilson,  Jr.,  Pearsall  (1967) 

Robert  W.  Grace,  Dallas  (1968) 

Merle  W.  Delmer,  San  Antonio  (1969) 

Virginia  H.  Boyd,  Abilene  (1967) 

Marvin  C.  Schlecte,  Lubbock  (1969) 

William  J.  Powell,  Richardson  (1968)9 
Max  E.  Johnson,  San  Antonio  (ex  officio) 

COUNCIL  ON  MEDICAL  JURISPRUDENCE 

Joe  T.  Nelson,  Chairman,  Weatherford  (1968) 

8.  Appointed  to  replace  Walter  A.  Brooks,  Quanah,  who  was 
elected  to  a council. 

9.  Appointed  to  replace  Robert  W.  Shirey,  Hillsboro,  who 
resigned  September,  1966. 


Haden  E.  McKay,  Humble  (1967) 

Robert  L.  Daily,  Wichita  Falls  (1969) 

Courtney  M.  Townsend,  Paris  (1969) 

Doyle  W.  Ferguson,  Dallas  (1967) 

Max  E.  Johnson,  San  Antonio  (1968) 

Daniel  B.  Powell,  Jr.,  Austin  (1969) 

Committee  on  Military  and  Veterans  Affairs  (standing) 
James  C.  Whittington,  Chairman,  Fort  Worth  (1967) 
James  E.  Watson,  Jr.,  Houston  (1969) 

Ivey  E.  Lamberth,  Tyler  (1968) 

Joseph  V.  Land,  Crockett  (1969) 

Thomas  G.  Glass,  Jr.,  San  Antonio  (1968) 

Andrew  J.  Magliolo,  Dickinson  (1967) 

R.  Keith  Harrison,  Texarkana  (1968) 

James  T.  Hall,  Lubbock  (1967) 

G.  R.  Solis,  Port  Arthur  (1969) 

E.  A.  Rowley,  Amarillo  (ex  officio) 

COUNCIL  ON  MEDICAL  SERVICE  AND  INSURANCE 

Robert  F.  Gossett,  Chairman,  San  Antonio  (1967) 
William  E.  Sharp,  Baytown  (1968) 

A.  Rex  Kirkley,  Dallas  (1968) 

William  M.  Sherrill,  Houston  (1968) 

Alford  R.  Hazzard,  Austin  (1967) 

Walter  A.  Brooks,  Quanah  (1969)10 
John  L.  Jackson,  III,  Wichita  Falls  (1969)11 

Committee  on  Association  Insurance  Programs 
(standing) 

Laurance  N.  Nickey,  Chairman,  El  Paso  (1969) 

A.  L.  Hewitt,  Lubbock  (1967) 

C.  C.  Shotts,  San  Antonio  (1967) 

Donald  S.  Gibbs,  Fort  Worth  (1969) 

Charles  W.  Klanke,  Houston  (1969) 

Joseph  T.  Painter,  Houston  (1968) 

B.  H.  McVicker,  Lufkin  (1968) 

C.  W.  Castle,  Liberty  (1968) 

Vacancy  (1967) 

Committee  on  Professional  Insurance  (standing) 

A.  W.  Bronwell,  Chairman,  Lubbock  (1968) 

R.  E.  Read,  Lufkin  (1968) 

Bill  Robins,  Houston  (1967) 

William  F.  Pipes,  San  Antonio  (1967) 

Frank  L.  Bynum,  Fort  Worth  (1967) 

W.  D.  Blassingame,  Denison  (1968) 

Robert  W.  Paret,  Del  Rio  (1969) 

David  M.  Shelby,  Gonzales  (1969) 

James  S,  Bussell,  Marlin  (1969) 

Committee  on  Health  Insurance  (standing) 

E.  A.  Maxwell,  Chairman,  San  Antonio  (1967) 

Jack  L.  Eidson,  Weatherford  (1968) 

Norman  West,  Hillsboro  (1967) 

Mario  E.  Ramirez,  Roma  (1967) 

John  Douglas,  Austin  (1969) 

John  Q.  Thompson,  Temple  (1968) 

Porter  K.  Mason,  Dallas  (1968) 

H.  Carl  Messerschmidt,  Jr.,  Baytown  (1969) 
Vacancy  (1969)12 

Appointees  to  Hospitals-lnsurance-Physicians  Joint 
Advisory  Committee 

Charles  D.  Bussey,  Dallas  (1967) 

10.  Appointed  April  17,  1966,  to  replace  C.  Forrest  Jorns, 
Houston,  who  had  served  three  terms. 

11.  Appointed  April  17,  1966,  to  replace  J.  G.  Rodarte, 

Temple,  who  resigned  to  accept  an  appointment  to 
another  council. 

12.  Vacancy  created  by  resignation  of  Billy  B.  Markette  who 
accepted  an  appointment  to  a council  in  March,  1967. 
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Ernest  A.  Maxwell,  San  Antonio  (1967) 

H.  Carl  Messerschmidt,  Jr.,  Baytown  (1967) 

Committee  on  Liaison  with  Blue  Shield  of  Texas 

(standing)19 

Harvey  Renger,  Chairman,  Hallettsville  (1969) 

Mylie  E.  Durham,  Jr.,  Houston  (1967) 

Olin  B.  Gober,  Temple  (1968) 

Dewey  W.  Johnston,  Fort  Worth  (1969) 

Denton  Kerr,  Houston  (1967) 

Robert  W.  Kimbro,  Cleburne  (1969) 

Wayne  V.  Ramsey,  Jr.,  Abilene  (1968) 

Alvin  O.  Severance,  San  Antonio  (1968) 

Committee  on  Workmen’s  Compensation  Insurance 

(standing) 

Sam  N.  Key,  Chairman,  Austin  (1968) 

J.  B.  Chester,  Dallas  (1968) 

Richard  C.  Bellamy,  Liberty  (1967) 

Ralph  E.  Donnell,  Jr.,  Abilene  (1969) 

Edward  F.  Thomas,  Amarillo  (1969) 

W.  Harry  Ledbetter,  Wichita  Falls  (1967) 

Robert  W.  Milam,  McAllen  (1967) 

William  0.  Hargrove,  Fort  Worth  (1968) 

Robert  J.  Potts,  Dallas  (1969) 

COUNCIL  ON  PUBLIC  RELATIONS  AND  PUBLIC 
SERVICE 

J.  T.  Ainsworth,  Chairman,  Houston  (1967) 

G.  M.  McCaskey,  Corpus  Christi  (1968) 

Benjamin  M.  Primer,  Sr.,  Austin  (1968) 

O.  E.  Harper,  Abilene  (1969) 

Don  G.  Harrel,  Dallas  (1968) 

Paul  H.  Mitchell,  Corsicana  (1969)14 
Billy  B.  Markette,  San  Antonio  (1967)15 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Chairman,  Houston  (1967) 

C.  J.  Ruilmann,  Austin  (1968) 

John  Dupre,  Levelland  (1968) 

Edward  J.  Lefeber,  Galveston  (1968) 

Elizabeth  Gentry,  Austin  (1967) 

Marvin  Tavarez,  McAllen  (1967) 

John  M.  Church,  Fort  Worth  (1969) 

A.  Bryan  Spires,  Jr.,  Taylor  (1969) 

S.  C.  Arnette,  Jr.,  Lubbock  (1969)16 

Committee  on  Disaster  Medical  Care  (standing) 

Ben  A.  Merrick,  Chairman,  Dallas  (1967) 

J.  L.  Johnson,  Amarillo  (1969) 

Robert  A.  Dennison,  Jr.,  Austin  (1967) 

Charles  R.  Queen,  Edinburg  (1969) 

Felix  A.  Walters,  Nederland  (1968) 

T.  June  Melton,  Midland  (1968) 

Harry  E.  Preble,  Houston  (1967) 

William  S.  Moore,  San  Antonio  (1968)17 
Vacancy  (1969) 

Committee  on  Medicine  and  Religion  (standing) 
Edwin  Goodall,  Chairman,  Breckenridge  (1967) 
Robert  F.  Boverie,  El  Paso  (1969) 

J.  Layton  Cochran,  San  Antonio  (1969) 

Joseph  F.  Peters,  Jr.,  Alvarado  (1968) 

13.  Committee  reappointed  and  reactivated  by  direction  of  the 
House  of  Delegates  April  15,  1966. 

14.  Appointed  April  17,  1966,  to  replace  Van  D.  Goodall, 
Clifton,  who  had  served  three  terms. 

15.  Appointed  March,  1967,  to  fill  vacancy  created  by  resig- 
nation of  Carroll  T.  Adriance,  Galveston,  in  January,  1967. 

16.  Appointed  to  replace  Ernest  W.  Keil,  Temple,  who  had 
served  three  terms. 

17.  Appointed  to  fill  vacancy  created  by  death  of  Joe  R. 
Shaeffer,  San  Antonio,  in  August,  1966. 


David  Wade,  Austin  (1968) 

Grant  F.  Begley,  Fort  Worth  (1968) 

Charles  H.  Frank,  Paris  (1967) 

R.  L.  Campbell,  Corsicana  (1969) 

J.  R.  Maxfield,  Jr.,  Dallas  (1967) 

Milford  0.  Rouse,  Dallas  (ex  officio) 

Travis  Smith,  Abilene  (ex  officio) 

Howard  0.  Smith,  Marlin  (ex  officio) 

Committee  on  Transportation  Safety  (standing) 

Otto  Lippmann,  Chairman,  Austin  (1968) 

Heinrich  Lamm,  Harlingen  (1968) 

William  H.  Neil,  Fort  Worth  (1968) 

Boyd  D.  Alexander,  Waco  (1967) 

Charles  H.  Wilson,  Wichita  Falls  (1969) 

Dean  C.  Kipp,  Dallas  (1967) 

Dwight  R.  Knapp,  Kerrville  (1967) 

Charles  S.  Clark,  Corpus  Christi  (1969) 

J.  Elbert  Loveless,  Lubbock  (1969) 

Committee  on  Industrial  Health  (standing) 

Jesse  G.  Burdick,  Chairman,  Pasadena  (1967) 
Robert  A.  Wise,  Houston  (1968) 

G.  V.  Launey,  Dallas  (1968) 

John  C.  Parsons,  San  Antonio  (1968) 

E.  E.  Baden,  Raymondville  (1969) 

E.  Ross  Kyger,  Jr.,  Fort  Worth  (1967) 

J R.  Bailes,  Texarkana  (1967) 

William  H.  Yates,  Port  Arthur  (1969)18 
Roy  E.  Joyner,  Texas  City  (1969) 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Chairman,  Floresville  (1969) 
Lorence  W Feller,  Fredericksburg  (1968) 

Charles  A.  Pigford,  Houston  (1968) 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1969) 

J.  E.  Peavy,  Austin  (1969) 

Ivan  W.  Kuhl,  McAllen  (1967) 

L.  S.  Thompson,  Jr.,  Dallas  (1968) 

Nina  Mae  Sisley,  Corpus  Christi  (1967) 

Charles  M.  Parker,  Wichita  Falls  (1967)19 

Committee  on  Rural  Health  (standing) 

Ed.  W.  Schmidt,  Chairman,  Pecos  (1968) 

J.  G.  Sanders,  Bremond  (1968) 

George  V.  Pazdral,  Somerville  (1967) 

Dennis  W.  Short,  Commerce  (1969) 

Harry  Tubbs,  Post  (1967) 

M.  S.  Horine,  Port  Lavaca  (1969)20 
L.  M.  Tooke,  Freer  (1969) 

Vacancy  (1968) 

Vacancy  (1967) 

Committee  on  School  Health  (standing) 

A.  G.  Arrant,  Chairman,  Abilene  (1968) 

Edwin  L.  Rippy,  Dallas  (1967) 

Charles  D.  McMillan,  Paris  (1968) 

John  W.  Stack,  Mesquite  (1969) 

R.  M.  Hampton,  Pampa  (1969) 

Percy  E.  Luecke,  Jr.,  Dallas  (1967) 

George  C.  Hudson,  Corpus  Christi  (1968) 

Robert  S.  Ray,  Seguin  (1967) 

Walter  Reifslager,  Jr.,  Austin  (1969)21 

COUNCIL  ON  SCIENTIFIC  ADVANCEMENT 

J.  E.  Miller,  Chairman,  Dallas  (1968) 

18.  Appointed  to  replace  Robert  J.  Potts,  Dallas,  who  had 
served  three  terms. 

19.  Appointed  in  February,  1967,  to  fill  existing  vacancy. 

20.  Appointed  to  replace  Curtis  R.  Haley,  San  Augustine,  who 
had  served  three  terms. 

21.  Appointed  to  replace  E.  E.  Addy,  Jr.,  Cisco,  who  had 
served  three  terms. 
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Herbert  C.  Allen,  Jr.,  Houston  (1968) 

John  W.  Middleton,  Galveston  (1968) 

Robert  E.  Leslie,  El  Campo  (1969) 

P.  C.  Talkington,  Dallas  (1967) 

Frederick  C.  Lowry,  Austin  (1969) 

E.  E.  Anthony,  Jr.,  Fort  Worth  (1967) 

Committee  on  Athletics  (standing) 

Dan  Spivey,  Chairman,  Lufkin  (1967) 

Harry  W.  Slade,  Waco  (1969) 

Louis  Levy,  Fort  Worth  (1969) 

W.  Cone  Johnson,  Temple  (1968) 

Horace  H.  Trippet,  Waco  (1968) 

William  D.  Furst,  Odessa  (1968) 

Wallace  I.  Hess,  Lubbock  (1967)22 
W.  D.  Bailey,  Jr.,  Jasper  (1969)23 
Thane  T.  Sponsel,  Houston  (1967) 

Committee  on  Cancer  (standing) 

John  F.  Thomas,  Chairman,  Austin  (1968) 

Tom  B.  Bond,  Fort  Worth  (1968) 

William  S.  Brumage,  Austin  (1967) 

A.  K.  Morris,  Baytown  (1967) 

R.  H.  Chappell,  Texarkana,  Ark. -Tex.  (1967) 

R.  A.  Stevenson,  Jr.,  Victoria  (1969) 

B.  L.  Aronoff,  Dallas  (1968) 

H.  A.  Wood,  Longview  (1969) 

William  L.  Lemon,  Wichita  Falls  (1969) 

Committee  on  Cardiovascular  Diseases  (standing) 
John  R.  Derrick,  Chairman,  Galveston  (1969) 

W.  Frank  McKinley,  Marlin  (1967) 

Faber  F.  McMullen,  Jr.,  Houston  (1968) 

0.  Brandon  Hull,  Lubbock  (1968) 

J.  Morris  Horn,  Dallas  (1968) 

Bryon  W.  Wright,  Dumas  (1967) 

Grover  L.  Bynum,  Jr.,  Austin  (1967) 

Silas  Grant,  Hillsboro  (1969) 

William  J.  Block,  San  Antonio  (1969) 

Committee  on  Maternal  Health  (standing) 

William  J.  McGanity,  Chairman,  Galveston  (1969) 

J.  C.  Rucker,  Jacksonville  (1968) 

Fred  W.  Lurting,  Big  Spring  (1968) 

R.  P.  McDonald,  Fort  Worth  (1967) 

Henry  C.  McGrede,  Jr.,  Longview  (1967) 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1967) 

J.  S.  Lancaster,  Austin  (1969) 

William  E.  Strozier,  San  Antonio  (1969) 

James  R.  Morgan,  El  Paso  (1967) 

Matthew  H.  Talty,  Jr.,  Houston  (1968) 

John  E.  Kirschvink,  Taylor  (1969) 

L.  R.  Ansley,  Lubbock  (1968) 

Morris  E.  Malakoff,  Laredo  (1967) 

James  T.  Downs  III,  Dallas  (1968)24 
Karl  K.  Birdsong,  Fort  Worth  (1969)25 
Peggy  Joyce  Whalley,  Dallas  (ex  officio) 

Carl  F.  Moore,  Austin  (ex  officio) 

Col.  Charles  E.  Gibbs,  Lackland  AFB  (ex  officio) 

R.  E.  Moon,  San  Angelo  (ex  officio) 

H.  T.  Hutchinson,  Galveston  (ex  officio) 

J.  Alan  Alexander,  Houston  (ex  officio) 

Peter  M.  Marcuse,  Houston  (Pathology  Consultant) 

22.  Appointed  to  fill  vacancy  created  by  resignation  of 
Charles  Sadler,  Amarillo. 

23.  Appointed  to  replace  Robert  G.  McCorkle,  Houston,  who 
declined  reappointment. 

24.  Appointed  to  fill  vacancy  created  by  resignation  of 
Stephen  W.  Cobb,  Dallas,  August,  1966. 

25.  Appointed  to  replace  Emmett  K.  Blewett,  Austin,  who 
had  served  three  terms. 


Charles  H.  Williams,  Houston  (Anesthesiology 
Consultant) 

Committee  on  Mental  Health  (standing) 

P.  C.  Palasota,  Chairman,  Abilene  (1967) 

Harry  K.  Davis,  Galveston  (1968)23 
George  Constant,  Victoria  (1968) 

Thelma  E.  Frank,  Corpus  Christi  (1969)2" 

Charles  H.  Brown,  Wichita  Falls  (1969) 

H.  L.  McCauley,  Jr.,  Fort  Worth  (1967) 

James  H.  Kreimeyer,  Rusk  (1967) 

Wade  H.  Lewis,  San  Antonio  (1968)28 
Howard  M.  Burkett,  Dallas  (1969)29 
Frank  P.  Schuster,  Jr.,  El  Paso  (ex  officio) 

Holland  C.  Mitchell,  Waco  (ex  officio) 

Committee  on  Nuclear  Medicine  (standing) 

Elbert  DeCoursey,  Chairman,  San  Antonio  (1969) 

J.  Allen  Chamberlin,  Houston  (1967) 

Lloyd  R.  Hershberger,  San  Angelo  (1967) 

James  E.  Bauer,  Victoria  (1968)31 
Gordon  W.  Jones,  Lufkin  (1969)31 
Edward  B.  Best,  Temple  (1969)30 
Joseph  E.  Gardner,  Corpus  Christi  (1968)31 
Vacancy  (1967) 

Vacancy  (1968)32 

Committee  on  Nutrition  (standing) 

Ralph  G.  Greenlee,  Chairman,  Midland  (1968) 

D.  J.  Sibley,  Austin  (1968) 

Robert  S.  Nelson,  Houston  (1967) 

Per  H.  Langsjoen,  Temple  (1969) 

Charles  M.  Manhoff,  San  Antonio  (1967) 

Marvin  Siperstein,  Dallas  (1968) 

Harold  L.  Dobson,  Houston  (1967) 

Larry  O.  Riedel,  Victoria  (1969) 

Vacancy  (1969) 

Committee  on  Rehabilitation  (standing) 

Edward  Krusen,  Jr.,  Chairman,  Dallas  (1968) 

Oscar  Selke,  Houston  (1969) 

Ridings  E.  Lee,  Dallas  (1968) 

Ira  Budwig,  El  Paso  (1967) 

D.  J.  Turell,  Houston  (1969) 

Robert  A.  Murray,  Temple  (1969) 

Robert  E.  Key,  Fort  Worth  (1967) 

George  B.  Barnes,  Corpus  Christi  (1968) 

Arthur  M.  Jansa,  Houston  (1967) 

Committee  on  Tuberculosis  (standing) 

David  McCullough,  Chairman,  San  Antonio  (1969) 
Samuel  Topperman,  Tyler  (1967) 

Richard  F.  Allison,  Carlsbad  (1967) 

Charles  A.  LeMaistre,  Austin  (1968) 

Albert  G.  Randall,  McAllen  (1968) 

John  A.  Wiggins,  Jr.,  Fort  Worth  (1968) 

H.  M.  Anderson,  San  Angelo  (1969)33 
George  E.  Thannisch,  Lufkin  (1969)34 
Walter  C.  Brown,  Corpus  Christi  (1967) 

26.  Appointed  December,  1966,  to  fill  vacancy  created  by 
resignation  of  E.  Ivan  Bruce,  Galveston,  in  December, 

1966. 

27.  Appointed  March,  1967,  to  fill  vacancy  created  by  resig- 
nation of  Leroy  A.  Boriack,  Corpus  Christi,  in  January, 

1967. 

28.  Appointed  to  fill  an  existing  vacancy. 

29.  Appointed  to  replace  Holland  C.  Mitchell,  Waco,  who  had 
served  three  terms. 

30.  Appointed  to  replace  J.  R.  Maxfield,  Jr.,  Dallas,  who  had 
served  three  terms. 

31.  Appointed  to  fill  an  existing  vacancy. 

32.  Vacancy  created  by  resignation  of  Sam  A.  Vickers,  Texar- 
kana, in  February,  1967. 
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OTHER  SPECIAL  COMMITTEES 

Committee  on  Liaison  with  Texas  Hospital  Association 

(special) 

Robert  Mayo  Tenery,  Chairman,  Waxahachie 

Robert  L.  Daily,  Wichita  Falls 

Mylie  E.  Durham,  Jr.,  Houston 

James  A.  Hallmark,  Fort  Worth 

E.  A.  Maxwell,  San  Antonio 

Harvey  Renger,  Hallettsville 

R.  W.  Kimbro,  Cleburne 

Advisory  Committee  to  Blue  Cross-Blue  Shield 

(special) 

Doyle  W.  Ferguson,  Chairman,  Dallas 

Tom  B.  Bond,  Fort  Worth 

Charles  Max  Cole,  Dallas 

Guy  K.  Driggs,  Dallas 

Dewey  W.  Johnston,  Fort  Worth 

Robert  W.  Kimbro,  Cleburne 

Joseph  F.  Peters,  Alvarado 

Frederick  C.  Rehfeldt,  Fort  Worth 

James  M.  Anthony,  Dallas 

George  V.  Brindley,  Jr.,  Temple 

Milton  V.  Davis,  Dallas 

E.  Frank  Dunton,  Dallas 

Kenneth  Foree,  Dallas 

Everett  C.  Fox,  Dallas 

Robert  F.  Gossett,  San  Antonio 

Jack  Hardwick,  Fort  Worth 

M.  T.  Jenkins,  Dallas 

Porter  K.  Mason,  Dallas 

Laurance  N.  Nickey,  El  Paso 

Joseph  T.  Painter,  Houston 

Jack  M.  Partain,  San  Antonio 

H.  T.  Pruessner,  Corpus  Christi 

George  J.  Race,  Dallas 

James  H.  Sammons,  Houston 

Alvin  D.  Sears,  Dallas 

Tom  L.  Shields,  Fort  Worth 

W.  R.  Sibley,  Jr.,  Abilene 

Andrew  B.  Small,  Dallas 

Courtney  M.  Townsend,  Paris 

Elgin  W.  Ware,  Jr.,  Dallas 

James  A.  Hallmark,  Fort  Worth 

Committee  on  Title  XIX  (special) 

Charles  Max  Cole,  Chairman,  Dallas 

H.  W.  Anderson,  Jr.,  Fort  Worth 

Frederick  J.  Bonte,  Dallas 

Robert  F.  Gossett,  San  Antonio 

Silas  W.  Grant,  Hillsboro 

Ernest  A.  Maxwell,  San  Antonio 

Joseph  T.  Painter,  Houston 

Daniel  B.  Powell,  Jr.,  Austin 

David  Wade,  Austin 

Robert  W.  Shirey,  Hillsboro 

A.  H.  Daniell,  Brownfield 

James  D.  Murphy,  Fort  Worth  (ex  officio) 

Howard  R.  Dudgeon,  Jr.,  Waco  (ex  officio) 

Robert  A.  Murray,  Temple  (Consultant) 

Committee  on  Language  Disorders  in  Children  (special) 
Ralph  Hanna,  Chairman,  Austin 
E.  K.  Blewett,  Austin 
David  Hoehn,  Fort  Worth 

S.  Braswell  Locker,  Brownwood 

33.  Appointed  to  replace  Daniel  E.  Jenkins,  Houston,  who 
had  served  three  terms. 

34.  Appointed  to  replace  John  W.  Middleton,  Galveston,  who 
had  served  three  terms. 


Donald  H.  McDonald,  Abilene 
Thomas  U.  Taylor,  II,  Fort  Worth 

Committee  on  Abortion  Laws  in  Texas  (special) 
Hugh  Savage,  Chairman,  Fort  Worth 
James  W.  Brooks,  Fort  Worth 
James  T.  Downs,  III,  Dallas 
Van  D.  Goodall,  Clifton 
Jacob  L.  Kay,  Dallas 
P.  C.  Palasota,  Abilene 

Advisory  Committee  to  the  Texas  Chapter 

Of  the  American  Physical  Therapy  Association 

(special) 

L.  A.  Colquitt,  Chairman,  Longview 
Jack  Dunn,  Lubbock 
E.  Burke  Evans,  Galveston 
H.  B.  Eisenstadt,  Port  Arthur 
Marjorie  Kirkpatrick,  Gonzalez 
L.  Ray  Lawson,  Dallas 

Fraternal  Delegate  to  New  Mexico  Medical  Society 
Ira  A.  Budwig,  El  Paso 
Task  Force  on  the  Medical  Aspects 
Of  Mental  Retardation 

Floyd  L.  Norman,  Dallas 

Appointee  to  the  Advisory  Committee  to  the  Texas 
Medical  Assistants  Association 

Howard  O.  Smith,  Marlin 

SCIENTIFIC  SECTION  OFFICERS 

Digestive  Diseases 

Richard  D.  Haines,  Chairman,  Temple 
Cecil  0.  Patterson,  Secretary,  Dallas 
General  Practice 

Edward  C.  Held,  Chairman,  San  Antonio 
Donald  S.  Kennady,  Secretary,  New  Braunfels 
Internal  Medicine 

William  M.  Donohue,  Chairman,  Houston 
Joel  E.  Reed,  Secretary,  Houston 
Nervous  and  Mental  Diseases 

James  K.  Peden,  Chairman,  Dallas 
Alfred  H.  Hill,  Secretary,  San  Antonio 
Obstetrics  and  Gynecology 

Charles  A.  Stephens,  Chairman,  Odessa 
Ted  H.  Forsythe,  Secretary,  Lubbock 
Ophthalmology 

Henry  L.  Hilgartner,  Chairman,  Austin 
Harl  D.  Mansur,  Jr.,  Secretary,  Wichita  Falls 
Otolaryngology 

Lloyd  A.  Storrs,  Chairman,  Lubbock 
H.  E.  Maddox,  III,  Secretary,  Houston 
Pathology 

William  B.  Kingsley,  Chairman,  Dallas 
Bruce  D.  Fallis,  Secretary,  Dallas 
Pediatrics 

Fred  W.  Kolle,  Chairman,  Wharton 
Howard  E.  LeBus,  Secretary,  Temple 

Public  Health 

Francine  Jensen,  Chairman,  Houston 
Hal  J.  Dewlett,  Secretary,  Dallas 

Radiology 

James  D.  Wilson,  Chairman,  Temple 
Joe  C.  Rude,  Secretary,  Austin 
Surgery 

James  E.  Pridgen,  Chairman,  San  Antonio 
Jesse  E.  Thompson,  Secretary,  Dallas 
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PEDIATRICS/ PSYCHIATRY 
URINARY  SEDIMENT  EXAMINATION 
YOUR  VIEWS  COUNT/SPEAK  OUT 
DALLAS/LET  HER  ENTERTAIN  YOU 


EDICINE 


U.C.  MEDICAL  CENTER  LIBRARY 

JUN  19  1967 

^ San  Franelsee  22, 


(ForhHt,  ijutrtjinga,  iH^mnnal  hospital 


Anb  torbett  Clinic 

fWarlln,  5Iexas 


306  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D..  F.A.C.S. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr..  M.D. 
Thomas  Gardner,  Jr.,  M.D. 


Telephone:  WE  6-3561 


UROLOGY 

Howard  O.  Smith,  M.D..  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison.  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 

♦Expired  5-27-62. 

♦♦Expired  7-1-66. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 

*Wm.  H.  Potts,  B.A.,  M.D.,  F.A.C.P.,  Internal  Medicine 

Sydney  S Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & Bron- 
choscopy 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 

Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate  Ameri- 
can Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics. 

Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 


John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 
Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate 
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Diagnosis: 

cystitis? 
pyelonephritis? 
pyelitis? 
urethritis? 
prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.ij 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 


Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 


Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  qive  a 
false-positive  reaction. 


Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained,  Infants  under  1 month 
should  not  be  treated  with  the  drug. 


How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve 
niently  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  ar 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 


References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester  J C • 

Antimicrobial  Agents  and  Chemotherapy-1964,  Ann  Arbor  American 

Society  for  Microbiology,  1965,  p.  722. 
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NegGrarr 

Brand  of 

nalidixic  aci< 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent"  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


y\///7fhrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus.  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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TEXAS  MEDICINE 


^Majbe  We  Ought 
to  Invent  a GMoney'  &tee 


Someone  needs  to  take  the  unpleasant 
subject  of  rising  hospital-medical  charges 
by  the  horns  — and  this  Blue  Cross  / Blue 
Shield  advertising  is  doing,  again  this 
month.  We  lay  the  facts  squarely  on  the 
line,  to  employers,  educators,  community 
leaders,  that  hospital  income  must  equal 
outgo,  at  the  very  least  — as  it  does  in  any 
institution  which  is  to  survive.  This  we 
do  by  suggesting  that  “No  one  yet  has 
invented  a money  tree.” 

Surely  Americans  must  be  told  the 
truth:  1)  That  hospital-medical  charges 


are  rising  because  their  costs  are  rising; 
and  2)  America’s  magnificent  hospital 
patient  care  is  the  greatest  bargain  on 
earth  today,  whatever  the  cost. 

This,  we  aim  to  do.  And  do  it  again, 
and  again,  and  again. 


BLUE  CROSS® 

GROUP  HOSPITAL  SERVICE,  INC. 


BLUE  SHIELD® 

GROUP  MEDICAL  & SURGICAL  SERVICE 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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Tandearil® 

oxyphenbutazone 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2xk  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearir  helps  osteoarthritic 

oxyphenbutazone  joints  move  again 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 

Sperling,  I.L  : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts,  T.W.,  Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin.  Med.  73:65,  1966. 

84.6%  of  39  patients 

Volume  63,  April,  1967  7 


for 

the 

retarded 

or 

disturbed 


...of  all  ages 

THE  BROWN  SCHOOLS  for  mentally 
retarded  and  emotionally  disturbed 
persons  from  infancy  to  maturity. 

□ Older  retarded  persons  (21  years 
and  over)  $300  monthly  tuition. 

□ Retarded  children  (infancy  to  21 
years)  $300  monthly  tuition. 

□ Emotionally  disturbed  children  and 
adolescents  (5-18  years)  $375  month- 
ly tuition  plus  $110  per  month  individ- 
ual therapy. 

(Psychiatric  care  is  available  for  other 
ages  if  indicated. ) 

...the  Brown  Schools  provide: 

an  experienced,  professional  staff 
working  as  a team  to  form  a plan  of 
living  and  learning  for  each  student  to 
help  him  realize  his  fullest  potential,  in 
one  of  six  specialized  residential  cen- 
ters. 

For  further  information,  write  for 
a detailed  catalogue  today. 

Registrar,  Dept.  K-l 
P.O.  Box  4008, 

Austin,  Texas  78751 


Paul  L.  White,  M.D.,  Medical  & Psychiatric  Director 


*7^0  ‘3'uhmc  ScAoatb 


FOUNDED  IN  1940  SIX  SEPARATE  RESIDENT  CENTERS  AUSTIN  & SAN  MARCOS,  TEXAS 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 
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Ihe  ubiquitous  world  of  summer  allergies 

Donald  L.  Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.1  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.” 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

fiarly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.2  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.”  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.3  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

lagweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid- August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.4 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.5  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.6  Both  of 
these  forms  of  insect  allergy  may  be  benefited  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

(Concluded  on  following  page) 


While  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 
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Triammic 


Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 


It’s  a comforting  thing  to  know 


For  product  information  see  following  page 


(Advertisement) 


nightmare  for  the  botanically  uninitiated  in  the 
causes  of  rhus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.7  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.8  It  is  customary  to  write 
"heart  attack"  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,’’  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, ornasal  congestiondueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 
tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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following 

infection 

B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 

SJresscans 

Stress  Formula  Vitamins  Lederle  mL 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  62  (Riboflavin)  • 10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bl2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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announcing 
important  dosag 
reduction 


new 


(norethindrone  lmg.  c mestranol  0.05m£ 


lower  cost 
to  patients 


:ribing  information  available  from  your  pharmacist  or  Syntex  representative. 


norethindrone  an  original  steroid  from 
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LABORATORIES  INC. .PALO  ALTO,  CALIF. 
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special  formula 
fora 

special  problem 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain— deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARNER-CHI  LCOTT 

Morris  Plains,  N.J. 


specifically  formulated 
for  s'ltmptomatic 
relief  of  sinus  head-ache 


for  sinus  headache 
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Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


i 


You  eaut  set  her  free. 
But  you  can  help  her 
feel  less  anxious. 


You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


oxazepam 


Wyeth  Laboratories 
Philadelphia,  Pa. 


CANTIL 


(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy — withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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TEXAS  MEDICINE 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


Enduron  eliminates  sodium  around  the  clock, 
yet  is  relatively  sparing  of  potassium 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It  is 
well-sustained  in  a plateau-like  effect  — with 
little  reduction  in  intensity  during  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  in  contrast,  reaches  an  early 
minor  peak.  Then  it  subsides  rapidly.  More- 
over, doses  larger  than  5 mg.  have  little  added 
effect  on  potassium.  Thus  doubling  the  dose 
from  5 to  10  mg.  approximately  doubles  sodi- 
um excretion— yet  increases  potassium  loss 
little  or  none. 

Use  Enduron  once  a day  as  an  ideal  starting 
therapy  in  mild  hypertension.  Use  it,  too,  as  a 
basic  therapeutic  building  block  with  which 
other  agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 

Once  a day,  every  day 

ENDURON' 

MEIHYCLOTHIAZIDE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

a <j 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  compares  favorably 
to  reserpine,  but  with  reduced  side  effects 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid.  It  is  comparable  to  reserpine  in  its 
antihypertensive  and  tranquilizing  activity.  Yet 
it  produces  less  tendency  toward  typical  rau- 
wolfia side  effects  such  as  drowsiness,  leth- 
argy, stuffy  nose,  depression,  etc. 

Patient  acceptance  has  been  excellent. 

Enduronyl  comes  in  two  strengths:  regular  and 
Forte.  Both  provide  5 mg.  of  Enduron.  The 
variation  is  where  most  needed:  in  the  deser- 
pidine. These  scored  tablets  give  a surprisingly 
flexible  choice  of  doses  (see  below). 

Use  Enduronyl  for  your  patients  within  the 
broad  range  of  mild  to  moderate  hypertension. 
Dosage  is  once  a day:  this  means  Enduronyl 
will  generally  cost  patients  less  than  equiva- 
lent drugs  taken  two  or  three  times  daily. 

Once  a day,  every  day 

enduronyl: 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 

Usual 

Intermediate  : 

DAILY 

DOSAGE 

J 

RANGE 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

5 mg.  methyclothiazide 

0.25  mg.  deserpidine 

7.5  mg.  methyclothiazide  I 

0.375  mg.  deserpidine  ; 

DAILY 

DOSAGE 

t 

Jf 

J 

1 1 | : 

RANGE 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 

5 mg.  methyclothiazide 

0.5  mg.  deserpidine 



7.5  mg.  methyclothiazide 

0.75  mg.  deserpidine  I 

Maximum 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance,  with  little  or  no  effect  upon 
cardiac  output.12 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied  — including  some  unusually  difficult 
cases.  Eutonyl  lowers  diastolic  in  proportion 
to  systolic,  and  in  half  of  the  cases  studied,  re- 
ductions in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  many  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  lethargy 
or  drowsiness  while  on  treatment. 

Once  a day,  every  day 

eutonyl: 

PARGYLINE  HYDROCHLORIDE 


'«  MKJrllK 
; . ntpC' 
CHtWIW 


HKrtlW 
(«!*)  , 
CitOftlW 


DAILY 

Minimum 

Usual  starting 

Intermediate 

DOSAGE 

c..i) 

RANGE 

J 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

1 Brest,  A.  N.  et  at..  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016  1963 
2.  Wmsor,  T.,  Pargylme  Hydrochloride,  Hypertension,  Urinary  Tryptamine.  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


Maximum 

J J J 

200  mg. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent 
pressures— reduced  chance  of  orthastatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

Indeed,  fully  94.5%  of  all  patients  studied  dur- 
ing clinical  trials  continued  on  therapy  unin- 
terrupted by  side  effects. 

Most  striking  was  the  drug’s  action  in  lowering 
blood  pressure  to  nearly  equal  levels  in  all 
body  positions.  Total  average  spread  between 
standing  and  recumbent  readings  (after  treat- 
ment) was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
with  reduced  likelihood  of  orthostatic  effects. 
And,  because  of  the  thiazide  component, 
Eutron  may  be  used  in  the  presence  of  con- 
gestive heart  failure. 

Once  a day,  every  day 

EUTRON” 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCLOTHIAZIDE  5 MG. 


DAILY 

DOSAGE 

RANGE 


Minimum 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


Usual  starting 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


Intermediate 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


Maximum 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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METHYCLOIHIAZIDE 


Each  tablet  contains  Methyclothiazide  5 mg. 
with  Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild  hy- 
pertension. Also  used  with  other  drugs  for  hypertension. 
Enduronyl  is  used  in  mild  to  moderately  severe  hypertension. 
Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or  shut- 
down; in  severe  hepatic  disease  or  impending  hepatic  coma; 
in  patients  sensitive  to  thiazides.  Enduronyl  is  contraindi- 
cated in  severe  mental  depression,  active  peptic  ulcer,  and 
ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  patients 
with  a history  of  allergy  or  asthma.  Avoid  use  of  enteric- 
coated  potassium  tablets,  as  these  may  induce  serious  or 
fatal  small  bowel  lesions;  if  added  potassium  intake  is  de- 
sired, dietary  supplementation  is  recommended.  Coated 
potassium  tablets  should  be  reserved  for  cautious  use  when 
adequate  dietary  supplementation  is  impractical. 
Precautions  and  Adverse  Reactions:  Use  thiazides  with  cau- 
tion in  severe  renal  dysfunction.  Caution  is  also  necessary 
with  impaired  hepatic  function  or  progressive  liver  disease. 
During  intensive  or  prolonged  thiazide  therapy,  watch 
chloride  and  potassium  levels  (especially  the  latter  if  pa- 
tient is  on  digitalis).  In  surgical  patients,  thiazides  may  alter 
response  to  vasopressors  and  tubocurarine.  Use  thiazides 
with  caution  in  pregnancy  (bone  marrow  depression,  throm- 
bocytopenia, or  altered  carbohydrate  metabolism  are  pos- 
sible in  certain  newborn).  Occasional  thiazide  side  effects 
also  include  blood  dyscrasias;  elevations  of  BUN,  serum 
uric  acid,  or  blood  sugar;  electrolyte  imbalance,  g.i.  distur- 
bances, headache,  dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  pancreatitis,  and  gout. 

Use  Enduronyl  with  caution  in  patients  with  a history  of 
peptic  ulcer,  as  rauwolfias  may  increase  gastric  secretion. 
Discontinue  at  the  first  sign  of  mental  depression.  Rau- 
wolfias may  increase  hypotensive  effects  of  surgery  or  an- 
esthesia, and  are  best  discontinued  two  weeks  prior.  They 
also  lower  the  convulsive  threshold  in  epilepsy.  Other  pos- 
sible rauwolfia  side  effects  include  drowsiness,  nasal  stuffi- 
ness, nausea,  weight  gain,  and  diarrhea.  Less  frequent  com- 
plications of  deserpidine  therapy  are  aggravation  of  peptic 
ulcer,  epistaxis,  and  skin  eruption.  Alcohol,  barbiturates  or 
narcotics  may  potentiate  action  of  deserpidine. 


PARGYLINE  HYDROCHLORIDE 


Each  tablet  contains  Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 

Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  diastolic 
hypertension.  Not  recommended  for  use  in  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with  seda- 
tives and/or  thiazide  diuretics  alone. 

Contraindications:  Pheochromocytoma,  advanced  renal  dis- 
ease, paranoid  schizophrenia  and  hyperthyroidism.  Until 
further  experience  is  gained,  not  recommended  for  use  in 


patients  with  malignant  hypertension,  children  under  12, 
or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated:  other 
monoamine  oxidase  inhibitors;  parenteral  forms  of  reserpine 
or  guanethidine;  sympathomimetic  drugs;  foods  high  in 
tyramine  such  as  cheese;  imipramine  and  amitriptyline, 
or  similar  antidepressants;  methyldopa.  Interval  of  two 
weeks  should  separate  therapy  and  use  of  these  agents. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxidase 
inhibitor.  Warn  patients  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication  without  the 
knowledge  of  the  physician.  When  necessary  to  administer 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, anesthetics,  barbiturates,  chloral  hydrate  and 
other  hypnotics,  sedatives,  tranquilizers,  or  caffeine,  these 
can  be  used  cautiously  at  a dosage  of  Vn  to  1/5  the  usual 
amount.  Adjust  dose  of  anesthetic  agents  to  response  of 
patient.  Avoid  parenteral  administration  where  possible. 
Withdraw  pargyline  two  weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypotension. 
Those  with  angina  or  other  evidence  of  coronary  disease 
should  not  increase  physical  activity.  Pargyline  may  lower 
blood  sugar.  Avoid  use  of  enteric-coated  potassium  tablets, 
as  these  may  induce  serious  or  fatal  small-bowel  lesions; 
if  added  potassium  intake  is  desired,  dietary  supplementa- 
tion is  recommended.  Coated  potassium  tablets  should  be 
reserved  for  cautious  use  when  adequate  dietary  supple- 
mentation is  impractical. 

Precautions:  Measure  blood  pressure  while  patient  is  stand- 
ing to  determine  antihypertensive  effect.  Use  with  caution 
in  hyperactive  or  hyperexcitable  persons.  Such  persons 
may  show  increased  restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  patients  with  im- 
paired renal  function  for  increasing  drug  effects  or  eleva- 
tion of  BUN  and  other  evidence  of  progressive  renal  failure; 
withdraw  drug  if  such  alterations  persist  and  progress.  Use 
with  caution  in  patients  with  liver  dysfunction  or  progres- 
sive liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields,  and 
fundi. 

During  intensive  or  prolonged  methyclothiazide  therapy, 
watch  chloride  and  potassium  levels  (especially  latter  if 
patient  is  on  digitalis).  Methyclothiazide  also  may  reduce 
arterial  response  to  pressor  amines.  Use  thiazides  with  cau- 
tion in  pregnancy  (bone  marrow  depression,  thrombocyto- 
penia, or  altered  carbohydrate  metabolism  are  possible  in 
certain  newborns).  Thiazide  drugs  may  increase  responsive- 
ness to  tubocurarine. 

Side  Effects:  Pargyline  may  be  associated  with  orthostatic 
hypotension.  Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea  and  vomit- 
ing, headache,  insomnia,  difficulty  in  micturition,  night- 
mares, impotence,  delayed  ejaculation,  rash,  and  purpura 
have  been  encountered  with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitching)  and  other 
extra-pyramidal  symptoms  have  been  reported.  Drug  fever 
is  extremely  rare.  Congestive  heart  failure  has  been  re- 
ported in  a few  patients  with  reduced  cardiac  reserve. 

Thiazide  side  effects  also  include  blood  dyscrasias,  eleva- 
tion of  BUN,  serum  uric  acid,  or  blood  sugar,  electrolyte 
imbalance,  g.i.  disturbances,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  pancreatitis,  and  gout. 

Nocturia  has  been  observed  with  the  combi-  abbott 
nation.  704075 
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NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


i Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 Gr.) 


35  GUEST  SPEAKERS 

16  REFRESHER  COURSES 

12  SECTION  MEETINGS 

2 GENERAL  SESSIONS 

5 COLOR  TV  PRESENTATIONS -Sponsored  by  SK&F 

10  CURBSTONE  CONSULTATIONS  200  EXHIBITS 

9 SPECIAL  PROGRAMS 

ENTERTAINMENT  & SPORTS 
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For  people  who  eat 
more  than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak  activ- 
ity at  mealtime,  when  it  is  needed  most.  Reminds 
patients  toeataccordingto  your  prescribed  diet  plan. 

t.i.d./Plegine 

Phendimetrazine  Ditartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of  exces- 
sive appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been  re- 
ported. However,  as  is  true  for  all  medications  of  this  type, 
Plegine  (Phendimetrazine  bitartrate)  is  not  recommended 
for  patients  with  coronary  disease,  severe  hypertension, 
or  thyrotoxicosis,  and  should  be  used  with  caution  in 
highly  nervous  or  agitated  individuals. 


Side  Effects:  There  have  been  occasional  reports  of  insom- 
nia and  nervousness.  Rare  instances  of  mouth  dryness, 
nausea,  blurring  of  vision,  dizziness,  constipation,  and 
stomach  pain  have  been  noted. 


AYERST  LABORATORIES  NewYork,  N.Y.  10017  • Montreal,  Canada 


6706 


P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


ERYTHROCIN:Sulfas 


ERYTHROMYCIN 
EtHYl  SUCCiNAlE 
IRiSUlfAPYfclMlOlNES 
fOR  ORAL  SUSPENSION 

it  its  VGm 

v,  l«hi.'rt.  SuUtmOA*  ** 

- i»  * «*•»**» 

miil.it 


ERYTHROCIN- SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 
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ERYTHROCIN-SULFAS 

Brief  Summary 


Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 


Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 


spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 
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Each  tablet  contains: 

Potassium  Iodide 195  mg 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . 21  I n if  , 

Ephedrine  HC1 jg  mg 

federal  law  prohibits 

DISPENSING  WITHOUT  PRESCRIPTION 

Precautions.  Usual  for  aminophyliine-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856  >1?  f Pi 
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rememberthe 


before  prescribing,  please  consult  complete  product 
nformation,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
;onvulsive  disorders  or  glaucoma. 

Naming:  Not  of  value  in  the  treatment  of  psychotic 
satients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenance  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  -agents  is  not  recom- 
mended. Warn  patients  of 'possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term-  use.  Cease  therapy  gradually. 


extra  tablet  at  bedtime 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage -Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


(diazepam' 

Roche8 


j-jROCMEj-, 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley,  N.J.  07110 


600811 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Your  Chance  To  Speak  Out 

ON  MAY  4,  at  2 p.m.  in  the  Statler  Hilton  Hotel 
in  Dallas,  the  Texas  Medical  Association’s  House  of 
Delegates  will  hold  its  first  meeting  of  1967.  Many 
important  items  of  new  business  will  be  introduced 
and  referred  to  committees  for  study  and  recom- 
mendation. These  reference  committees  will  meet 
at  7 :30  p.m.  the  same  evening  in  the  same  hotel.  The 
meeting  places  will  be  well  publicized  and  an  agenda 
will  be  posted  on  the  door  for  each  committee.  A 
secretary  will  mark  out  agenda  subjects  as  they  are 
considered.  Those  attending  the  meeting  may  enter 
and  leave  at  any  time  during  the  open  hearings,  and 
will  be  given  a chance  to  speak  to  the  committee  if 
they  wish. 

Each  and  every  member  of  TMA  is  invited  to 
attend  one  or  more  of  these  meetings  and  to  speak 
out  on  issues  about  which  he  is  informed  or  on 
which  he  has  personal  convictions.  It  is  the  mem- 
ber’s way  of  assisting  in  forming  Association  policy. 
It  is  his  opportunity  to  speak  his  mind  where  it  will 
count. 

Medicare  will  have  its  usual  share  of  attention  by 
the  Reference  Committee  on  Medical  Service  and 
Insurance.  Two  resolutions  have  been  presented 
urging  repeal  of  the  certification  and  recertification 
provisions  of  Medicare.  One  resolution  asks  that 
physicians  serving  on  utilization  committees  be  com- 
pensated for  such  service.  Strong  resistance  is  ex- 
pected to  be  voiced  against  broadening  of  the  Medi- 
care Law  and  against  U.S.  Senate  bill  110  which 
would  require  drug  prescribing  by  generic  name  and 
would  also  set  up  a maximum  schedule  of  physicians’ 
fees. 

The  current  State  Legislature’s  plans  to  imple- 
ment Title  XIX  in  Texas  will  be  carefully  studied  by 
the  Reference  Committee  on  Legislation.  The  prob- 
lem of  limitation  of  utilization  of  the  services  of- 
fered without  compromising  the  “usual  and  cus- 
tomary” fee  concept  will  be  discussed. 
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About  200  bills  now  before  the  state  Legis- 
lature will  be  debated.  Among  those  of  par- 
ticular interest  are  the  proposal  to  broaden 
the  permissive  indications  for  performing 
therapeutic  abortion,  the  plan  to  enlarge  the 
State  Board  of  Health,  and  the  bill  to  re- 
constitute the  State  Board  of  Medical  Ex- 
aminers. There  is  a bill  to  require  hospitals 
to  administer  emergency  first  aid  to  any 
person  regardless  of  his  financial  situation. 
Another  would  require  a physician  to  test 
a newborn  baby  for  hearing  defects.  LSD  is 
proposed  as  an  addition  to  the  “dangerous 
drug”  list.  There  are  bills  proposing  new 
medical  schools  in  Houston,  Austin,  and 
Tyler,  and  a new  dental  school  in  Dallas. 
Amendments  to  the  Nurse  Practice  Act  will 
come  in  for  much  discussion. 

As  it  now  stands,  the  newly  created  state 
position  of  Commissioner  of  Mental  Health 
and  Mental  Retardation  must  be  a physician. 
A bill  has  been  introduced  to  eliminate  this 
requirement.  Many  other  legislative  propos- 
als will  be  given  open  hearings  in  our  refer- 
ence committees. 

Regional  medical  programs  (such  as  Heart 
Disease,  Cancer,  and  Stroke)  are  now  out  of 
the  legislative  phase  and  into  the  adminis- 
trative phase.  The  Texas  Medical  Associa- 
tion has  taken  a position  of  shared  leader- 
ship which  will  be  fully  discussed  in  refer- 
ence committee. 

These  and  many  other  medical  matters 
will  receive  the  attention  of  the  House  of 
Delegates  of  TMA  at  the  forthcoming  meet- 
ing. Attend  these  reference  committee  meet- 
ings and  help  your  Association  make  intelli- 
gent decisions.  You  are  also  invited  to  attend 
the  formal  sessions  of  the  House  of  Dele- 
gates, which  are  never  closed  to  a TMA 


member ; however,  only  elected  delegates 
have  speaking  privileges  on  the  floor  except 
by  special  invitation. 

Your  help  is  needed  and  wanted.  Come, 
speak  out. 

— Chakles  Max  Cole,  M.D.,  Dallas, 
Speaker,  House  of  Delegates, 
Texas  Medical  Association. 


Make  Reservations  Now 

ONLY  A FEW  short  days  remain  before  the 
Texas  Medical  Association’s  gigantic  100th 
Annual  Session  will  take  place.  You  won’t 
want  to  miss  the  opportunities  which  it  will 
afford  you  and  your  patients. 

Make  your  reservations  now  to  be  in 
Dallas  on  May  4 through  7 where  you  may 
hear  38  guest  speakers  and  participate  in 
many  scientific  sections  and  refresher  cours- 
es. On  page  125  of  this  issue,  you  will  find  a 
convenient  housing  form,  which  you  may 
send  directly  to  the  hotel  or  motel  of  your 
choice. 

For  more  details  of  this  exciting  100th 
meeting,  turn  to  pages  110  and  127,  or  read 
the  preliminary  program  and  accompanying 
story  which  were  carried  in  the  special 
March  issue  of  Texas  Medicine  in  observa- 
tion of  the  Centennial  event. 

A special  feature  in  addition  to  the  out- 
standing scientific  features  will  be  the  re- 
vealing of  a painting  of  the  first  TMA  meet- 
ing as  portrayed  by  artist  Robert  Thom. 
Parke,  Davis  & Company  is  presenting  the 
painting  to  TMA. 
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Traffic,  Alcohol,  and  The 
“Implied  Consent”  Law 

NO  AMOUNT  of  experimentation  with 
mock-ups,  dummies,  and  simulated  automo- 
bile crashes  can  replace  the  multidisciplined 
investigation  of  actual  fatal  car  accidents. 
Examination  of  the  victims  by  the  forensic 
pathologist  is  an  essential  part  of  such  an 
investigation,  which  should  include  experts 
in  law  enforcement,  highway  safety,  and  au- 
tomotive engineering. 

In  the  past  decades  it  has  become  abun- 
dantly clear  from  data  gathered  throughout 
the  USA  that  the  main  cause  of  fatal  car 
accidents  is  alcohol.  This  fact  should  not  sur- 
prise us.  The  modern  automobile  is  a marvel 
of  sophisticated  engineering;  its  use  requires 
the  undivided  attention  and  often  split-sec- 
ond reaction  time  of  the  driver.  Anything 
that  tends  to  interfere  with  his  attention 
and  reaction  could  cause  an  accident.  In 
most  accidents,  the  interfering  factor  is  al- 
cohol, and,  nowadays,  as  it  is  gradually 
borne  out  by  further  investigation,  also 
drugs.  How  widespread  and  general  the  use 
of  alcohol  is  can  be  read  from  the  fact  that, 
at  any  given  time,  20  to  30  percent  of  the 
male  population  throughout  the  nation  will 
have  more  than  0.02  percent  of  alcohol  in 
the  blood. 

The  most  surprising  circumstance  in  the 
problem  of  traffic  and  alcohol  is  the  reluc- 
tance— and  at  times  outright  resistance — of 
interested  parties  to  recognize  the  para- 
mount importance  of  alcohol  in  the  causa- 
tion of  traffic  accidents.  I need  only  point 
out  the  conclusions  reached  by  the  Presi- 
dent’s Commission  on  Highway  Safety,  the 
National  Safety  Council,  and  the  Texas 


State  Department  of  Public  Safety.  All  three 
of  these  agencies  based  their  contention  that 
speed  is  the  main  causative  factor  on  inves- 
tigations in  which  there  was  no  participa- 
tion by  medical  investigators. 

Over  the  past  ten  years  (Nov.  1,  1956,  to 
Oct.  31,  1966)  the  Medical  Examiner’s  Of- 
fice of  Bexar  County  has  conducted  chemi- 
cal tests  for  blood  alcohol  in  victims  who 
died  in  traffic  accidents.  The  results  are  as 
follows: 

The  318  victims  examined  represent  about 
40  percent  of  the  number  killed  in  traffic  ac- 
cidents during  that  time.  Victims  who  sur- 
vived the  crash  for  more  than  six  hours 
were  excluded,  as  were  pedestrians  under  14 
years  of  age.  The  blood  alcohol  levels  were 
determined  by  distillation,  potassium  di- 
chromate treatment,  and  spectrophotometric 
calibration.  In  the  past  year,  analysis  with 
the  gas  chromatograph  was  the  method  of 
choice.  The  tests  were  done  in  duplicate, 
with  standards  and  controls,  in  order  to  sat- 
isfy the  most  stringent  legal  requirements. 
The  blood  was  taken  from  pelvic  or  femoral 
veins.  A blood  alcohol  level  higher  than  0.02 
percent  was  considered  evidence  of  drinking 
— the  ingestion  of  more  than  12  fluid  ounces 
of  beer  with  41/2  percent  alcohol  content. 

In  110  one-car  accidents,  26  drivers  (24 
percent)  had  no  alcohol  and  84  drivers  (76 
percent)  had  been  drinking.  In  116  acci- 
dents with  two  or  more  cars,  50  drivers  (43 
percent)  had  no  alcohol  and  66  drivers  (57 
percent)  had  been  drinking.  In  92  pedes- 
trian-car accidents,  37  pedestrians  (40  per- 
cent) had  no  alcohol  and  55  pedestrians  (60 
percent)  had  been  drinking. 

Even  though  no  special  effort  was  made 
to  test  for  drugs,  certain  cases  appeared 
with  a history  implicating  drug  intake.  Sub- 
sequent chemical  tests  confirmed  the  pres- 
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ence  of  drugs : three  fatal  wrecks  caused 
by  meprobamate,  Placidyl,  and  a combina- 
tion of  phenobarbital  and  methamphetamine 
were  uncovered.  Alcohol  did  not  play  a role 
in  any  of  these  wrecks.  Undoubtedly,  many 
persons  drive  while  under  the  influence  of 
drugs. 

The  examination  of  accident  victims  by 
forensic  pathologists  as  done  in  Bexar  Coun- 
ty is,  of  necessity,  superficial  and  incom- 
plete. In  general,  lack  of  facilities,  lack  of 
funds,  and  poorly  designed  laws  seriously 
hamper  comprehensive  investigation  by 
medical  experts.  Whereas  the  two  first  fac- 
tors can  easily  be  remedied,  it  will  take  a 
long  time  before  adequate  laws  can  be  pro- 
mulgated for  a meaningful  attack  on  the 
problem  of  traffic  fatalities.  An  “implied 
consent”  law  which  forces  drivers  to  submit 
to  a chemical  analysis  of  their  blood  after  an 
accident  is  a first  necessity.  However,  the 
purpose  of  such  a law  should  be  to  assist  in 
the  scientific  solution  of  the  problem,  and 
such  law  should  not  be  designed  for  punitive 
reasons.  It  should  enable  us  to  find  out  the 
role  of  alcohol  in  fatal  as  well  as  nonfatal 
accidents.  Modern  toxicological  techniques 
make  it  possible  in  addition  to  analyze  for 
various  drugs  on  one  small  blood  sample.  A 
medical  history  and,  whenever  necessary, 
examination  of  all  participants,  including 
the  survivors,  of  a traffic  accident  supply 
the  cornerstone  for  a comprehensive  medical 
investigation. 

I fail  to  see  merit  in  the  argument  that 
these  recommendations  would  interfere  with 
the  rights  of  individuals  as  laid  down  in  the 
fifth  amendment  of  our  Constitution  where- 
by no  one  shall  be  forced  to  testify  against 
himself.  A person  who  drives  a car  uses  a 
complicated  and  potentially  dangerous  im- 
plement on  roads  and  highways  that  are 


constructed  and  maintained  at  great  expense 
to  the  taxpaying  public.  To  be  in  the  best 
possible  physical  condition  for  using  this  im- 
plement and  exercising  the  utmost  caution 
and  restraint  is  not  a right  but  a duty  and 
responsibility  of  the  citizen.  The  driver  with 
alcohol  in  his  blood  is  a potential  killer  of 
innocent  people. 

Also  invalid  is  the  argument  that  any- 
thing which  violates  the  sanctity  of  the 
body  (drawing  a blood  sample)  and  which 
may,  even  rarely,  cause  bodily  harm,  should 
be  condemned.  After  all,  even  if  only  finger- 
prints are  taken,  a susceptible  individual 
may  have  a fatal  heart  attack  under  the 
emotional  strain  of  this  procedure. 

The  blood  drawn  under  an  “implied  con- 
sent” law  will  tell  us  the  TRUTH,  the  whole 
truth,  and  nothing  but  the  truth,  in  regard 
to  traffic  accidents. 

— Robert  Hausman,  M.D.,  Medical 
Examiner,  Bexar  County,  San  Antonio. 


What  Makes  a Good 
Medical  Library? 

MANY  YEARS  AGO,  the  American  College 
of  Surgeons  established  minimum  standards 
for  the  medical  libraries  of  general  hospi- 
tals. Its  recommendations  and  those  of  the 
American  Library  Association  include:  (1) 
a library  of  at  least  1,000  volumes  for  a hos- 
pital of  more  than  100  beds;  (2)  continuous 
subscription  to  at  least  25  medical  journals 
and  periodicals;  (3)  access  to  a major  medi- 
cal library  associated  with  a university;  and 
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(4)  a specific  person  to  act  as  the  institu- 
tional librarian. 

As  late  as  1910,  the  libraries  of  most  med- 
ical schools  in  this  country  did  not  meet 
these  standards.  The  Flexner  report  on  med- 
ical education  (1910)  stressed  that  there 
must  be  access  to  cheaply  printed  medical 
periodicals,  with  multiple  distribution  in  de- 
partments as  well  as  in  the  general  library. 
The  library  reflects  the  scientific  interest  of 
the  physicians.  For  residents  and  medical 
students,  it  reflects  the  depth  to  which  they 
can  proceed  in  the  study  of  medicine.  Sir 
William  Osier  has  said  that  to  study  medi- 
cine without  books  is  to  go  to  sea  without  a 
compass. 

The  Lancet  (Jan.  18,  1964)  commented  on 
medical  libraries: 

Members  of  the  medical  profession  . . . are  re- 
peatedly exhorted  to  make  regular  use  of  a library. 
What  is  less  often  mentioned  is  that,  nine  times 
out  of  ten,  the  library  so  commended  to  them  is 
hopelessly  inadequate,  and  attempts  to  use  it  for 
systematic  study  are  enough  to  break  the  heart. 
In  many  a hospital  what  passes  for  the  library 
is  a collection  of  books  too  small,  too  bizarre,  and 
too  old  to  contain  reliable  information  . . . Doctors 
outside  the  teaching  centres  are,  in  effect,  being 
told  to  keep  abreast  of  new  medical  developments 
by  reading  books  published  30  years  ago. 

It  also  stated  (Jan.  11,  1964)  that,  “A  li- 
brary that  cannot  meet  its  readers’  every- 
day demands  is  a source  of  irritation  and  a 
waste  of  time.” 

The  purpose  of  a library  is  to  educate 
by  transmitting  information  pertaining  to 
skills,  clinical  material,  basic  scientific  re- 
search, and  philosophy.  When  this  informa- 
tion is  unavailable,  the  physician  has  lost  a 
part  of  the  tools  of  his  trade.  Plato  said, 
“The  direction  in  which  education  starts  a 
man  will  determine  his  future  life.”  It  could 
be  added,  pertaining  to  medicine,  that  the 


direction  of  a physician’s  professional  career 
is  dependent  on  a continued  availability  and 
use  of  information  relating  to  his  chosen 
field.  What  is  research  today  will  be  prac- 
tice tomorrow.  The  task  of  recording  new 
knowledge  in  textbook  and  publication  form 
is  laborious,  time  consuming,  and  cumber- 
some, but  it  must  be  done.  Knowledge  of  dis- 
ease has  become  so  extensive  and  prolifera- 
tive that  it  is  impossible  for  any  one  physi- 
cian or  teacher  to  know  even  a major  part. 
He  must  depend  on  the  library  to  contain 
specific  items  of  information  and,  finally, 
upon  the  librarian,  who  is  professionally 
trained  and  knows  all  the  avenues  of  getting 
to  the  scientific  information  which  is  avail- 
able and  cross-indexed. 

A good  medical  library,  therefore,  should 
have:  (1)  a large  number  of  available  cur- 
rent books  in  all  specialties;  (2)  a large 
number  of  current  medical  journals  in  all 
specialties;  (3)  back  issues  of  scientific  lit- 
erature, preferably  for  50  years;  (4)  access 
to  quality  scientific  literature  through  li- 
brary associations  and  arrangements  for  ob- 
taining materials  from  other  libraries;  (5) 
rapid  service  from  the  librarian;  (6)  library 
assistance  by  the  librarian,  who  is  thorough- 
ly familiar  with  retrieval  methods  and 
source  materials;  and  finally,  (7)  the  desire 
to  use,  the  determination  to  use,  and  the  per- 
petual productive  use  of  the  library  by  med- 
ical students,  house  staff,  and  all  physicians. 

— George  J.  Race,  M.D.,  Dallas. 
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The  Texas  Plan 

For  Disaster  Medical  Care 

ASSUME  A nuclear  bomb  (or  natural  dis- 
aster) has  devastated  San  Antonio.  With  its 
medical  facilities  destroyed  or  disabled, 
where  does  the  vast  number  of  casualties  go 
for  medical  care?  Who  is  there  to  give  the 
needed  help? 

A plan  for  such  catastrophes  has  been 
worked  out  over  the  past  few  years  through 
the  joint  efforts  of  the  Medical  Field  Service 
School  at  Brooke  Army  Medical  Center, 
the  Texas  Hospital  Association,  the  Texas 
Medical  Association,  and  the  State  Depart- 
ment of  Health.  Basically,  it  consists  of  or- 
ganizing the  600  or  more  existing  Texas  hos- 
pitals and  their  medical  personnel  into  inter- 
locking zones  of  support  surrounding  the  14 
federally-designated  potential  nuclear  target 
areas  in  our  state — chiefly  the  large  metro- 
politan areas.  The  same  plan  should  work 
just  as  well  for  natural  disasters  such  as 
hurricanes,  tornadoes,  floods,  and  major  ac- 
cidents. 

This  hospital  support  zone  plan  would 
link  hospitals  surrounding  target  areas  into 
a coordinated  network  providing  mutual  as- 
sistance. Physicians,  dentists,  nurses,  phar- 
macists, technicians,  and  other  health-allied 
personnel  would  gravitate  to  these  hospitals, 
whose  bed  capacity  would  be  enlarged  where 
possible  by  the  setting  up  of  the  200-bed 
packaged  disaster  hospitals,  probably  in 
nearby  schools.  As  soon  as  the  nearest  hos- 
pital in  a zone  filled  to  capacity,  patients 
would  go  to  another.  If  all  hospitals  in  the 
zone  were  full,  patients  would  be  sped  to 
hospitals  in  adjoining  zones.  This  is  visual- 
ized as  a fluid  concept,  allowing  for  medical 


assistance  to  flow  from  zone  to  zone  all  the 
way  across  the  state  if  need  be. 

Medical  direction  for  this  hospital  support 
zone  plan  would  come  from  the  District  Di- 
rector of  Disaster  Medical  Care,  this  being  a 
physician  responsible  for  organizing  the 
physicians  and  health-allied  groups  in  his 
district  into  an  efficient  team  for  mass  cas- 
ualty care. 

A physician  has  already  accepted  this  po- 
sition of  responsibility  for  each  district  in 
Texas,  and  organizational  meetings  of  the 
health-allied  groups  have  been  held  in  almost 
all  districts,  with  enthusiastic  support  from 
the  participants.  Representatives  from  the 
State  Department  of  Health  have  rendered 
valuable  help  to  the  District  Directors  in 
this  work. 

It  has  been  repeatedly  shown  that  during 
major  disasters  the  usual  methods  of  com- 
munication are  disrupted,  posing  great 
problems  for  the  efficient  care  of  casualties. 
For  this  reason,  the  districts  coincide  with 
the  17  presently  existing  State  Department 
of  Public  Safety  Districts,  since  these  are 
linked  with  an  extensive  radio-communica- 
tions network  which  is  in  daily  use,  and 
which  could  also  help  coordinate  disaster 
medical  care  activities.  However,  since  the 
Department  of  Public  Safety  network  might 
be  overburdened  by  other  demands  during 
disaster,  consultations  are  being  held  be- 
tween Texas  Medical  Association  and  Texas 
Hospital  Association  representatives  con- 
cerning the  desirability  of  each  member  hos- 
pital of  the  Texas  Hospital  Association  be- 
ing equipped  with  radio-communications  ca- 
pable of  reaching  its  neighbor  hospitals, 
thereby  creating  a radio-communications 
network  under  medical  control. 

This  hospital  support  concept,  the  first  of 
its  kind  developed  in  the  United  States,  has 
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been  carefully  studied  and  revised  by  physi- 
cians, hospital  administrators,  and  health 
department  personnel.  Now — in  its  final 
form — it  has  become  the  official  medical 
section  of  the  State  Survival  Plan,  to  be  put 
into  effect  on  the  proclamation  by  our  Gov- 
ernor that  a state  of  major  disaster  exists. 

— Ben  A.  Merrick,  M.D.,  Dallas,  Chairman, 
Committee  on  Disaster  Medical  Care. 


The  Keogh  Act— Can  It 
Benefit  the  Self-Employed? 

(Part  one  of  a two-part  series.) 

I.  BASIC  PROVISIONS 

FOR  MANY  YEARS,  employees  of  corpora- 
tions have  been  allowed  certain  tax  and  re- 
tirement benefits  denied  to  employees  of 
small  businesses  and  to  the  self-employed. 

A large  corporation,  for  example,  could 
contribute  to  a pension  fund  for  its  em- 
ployees and  treat  the  amount  contributed  as 
an  ordinary  and  necessary  expense  of  doing 
business,  thus  reducing  its  income  tax  liabil- 
ity. Employees,  since  they  received  no  mon- 
ey, were  required  to  pay  no  income  tax  on 
the  amount  contributed  in  their  behalf ; al- 
though, like  salary,  it  was  recompense  for 
work  performed.  Furthermore,  there  were 
no  taxes  due  on  any  capital  appreciation  of 


the  pension  fund,  nor  on  any  interest  or  divi- 
dends received  by  it,  until  the  covered  em- 
ployee retired  and  started  drawing  his  bene- 
fits. Since,  in  most  cases,  the  retired  em- 
ployee’s yearly  benefits  from  the  pension 
fund  were  less  than  his  usual  income  during 
his  earning  years,  the  tax  rate  was  lower. 

For  several  years,  Representative  Eugene 
J.  Keogh  of  New  York  and  Senator  George 
A.  Smathers  of  Florida  tried  diligently  to 
have  enacted  a law  which  would  allow  sim- 
ilar benefits  to  the  self-employed.  In  1962, 
Congress  passed  the  “Self-Employed  Individ- 
uals Tax  Retirement  Act,”  which  allowed 
the  self-employed  individual  to  establish  a 
retirement  plan  and  make  annual  contribu- 
tions of  an  amount  up  to  10  percent  of  his 
annual  earned  net  income  from  self-employ- 
ment or  $2,500,  whichever  is  less.  Half  of 
this  contribution  would  be  deductible  from 
income  for  federal  income  tax  purposes; 
that  is,  half  of  the  contribution  would  have 
the  income  tax  deferred  from  the  time  of  the 
contribution,  when  the  tax  bracket  is  high, 
until  the  time  of  drawing  of  benefits  when, 
in  most  cases,  the  individual  is  in  a lower 
tax  bracket.  All  full-time  employees  (those 
who  have  worked  20  hours  a week  or  more 
for  three  years)  must  be  covered,  and  a con- 
tribution of  a percentage  of  their  gross  sal- 
ary equal  to  the  percentage  of  the  employ- 
er’s earnings  must  be  made.  If  employees 
desire,  they  may  contribute  an  amount  equal 
to  their  employer’s  contribution  for  them;  if 
they  do,  the  employer  may  increase  his  con- 
tribution for  himself  proportionately,  but 
none  of  these  voluntary  additions  are  tax  de- 
ductible. They  do  accumulate,  however,  tax 
free.  This  feature  alone  can  result  in  consid- 
erable gain. 

Since  contributions  for  any  one  year  must 
be  made  during  that  year  and  since  one  does 
not  usually  know  his  income  for  that  year 
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until  the  next  year,  it  is  possible  that  the 
contributions  may  exceed  the  allowable  per- 
centage. These  excess  contributions  must  be 
returned  together  with  any  income  attribut- 
able to  them.  If  not  done  within  six  months, 
the  plan  may  be  disqualified  until  the  excess 
contributions  are  returned.  This  would  mean 
that  the  owner  must  pay  taxes  on  that  part 
of  the  income  of  the  plan  attributable  to  his 
entire  interest. 

If  the  excess  contributions  were  will- 
fully made,  the  penalties  are  more  severe — 
disqualification,  immediate  distribution,  im- 
mediate taxation,  and  tax  penalty. 

The  tax-deductible  feature,  under  the  1962 
Act,  applies  to  half  of  the  employer’s  annual 
contribution,  with  a limit  of  $1,250,  and  to 
all  of  his  contributions  for  employees. 
There  is  no  tax  liability  on  the  fund  earnings 
— capital  appreciation  and  dividends  or  in- 
terest— until  the  fund  is  distributed.  Upon 
distribution,  all  earnings  (capital  gains  and 
dividends  or  interest)  plus  the  tax-deferred 
portion  of  the  contributions  will  be  taxed  at 
current  rates  as  they  are  withdrawn.  If  ben- 
efits are  taken  as  a lump  sum,  the  tax  would 
be  roughly  equal  to  what  would  have  been 
taxed  had  the  distribution  been  drawn  over 
a five-year  period.  There  is  a tax  penalty  of 
approximately  10  percent  if  any  part  of  the 
fund  is  withdrawn  prior  to  age  591/)  (unless 
an  individual  is  disabled),  and  ordinary  in- 
come tax  rates  will  apply.  Withdrawal  of 
benefits  must  be  started  prior  to  age  701/2- 
Voluntary  additional  contributions  (or  their 
current  cash  value)  can  be  withdrawn  at 
any  time. 

Investment  Media:  There  are  strict  limi- 
tations on  how  the  fund  must  be  invest- 
ed. It  must  use  one  or  more  of  the  following 
four  methods: 

1.  A trust,  with  a bank  or  trust  company 
as  trustee.  Contributions  can  go  into 


stocks,  bonds,  annuities,  mutual  funds, 
or  other  investments  of  your  choice. 

2.  A custodial  account,  restricted  to  mu- 
tual fund  shares  or  insurance  contracts. 
The  insurance  must  be  either  annuity, 
endowment,  or  retirement  income  con- 
tracts. 

3.  An  annuity  purchased  directly  from 
an  insurance  company. 

4.  A special  series  of  U.S.  government 
bonds  designed  for  use  with  the 
Keogh  Act. 

These  approaches  allow  an  avenue  of  in- 
vestment which  will  meet  the  investment 
philosophy  requirements  of  nearly  all  in- 
vestors. For  instance,  for  those  who  want 
absolute  assurance  of  principal  and  do  not 
mind  the  attendant  low  return,  there  are 
government  bonds  and  insurance  contracts. 
For  those  who  desire  appreciation  of  capital 
and  are  willing  to  take  the  subsequent  risks 
involved,  there  are  mutual  funds  and  trusts. 
There  are  even  differences  within  these 
groups,  effected  by  the  choice  of  mutual 
fund,  or  investment  media  for  the  trust. 

1966  Amendments:  In  1966,  Congress 
passed  one  major  and  two  minor  changes  to 
the  Keogh  Act  which  become  effective  for 
tax  years  beginning  after  Dec.  31,  1967. 
The  first  change,  of  special  interest  to  all 
self-employed  individuals,  will  allow  100 
percent  deductibility  of  contributions  made 
by  the  self-employed  individual  on  his  own 
behalf,  in  contrast  to  the  present  50  percent. 
The  limit  remains  at  $2,500  or  10  percent, 
whichever  is  less. 

The  second  change,  of  interest  to  self-em- 
ployed persons  who  own  and  operate  a busi- 
ness in  which  invested  capital  is  a material 
income-producing  factor,  removes  the  30 
percent  limitation  on  business  profits.  Such 
persons  are  allowed  to  treat  their  entire 
share  of  business  profits  as  earned  income 
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Photo  professionally  posed 
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He’s  about  to  be  pleasantly  surprised. 
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and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
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providing  that  their  personal  services  are  a 
material  income-producing  factor.  This  may 
be  of  interest  to  the  self-employed  profes- 
sional who  has  an  interest  in  a retail  store 
or  a farm,  but  note  that  personal  services 
must  be  involved;  it  is  not  enough  just  to  be 
a silent  partner  or  owner. 

The  third  change  extends  the  definition  of 
“earned  income”  to  include  gains  from  the 
sale  or  other  disposition  of  the  assets  pro- 
duced by  inventors,  authors,  or  similar  indi- 
viduals. If  the  sale  or  other  disposition  does 
not  constitute  the  sale  of  a capital  asset,  the 
gain  will  be  treated  as  “earned  income”  re- 
gardless of  whether  the  disposition  is  desig- 
nated as  a royalty,  sales  proceed,  or  other- 
wise. 

The  Difficult  Choice:  The  choice  for  any 
individual  of  whether  to  become  involved  in 
a Keogh  retirement  plan,  and  if  he  does, 
what  investment  approach  to  take,  is  a diffi- 
cult one  and  involves  weighing  many  fac- 
tors. Broadly  speaking,  the  decisions  rest  on 
whether  you  feel  the  tax  savings  outweighs 
the  trouble  involved  in  setting  up  such  a pro- 
gram for  yourself  with  its  inherent  penal- 
ties for  failure  to  pursue  it  to  conclusion 
and  the  cost  of  providing  for  your  em- 
ployees. 

It  is  impossible  to  predict  absolutely  the 
operation  of  a program  for  any  individual 
since  no  one  can  forecast  the  future.  Will  tax 
rates  go  up?  Will  your  income  stay  the 
same?  Will  the  rate  of  return  on  investments 
remain  constant?  A fairly  accurate  compari- 
son can  be  made  for  anyone  within  or  with- 
out a Keogh  program  if  he  is  willing  to  ac- 
cept some  assumptions  for  the  future  which 
appear  to  be  reasonable. 

In  making  such  a comparison,  one  will 
need  the  following  formula: 

Gain  (or  loss)  — Net  benefits  under  Keogh  minus  net 
retirement  benefits  one  could  procure  on  his  own. 

To  figure  this,  first  figure  retirement  ben- 


efits you  could  acquire  on  your  own,  assum- 
ing you  put  aside  $2,500  every  year  (or  10 
percent  of  your  income,  whichever  is  less). 
Reduce  the  sum  invested  yearly  by  current 
income  taxes.  Then  multiply  by  the  com- 
pound retirement  factor  given  in  the  table. 
Reduce  the  expected  rate  of  return  to  take 
into  account  taxes  which  will  have  to  be  paid 
each  year  on  dividends  and  gains  even 
though  all  such  payments  are  reinvested. 
The  answer  is  an  approximation  of  the  fund 
you  will  have  for  retirement. 


No.  of 
Years 

3% 

Expected  Rate  of  Return 

4%  5%  6% 

7% 

5 

5.3 

5.4 

5.5 

5.6 

5.7 

10 

11.5 

12.0 

12.6 

13.2 

13.8 

15 

18.6 

20.0 

21.6 

23.3 

25.1 

20 

26.9 

29.8 

33.1 

36.8 

41.0 

25 

36.5 

41.7 

47.7 

54.9 

63.2 

30 

47.6 

56.1 

66.4 

79.1 

94.4 

Table  1. — Compound  Retirement  Factors. 


Let  us  apply  this  to  a hypothetical  doctor 
of  45  who  expects  to  retire  in  20  years.  Let 
us  assume  that  his  top  tax  bracket  is  36  per- 
cent and  that  it  will  remain  so.  He  expects  a 
conservative  4 percent  overall  return  on  his 
investments.  To  allow  for  taxes,  this  will  be 
reduced  to  3 percent. 


Annual  amount  allocated  for  investment  $ 2,500 

Less  income  tax  (26%)  900 

Annual  investment  $ 1,600 

Compound  retirement  factor  X 26.9 

Fund  at  retirement  $43,040 


To  calculate  the  net  benefits  under  Keogh, 
it  is  necessary  to  calculate  the  fund  available 
at  retirement  and  then  reduce  it  by  taxes. 
The  compound  retirement  factor  can  reflect 
true  return,  since  no  reduction  is  necessary 
for  taxes.  Thus,  for  our  hypothetical  doctor: 

Annual  investment  $ 2,500 

Compound  retirement  factor  (20  years,  4%)  X 29.8 
Fund  at  retirement  under  Keogh  $74,500 
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It  appears  that  our  doctor  is  more  than 
$30,000  ahead,  but  this  is  not  so,  for  all  taxes 
have  been  pa-id  on  the  $43,040  retirement 
fund  he  procured  on  his  own.  None  have 
been  paid  on  the  Keogh  fund  as  calculated 
herein,  and  there  are  other  costs  of  the 
Keogh  program.  To  calculate  the  net  benefit, 
reduce  the  fund  by  the  appropriate  tax.  In 
the  case  of  the  illustration,  the  $74,500  fund 
would  purchase  an  annuity  providing  an  an- 
nual income  of  $6,000,  thus  putting  our  doc- 
tor in  a 19  percent  tax  bracket.*  His  net 
benefit  would  be  $74,500  reduced  by  19  per- 
cent, or  $60,345. 

Thus,  our  doctor  stands  to  gain  $17,305 
by  going  the  Keogh  route  and  he  has  provid- 
ed a retirement  program  also  for  his  aides. 

But  what  does  this  cost  him?  To  deter- 
mine this,  the  annual  contribution  must  be 
reduced  by  the  taxes  saved  and  increased  by 
the  cost  of  contributions  made  for  his  em- 
ployees reduced  by  the  tax  savings  on  these 
contributions.  For  our  hypothetical  doctor, 
let  us  assume  an  annual  income  of  $30,000. 
Since  his  contribution  of  $2,500  for  himself 
is  8-1/3  percent  of  his  income,  he  must  con- 
tribute an  amount  equal  to  8-1/3  percent  of 
his  full-time  employees’  salaries.  Again,  let 
us  assume  he  has  two  full-time  employees 
with  more  than  three  years  of  service  earn- 
ing $350  per  month  each. 


Contribution  for  himself 

$2,500 

Less  taxes  saved 

900 

Net  cost 

$1,600 

Contribution  for  employees 

$ 700 

Less  taxes  saved 

252 

Net  cost 

448 

Total  net  annual  cost 

$2,048 

*A  different  taxing  procedure  is  used  if  benefits 
are  taken  in  a lump  sum. 


Thus,  we  can  make  the  following  com- 
parisons: 


Keogh  Non-Keogh 


Total  annual  contribution 

$ 3,200 

$ 2,500 

Net  annual  cost 

$ 2,048 

$ 2,500 

Net  fund  at  age  65 

$60,345 

$43,040 

Annuity  income  for  doctor 

$400  per 

$287  per 

month  after 

month 

Retirement  income  fund  for 

taxes 

tax  free 

each  employeet 

$10,430 

None 

It  can  be  seen  that  for  an  out-of-pocket 
cost  of  $450  less  per  year,  a retirement  fund 
larger  by  about  $17,000  can  be  accumulated 
with  two  other  retirement  funds  of  about 
$10,000  each  for  employees  by  using  the 
mechanism  of  the  Keogh  legislation.  This  re- 
sults in  an  annuity  income  approximately  33 
percent  greater  for  the  doctor  than  he  could 
have  procured  for  himself.  The  differences 
for  doctors  older  than  our  hypothetical  doc- 
tor will  probably  be  less,  but  for  doctors 
younger,  even  more  startling.  By  using  the 
methods  outlined,  each  reader  can  work  out 
his  own  results 

This  hypothetical  case  has  been  presented 
for  two  reasons.  First,  it  illustrates  the  man- 
ner in  which  the  Keogh  program  works  and, 
second,  it  gives  an  idea  of  the  definite  dol- 
lar advantages  its  use  produces.  The  figures 
presented  are  only  approximations.  Each  in- 
vestor is  urged  to  consult  his  own  counselors 
for  figures  more  applicable  to  his  own  situa- 
tion. It  is  hoped  that  this  article  will  give 
him  a basis  from  which  to  start. 

Part  II  in  the  May  Texas  Medicine  will 
cover  the  different  investment  media — their 
pros,  cons,  uses,  and  abuses — and  the  factors 
which  should  be  considered  in  making  a 
choice. 

— Alford  R.  Hazzard,  M.D.,  Austin. 


fBased  on  same  20  year  duration  and  4 percent 
return  assumptions  we  used  for  the  doctor. 
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HOW  LONG? 


HOW  MUCH? 


(Examples) 

Age  at 
beginning 
of  disability 


These  are  basic  questions  when  considering  a 

Disability  Income  Insurance  Plan 

THE  TEXAS  MEDICAL  ASSOCIATION  "LONG-TERM"  GROUP  PLAN 

was  carefully  designed  to  provide  maximum  protection 
Examine  the  following  chart  carefully 


1 2 3 4 5 


Maximum 
6 7 8 9 
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51 
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53 

54 
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67 
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Maximum 
amount  payable 
based  on  $1000. 
Payable  per  rnonth  under 

10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  3QP  an*-°  1 


Years  Sickness  Benefit 


1 $360, 000. 


$348,000. 


$336,000. 


$324,000. 


$312,000. 


$300,000. 


$288,000. 


$276,000. 


$264,000. 


$252,000. 


$240,000. 


$228,000. 


$216,000. 
$204,000. 


$192,000. 
$180,000. 


$168,000. 


$156,000. 


Lifetime  benefits  if  disability  is  due  to  ac- 
cident 


$144,000. 


$132,000. 


$120,000. 


$108,000 


$96,000. 


$84,000 


$72,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 


$48,000. 


$36,000. 


$5,000  Accidental  Death  Benefits 

Dismemberment  Benefits 

Waiver  of  premium  at  no  extra  cost 

All  disability  benefits  are  tax-free  dollars 

A proven  plan — Now  in  its  11th  year 

Low  Group  Rates 

Sponsored  and  approved  by  the  Texas 
Medical  Association 


_ 

This  is  the  only  disability  income  plan  sponsored  and  approved  by  the 
Texas  Medical  Association. 

Be  sure  this  is  the  plan  you  have,  or  purchase,  if  you  want  the  T.M.A.  plan. 


$24,000. 


ADMINISTERED  BY 

Charles  O.  Finley  & Company 


1905  N.  LAMAR  BLVD. 


AUSTIN,  TEXAS 


UNDERWRITTEN  BY 


Lumbermens  Mutual  Casualty  Co. 

CHICAGO,  ILLINOIS 
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TEXAS  MEDICINE 


AUGUST  R.  REMMERS,  JR., 
and  HARRY  E.  SARLES  are 

co-directors  of  the  Adult 
Renal  Metabolic  Laboratory 
and  assistant  professors  of 
medicine;  GARLAND  H. 
SMITH  is  a former  clinical 
fellow  in  renal  diseases, 
Medical  Branch,  Galveston. 
The  Stained  Urinary  Sedi- 
ment Examination,  p.  53. 


DAVID  A.  GRANT,  Fort  Worth, 
specializes  in  plastic  and  re- 
constructive surgery.  Saving 
the  Burned  Ear,  p.  58. 


PETER  B.  K A M I N and 
BERNARD  T.  FEIN  conduct- 
ed their  study  on  private 
office  patients  and  children 
attending  the  Pediatric  Al- 
lergy Clinic,  Robert  B.  Green 
Memorial  Hospital,  San  An- 
tonio. Children  with  Steroid- 
Dependent  Allergic  Asthma, 

p.  62. 


authors 


EUGENE  C.  McDANALD,  JR., 

clinical  professor  of  neurolo- 
gy and  psychiatry  at  The 
University  of  Texas  Medical 
Branch,  Galveston,  gives  a 
positive  and  common-sense 
approach  to  Emotional 
Growth  of  the  Child,  p.  73. 


HARRY  K.  DAVIS,  clinical  as- 
sistant professor  of  psychia- 
try at  The  University  of  Tex- 
as Medical  Branch,  Galves- 
ton, tells  how  to  avoid  Pit- 
falls  in  Handling  Psychiatric 
Patients,  p.  91. 


GRACE  K.  JAMESON  prac 
tices  psychiatry  in  Galveston 
and  also  is  clinical  assistant 
professor  of  neurology  and 
psychiatry  at  the  Medical 
Branch.  Relative  Incidence  of 
Psychiatric  Disorder  in  Adopt- 
ed Children  in  Texas,  p.  83. 


RICHARD  ROBIN,  resident 
in  internal  medicine  at  Park- 
land Memorial  Hospital,  Dal- 
las, presents  the  protocol 
for  this  month's  Clinicopath- 
ologic  Conference,  p.  98. 
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Please  accept  my  personal  invitation  to  attend  the  100th 
Texas  Medical  Association  Annual  Session,  May  4-7,  1967,  in 
Dallas. 

You  will  have  the  opportunity  to  hear  and  see  : 

• 35  outstanding  guest  speakers 

• 16  refresher  courses 

• 12  scientific  sections 

• 5 color  TV  presentations 

• 10  curbstone  consultations 

• 200  exhibits 

• the  Dallas  Symphony  Orchestra. 

Every  effort  has  been  made  by  the  Council  on  Annual  Session 
to  make  this  the  most  outstanding  meeting  in  our  history. 

The  House  of  Delegates  promises  lively  discussion  on  sub- 
jects which  should  interest  each  of  you.  Sports  events,  frater- 
nity parties,  alumni  meetings,  and  the  general  luncheons  on  Fri- 
day and  Saturday  will  inspire  everyone  who  attends. 

Hope  to  see  all  my  friends  in  Big  D,  May  4-7. 


Sincerely, 


James  D.  Murphy,  M.D., 
President,  Texas  Medical  Association 
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TEXAS  MEDICINE 


ASSOCIATION  NEWS 


Recent  and  Previous  Bills  Progress 
In  Texas  Legislature  and  US  Congress 


Several  bills  of  medical  interest 
have  recently  been  introduced  into 
the  Texas  Legislature,  and  the 
Legislature  has  taken  various  ac- 
tion on  previously  introduced  bills. 

A joint  resolution  proposing  an 
amendment  to  the  Constitution 
authorizing  each  county  of  the 
state  to  pay  medical  expenses, 
doctor  bills,  and  hospital  bills  for 
sheriffs,  constables,  and  other  law 
enforcement  officials  who  are  in- 
jured while  performing  official 
duties  has  been  amended  and  re- 
ported favorably  by  the  Constitu- 
t i o n a 1 Amendments  Committee. 
Texas  Medical  Association  sup- 
ports this  resolution  in  principle 
but  vigorously  opposes  its  passage 
in  its  present  form  because  of  the 
inclusion  of  an  amendment  provid- 
ing payment  of  charges  by  chiro- 
practors. 

Two  bills  before  the  Legislature 
are  concerned  with  emergency  hos- 
pital care  and  would  amend  the 
Hospital  Licensing  Act.  Under  the 
bills,  a hospital  would  be  required 
to  render  emergency  first  aid  serv- 
ice to  any  person  brought  to  the 
hospital  in  an  emergency  condi- 
tion regardless  of  the  patient’s  fi- 
nancial condition.  TMA  is  opposed 
to  both  bills  because  they  could  (1) 
create  additional  legal  liability  on 
both  physicians  and  hospitals,  (2) 
would  require  certain  hospitals  to 
accept  emergency  cases  when  they 
have  no  emergency  facilities,  (3) 
perhaps  require  hospitals  to  hire 
doctors,  and  (4)  contain  no  defini- 
tion as  to  what  constitutes  a true 
emergency. 

A blood  bank  bill  was  heard  in 
the  Senate  Committee  on  Juris- 
prudence on  April  12.  It  was 
amended  and  reported  favorably 
by  the  committee  on  that  date.  The 
bill,  in  effect,  would  classify  blood, 
blood  plasma,  or  other  human  tis- 
sue or  organs  from  a blood  bank 
or  reservoir  as  medical  services 
and  not  commodities,  thus  exempt- 
ing these  items  from  implied  war- 
ranties of  merchantability  and  fit- 


ness. This  bill  is  receiving  TMA 
support. 

A bill  before  the  House  would 
establish  a licensing  board  for 
physical  therapists.  The  bill  de- 
fines the  term  “physical  therapy” 
to  mean  “the  treatment  of  any 
bodily  or  mental  condition  of  any 
person  by  use  of  the  physical, 
chemical  and  other  properties  of 
heat,  light,  water,  electricity,  mas- 
sage and  active,  passive  and  res- 
tive exercise.”  The  Association  op- 
poses this  bill  for  the  following 
reasons:  (1)  the  bill  would  auth- 
orize the  “treatment  of  a bodily 
or  mental  condition”  by  one  un- 
trained in  scientific  medicine  and 
(2)  the  definition  of  physical  ther- 
apy is  so  closely  akin  to  the  defini- 
tion in  the  Naturopathy  Act  which 
was  held  unconstitutional. 

The  bill  to  implement  Title  XIX 
of  the  Medicare  Law  is  pending 
allocation  of  available  resources 
and  should  receive  attention  when 
the  appropriations  bill  is  decided 
upon.  The  Senate  Finance  Com- 
mittee reported  favorably  on  the 
Senate  bill,  and  the  bill  was  passed 
by  the  Senate  on  April  11.  The 
companion  House  bill  is  still  pend- 
ing action  in  the  Public  Health 
Committee.  This  law  would  imple- 
ment the  Title  XIX  portion  of 
Medicare  in  Texas.  The  bills  were 
drafted  by  members  of  a TMA 
Special  Committee  to  Study  Title 
XIX  working  with  the  State  De- 
partment of  Public  Welfare. 

The  proposed  amendments  to 
the  Nurse  Practice  Act  have  been 
heard  by  the  Senate  Public  Health 
Committee  and  have  been  sent  to 
a subcommittee  for  consideration. 
The  companion  House  bill  was  con- 
sidered by  the  State  Affairs  Com- 
mittee on  April  10  and  was  like- 
wise sent  to  a subcommittee.  Texas 
Medical  Association  does  not  sup- 
port the  nursing  bills  unless  its 
amendments  protecting  licensed  vo- 
cational nurses  are  accepted. 

The  proposed  “Humane  Abor- 
tion Act”  which  would  make  thera- 


peutic abortions  legal  under  cer- 
tain enumerated  circumstances  has 
been  reported  favorably  by  the 
Public  Health  Committee  of  the 
Senate  and  is  now  pending  action 
by  the  Senate  as  a whole. 

Hearings  have  been  held  con- 
cerning the  House  bills  on  the 
regulation  of  the  drug  LSD.  These 
bills  are  currently,  however,  in  a 
sub-committee  of  the  Criminal 
Jurisprudence  Committee.  These 
bills  would  include  LSD  on  the  list 
of  dangerous  drugs  and  subject  the 
drug  to  stipulated  control.  Texas 
Medical  Association  supports  the 
principle  of  control. 

The  proposed  House  bill  provid- 
ing that  a physician  test  newborn 
infants  for  hearing  defects  is  cur- 
rently in  a sub-committee  of  the 
House  Public  Health  Committee. 
Members  of  Texas  Medical  Asso- 
ciation have  testified  against  the 
passage  of  this  bill. 

Two  committee  amendments 
have  been  added  to  the  Senate 
bill  on  privileged  communication 
between  a clergyman  and  a peni- 
tent. The  House  bill  covering  a 
doctor  and  his  patient  has  not  yet 
been  heard  by  the  Judiciary  Com- 
mittee. 

A bill  dealing  with  State  De- 
partment of  Health  duties  in  rec- 
ommending policies  relating  to  Med- 
ical aspects  of  driver  licensing, 
traffic  safety,  and  accident  in- 
vestigation has  been  passed  by  the 
House  and  is  still  awaiting  action 
by  the  Senate. 

The  TMA  Council  on  Medical 
Jurisprudence  has  urged  that  ac- 
tion be  taken  on  several  parts  of 
a bill  before  the  United  States 
Congress  as  follows. 

The  Council  supports  a legisla- 
tive provision  to  drop  the  certifica- 
tion requirement  of  the  Medicare 
Law.  It  is  thought  that  the  physi- 
cian’s customary  practice  in  order- 
ing inpatient  services  would  be 
deemed  sufficient  to  meet  the  re- 
quirements of  the  law. 

Another  portion  of  this  Congres- 
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sional  bill  would  amend  Title  XIX 
to  permit  an  option  of  (1)  direct 
payment  by  the  patient  of  physi- 
cian charges  with  the  patient  then 
receiving-  reimbursement  from  the 
government  or  the  fiscal  intermedi- 
ary, or  (2)  the  assignment  of  ben- 
efits to  the  physician.  The  Coun- 
cil favors  this  amendment. 

The  Council,  finally,  urges  the 
opposition  of  the  proposal  to  in- 
clude the  disabled  below  the  age 
of  65  in  the  Medicare  program. 
The  Medicare  program  is  extreme- 
ly costly  and  difficult  to  adminis- 
ter, the  Council  feels,  and  the  pro- 
gram should  not  be  expanded. 

DOCTOR  DRUG  OWNERSHIP 
GETS  AMA  ETHICS  RULING 

The  American  Medical  Associa- 
tion Judicial  Council  has  an- 
nounced an  opinion  regarding  own- 
ership of  or  interest  in  drug  firms 
and  the  ethical  responsibilities  of 
prescribing  and  dispensing  drugs 
or  devices.  This  opinion  will  he 
presented  to  the  Texas  Medical 
Association’s  Board  of  Councilors 
at  the  upcoming  meeting  during 
the  1967  Annual  Session. 

The  opinion,  adopted  on  March 
12,  1967,  reads  as  follows: 

It  is  unethical  for  a physician 
to  be  influenced  in  the  prescribing 
of  drugs  or  devices  by  his  direct 
or  indirect  financial  interest  in 
a pharmaceutical  firm  or  other 
supplier.  It  is  immaterial  whether 
the  firm  manufactures  or  repack- 
ages the  products  involved. 

It  is  unethical  for  a physician 
to  own  stock  or  have  a direct  or 
indirect  financial  interest  in  a 
firm  that  uses  its  relationship 
with  physician-stockholders  as  a 
means  of  inducing  or  influencing 
them  to  prescribe  the  firm’s  prod- 
ucts. Practicing  physicians  should 
divest  themselves  of  any  financial 
interest  in  firms  that  use  this 
form  of  sales  promotion.  Reputable 
firms  rely  upon  quality  and  effi- 
cacy to  sell  their  products  under 
competitive  circumstances,  and  not 
upon  appeal  to  physicians  with  fi- 
nancial involvements  which  might 
influence  them  in  their  prescrib- 
ing. 

Prescribing  for  patients  involves 
more  than  the  designation  of  drugs 
or  devices  which  are  most  likely  to 
prove  efficacious  in  the  treatment 
of  a patient.  The  physician  has  an 
ethical  responsibility  to  assure 
that  high  quality  products  will  be 
dispensed  to  his  patient.  Obviously, 
the  benefits  will  he  dispensed  to 
his  patient.  Obviously,  the  benefits 


of  the  physician’s  skill  are  di- 
minished if  the  patient  receives 
drugs  or  devices  of  inferior  qual- 
ity. 

Inasmuch  as  the  physician 
should  also  be  mindful  of  the  cost 
to  his  patients  of  drugs  or  devices 
he  prescribes,  he  may  properly 
discuss  with  patients  both  quality 
and  cost. 


ON  THIS  MONTH’S  COVER  — 

The  cover  of  the  April  issue  of 
Texas  Medicine  depicts  a portion 
of  the  original  oil  painting,  “The 
Founding  of  the  Texas  Medical 
Association”  by  Mr.  Robert  Thom 
of  Birmingham,  Mich. 

In  this  preliminary  sketch,  two 
dominant  figures  in  the  history  of 
Texas  medicine,  Ashbel  Smith  of 
Harris  County  and  J.  W.  Throck- 
morton of  Collin  County,  pause 
Jan.  17,  1853,  to  consider  the  fu- 
ture of  the  newly-organized  Medi- 
cal Association  of  Texas  in  front 
of  the  Methodist-Episcopal  Church 
in  Austin. 

The  painting  will  be  officially 
unveiled  on  Friday,  May  5,  at  the 
general  meeting  luncheon  of  the 
100th  TMA  Annual  Session  and 
will  be  on  display  in  the  Dallas 
Memorial  Auditorium  during  the 
Annual  Session.  Parke,  Davis  & 
Company,  Detroit,  defrayed  the 
expenses  of  the  production  of  this 
painting. 


PERSONALS 

Dr.  Max  E.  Johnson  of  San  An- 
tonio and  William  D.  Seybold  of 
Houston  participated  in  the  Third 
National  American  Medical  Associ- 
ation- American  Nurses’  Association 
Conference  in  February  in  Coro- 
nado, Calif. 

Dr.  Lee  Edward  Farr  of  Houston 
has  been  elected  chairman  of  the 
American  Medical  Association 
Council  on  Scientific  Assembly.  Dr. 
Charles  D.  Bussey  of  Dallas  has 
been  reappointed  as  a member  of 
this  Council. 

Three  Texas  pathologists  are 
members  of  the  steering  committee 
of  the  newly-formed  National  As- 
sociation of  Medical  Examiners. 
They  are  Drs.  Robert  Hausman  of 
San  Antonio,  Joseph  A.  Jachimczyk 
of  Houston,  and  T.  C.  Terrell  of 
Fort  Worth. 

The  Industrial  Medical  Associa- 


tion has  given  its  Health  Achiev- 
ment  in  Industry  Award  for  1967  to 
three  Texas  companies:  Neches  Bu- 
tane Products  Company,  Texas-US 
Chemical  Company,  and  Goodrich- 
Gulf  Chemicals,  Inc.,  all  of  Port 
Neches.  Dr.  Charles  O.  Bruce  of 
Port  Neches  is  medical  director  of 
the  three  companies. 

Dr.  James  D.  Murphy  of  Fort 
Worth,  President  of  Texas  Medical 
Association,  has  been  appointed  to 
serve  on  the  committee  on  consti- 
tution and  bylaws  of  the  American 
Academy  of  General  Practice.  He 
is  a past  president  of  the  Texas 
Academy  of  General  Practice  and 
of  the  American  Academy. 

Dr.  Robert  D.  Moreton,  Houston 
radiologist,  has  been  named  recip- 
ient of  the  annual  brotherhood 
award  of  the  National  Conference 
of  Christians  and  Jews.  He  was 
honored  by  the  Fort  Worth  chapter 
of  the  conference  on  March  27  in 
Fort  Worth. 

Dr.  Milford  O.  Rouse  of  Dallas, 
President-Elect  of  the  American 
Medical  Association,  was  a main 
speaker  at  the  Feb.  17-19  AMA- 
sponsored  National  Meeting  of 
State  Medical  Society  Medicine  and 
Religion  Committee  Chairmen  in 
Chicago.  Dr.  Travis  Smith  of  Abi- 
lene represented  Texas  Medical  As- 
sociation at  this  meeting. 

Dr.  J.  E.  Miller  of  Dallas  has 
been  elected  president  of  the  Amer- 
ican College  of  Radiology.  Before 
his  election  to  the  presidency,  he 
was  chairman  of  the  college’s  board 
of  chancellors. 

Dr.  Paul  R.  Meyer,  Port  Arthur 
pediatrician,  left  for  volunteer 
service  in  Vietnam  on  March  31 
and  will  return  June  1.  He  is 
one  of  several  Texas  physicians  to 
serve  in  this  capacity  under  the 
AMA  Volunteer  Physicians  for 
Vietnam  program.  Dr.  Meyer’s  son, 
Dr.  Paul  R.  Meyer,  Jr.,  of  New 
Orleans,  went  to  Vietnam  along 
with  his  father. 

Dr.  John  F.  Thomas  of  Austin, 
chairman  of  the  Texas  Medical  As- 
sociation Committee  on  Cancer, 
has  been  elected  regional  chairman 
of  the  Advisory  Committee  for 
Texas  of  the  Regional  Medical 
Programs  in  Heart  Disease,  Can- 
cer and  Stroke. 

Dr.  John  J.  Hinchey,  San  An- 
tonio orthopedic  surgeon,  has  been 
elected  secretary  of  the  American 
Academy  of  Orthopaedic  Surgeons. 
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THE  STAINED  URINARY 
SEDIMENT  EXAMINATION 

AUGUST  R.  REMMERS,  JR.,  M.D.;  GARLAND  H.  SMITH,  M.D.;  AND  HARRY  E.  SARLES,  M.D. 


The  technique  for  stained  urinary  sedi- 
ment examination  is  described.  The 
study  is  simple,  rapid,  and  may  have 
great  clinical  significance  in  the  diag- 
nosis of  various  types  of  renal  disease. 
The  commonly  encountered  abnormali- 
ties and  their  significance  are  illustrated. 

WITH  THE  DEVELOPMENT  of  sophisticated  diagnostic 
approaches  to  clinical  diseases,  there  is  a tendency  to 
neglect  or  improperly  utilize  time-honored  laboratory 
studies  which  are  still  of  great  value.  Examination  of 
the  urinary  sediment  is  such  an  example.  Careful  ex- 
amination of  the  urinary  sediment  is  a most  rewarding 
and  simple  method  of  detecting  parenchymal  renal 
disease,  providing  proper  techniques  are  employed.  In 
most  instances  this  examination  provides  strong  pre- 
sumptive evidence  of  a specific  renal  disease  or  may 
suggest  the  choice  of  additional  diagnostic  studies 
leading  to  a definitive  diagnosis.  When  this  examina- 
tion is  performed  by  the  physician  himself,  its  accu- 
racy and  diagnostic  value  is  increased  manyfold. 

The  purpose  of  this  article  is  to  describe  the  exami- 
nation of  the  urinary  sediment  using  a supravital 
staining  technique,  originally  described  by  Sternheim- 
er  and  Malbin,  and  to  illustrate  the  most  commonly 
encountered  abnormalities  of  urinary  sediment.1  The 
simplicity  and  importance  of  this  examination  has 
been  repeatedly  demonstrated  in  our  laboratory  by 
many  residents,  interns,  and  students. 

EQUIPMENT:  Relatively  inexpensive  equipment,  com- 
monly available  in  the  physician’s  office,  is  all  that  is 
necessary.  A standard  centrifuge,  microscope,  test 
tubes  and  slides,  two  polarizing  disks,  and  the  Stern- 
heimer-Malbin  stain  are  required.  This  stain  is  pre- 
pared by  the  following  method:1 

Solution  A.  Stable  indefinitely.  (1)  Methylrosaniline 
chloride  (crystal  violet) — 3.0  gm.  (2)  Ethyl  alcohol 
(95%) — 20  ml.  (3)  Ammonium  oxalate — 0.8  gm.  (4) 
Distilled  water  to  80  ml. 

Solution  B.  Stable  indefinitely.  (1)  Safranin  0 — 
0.25  gm.  (2)  Ethyl  alcohol  (95%)— 10.0  ml.  (3) 
Distilled  water  to  100  ml. 

Solution  C.  Mix  3 parts  solution  A and  97  parts 
solution  B;  store  in  a dropper  bottle,  and  filter  every 
month.  Replace  every  three  months. 

Inexpensive  polarizing  film  can  be  obtained  from  an 
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Fig.  1.  (High  power.)  Typical 
appearance  of  red  blood  cells  in 
stained  urinary  sediment. 

optical  supply  house.  One  disk  is  cut  to  fit  in  the  slot 
beneath  the  condenser  of  the  microscope,  and  the 
other  to  fit  the  eyepiece.  The  diaphragm  of  the  con- 
denser is  opened  fully  and  the  disk  on  the  eyepiece  is 
rotated  until  maximum  darkness  is  obtained.  This 
technique  will  clearly  identify  lipid  inclusions  as  dou- 
bly refractile  fat  bodies  (Fig.  16). 

COLLECTION  AND  PREPARATION  OF  SPECIMEN: 

Specimens  should  be  collected  by  the  well-known 
clean  catch,  midstream  technique.-  A regular  voided 
specimen  is  more  likely  to  contain  erythrocytes,  leuko- 
cytes, and  bacteria  which  have  entered  the  urine  from 
sources  other  than  the  kidney  or  its  collecting  system. 
Ten  to  15  cc.  of  urine  is  centrifuged  for  five  minutes. 
The  supernatent  is  poured  off,  leaving  a small  amount 
of  sediment.  To  this,  one  drop  of  stain  (solution  C) 
is  added  and  stirred  briefly  with  a wooden  applicator 
stick.  This  is  important  in  order  to  resuspend  the 
packed  sediment.  A small  drop  of  the  stained  sedi- 
ment is  placed  on  a slide  and  covered  with  a cover- 
slip.  The  specimen  is  then  examined  microscopically 
under  reduced  light.  The  specimen  should  be  exam- 
ined shortly  after  collection  to  avoid  degeneration  of 
casts  and  other  cellular  components.  If  this  is  impos- 
sible, the  specimen  should  be  acidified  with  a few 
drops  of  dilute  hydrochloric  acid  and  refrigerated. 

SEDIMENT  EXAMINATION:  Red  cells  stain  a faint  lav- 
ender or  take  up  no  stain  at  all  (Figs.  1 and  4). 
Leukocytes  are  seen  in  two  forms.  The  older  leuko- 
cytes stain  an  orange-purple  color  and  show  no  cyto- 
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Fig.  4 


Fig.  2.  (High  power.)  Leukocytes  in  clumps 
demonstrating  both  the  pale  blue-staining 
young  polymorphonuclear  leukocytes 
(glitter  cells),  and  older,  more  deeply 
staining  polymorphonuclear  leukocytes. 

Fig.  3.  (High  power.)  Squamous  epithelial 
cells  demonstrating  their  small  nucleus, 
abundant  cytoplasm,  and  pink-staining 
characteristics.  These  cells  have  their  origin 
in  the  urethra  or  vagina. 

Fig.  4.  (Low  power.)  A cluster  of  transitional 
(bladder)  epithelial  cells  exhibiting  their 
typical  light  blue-staining  qualities  and 
circular  shape.  Many  RBC’s  and  occasional 
glitter  cells  are  also  seen  in  this  field. 

Fig.  5.  (High  power.)  Budding  yeast  forms  in 
the  urine  of  a patient  with  Candida  albicans 
cystitis.  These  organisms  can  be  confused 
with  RBC’s,  however,  they  are  considerably 
smaller,  do  not  stain,  and  demonstrate 
budding. 

Fig.  6.  (High  power.)  Uric  acid  crystals  seen 
in  acid  urine  of  a patient  with 
hyperuricemia.  Uric  acid  may  also  be 
deposited  in  the  amorphous  form. 

Fig.  7.  (High  power.)  Sediment  showing 
amorphous  material  commonly  due  to 
phosphates,  urates,  or  seen  in  patients  taking 
certain  sulfa  preparations. 
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Fig.  10 

Fig.  8.  (High  power.)  Hyalin  cast 
demonstrating  its  typical  light  pink-staining 
characteristic.  Occasional  cellular  inclusions 
are  seen  within  the  substance  of  this  cast. 

Fig.  9.  (Low  power.)  Urine  sediment  from  a 
patient  with  acute  tubular  necrosis  shows 
hyalin  casts  with  many  renal  tubular 
epithelial  cell  inclusions.  Also  seen  in  this 
field  are  fragmented  granular  casts  and  free 
renal  tubular  cells. 

Fig.  10.  (High  power.)  Long,  coarsely 
granular  (cellular)  cast.  This  cast  contains 
both  leukocytes  and  renal  tubular  epithelial 
cells.  Its  hyalin  matrix  may  be  clearly  seen 
in  the  mid-portion  of  the  cast. 


plasmic  motility  (Fig.  2).  The  younger  leukocytes  have 
an  indistinct  nucleus  which  stains  a faint  blue.  Their 
cytoplasm  often  demonstrates  a brownian  movement 
type  of  motility  within  the  cytoplasm,  and  they  are 
termed  "glitter  cells"  (Fig.  2).  Presence  of  a signifi- 
cant number  of  young  polys  suggests  infection  of  the 
urinary  tract.  Squamous  epithelial  cells  originate  either 
from  the  urethra  or  vagina  and  are  of  no  clinical  sig- 
nificance. This  cell  is  large,  stains  pink,  and  has  a 
small  nucleus  with  abundant  cytoplasm  (Fig.  3). 
Transitional  epithelial  cells  are  smaller  than  squamous 
cells,  but  larger  than  leukocytes.  They  originate  from 
mucosa  of  the  urinary  collecting  : stem  and  stain 
light  blue  (Fig.  4).  Yeast  organisms  can  be  confused 
with  erythrocytes.  They  are  smaller  than  the  latter, 
are  frequently  seen  in  budding  forms,  and  take  up  no 
stain  (Fig.  5).  Crystals  and  amorphous  material  are 
frequently  seen  in  the  urinary  sediment.  No  attempt 
will  be  made  to  describe  these  structures  in  detail. 
Figs.  6 and  7 are  typical  examples  of  two  types  of 
crystals.  Renal  tubular  epithelial  cells  are  usually  seen 
as  inclusions  within  casts,  but  may  at  times  be  ob- 
served free  in  the  urine  (Fig.  9).  They  are  about  the 
size  of  leukocytes,  are  mononuclear  with  scant  cyto- 
plasm, and  stain  a deep  purple. 

The  evaluation  of  casts  in  the  urinary  sediment  is 
particularly  important.  Whereas  free  cellular  elements 
may  originate  anywhere  from  the  nephron  to  the 
urethra,  casts  are  formed  within  the  nephron  and 
therefore  must  be  renal  in  origin.  They  are  a "mes- 
sage” from  the  nephron  in  which  they  are  formed.  A 
typical  example  of  the  importance  of  casts  is  in  the 
evaluation  of  the  patient  with  hematuria.  RBC  casts 
found  in  sediment  can  spare  the  patient  the  expense, 
trauma,  and  hazards  of  a urologic  workup.  Hyalin 
casts  are  composed  of  an  amorphous  proteinaceous 
substance  which  stains  light  pink.  Cellular  inclu- 
sions, representing  fragmented  renal  tubular  cells,  are 
frequently  observed  within  these  casts  (Fig.  8).  Renal 
tubular  cell  casts  may  present  in  several  different 
forms;  whole  tubular,  coarsely  granular,  finely  granu- 
lar, and  waxy  (Figs.  9-13).  The  type  of  “granularity" 
is  a manifestation  of  the  degree  of  tubular  cell  au- 
tolysls.  The  waxy  cast  (Fig.  13)  represents  the  ulti- 
mate in  cellular  degeneration  and  is  usually  indicative 
of  a slow  passage  of  the  cast  through  the  course  of 
the  tubule.  Broad  casts  originate  in  dilated  tubules 
and  are  termed  renal  failure  casts  (Figs.  11  and  12). 
The  presence  of  a significant  number  of  renal  failure 
casts  in  the  urine  sediment  indicates  a poor  prognos- 
tic sign.  RBC  casts  are  seen  commonly  when  hema- 
turia has  its  origin  in  the  glomerulus  and  are  positive 
proof  of  their  origin  within  the  nephron.  The  observer 
must  exercise  care  not  to  identify  a clump  of  RBC’s 
as  a cast.  An  RBC  cast  should  be  typical  of  that  dem- 
onstrated in  Fig.  14.  Leukocyte  casts  also  prove  the 
renal  origins  of  the  leukocytes  (Fig.  15).  They  are 


Fig.  11 


Fig.  11.  ( High  power.)  Broad, 
finely  granular  cast  with  several 
“glitter  cells”  included  at  one  end. 
Because  of  its  width,  this  cast  is 
termed  a renal  failure  cast.  The 
field  also  includes  many  RBC’s 
and  occasional  “ glitter  cells.” 

Fig.  12.  (High  power.)  Very 
broad,  coarsely  granular  (renal 
failure)  cast. 

Fig.  13.  (High  power.)  Waxy  cast 
demonstrating  the  typical  homo- 
genous, dark  purple-staining 
characteristic  and  fragile  or  broken 
appearance. 


Fig.  14 


Fig.  14.  (High  power.)  RBC  cast  in 
the  urine  of  a patient  with  chronic 
proliferative  glomerulonephritis. 

It  can  be  differentiated  from  clumps 
of  RBC’s  by  its  typical  cast  shape. 

Fig.  15.  (High  power.)  White  blood 
cell  (glitter  cell)  cast  in  urine  from 
a patient  with  active  Proteus 
pyelonephritis. 

Fig.  16.  (High  power,  polarized 
light.)  Hyalin  cast  with  lipid 
inclusions  shows  the  typical 
Maltese  cross  phenomenon  in  the 
urinary  sediment  of  a patient  with 
the  nephrotic  syndrome. 
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Fig.  20 

Fig.  17.  ( High  power,  polarized  light.)  A 
renal  tubular  epithelial  cell  with  lipid 
inclusions  exhibiting  the  Maltese  cross 
phenomenon.  This  cell  is  termed 
an  oval  fat  body. 

Fig.  18.  ( High  power.)  Lipid  cast  in  the 
urine  of  a patient  with  nephrotic  syndrome 
secondary  to  diabetic  nephropathy.  This  cast 
exhibits  virtually  no  uptake  of  the  stain. 

Fig.  19.  (High  power,  polarized  light.)  Same 
cast  as  shown  in  Fig.  18,  under  slightly 
lower  power,  shows  the  Maltese  cross 
phenomenon. 

Fig.  20.  ( High  power.)  Yeast  cast  and 
pseudohyphae. 


Fig.  18 

commonly  observed  in  pyelonephritis,  but  may  also 
be  seen  in  other  disease  processes  which  are  the  re- 
sult of  exudation  into  the  glomerulus,  such  as  active 
glomerulonephritis,  arteritis,  and  collagen  diseases. 
Oval  fat  bodies,  hyalin  casts  with  lipid  inclusions,  and 
lipid  casts  are  invariably  seen  in  patients  with  the 
nephrotic  syndrome,  irrespective  of  the  cause.  They 
may  also  be  seen  in  patients  with  serious  proteinuria, 
the  degree  of  which  is  not  sufficient  to  result  in  the 
nephrotic  syndrome.  The  exact  mechanism  of  the  ori- 
gin of  this  lipid  material  is  unknown.  Oval  fat  bodies 
are  renal  tubular  epithelial  cells  filled  with  lipid  ma- 
terial. This  lipid,  under  polarized  light,  demonstrates 
the  doubly  retractile  (Maltese  cross)  phenomenon 
(Figs.  16-19).  A yeast  cast  is  conclusive  evidence  of 
yeast  pyelonephritis  (Fig.  20). 

Telescoped  urine  sediment  refers  to  the  demonstra- 
tion of  elements  of  three  stages  of  glomerulonephritis 
in  the  sediment;  the  RBC’s  and  RBC  casts  of  the 
acute  stage,  casts  with  lipid  inclusions  of  the  nephrot- 
ic stage,  and  broad  granular  casts  of  the  chronic 
stage.  Thus,  all  three  stages  are  telescoped  into  one 
sediment.  This  concept  has  been  popularized  by 
Schreiner,  as  being  suggestive  of  a collagen  disease.'* 
Experience  in  our  laboratory  strongly  supports  this 
concept.  The  telescoped  urine  sediment  has  consis- 
tently indicated  the  presence  of  renal  involvement  by  a 
collagen  disease  and  the  need  for  renal  biopsy  to  con- 
firm the  diagnosis.  A telescoped  urine  sediment  is 
also  occasionally  observed  in  subacute  bacterial  endo- 
carditis and  during  an  acute  exacerbation  of  chronic 
glomerulonephritis. 
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SAVING 
THE  BURNED  EAR 


DAVID  A.  GRANT,  M.D. 

Burn  injuries  need  not  cause  ear  deform- 
ities. The  extent  and  severity  of  the  burn 
should  be  evaluated  immediately  and  the 
type  of  management  should  be  deter- 
mined. Treatment  is  described  and  color 
illustrations  show  results  at  various 
intervals  during  therapy. 

DEFORMITIES  OF  THE  AURICLE  following  burn  in- 
juries may  be  quite  severe,  and  present  exceedingly 
difficult  problems  of  reconstruction.  To  prevent  such 
deformities,  it  is  imperative  that  proper  treatment  be 
started  immediately  following  the  injury.  Careful  at- 
tention to  the  burned  ear  must  be  instituted  while 
general  supportive  care  is  being  given,  and  a decision 
must  be  made  immediately  whether  conservative 
prophylactic  management  or  vigorous  definitive  sur- 
gery will  be  needed. 

The  skin  overlying  the  cartilage  of  the  helix  and 
antihelix  is  particularly  vulnerable  to  serious  damage 
from  burn  injuries.  A full-thickness  or  a deep  partial-" 
thickness  burn  injury  need  not  involve  the  perichon- 
drium and  the  well-vascularized  intervening  subcutane- 
ous tissue  in  order  to  obtain  necrosis  and  exposure  of 
the  cartilage.  Contraction  of  the  overlying  eschar  and 
progressing  edema  in  the  subcutaneous  tissue  often 
create  severe  decrease  in  vascularity  with  resultant 
loss  of  viability.  While  the  subsequent  necrosis  need 
not  expose  the  cartilage,  the  injured  perichondrium 
will  be  exposed  to  infection  beneath  the  eschar.  Peri- 
chondritis, once  started,  inevitably  follows  a progres- 
sive course  with  subsequent  chondritis  frequently 
producing  complete  destruction  of  the  greater  portion 
of  the  auricular  cartilage.1  Characteristic  cauliflower- 
like deformities  and  scar  contractures  of  the  ear  are 
thus  produced.  Even  when  the  inflammatory  process 
is  limited  .to  the  helix  or  the  antihelix  alone,  unsatis- 
factory scarring  will  result. 

CONSERVATIVE  TREATMENT:  Painful  swelling  of  a 
burned  ear  indicates  the  onset  of  perichondritis.  Im- 
mediate surgical  resection  of  the  underlying  cartilage2 
through  helical  or  antihelical  incisions,  depending  on 


the  site  of  involvement,  with  gauze  packing  and  con- 
tinuous antibiotic  soaks  (0.25  to  0.5  percent  neo- 
mycin sulfate  solution)  may  prevent  an  extensive 
destruction  of  cartilage.  Frank  abscess  associated  with 
chondritis  produces  exquisite  tenderness,  and  surgical 
treatment  is  the  same  as  for  perichondritis.3  Removal 
of  the  decaying  cartilage  and  any  cartilage  adjacent 
to  the  inflamed  tissues  is  mandatory  for  healing. 

This  extreme  complication  of  a burn  injury  to  the 
auricle  usually  can  be  avoided  with  specific  prophy- 
lactic conservative  measures.  Systemic  and  local  anti- 
biotics may  be  helpful,  but  the  most  important  single 
measure  in  prevention  of  progressive  tissue  involve- 
ment and  subsequent  necrosis  is  the  absolute  avoid- 
ance of  pressure  on  the  affected  ear.1  Ordinary  pillows, 
therefore,  are  not  to  be  used,  and  only  small  pads  or 
special  ring-shaped  pillows  should  be  provided.  A basic 
method  for  minimizing  development  of  chondritis  has 
been  exposure,  allowing  the  formation  of  a dry  eschar 
while  carefully  protecting  the  ear  against  secretions 
coming  from  burns  of  the  facial  and  frontal  areas. 
Daily  cleansing  of  the  exposed  burn  areas  with  3 per- 
cent hexachlorophene  (pHisoHex)  in  tepid  water  is 
beneficial  in  preventing  surface  contamination.  Un- 
necessary picking  and  teasing  of  adherent  dry  eschars 
and  crusts  should  be  avoided,  allowing  the  eschar  to 
separate  naturally  unless  there  is  evidence  of  puru- 
lence  deevloping  beneath  it.  Subsequent  granulation 
tissue  forming  in  the  area  is  then  covered  with  thin, 
split-thickness  skin  grafts,  usually  about  the  third 
week  following  injury.  However,  even  with  the  most 
careful  management  in  this  conservative  form  of 
treatment,  some  cartilage  exposure  often  occurs  and 
severe  chondritis  supervenes. 

Another  conservative  approach  gaining  recent  rec- 
ognition for  providing  favorable  healing  conditions 
in  burn  injuries  is  Moyer’s  technic  of  using  continu- 
ous 0.5  percent  silver  nitrate  soaks  with  dressings 
changed  once  or  twice  daily.4.3  Complete  contact  of 
the  saturated  dressings  with  the  burn  wound  must  be 
maintained  at  all  times.  There  is  often  considerable 
difficulty  in  providing  this  type  of  contact  to  the  sur- 
face of  the  ear  without  some  risk  of  harmful  com- 
pression on  the  injured  tissues.  Such  soaks  have 
been  found  to  maintain  a softer  texture  in  the  burn 
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Fig.  1.  Auricular  deformities  following 
burn  injuries;  (a)  and  (b)  show  extensive 
loss  of  skin  and  cartilage  in  third  degree 
burns,  (c)  and  (d)  show  lesser  deformi- 
ties resulting  from  limited  chondritis 
following  superficial  burns. 


area  and  there  has  been  less  edema  formation.  Con- 
sequently, the  vascularity  is  less  affected  and  the 
danger  of  progressive  necrosis  is  reduced.  Surprising- 
ly, exposure  of  cartilage  during  the  treatment  with 
silver  nitrate  soaks  has  resulted  in  little,  if  any,  in- 
flammation and  only  rare  instances  of  chondritis  of 
any  consequence.  Often  the  small  portion  of  cartilage 
thus  exposed  can  be  simply  excised,  with  closure 
obtained  by  allowing  the  adjacent  soft  tissues  to  fall 
together  or  be  approximated  with  loosely  applied  fine 
nylon  sutures.  Where  there  are  large  areas  of  third 
degree  involvement  of  the  ear,  the  silver  nitrate  treat- 
ment will  not  prevent  the  need  for  skin  grafting,  nor 
will  it  prevent  exposure  of  relatively  large  areas  of 
cartilage.  Therefore,  this  method  is  most  applicable  to 
partial-thickness  burns. 

DEFINITIVE  TREATMENT  OF  FULL-THICKNESS  BURN 
INJURIES:  When  there  is  extreme  contracture  of  the 
skin  resulting  from  extensive  and  obvious  deep  burn 
involvement,  or  where  the  helix  and  portions  of  the 
antihelix  have  obvious  full-thickness  injury,  something 
more  definite  must  be  done.  Early  or  immediate  ex- 
cision of  full-thickness  and  deep  partial-thickness  burn 
injuries  with  immediate  skin  grafting  in  other  areas  of 
the  body  has  long  been  recognized  as  providing  less 
morbidity  by  precluding  infection  and  minimizing  scar 
tissue  with  its  attendant  disfigurement  and  disabili- 
ty. 6-]3  Not  only  is  the  patient's  discomfort  decreased 
but  his  hospital  stay  is  shortened. 

The  greater  portion  of  the  severely  burned  auricle 
can  be  salvaged,  and  extensive  deformities  almost 
always  can  be  prevented  by  early  excision  of  the  burn 
wound  with  immediate  skin  grafting.  In  a severe  burn, 
so  long  as  the  patient  has  a reasonable  chance  of 
survival,  one  or  both  auricles  can  be  operated  upon 
once  the  patient’s  general  condition  is  relatively  stable. 
Excision  of  these  relatively  small  burn  areas  can  be 
performed  under  local  anesthesia  without  undue  dis- 
turbance to  the  patient,  and  skin  grafts  can  be  taken 
without  using  donor  sites  which  ordinarily  must  be 
reserved  for  coverage  of  other  burn  areas. 

TECHNIC:  The  technic  for  early  excision  of  ear  tissue 
is  quite  simple,  involving  the  usual  regional  anesthetic 
block  for  the  auricle.  Six  to  8 cc.  of  1 percent  Xylo- 
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Fig.  2.  Early  excision  of 
flame  burns.  Shown  are 
(a)  appearance  four  days 
after  injury;  (b)  appear- 
ance after  superficial 
debridement  (note  the 
white  areas  of  third 
degree  burn  on  helix  and 
antihelix);  and  (c)  appear- 
2 c ance  20  months  after 
injury  occurred. 


Volume  63,  April,  1967 


59 


Fig.  3.  Early  excision,  hot  tar  contact  burns, 

a.  Hard,  contracted  third  degree  involve- 
ment four  days  after  injury. 

b.  Minimal  deformity  at  nine  months. 

c.  Normal  ear,  shown  for  comparison. 
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Fig.  4.  Technic  of  early  excision  of  burn  injury  with  immediate 
skin  grafting. 

a.  Flash  and  flame  burn  treated  for  six  days  with  0.5  percent  silver 
nitrate  solution.  Note  staining  of  skin  where  adequate  contact  of  solution 
was  achieved. 

b.  Superficial  debridement  revealing  third  degree  involvement  of  helix, 
antihelix,  and  preauricular  areas. 

c.  Appearance  following  removal  of  third  degree  areas  by  surgical 
skin  planing. 

d.  Multiple,  thin,  split-thickness  skin  grafts  are  applied  without  sutures. 

e.  Normal  contour,  apparent  seven  weeks  after  injury. 


caine  (which  may  contain  1:400,000  epinephrine  solu- 
tion if  desired)  is  adequate  for  making  the  circum- 
auricular  infiltration.  A small  subcutaneous  injection 
of  this  solution  into  the  posterior  surface  of  the  ex- 
ternal auditory  meatus  to  anesthetize  the  auricular 
twig  of  the  fifth  nerve  should  not  be  forgotten.  After 
preparing  the  ear  with  3 percent  hexachlorophene 
solution  and  thorough  rinsing,  the  burn-damaged  skin 
is  carefully  planed  away  with  an  Iverson  Dermabrader. 
Normally  vascularized  tissue  is  readily  recognizable 
as  it  is  encountered,  and  minute  debridement  can  be 
carried  out  quite  successfully  with  the  Iverson  Derma- 
brader. Areas  that  cannot  be  planed  easily  should  be 
excised  carefully  with  scalpel  or  scissors.  Sharp  ex- 
cision of  larger  areas  usually  leads  to  more  difficult 
hemostasis  than  is  encountered  with  surgical  skin 
planing. 

When  portions  of  the  cartilage  become  exposed 
during  debridement,  simple  excision  is  carried  out  and 
the  adjacent  soft  tissues  are  approximated  with  loose- 
ly applied  6-0  nylon  sutures  where  possible.  When 
satisfactory  and  obviously  viable  tissues  are  present 


throughout  the  burn  area,  thin  split-thickness  skin 
grafts  can  be  applied  simply  and  without  sutures. 
These  small,  thin,  irregularly  shaped  grafts  can  be 
taken  in  a "tailor-made’'  free-hand  fashion  from  small 
donor  sites.  Thus,  the  available  prime  donor  sites  are 
left  intact  for  later  use  if  more  extensive  burns  re- 
quiring skin  grafting  are  present. 

Since  the  patients  are  treated  under  local  anes- 
thesia there  is  no  concern  about  unnecessary  head 
movements  during  the  postanesthetic  recovery  period. 
Therefore,  dressings  over  the  ear  are  basically  un- 
necessary and  disturbance  of  the  grafts  from  move- 
ment of  the  dressings  is  obviated.  Should  a dressing 
be  considered  mandatory,  it  can  be  applied  carefully 
with  fine-mesh  gauze  and  moist  cotton  held  in  place 
with  a ring  of  stent  sutures  placed  around  the  auricu- 
lar area.  When  the  skin  grafts  are  left  exposed,  hema- 
toma and  seroma  collections  beneath  them  can  be 
evacuated  readily.  If  the  silver  nitrate  technic  is  being 
used  for  treating  burns  adjacent  to  the  ears,  there  is 
no  contraindication  to  applying  these  soaks  to  the 
skin-grafted  area  also. 
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DISCUSSION:  Conservative  measures  for  treatment  of 
burn  injuries  to  the  auricle  are  readily  applicable 
where  there  is  no  definite  full-thickness  or  extensive, 
deep  partial-thickness  involvement  Exposure  therapy 
is  quite  satisfactory  for  superficial  second  degree 
burns,  but  if  deeper  second  degree  burns  are  sus- 
pected, continuous  application  of  0.5  percent  silver 
nitrate  solution  soaks  will  prevent  the  development 
of  a dry,  contracted  eschar  and  will  limit  edema 
enough  to  reduce  the  danger  of  progressive  necrosis. 
When  there  is  uncertainty  as  to  the  depth  of  involve- 
ment, frequent  reexamination  and  evaluation  is  neces- 
sary during  the  first  24  to  48  hours,  since  demarca- 
tion usually  becomes  obvious  within  this  period. 

The  appropriate  time  for  performing  early  excision 
and  immediate  skin  grafting  of  burns  of  the  auricle 
is  basically  the  same  as  for  other  areas  of  the 
body.7’8'1(),i4  These  procedures  should  be  performed 
within  24  to  48  hours  to  avoid  development  of  severe 
edema.  A “delayed”  early  excision  may  be  accom- 
plished with  a satisfactory  skin  graft  “take”  as  late 
as  four  to  five  davs  following  iniurv  and  still  avoid 
infection  if  good  prophylactic  conservative  manage- 
ment is  started  initially  and  followed  carefully.  Possi- 
bly, this  period  may  be  extended  beyond  five  days 
with  the  use  of  the  silver  nitrate  technic  since  infection 
is  prevented  so  well. 

As  with  excision  of  other  burn  areas,  if  the  pro- 
cedure is  not  quite  radical  enough  some  additional 
secondary  skin  grafting  may  be  needed  later  when 
adjacent  areas  of  granulation  tissue  appear.  Generally, 
the  ear  is  healed  and  out  of  danger  before  the  re- 
maining full-thickness  burn  areas  of  the  body  are 
ready  for  skin  grafting.  The  discomfort  associated 
with  severe  ear  complications  is  obviated  and  the  pa- 
tient’s morale  is  improved.  Late  development  of 
chondritis,  when  the  patient  is  otherwise  healing  and 
improving  satisfactorily,  is  avoided  and  the  severe 
deformities  frequently  encountered  are  not  a problem. 

SUMMARY:  Severe  ear  deformities  resulting  from 
moderate  and  even  severe  burn  injuries  need  not 
occur  if  careful,  early  evaluation  is  made  of  the  injury 
to  determine  the  type  of  management  required.  Burn 
injuries  which  obviously  are  not  severe  still  should  be 
treated  with  careful,  conservative,  prophylactic  care. 
Avoiding  direct  pressure  to  the  injured  part  is  of  the 


utmost  importance.  Keeping  the  ear  cleansed  with 
daily  washings  of  3 percent  hexachlorophene  or  simi- 
lar solutions  should  be  second  in  importance  in  this 
management.  For  burns  which  appear  to  be  more  ex- 
tensive but  not  of  full-thickness  extent,  continuous 
0.5  percent  silver  nitrate  solution  soaks  prevent  a dry, 
contracting  eschar  and  infection.  Where  the  skin  over 
the  cartilaginous  ridges,  such  as  the  helix  and  anti- 
helix, is  of  definite  full-thickness  or  questionable  full- 
thickness depth  of  involvement,  removal  of  the  de- 
vitalized tissue  and  immediate  skin  grafting  should 
be  accomplished  as  soon  as  the  patient’s  general 
condition  permits  a local  anesthetic.  Preferably,  this 
should  be  done  within  the  first  48  hours,  but  no  later 
than  the  fifth  post-burn  day.  When  the  debridement 
of  the  burned  auricle  is  carried  out  adequately  and  an 
immediate  skin  graft  is  applied,  the  pain  and  infection 
frequently  associated  with  burns  of  the  ear  are  avoid- 
ed and  the  severe  late  scar  deformities  are  prevented. 
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CHILDREN  WITH 
STEROID-DEPENDENT 
ALLERGIC  ASTHMA 

Clinical  Study 

PETER  B.  KAMIN,  M.D.,  AND  BERNARD  T.  FEIN,  M.D. 


Twenty  children  with  steroid-dependent 
allergic  asthma  were  studied  to  develop 
an  optimum  dose  of  steroids  which  could 
satisfactorily  control  their  problem  with 
minimum  side  effects.  A mean  dose  of 
2 mg.  per  square  meter  per  day  of  meth- 
ylprednisolone,  or  other  steroids  in 
equivalent  doses,  satisfied  these  goals. 
The  authors  discuss  important  conflicts 
which  should  be  considered  in  evaluating 
steroid  effects  upon  growth,  and  suggest 
that  steroid-dependent  allergic  asthma 
may  be  a specific  disease  of  unpredict- 
able onset  and  duration,  complicating 
the  use  of  steroids. 

THE  INTRODUCTION  of  corticosteroids  (steroids),  and 
adrenocorticotropic  hormones  (ACTH),  as  effective 
drugs  for  the  treatment  of  hypersensitivity  diseases 
has  been  an  outstanding  addition  to  therapy  of  al- 
lergic asthma.  Few  drugs  in  the  history  of  medicine 
have  proved  so  potent  and  so  effective  while  yet  so 
incompletely  understood.  Much  is  still  to  be  learned 
about  this  group  of  drugs,  especially  about  their  pro- 
found influence  upon  allergic  asthma.  Siegel1  de- 
scribed the  historical  background  of  steroids  and 
ACTH  and  also  presented  opinions  concerning  their 
classification  and  mechanism  of  action.  His  excellent 
report,  with  its  comprehensive  bibliography,  is  worthy 
of  review. 

Initially,  clinical  use  of  steroids  was  effectively  pro- 
moted by  pharmaceutical  manufacturers  and  observa- 
tions of  investigators.  This  was  soon  followed  by  an 
increasing  use  of  the  drugs  for  treatment  of  various 
diseases,  including  allergic  asthma.  During  this  period, 
there  appeared  children  with  allergic  asthma,  previ- 
ously treated  with  steroids,  who  subsequently  could 


not  be  managed,  even  under  the  most  ideal  conditions 
of  constant  care,  without  continuous  administration  of 
these  drugs.2’3  We  refer  to  this  complication  or  side 
effect  as  “steroid-dependent  allergic  asthma,”  and 
suggest  that  this  may  be  a specific  disease  state 
which  needs  more  intensive  investigation  by  academic 
and  clinical  physicians.  Whether  or  not  it  is  an  iatro- 
genic disease  would  be  difficult  to  ascertain  because 
intractable  asthma,  with  intermittent  episodes  of  acute 
status  asthmaticus  and  with  growth  retardation,4  oc- 
curred in  children  long  before  steroids  were  used. 
Other  disturbing  observations  possibly  related  to 
steroid  administration  have  also  become  more  evi- 
dent, such  as  a rise  in  the  number  of  deaths  among 
asthmatic  children.5-7  One  of  the  authors  of  this  paper 
has  expressed  an  opinion  on  both  matters.8 

Many  other  problems  related  to  steroid  administra- 
tion lack  clearly  defined  understanding  and  recom- 
mendations. Physicians  who  prescribe  these  drugs 
should  be  able  to  answer  the  following: 

1.  What  is  the  optimum  dose  of  steroids  for  long- 
term management  of  children  whose  allergic  asthma 
cannot  be  controlled  without  continuous  steroid  ad- 
ministration? 

2.  Does  any  steroid  now  marketed  provide  the  most 
desirable  results  or  do  these  results  depend  upon  wise 
use  of  any  of  these  drugs  in  more  exact  dosage 
schedules  and  upon  judicious  management  of  each 
child? 

3.  In  children  with  steroid-dependent  allergic  asth- 
ma, what  effect  does  a carefully  established,  opti- 
mum-dose steroid  program  have  on  growth  in  com- 
parison with  nonsteroid  treatment  and  uncontrolled, 
recurrent,  and  serious  allergic  asthma  and  related 
bronchopulmonary  deficiency? 

4.  How  should  these  children  be  managed  in  the 
presence  of  unusual  stress  situations,  including  acute 
infections? 

This  study  attempts  to  present  some  answers. 

METHOD  OF  STUDY  AND  PATIENT  MATERIAL:  Early 
in  1961,  we  initiated  a program  to  study,  compara- 
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tively,  methylprednisolone  and  fluprednisolone  in  clin- 
ical allergy.  We  were  particularly  interested  in  opti- 
mum clinical  control  of  children  with  severe  allergic 
asthma,  side  effects  upon  growth,  spread  of  infection, 
reaction  to  stress,  and  optimum  dosage  schedules 
which  may  be  applied  by  clinicians  for  the  use  of 
most  of  the  steroids  now  marketed.  To  our  knowl- 
edge, no  such  generally  applicable  dosage  schedule 
has  been  established.  Most  studies  have  used  milli- 
gram or  tablet  doses  at  various  intervals  without 
specific  reference  to  weight,  height,  square  meter,  or 
ages  of  children.  It  seemed  that  an  initial  effort  was 
worthwhile  to  develop  such  a dose,  as  is  common 
procedure  in  the  use  of  other  drugs  in  pediatrics. 

In  the  past  four  years,  24  children  were  selected 
randomly  for  this  study;  20  completed  the  program. 
Four  were  dropped  due  to  lack  of  parental  coopera- 
tion or  because  they  moved  to  another  city.  The  most 
important  criteria  for  selection  were  inability  to  con- 
trol symptoms  and  to  minimize  serious  discomfort 
without  continuous  administration  of  steroids.  Every 
child  had  received  various,  frequently  alternated 
steroids  and/or  ACTH  as  well  as  ancillary  medications 
for  substantial  periods  of  time  before  they  were  re- 
ferred to  our  office.  In  all  cases  admitted  to  this 
study,  the  most  vigorous  conservative  programs  (in- 
cluding antiallergic  environmental  control,  hyposensi- 
tization and  oral,  parenteral  and  aerosol  nonsteroid 
medications)  repeatedly  proved  insufficient  without 
the  support  of  steroids  previously  administered.  These 
criteria,  in  our  opinion,  adequately  supported  the  diag- 
nosis of  steroid-dependent  disease. 


Patient 

Sex 

Family 
History  of 
Allergy 

Major 

Allergic 

Disease 

Minor 

Allergic 

Disease 

1 

M 

Strong 

Asthma 

Nasal 

2 

M 

Strong 

Asthma 

Nasal 

3 

M 

Strong 

Asthma 

Nasal 

4 

F 

Strong 

Asthma 

Nasal 

5 

M 

Strong 

Asthma 

Nasal 

6 

M 

Strong 

Asthma 

Nasal 

7 

M 

Moderate 

Asthma 

Nasal 

8 

M 

Moderate 

Asthma 

Nasal 

9 

M 

(Adopted) 

Asthma 

Nasal 

10 

M 

Moderate 

Asthma 

Nasal 

11 

M 

Minimum 

Asthma 

Nasal 

12 

M 

Strong 

Asthma 

Nasal 

13 

F 

Strong 

Asthma 

Nasal 

14 

M 

Strong 

Asthma 

Nasal 

15 

M 

Strong 

Asthma 

Nasal 

16 

F 

Moderate 

Asthma 

Nasal 

17 

M 

Strong 

Asthma 

Nasal 

18 

F 

(Adopted) 

Asthma 

Nasal 

19 

M 

Strong 

Asthma 

Nasal 

20 

M 

Moderate 

Asthma 

Nasal 

Table  1. — History  and  Classification  of  Patients. 


The  patients  were  seen  weekly  for  approximately 
four  to  six  weeks,  and  then  at  longer  intervals,  but 
none  was  seen  at  less  than  three-month  periods.  At 
each  visit,  the  patients  were  examined,  weight  and 
height  measurements  recorded,  medications  reevalu- 
ated, allergy  vaccine  provided  where  indicated,  and 
other  programs  discussed  relative  to  good  antiallergic 
management.  Wrist  x-rays  were  taken  at  three-month 
intervals. 

Table  1 presents  comparative  data  of  the  principal 
patients  in  our  study.  Of  the  20  children  whose  pri- 
mary disease  was  asthma,  there  were  16  boys  and 
4 girls.  Eighty  percent  of  the  patients  had  a moderate 
to  strong  family  history  of  allergic  asthma;  all  of  the 
patients  had  associated  nasal  allergy  and,  to  our 
surprise,  none  had  significant  allergic  skin  problems. 
In  Table  2,  it  is  noted  that  75  percent  of  the  children 
experienced  their  initial  asthma  at  two  years  of  age 
or  under,  as  has  often  been  observed  by  many  clini- 
cians over  the  years.  When  accepted  for  the  study, 
the  youngest  child  was  four  years  old,  the  oldest 
13  years  of  age,  and  the  mean  age  was  eight.  All 
patients  were  treated  and  followed  for  not  less  than 
two  years,  and  five  were  followed  four  years. 

DRUGS,  DOSAGE  AND  CLINICAL  STATUS:  As  the  pa 

tients  were  admitted  to  this  study,  a special  effort 
was  made  to  select  methylprednisolone  or  flupredniso- 
lone as  the  prescribed  steroid,  since  the  original  pur- 
pose was  to  study  these  two  drugs  in  severe  allergic 
asthma.  These,  therefore,  dominate  as  the  major 
steroids  seen  in  Table  3.  However,  it  should  be  point- 


Patient 

Age  at 
Disease 
Onset 

Age  at 
Steroid 
Dependency 
(years) 

Age  at 
Study 
(years) 

Length  of 
Study 
(months) 

1 

3 years 

8V2 

9-11 

24 

2 

18  mo. 

6 

6-9 

36 

3 

Infant 

6 

8-11 

36 

4 

1 year 

5 

6-9 

36 

5 

Infant 

4 

6-8V2 

30 

6 

18  mo. 

10 

13-15 

24 

7 

2 years 

3 

6-8 

24 

8 

6 mo. 

5 

5V2-9 

42 

9 

1 year 

6 

6-9 

36 

10 

3 years 

5 

8-11 

36 

11 

2 years 

5 

11-13 

24 

12 

Infant 

9 

9-13 

48 

13 

1 year 

5 

5-9 

48 

14 

41/2  years  9 

10-12 

48 

15 

5 years 

6 

8-IOV2 

30 

16 

4 years 

6 

7-9 

24 

17 

1 year 

9 

9-11 

24 

18 

2 years 

4 

4-8 

48 

19 

2 years 

7 

11-14 

36 

20 

2 years 

5 

6-8 

48 

Table  2. — Age  and  Time  of  Study. 
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ed  out  that  in  several  children,  for  reasons  which  we 
cannot  explain,  interchange  of  steroid  was  found  ef- 
ficacious and  resulted  in  a more  satisfactory  mainte- 
nance response.  Cases  2,  6,  13,  16,  and  18  improved 
after  changes  were  made.  The  secondary  steroids  in- 
volved are  shown  in  the  column  “Other  Steroids.” 

In  determining  satisfactory  clinical  progress  in  these 
cases,  our  requisite  was  simple:  the  avoidance  of  re- 
peated acute  emergency  attacks  of  wheezing;  minimal 
night  problems  to  assure  sleep  of  both  patients  and 
parents;  satisfactory  school  attendance  and  perform- 
ance; normal  and  natural  processes  of  physiological 
growth  and  nutritional  maintenance;  moderate  and 
controlled  participation  in  physical  exercise  and  re- 
lated activities;  the  avoidance  of  cushingoid  changes. 
Our  goal  during  this  study  was  not  necessarily  to 
provide  sufficient  amounts  of  steroids  to  achieve  a 
completely  “normal”  life,  free  of  all  respiratory  symp- 
tomatology, for  these  children. 

A continuous  aim  was  to  avoid  doses  exceeding 
2.5  mg.  per  square  meter  per  day  of  methylpredniso- 
lone  or  other  steroid  in  equivalent  doses,  and  this 
was  satisfactorily  achieved  in  all  cases.  The  selection  of 
this  maximum  dose  was  based  on  two  considerations. 
First,  it  was  considerably  smaller  than  doses  of  ster- 
oids previously  reported  in  numerous  studies,4.6’7.9-11 
which  caused  growth  suppression  and  other  complica- 


Daily  Mean  Mg. 

Major 

Other  Equivalent  Dose 

Clinical 

Patient 

Steroid 

Steroids  per  M2 

(mg.)* 

Status 

1 

Fluprednisolone 

Methylprednisolone 

2.0 

Good 

2 

Triamcinolone 

Fluprednisolone 

1.5 

Fair 

3 

Methylprednisolone 

Fluprednisolone 

2.0 

Fair 

4 

Fluprednisolone 

Dexamethasone 

2.0 

Good 

5 

Methylprednisolone 

None 

2.0 

Fair 

6 

Triamcinolone 

Methylprednisolone 

2.5 

Fair 

7 

Fluprednisolone 

None 

2.5 

Fair 

8 

Methylprednisolone 

None 

2.25 

Fair 

9 

Methylprednisolone 

None 

2.0 

Good 

10 

Fluprednisolone 

Methylprednisolone 

2.0 

Good 

11 

Methylprednisolone 

None 

1.5 

Good 

12 

Fluprednisolone 

Methylprednisolone 

2.5 

Fair 

13 

Triamcinolone 

Methylprednisolone 

2.25 

Good 

14 

Fluprednisolone 

Methylprednisolone 

1.0 

Good 

15 

Fluprednisolone 

Methylprednisolone 

1.5 

Good 

16 

Triamcinolone 

Methylprednisolone 

Fluprednisolone 

2.0 

Good 

17 

Fluprednisolone 

Methylprednisolone 

1.5 

Good 

18 

Triamcinolone 

Methylprednisolone 

2.5 

Fair 

19 

Methylprednisolone 

None 

2.5 

Good 

20  Methylprednisolone  None 

Average  Mean  Dose  (mg.  per  M2  per  day)  2.0* 

1.0 

Fair 

*Refers  to  mg.  of  methylprednisolone  or  equivalent  dose  of  other 
steroid. 

Table  3. — Steroid  Data. 


tions.  Second,  we  had  arrived  at  this  level  in  prelim- 
inary observations,  having  noted  that  children  re- 
ceiving doses  of  3 mg.  or  more  per  square  meter  per 
day  of  methylprednisolone,  triamcinolone,  and  predni- 
sone, when  given  for  two  weeks  or  longer,  ultimately 
exhibited  various  degrees  of  cushingoid  changes. 
These  observations  were  not  concisely  recorded  for 
publication,  but  were  primarily  used  as  a reference 
guide  for  this  study.  All  doses  were  given  daily,  and 
are  reported  per  24  hours.  Single  daily  doses  were 
usually  given  at  bedtime  while  twice  daily  doses,  the 
most  common  routine  in  this  study,  were  given  at 
breakfast  and  at  bedtime.  We  selected  bedtime  ad- 
ministration of  single  daily  doses  because  clinical  ex- 
perience has  taught  us  that  acute  wheezing  problems 
among  children  occurred  more  often  and  in  greater 
intensity  during  evening  and  night  hours.  An  attempt 
to  give  the  drugs  every  other  day12-14  was  abandoned 
when  it  was  learned  that  doses  were  often  inadvertent- 
ly skipped  among  these  children  under  such  a pro- 
gram and  that  daily  routine  resulted  in  more  de- 
pendable, continuous  administration  by  the  children’s 
mothers.  It  was  our  plan  that,  once  admitted  to  this 
study,  no  patient  who  could  be  cooperatively  followed 
would  be  dropped  even  though  he  might  require 
larger  doses  than  2.5  mg.  per  square  meter  per  day 
of  methylprednisolone  or  other  steroids  used  in  this 
study  in  equivalent  amounts.  Dosages  above  this 
level  were  never  needed  except  for  short-term  series 
as  described  later. 

Table  4 is  presented  as  a reference  guide  listing 
most  of  the  better  known  and  more  commonly  used 
steroids,  their  equivalent  glucocorticoid  activity,  and 
also  related  values  referring  to  a dose  of  2 mg.  per 
square  meter  per  day  of  methylprednisolone,  which 
is  presented  in  this  study  as  an  optimum  daily  dose 
in  children  with  steroid-dependent  allergic  asthma. 


Name 

Mg. -equivalent 
Glucocorticoid 
Values 

Mg. -equivalent  per  M2  per 
24  hr.  for  steroid-depen- 
dent allergic  asthma 

Cortisone 

25.0 

12.5 

Hydrocortisone 

20.0 

10.0 

Methylprednisolone 

4.0 

2.0 

Fluprednisolone 

1.5 

0.75 

Triamcinolone 

4.0 

2.0 

Dexamethasone 

0.75 

0.375 

Prednisone 

5.0 

2.5 

Meticorten 

5.0 

2.5 

Betamethasone 

0.6 

0.3 

Paramethasone 

2.0 

1.0 

Table  4. — Equivalent  Values  of  Steroids. 


64 


TEXAS  MEDICINE 


The  authors  use  surface  area  in  dose  calculation  of 
steroids  and  also  estimation  of  fluid  and  electrolyte 
requirements  when  indicated,  as  has  been  our  pro- 
cedure for  several  years.  Simplified  reference  tables 
for  this  method  are  easily  available  and  are  not  pre- 
sented in  this  study  in  order  to  conserve  space.  Medi- 
cations given  to  these  patients  prior  to  our  care  are 
not  documented  here  because  they  varied  greatly  in 
drug  selection,  doses,  and  period  of  administration. 

OBSERVATIONS  ON  DRUG  DOSAGE:  At  the  comple- 
tion of  this  study,  all  24-hour  doses  of  steroids  re- 
corded in  milligrams  per  square  meter  on  a patient’s 
chart  were  totaled  and  an  average  calculated  for  each 
patient.  This  was  then  recorded  as  the  daily  mean 
milligram  dose  per  square  meter  of  methylpredniso- 
lone  or  other  steroids  in  related  milligram  values,  and 
the  recordings  appear  in  Table  3.  An  average  of  all 
24-hour  doses  among  all  of  the  subjects  was  then  de- 
termined to  be  1.95  mg.  of  methylprednisolone  or 
milligram-related  steroids  per  square  meter,  recorded 
as  a round  figure  of  2 mg.  at  the  bottom  of  Table  3. 
All  of  the  values  in  column  4 of  Table  3,  including 
the  drugs  fluprednisolone  and  dexamethasone,  are  ex- 
pressed as  equivalent  amounts  of  methylprednisolone 
for  simplification  of  calculation  and  reporting.  Except 
for  brief  periods  described  later,  none  of  the  patients 
required  daily  doses  of  more  than  2.5  mg.  per  square 
meter  of  methylprednisolone  or  other  steroid  in  re- 
lated doses. 

The  references  under  the  column  “Clinical  Status” 
in  Table  3,  presenting  interpretations  of  good  and 
fair,  are  made  with  considerable  hesitancy  since  they 
cannot  be  measured  but  deal  with  subjective  and 
objective  observations.  Those  whose  clinical  condition 
was  classified  as  good  seldom  experienced  emergency 
type  episodes,  required  only  intermittent  ancillary 
nonsteroid  drugs,  and  could  live  fairly  normal  lives; 
those  classified  as  fair  required  more  ancillary  non- 
steroid medication,  experienced  occasional  acute  epi- 
sodes, particularly  after  unusual  exertion,  sudden 
weather  changes,  or  infection,  and  occasionally  re- 
quired a 24-  to  48-hour  period  of  increased  steroid 
medication.  Minimal  increases  were  sufficient,  as  re- 
ported by  Siegel,14  for  satisfactory  clinical  improve- 
ment. These  rarely  exceeded  % to  y2  mg.  equivalent 
(methylprednisolone)  per  square  meter  and  usually 
for  only  24  to  72  hours. 


OBSERVATIONS  ON  UNUSUAL  ILLNESS  AND  STRESS: 

It  was  our  opinion  that  none  of  the  patients  in  this 
study  experienced  unusual  complications  which  could 
be  directly  or  indirectly  related  to  their  steroid  medi- 
cation as  shown  in  Table  5.  These  included  viral 
exanthemata,  general  anesthesia  for  major  surgery, 
and  a serious  automobile  accident  resulting  in  a frac- 
tured femur.  In  only  one  instance  was  the  dose  of 
steroids  increased  prior  to  general  anesthesia.  In  the 
others,  general  anesthesia  and  surgery  were  done 
without  our  having  prior  notification  but  there  were  no 
undesirable  sequelae  due  to  the  absence  of  pre- 
operative steroid  increases.  Our  experience  with  a 
steroid-treated  patient  who  developed  varicella  sup- 
ports that  reported  by  Falliers.15  No  change  of  drug 
dosage  was  made,  and  the  course  was  uneventful. 

During  the  study  period,  patients  normally  ex- 
perienced acute  and  occasional  serious  infections  in- 
cluding tonsillitis,  otitis  media,  pneumonitis,  pyo- 
derma, infection  secondary  to  injuries  to  the  skin, 
urinary  tract  infections,  and,  probably,  viral  influenza 
and  related  diseases  during  local  outbreaks.  There 
was  never  a recognizable  problem  related  to  steroids 
and  the  dose  was  never  altered  for  “stress”  reasons 
except  as  described  elsewhere  in  this  article.  In  sev- 
eral cases,  acute  wheezing,  which  often  occurs  in 
asthmatic  children  suffering  from  acute  infectious 
diseases,  also  occurred  in  these  patients,  and  oc- 
casional small  increases  of  steroids  for  24  to  72  hours 
proved  to  be  worthwhile  and  without  unusual  compli- 
cations. 


Patient 

Problem 

Unusual 

Management  Complications 

1 

Tonsillectomy  & 
adenoidectomy 

Steroid  stopped*  1 week  be- 
fore surgery  and  resumed  1 
week  later 

None 

9 

Lobectomy, 

bronchoscopy, 

bronchogram 

Given  I.V.  hydrocortisone  be- 
fore surgery;  steroids  resumed 
next  day 

None 

13 

Bronchoscopy, 

bronchogram 

Daily  steroid  dose  unchanged 

None 

16 

Herpes  zoster 

Acute,  serious  asthma  during 
height  of  herpes  zoster,  ster- 
oid increased  for  48  hours 

None 

16 

Mediastinal 

emphysema 

Steroids  increased  for  72 
hours 

None 

17 

Mumps 

Daily  steroid  dose  unchanged 

None 

19 

Fractured  femur 
(car  accident) 

Steroid  stopped*  day  of  acci- 
dent for  3 weeks 

None 

20 

Chickenpox 

Daily  steroid  dose  unchanged 

None 

*(By  parents  without  consulting  physicians). 

Table  5. — Problems  and  Complications. 
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EFFECTS  OF  GROWTH:  Measurements  of  height  and 
weight  were  recorded  on  grids  furnished  by  Ross 
Laboratories  similar  to  those  used  by  Reed  and  col- 
laborators.16 The  findings  are  summarized  in  Table  6 
which  shows  the  initial  and  final  levels  of  weight  and 
height  recordings  as  average  or  standard  deviations, 
and  also  gives  the  directions  of  the  weight  and  height 
curves.  All  of  the  curves,  both  weight  and  height, 
were  upward.  For  added  understanding,  it  should  be 
mentioned  at  this  point  that  the  mean  curves  of  de- 
velopment grids  are  usually  the  averages  of  normal 
children,  at  least  those  free  of  chronic  pulmonary 
diseases.16  In  order  to  more  fully  appreciate  the  prob- 
lems in  these  types  of  observations,  it  is  worthwhile 
to  repeat  the  quote  from  Reed  which  appeared  on  the 
grid  sheets:  "Rapid  or  slow  growth  does  not  neces- 
sarily constitute  abnormal  growth.  The  rate  of  growth 
during  the  first  six  years  is  associated  with,  but  not 
specifically  predictive  of  size  and  maturity  and  timing 
of  the  adolescent  growth  spurt.  During  adolescence, 
in  particular,  the  departure  of  an  individual  from  the 
usual  range  for  children  of  the  same  age  and  sex  may 
simply  be  an  indication  of  normal  variation  in  timing 
of  the  adolescent  growth  spurt.”  Reed  also  observed 
that  essentially  normal  children  exhibit  different  pat- 
terns and  stages  of  skeletal  development  and  growth 
rates  with  considerable  variations  in  height  and  weight 
and  physical  changes.  These  facts,  along  with  the 
upward  curves  of  our  subjects’  growth  patterns  and 


Patient 

initial 

Height 

Status 

Height 

Curve 

Final 

Height 

Status 

Initial 

Weight 

Status 

Weight 

Curve 

Final 

Weight 

Status 

1 

— la* 

Up 

Mean 

Mean 

Up 

Mean 

2 

Meant 

Up 

Mean 

Mean 

Up 

1<7 

3 

+ 1<7 

Up 

Mean 

Mean 

Up 

Mean 

4 

Mean 

Up 

Mean 

1(7 

Up 

— 1(7 

5 

Mean 

Up 

+ 1<7 

Mean 

Up 

Mean 

6 

— 2<r 

Up 

— 2(7 

1(7 

Up 

1(7 

7 

— 2(7 

Up 

— 2(7 

1<7 

Up 

— 1(7 

8 

Mean 

Up 

1(7 

Mean 

Up 

1(7 

9 

Mean 

Up 

Mean 

Mean 

Up 

+ 1<7 

10 

Mean 

Up 

Mean 

1 (7 

Up 

Mean 

11 

+ 1(7 

Up 

+ 1(7 

Mean 

Up 

Mean 

12 

— 2(7 

Up 

1(7 

— 2(7 

Up 

— 2(7 

13 

Mean 

Up 

1(7 

— 2(7 

Up 

— 2<7 

14 

Mean 

Up 

Mean 

1<7 

Up 

1(7 

15 

+ 1(7 

Up 

+ 1<7 

Mean 

Up 

Mean 

16 

Mean 

Up 

Mean 

1<7 

Up 

Mean 

17 

— 2(7 

Up 

— 2(7 

— 2(7 

Up 

— 2(7 

18 

Mean 

Up 

— 2(7 

— 2(7 

up 

— 2(7 

19 

Mean 

Up 

Mean 

Mean 

Up 

Mean 

20 

Mean 

Up 

Mean 

+ 1(7 

Up 

+ 2(7 

"o-  = Standard  deviation 
tMean  = Average 


Table  6. — Steroid  Effect  Upon  Height  and 
Weight  Growth. 


the  unpredictable  effects  of  the  pulmonary  obstructive 
disease  itself,  led  us  to  conclude  that  the  growth  of 
our  patients  could  not  be  considered  specifically  sup- 
pressed by  the  steroids  in  the  dosage  used  in  this 
study. 

Our  final  growth  observations  were  those  of  serial 
x-rays  of  the  wrists,  most  of  which  were  done  at  three- 
month  intervals.  The  results  are  not  shown  in  table 
or  chart  form.  The  films  were  carefully  read  by  radi- 
ologists in  our  medical  building  and  also  reviewed  by 
the  authors  in  comparison  with  two  atlas  textbooks 
of  radiology.17’18  Presentation  of  observations  and  dis- 
cussion at  this  point  is  needed  for  better  understand- 
ing. We  would  like  to  present  the  data,  as  others  have 
done  in  previous  reports,  as  clearly  showing  suppres- 
sion or  nonsuppression  upon  growth  by  steroids  in 
the  dosage  which  we  recommend.  This  was  difficult 
to  clearly  accomplish.  All  of  the  patients  had  severe 
allergic  asthma  for  a considerable  period  of  their 
lives  before  entering  this  study,  and  their  disease  con- 
tinued in  a suppressed  state  during  this  study.  This 
pathology  alone  could  have  accounted  for  radiologi- 
cal evidence  of  growth  retardation2  which  was  seen  in 
several  of  the  patients  prior  to  this  study.  This  was 
observed  in  each  patient  who  required,  for  satisfactory 
management,  over  2.0  mg.  per  square  meter  per  day 
of  methylprednisolone  or  other  steroid  in  milligram- 
related  doses.  Except  in  children  whose  growth  sup- 
pression as  shown  by  wrist  studies  was  extremely 
retarded — such  as  two  years  or  more  in  a two-year 
or  longer  serial  observation — we  concluded  that  even 
the  most  experienced  radiologist  would  find  it  diffi- 
cult to  make  clear  and  accurate  interpretations.  The 
reasons  are  similar  to  those  which  challenge  accurate 
growth  status  on  the  basis  of  linear  and  weight  mea- 
surements without  carefully  considering  previous  ill- 
ness and  genetic  and  environmental  cofactors.  It 
seemed  that  certain  differences  occurred  between  in- 
terpretations of  radiologists,  and  there  are  even  oc- 
casional gross  differences  seen  in  illustrated  atlas 
textbooks17’16  which  are  considered  as  authoritative 
sources  for  this  type  of  study.  In  his  book,  Todd  sug- 
gests that  a more  dependable  interval  of  radiological 
assessment  is  6 months,  and  even  12  months,  al- 
though 3-month  intervals  "may  be  useful.”  He  also 
recognizes  possible  variability  of  skeletal  growth  of 
children  and  that  such  growth  may  be  considerably 
influenced  not  only  by  sickness  and  health  but  also 
by  social  environment.  In  conclusion,  it  is  our  opinion 
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that  in  children  with  severe,  long-standing,  intractable 
asthma  with  frequently  occurring  acute  pulmonary 
obstructive  disease  treated  with  or  without  steroids, 
radiological  studies  of  wrists  can  be  expected  to 
show  certain  degrees  of  retardation,  but  brief,  serial 
observations  at  short  intervals  cannot  be  dependably 
used  to  follow  their  progress.  An  interesting  and  pos- 
sibly important  observation  was  that  the  bone  age 
of  all  our  patients  curved  upwards  in  a trend  equal 
to  their  linear  growth  and  weight,  and  this  alone  may 
indicate  that  the  steroid  used  in  the  doses  we  recom- 
mend caused  no  added  delay  in  maturation. 

DISCUSSION:  This  study  was  not  made  and  is  not 
presented  to  either  condone  or  condemn  the  use  of 
steroids  for  the  treatment  of  allergic  asthma  in  chil- 
dren. The  authors  hope  that  this  report,  and  future 
reports  on  this  problem,  may  ultimately  clarify  this 
therapy  so  that  it  will  assume  its  proper  place  in  the 
care  of  the  sick  child. 

It  is  important  to  note  that  throughout  this  pro- 
gram we  never  attempted  to  completely  remove  all 
wheezing  among  these  children  although  this  often 
did  occur.  Usually  one  could  readily  discover  physical 
signs  of  respiratory  obstructive  disease  upon  careful 
examination,  even  though  wheezing  was  absent.  It 
has  been  our  observation  that  even  larger  doses  of 
steroids  than  used  in  this  study,  sufficient  to  produce 
growth  retardation,  will  seldom  achieve  “normal” 
chests.  There  still  seemed  to  remain  a breath  sound 
decrease  or  “suppression”  not  found  among  non- 
asthmatic children,  as  if  there  was  less  than  normal 
air  volume  exchange  even  in  the  absence  of  wheez- 
ing, dyspnea,  or  other  evidence  of  respiratory  ob- 
structive disease. 

In  answer  to  the  four  questions  which  we  present- 
ed earlier,  we  suggest  the  following: 

1.  On  dosage — we  suggest  a basic  dose  of  2.0  mg. 
of  methylprednisolone,  or  other  steroid  in  equivalent 
amounts,  and  not  exceeding  2.5  mg.  per  square 
meter  per  day,  during  the  child’s  steroid-dependent 
periods. 

2.  On  good  results  due  to  a specific  steroid — our 
drug  experience  in  the  study  included  only  methyl- 
prednisolone, fluprednisolone,  triamcinolone,  and  dex- 
amethasone,  but  we  have  used  other  steroids  in  other 
patients.  We  believe  that  the  large  number  of  steroids 


which  have  been  marketed  by  many  drug  companies 
has  provided  the  advantage  of  a choice  of  drugs  for 
physicians  more  than  the  advantage  of  greater  effec- 
tiveness and  safety  for  the  patients.  Careful  and  wise 
use  of  any  of  these  drugs  is  the  key  factor  in  mini- 
mizing side  effects  and  undesirable  complications. 

3.  On  steroid  versus  non-steroid  administration  to 
a steroid-dependent  patient — our  data  indicate  that 
when  a child  has  become  steroid-dependent,  a care- 
ful, well-managed  program  including  proper  doses  of 
steroids  will  not  suppress  growth  and  development 
any  more  than  will  likely  occur  in  uncontrolled,  severe, 
recurrent  asthma  treated  without  steroids. 

4.  On  infection  and  stress  situations — our  observa- 
tions indicate  that  such  problems  may  not  routinely 
require  alteration  of  steroids  among  children  receiv- 
ing long-term  doses  recommended  in  this  study.  We 
urge  the  reporting  of  more  case  studies  before  this 
premise  is  accepted. 

CONCLUSIONS:  1.  When  children  with  chronic,  in- 
tractable allergic  asthma  cannot  be  managed  without 
the  continuous  administration  of  steroids,  we  recom- 
mend a mean  dose  of  2.0  mg.,  not  exceeding  2.5  mg., 
per  square  meter  per  day  of  a drug  such  as  methyl- 
prednisolone or  other  steroid  in  equivalent  amounts, 
with  minor,  individual  variations  as  indicated. 

2.  Continuous,  complete  antiallergic  management 
provides  the  best  results  on  this  regimen  by  minimiz- 
ing symptoms  which  might  require  larger  amounts  of 
steroids  with  subsequent  undesirable  side  effects. 

3.  Wisdom,  caution,  and  proper  dosage  in  the  use 
of  the  large  number  of  various  steroids  now  marketed 
appear  more  important  than  choice  of  drug. 

4.  No  significant  alteration  of  dosage  used  in  this 
study  was  found  necessary  among  these  patients  in 
the  presence  of  bacterial  or  viral  infections,  including 
exanthemata,  nor  in  acute  stress  situations.  Addi- 
tional observations  of  this  problem  are  urged. 

5.  Growth  and  development,  determined  by  weight 
and  height  measurements  and  wrist  x-rays,  proceeded 
in  an  upward  curve  and  were  not  recognizably  sup- 
pressed by  our  recommended  dose  of  steroids  any 
more  than  by  the  uncontrolled  disease  itself.  The 
authors  do  not  presume  that  these  curves  are  as 
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satisfactory  as  comparable  curves  of  non-asthmatic 
children. 

6.  Effects  upon  growth  and  development  are  diffi- 
cult to  assay  by  physical  measurements  or  wrist  bone 
studies  alone  without  consideration  of  environmental, 
genetic,  and  nutritional  factors  and  unless  observed 
for  at  least  two  or  more  years. 

7.  A child  with  steroid-dependent  allergic  asthma 
has  a specific  disease  of  unpredictable  duration  differ- 
ent from  a nonsteroid-dependent  state,  which  deserves 
considerably  more  attention  and  study. 

8.  Since  there  is  still  a lack  of  clear,  concise  and 
generally  accepted  understanding  of  the  effects  and 
side  effects  of  steroids  upon  children  with  allergic 
asthma,  their  use  should  continue  to  be  limited. 
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COMMENT:  This  is  a well  thought  out,  well  executed, 
and  well  reported  clinical  experiment.  The  authors  are 
to  be  complimented  on  their  careful  conclusions  and 
the  unbiased  manner  in  which  their  material  is  pre- 
sented. 

Since  this  study  was  initiated,  some  data  have  ac- 
cumulated which  might  help  in  the  choice  of  steroids 
to  be  used  and  the  schedule  of  administration  in  the 
patient  who  needs  continuing  steroids.  Normal  ACTH 
secretion  is  suppressed  iy2  days  from  a dose  of 
prednisone,  prednisolone,  and  methylprednisolone;  2 
days  from  paramethasone;  2y4  days  from  triamcino- 
lone; 2%  days  from  dexamethasone;  and  3y4  days 
from  betamethasone.1  Therefore,  dose  for  dose,  ACTH 
secretion  (maximum  about  7 a.m.)2  would  be  less 
disturbed  if  the  steroid  were  given  all  in  one  dose  in 
the  morning,  preferably  every  other  morning.  This 
dose  schedule  has  been  suggested  and  is  used  by 
many.3  Precisely  these  characteristics  in  lessening  of 
steroid  effect  may  also  make  this  method  less  effec- 
tive in  controlling  symptoms;  but  if  effective,  it  seems 
to  be  the  method  and  drug  of  choice. 

— T.  S.  PAINTER,  JR.,  M.D.,  Austin. 
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DOCTOR, 


Here  is  the  expanded  Abbott 
anorectic  program  designee 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


5 mg.  ED  10  mg.  ED  15  mg.  ED 


DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT 


SIDE 


front  r~i 


SIDE 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora / dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  avai'able  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 
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FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  1 5 mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS : Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 
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EMOTIONAL  GROWTH 
OF  THE  CHILD 

Review  Article 


EUGENE  C.  McDANALD,  JR.,  M.D. 

Like  Ulysses,  each  child  is  a part  of  all 
that  he  has  met.  He  constructs  his  own 
identity  from  the  attitudes  which  are 
given  to  him  by  his  parents  and  others 
who  are  important  to  him.  Although  he 
has  no  control  over  his  earliest  attitudes, 
those  which  cause  emotional  conflict 
may  be  corrected  successfully  even  as 
late  as  adolescence. 

THE  CHILD  OF  TODAY  grows  up  in  a complex,  multi- 
ple-choice society  which  requires,  at  every  age  level, 
objectivity  and  flexibility  in  making  decisions  that  in- 
volve attractive  or  unattractive  alternatives.  The  child 
who  has  loving  and  trusting  parents  is  encouraged 
early  in  his  career  to  make  decisions  that  involve  a 
simultaneous  choice  of  one  alternative  and  the  sacri- 
fice of  others.  The  less  fortunate  child,  who  receives 
too  much  or  too  little  guidance,  has  greater  difficulty 
in  making  such  decisions.  The  factors,  then,  in  the 
child’s  life  that  contribute  to  facility  or  difficulty  in 
decision  making  are  the  attitudes  of  his  caretakers. 
Indeed,  it  is  their  attitudes  which  the  child  incorpo- 
rates that  predispose  to  the  child’s  learning  to  think 
and  behave  in  a reflective,  conflictive,  or  impulsive 
manner. 

The  Jesuits,  Sigmund  Freud,  and  recent  investiga- 
tors in  psychodynamics  point  out  that  the  influences 
in  a child’s  life  from  birth  through  age  six  are  of  tre- 
mendous importance  in  the  determination  of  tenden- 
cies that  contribute  to  emotional  health  or  conflict. 
The  disposition  toward  emotional  health  or  illness  at 
age  six  does  not  preclude  the  value  of  subsequent 
healthy  or  corrective  emotional  experiences,  especially 
for  the  emotionally  disturbed  child;  yet,  in  many  in- 


stances the  early  personality  warp  is  so  great  that 
the  child  is  relatively  unamenable  to  corrective  influ- 
ences, and  remains  helplessly  impelled  or  inhibited 
by  internal  forces  over  which  he  has  no  control. 

Schools  of  dynamic  psychiatry  generally  agree  that 
during  the  first  six  years  of  the  developmental  pro- 
cess, each  child  shares  the  experience  of  Tennyson’s 
“Ulysses,”  who  proclaimed,  “I  am  a part  of  all  that  I 
have  met.”  This  statement  implies  that  to  a child 
there  is  no  such  thing  as  an  irrelevant  encounter  with 
persons.  His  identification  with  persons  is  a vital  pro- 
cess that  determines  what  he  becomes,  and  the  qual- 
ity of  this  becoming  is  dependent  on  the  qualities  of 
the  persons  he  encounters. 

The  several  lines  of  the  poem  that  follow  the  one 
referred  to  also  have  import  for  the  emotional  growth 
of  the  child: 

Yet  all  experience  is  an  arch  wherethrough 

Gleams  that  untraveled  world  whose  margin  fades 

Forever  and  forever  when  I move. 

How  dull  it  is  to  pause,  to  make  an  end, 

To  rust  unburnished,  not  to  shine  in  use! 

The  child,  indeed,  consists  of  all  that  he  has  met 
in  the  sense  that  experience  stimulates  and  directs 
the  development  of  his  innate  capacities.  If  the  atti- 
tudes of  others  that  become  part  of  himself  reflect 
tendencies  toward  self-affirmation  and  self-renuncia- 
tion compatible  with  self-respect  and  respect  for  oth- 
ers, they  become  an  arch  to  new  experience.  If  the 
attitudes  he  incorporates  do  not  contribute  to  a 
healthy  sense  of  selfhood,  they  may  become  an  arch 
which  causes  him  “to  pause,  make  an  end,  to  rust 
unburnished”;  that  is,  to  manifest  the  effects  of  anx- 
iety which  produce  neurotic  tendencies  toward  hesi- 
tation, surrender,  and  deterioration. 

In  clinical  work,  it  is  not  unusual  to  hear  patients 
report  healthy  and  unhealthy  behavior  which  reflects 
healthy  and  unhealthy  identifications  with  their  par- 
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ents.  A person  who  ordinarily  was  not  very  attentive 
toward  his  children  became  quite  motherly  when  his 
children  were  sick.  His  own  mother  had  to  assist  in 
bolstering  the  family  income  and  was  not  available  to 
him  except  in  the  early  morning  and  evening  hours. 
In  many  respects,  he  felt  the  attention  he  received 
from  her  was  inadequate,  but  he  was  quite  impressed 
with  her  complete  availability  during  his  childhood  ill- 
nesses; hence,  his  repetition  of  his  mother’s  pattern  in 
relationship  to  his  own  children.  Another  patient  said: 
“I  am  my  most  vicious  self  when  I am  either  behaving 
like  my  mother  or  rebelling  against  her.” 

PERSONALITY  BUILT  WITH  AVAILABLE  MATERIAL: 

These  clinical  illustrations  indicate  that  the  attitudes 
and  behavior  patterns  of  the  significant  others, 
whether  respected  or  resented,  are  unwittingly  incor- 
porated by  the  child  into  his  personality  structure 
The  theory  of  incorporation  of  parental  influences  ac 
counts  for  the  origin  of  the  child’s  attitudes  which  give 
rise  to  tendencies  toward  healthy  or  unhealthy  self- 
affirmation  and  self-renunciation. 

The  goal  of  parenthood  and  modern  education  is 
to  produce  individuals  who  have  the  capacity  for 
healthy  self-affirmation  and  self-renunciation.  This 
process  is  referred  to  by  some  as  self-realization.  It 
involves  the  implementation  by  the  individual  of  ideas, 
feelings,  and  wishes  which  reflect  a healthy  balance  of 
egoism  and  altruism.  It  also  involves  the  renunciation 
of  ideas,  feelings,  and  impulses  that  are  detrimental  to 
oneself  and  others. 

The  movement  of  the  child  in  the  direction  of  self- 
realization  is  initiated  by  the  parents,  especially  the 
mother.  The  mother’s  unconditional  acceptance  of  the 
infant  is  the  precursor  to  healthy  self-acceptance 
which  enables  him  to  make  the  most  of  himself  within 
the  framework  of  his  personal  strengths  and  limita- 
tions, both  physical  and  mental. 

Freud  pointed  up  that  the  primary  ego  is  the  body 
ego  which  suggests  that  the  child’s  appreciation  or 
lack  of  appreciation  of  himself  is,  in  part,  dependent 
on  the  parental  attitudes  toward  his  bodily  needs  and 


functions,  particularly  those  concerned  with  nutrition, 
excretion,  and  warmth. 

The  tender  acceptance  of  the  child’s  bodily  needs 
gives  the  child  a feeling  that  his  body  is  something 
good  and  worthwhile.  This  pre-verbal  feeling  of  good- 
ness about  one’s  body  may  be  the  preface  to  a later 
conscious  appreciation  of  one’s  self  as  a whole.  If  the 
mother  is  uncomfortable  or  embarrassed  about  any  of 
her  ministrations  to  the  child,  he  is  apt  to  become  un- 
comfortable with  respect  to  these  functions.  I have 
treated  a person  who  admittedly  blushes  in  the  pri- 
vacy of  his  bathroom  when  he  uses  the  toilet.  The  pa- 
tient could  not  account  for  the  origin  of  his  embar- 
rassment. The  mother,  in  supplying  collateral  informa- 
tion about  her  son,  probably  touched  on  an  important 
contributing  factor  to  his  problem  when  she  volun- 
teered that  she  enjoyed  caressing  and  feeding  him  as 
an  infant,  but  felt  an  unnatural  disgust  when  chang- 
ing his  diapers  and  bathing  him. 

This  same  patient  entertains  the  chronic  doubt  that 
a decent  girl  could  take  him  seriously,  marry  him  and 
accept  him  sexually;  hence,  he  repairs  with  some  reg- 
ularity to  prostitutes  and  leaves  on  each  occasion  with 
the  confused  feeling  that  he  has  done  something  hurt- 
ful and  wrong  with  a part  of  his  body  that  doesn’t  be- 
long to  him.  When  I asked  his  mother  if  she  had  any 
notion  about  why  her  son  demeaned  his  prospects 
with  girls  and  had  difficulty  in  accepting  the  owner- 
ship of  his  entire  body,  she  replied  that  her  mother 
had  taught  her  brothers  that  “they  shouldn’t  use  their 
sexual  organ  to  hurt  girls”  and  she  had  taught  her  son 
the  same  thing.  The  son  had  no  recollection  of  this, 
but  I have  no  doubt  that  he  incorporated  the  mother’s 
attitude  toward  his  sexual  organ  as  predominantly  a 
hurtful  instrument  and  that  he  rebelled  against  this 
physical  devaluation  of  himself  by  recurrently  engag- 
ing in  unwholesome  heterosexual  activity. 

The  body  ego  reflects  the  happy  or  unhappy  atti- 
tudes toward  the  body  and  its  functions  that  were 
learned  through  early  identification  with  healthy  or  un- 
healthy parental  attitudes.  A child  may  be  well  en- 
dowed physically  and  yet  be  handicapped  by  irration- 
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al,  anxious  attitudes  which  were  acquired  from  the 
caretaking  persons  in  his  preschool  years.  A child  may 
be  poorly  endowed  physically;  yet,  he  may  have  a 
good  body  image  because  of  healthy  adult  acceptance 
and  encouragement  provided  at  the  time  he  fumbling- 
ly  began  to  make  physical  use  of  himself.  When  the 
mental  and  emotional  attitudes  toward  one’s  body  are 
stamped  in  by  anxiety,  the  lack  of  regard  for  the  phys- 
ical self  becomes  part  of  a general  negative  attitude 
toward  the  personality  as  a whole,  and  the  unlearning 
of  these  attitudes  is  extremely  difficult. 

FATE  MAY  CAUSE  DISTRUST:  Since  the  developing 
infant  or  child  sees  his  parents  as  being  omnipotent, 
he  credits  them  for  his  sense  of  well-being  or  dis- 
comfort. Those  who  have  serious  illnesses  in  the  early 
months  or  years  of  life  may  unwittingly  blame  their 
parents  for  these  acts  of  fate,  and  subsequently  relate 
to  everyone  with  uncontrollable  anxiety,  intractable 
negativism  and  temper  outbursts.  It  takes  almost  su- 
perhuman patience  and  loving  care  on  the  part  of  the 
significant  adults  to  help  these  children  recover  a 
sense  of  trust.  Parents  don’t  always  succeed  in  re- 
moving this  distrust  despite  years  of  appropriate  con- 
cern and  care.  Yet,  children  recover  their  sense  of 
trust  as  a result  of  intensive  collaboration  in  behalf 
of  their  emotional  welfare  by  one  or  both  parents  and 
their  teachers. 

If  the  child  during  his  most  helpless  period  has  re- 
ceived his  parents’  unconditional  love  and  has  been 
spared  serious  injury,  illness,  or  other  disastrous  acts 
of  fate,  he  is  off  to  a good  start  in  life,  for  he  develops 
a good  feeling  about  himself  and  his  environment. 
When  he  begins  to  walk  and  talk,  he  adds  greatly  to 
his  ability  to  learn  about  the  world  he  lives  in.  His 
world,  for  the  most  part,  is  his  family,  with  its  special 
attitudes,  values  and  influences  expressed  both  ver- 
bally and  non-verbally  and  which,  in  large  measure, 
determine  the  life  style  of  the  child.  Parents  who  are 
relatively  free  of  anxiety  give  expression  to  approval 
or  disapproval  of  the  child’s  activities  in  the  context 
of  respect  for  him  as  a person.  As  the  child  matures 
and  becomes  more  capable  of  making  decisions,  the 


wise  parent  encourages  the  development  of  independ- 
ent choice  by  frequently  asking  questions  which  the 
child  can  answer,  or  through  posing  a set  of  age- 
compatible  alternatives  which  the  child  can  manage 
through  reflection  and  decision.  The  child  identifies 
with  his  parents  in  this  approach  to  decision  making 
and  gradually  learns  the  art  of  a creative,  cognitive 
life-style  which  enables  him  to  be  mentally  receptive 
to  life  experiences,  whether  painful  or  pleasant.  The 
child  who  has  been  encouraged  by  his  parents  to  re- 
flect before  acting  is  permitted  to  differentiate  himself 
from  them.  Thus,  he  is  free  to  hold  onto  and  expand 
upon  the  parental  attitudes,  ideals,  and  standards 
that  he  values;  he  is  also  free  to  rid  himself  of  those 
which  do  not  contribute  favorably  to  his  self-devel- 
opment. 

Parents  who  are  incapable  of  loving  their  child  un- 
conditionally usually  lack  the  ability  to  respond  to  his 
needs  emphatically,  and  react  to  his  behavior  in  the 
context  of  foregone  conclusions  as  to  what  is  right 
and  wrong.  Some  parents  dogmatically  tell  or  demon- 
strate to  the  child  what  to  do,  think,  and  feel  in  his 
play  and  exploratory  activities.  When  the  child  is  not 
inwardly  in  accord  with  his  parents’  arbitrariness,  he 
experiences  hostility,  anxiety,  and  guilt  which  curtail 
his  capacity  for  self-determination  and  differentiation 
from  his  parents.  If  he  is  predominantly  anxious,  he 
may  try  to  assuage  his  guilt  by  taking  out  on  himself 
the  hostility  he  feels  toward  his  parents  through  forc- 
ing himself  to  conform  to  their  demands,  lest  he  invite 
further  restriction.  If  he  is  predominantly  hostile,  he 
may  attempt  to  alleviate  his  guilt  through  negativistic 
or  rebellious  behavior  which  invites  external  restraint 
or  punishment.  The  child  who  becomes  set  in  a pat- 
tern of  conformity  or  rebellion  often  experiences  a 
need  for  acceptance  that  renders  him  unduly  sus- 
ceptible to  sexual  or  non-sexual  attachments  to  per- 
sons of  either  sex.  Heterosexual,  homosexual,  or  bi- 
sexual promiscuity  in  later  life  is  frequently  the  end- 
result  of  a desperate  attempt  by  one  who  is  love- 
starved  to  find  accepting  figures  who  will  dispel  his 
loneliness  and  feeling  of  unworthwhileness  by  granting 
a moment’s  affection. 
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The  child  who  has  been  more  or  less  uncondition- 
ally loved  through  the  age  of  six  reflects  attitudes  that 
facilitate  healthy  emotional  and  mental  growth.  His 
positive  and  negative  impulses  toward  himself  and 
others  are,  in  most  instances,  expressed  appropriate- 
ly, and  trial  and  error  living  becomes  augmented  as 
an  important  mode  of  learning.  The  child  who  has 
been  chiefly  conditionally  loved  through  age  six  has 
been  subjected  to  attitudes  which  impede  emotional 
and  mental  growth.  His  constructive  expression  of 
positive  and  negative  impulses  has  been  curbed  and 
his  freedom  to  engage  in  trial  and  error  learning  re- 
stricted. 

UPBRINGING  AND  CONSCIENCE:  The  essential  differ- 
ences in  these  two  styles  of  upbringing  are  reflected 
in  the  type  of  conscience  which  each  produces.  The 
child  who  has  been  unconditionally  loved  has  a good 
conscience,  experiences  normal  anxiety,  and  is  rela- 
tively free  in  his  choice  of  action.  The  child  who  has 
been  conditionally  loved  has  a restrictive  or  a “bad” 
conscience  and  experiences  undue  quantities  of  anx- 
iety, hostility,  and  guilt  which  engender  various  forms 
of  compulsive  behavior  of  a social  or  antisocial  char- 
acter. From  a psychiatric  point  of  view,  a bad  con- 
science is  a man’s — and  even  more  a child’s — worst 
enemy.  It  is  not  a sign  of  inner  badness,  but  a sign 
that  the  child  has  learned  to  make  the  same  cruel  and 
unwarranted  evaluations  and  demands  of  himself  that 
the  significant  adults  in  his  life  have  made.  It  is  a sign, 
too,  of  the  tragic  consequence  of  failure  of  tender  co- 
operation between  parent  and  child  which  results  in 
repression  of  trust. 

Parents  who  give  the  child  a “bad”  conscience 
usually  lack  the  ability  to  take  issue  with  each  other 
in  a fair  and  friendly  way  when  differences  require 
resolution;  hence,  by  example,  they  fail  to  teach  the 
child  the  art  of  fair  fighting,  nor  do  they  let  the  child 
fight  openly  with  them.  The  child,  as  a result,  does 
not  learn  how  to  make  constructive  use  of  his  nega- 
tive feelings  which  sooner  or  later  become  the  source 
of  neurotic  symptoms  and  undesirable  character 
traits  that  handicap  him  in  making  everyday  inter- 


personal adjustments.  By  contrast,  healthy  parents, 
when  confronted  with  differences  requiring  resolution, 
oppose  each  other  verbally  with  good  intent,  many 
times  in  the  presence  of  their  children,  until  some  un- 
derstanding or  compromise  is  reached.  The  child  who 
is  occasionally  exposed  to  the  conflicts  of  his  parents 
and  sees  issues  favorably  resolved  develops  a degree 
of  ego-strength  that  enables  him  to  accept  and  utilize 
his  own  negative  feelings  with  a good  conscience  in 
relationship  to  his  parents  and  peers.  It  is  interest- 
ing that  children  who  learn  the  art  of  fair  fighting  are 
seldom  impudent. 

INFLUENCE  OF  SCHOOL:  By  the  time  a child  is  ready 
to  go  to  school,  his  character  structure,  that  is,  his 
mode  of  thinking,  evaluating,  feeling,  and  acting  have, 
in  some  measure,  become  established.  Because  of  his 
readiness  for  new  experience,  the  healthy,  reflective 
child  finds  his  contact  with  peers,  teachers,  and  new 
information  an  enriching  experience.  The  anxious 
child,  on  the  other  hand,  fears  the  unknown  and  finds 
his  contact  with  teachers,  age-mates,  the  classroom, 
and  playground  somewhat  threatening.  A discerning 
teacher  intuitively  senses  the  needs  of  the  anxious 
child,  finds  ways  and  means  of  communicating  inter- 
est in  him  and,  in  many  instances,  behaves  opposite 
to  the  child’s  parents,  thereby  providing  a corrective 
emotional  experience  that  moves  him  toward  a feeling 
of  self-respect  and  parity  with  other  children. 

The  healthy  classroom  situation,  with  its  varied  im- 
pact of  teacher  on  pupils  and  pupils  on  each  other, 
is  a great  force  for  democracy  and  personal  growth: 
the  healthy  child  is  accepted  as  he  is,  the  egocentric 
child  is  praised  for  any  display  of  altruism,  the  shy  or 
restrained  child  is  encouraged  to  take  risks  in  self- 
expression  and  the  rebellious  child  is  given  apprecia- 
tion for  cooperative  tendencies.  One  of  the  teacher’s 
objectives  is  to  help  children  learn  to  respect  them- 
selves and  each  other,  regardless  of  differences,  in  or- 
der that  they  may  develop  the  ability  to  cooperate, 
compromise,  and  compete  on  a friendly  basis.  Chil- 
dren develop  their  own  techniques  for  facilitating  de- 
sirable and  inhibiting  undesirable  activity  among 
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themselves.  Some  show  great  Insight  and  capacity 
for  support  of  each  other  when  self-esteem  is  threat- 
ened. A child  who  shared  with  a sister  her  hurt  about 
being  referred  to  by  a classmate  as  ugly,  was  imme- 
diately reassured  by  the  sister  who  said,  "She  said 
you  are  ugly  because  she  doesn’t  like  herself.”  A 
youngster  is  occasionally  excluded  from  the  group  be- 
cause of  self-centeredness.  Since  the  tolerance  for 
isolation  is  low,  his  overwhelming  need  for  related- 
ness may  drive  him  to  make  favorable  revisions  in 
his  behavior. 

Insecure  children  may  not  benefit  from  the  sociali- 
zation process  inherent  in  the  school.  The  best  of 
teachers  observes  that  notwithstanding  his  efforts  to 
effect  a remedy  of  personality  warp  in  certain  children, 
the  warp  worsens:  the  aggressive  child  becomes  more 
difficult,  the  compliant  child  more  self-effacing,  the 
shy  child  more  withdrawn,  and  the  fearful  child  more 
anxious.  These  children  may  become  candidates  for 
special  psychological  help. 

In  late  childhood  or  early  preadolescence,  chum- 
ships  abound  in  children  of  the  same  age  and  sex  and 
most  frequently  are  based  on  shared  or  complemen- 
tary personality  characteristics.  Thus,  twosomes  may 
center  their  relationship  around  shared  healthy,  ag- 
gressive, compliant,  shy,  and  anxious  traits,  or  around 
opposite  traits  such  as  aggressiveness  and  compli- 
ance. Children  bound  to  each  other  by  emotionally 
charged  interests  experience  a degree  of  freedom  with 
each  other  that  they  seldom  have  experienced  in 
prior  relationships.  The  day  to  day  honesty  and  eager- 
ness with  which  they  talk  to  each  other  about  them- 
selves, their  families,  their  friends,  their  enemies, 
their  problems,  their  achievements,  their  failures, 
their  goodness,  their  badness,  their  ideals,  their  am- 
bitions, their  regrets,  their  guilt  is  the  basis  for  the 
happy  conclusion  frequently  reached  that  they  are 
more  alike  and  human  than  otherwise.  The  accept- 
ance which  close  friends  extend  to  each  other  may 
make  up  for  many  deficiencies  in  their  previous  inter- 
personal relationships.  The  mutual  validation  of  each 
other's  worth  may  effectively  free  them  from  the  hate, 


guilt,  and  anxiety  of  the  past  and  release  their  pro- 
ductive and  creative  potentiality.  Dr.  H.  S.  Sullivan1 
has  referred  to  the  chumships  of  preadolescence  as 
the  last  best  chance  for  constructive  personality 
change.  This  testifies  to  the  value  of  mutual  accept- 
ance which  provides  a feeling  of  inner  goodness  which 
no  moral  effort  to  live  up  to  certain  standards  can 
provide.  Many  youngsters  who  have  lived  in  fear  of 
making  mistakes  or  felt  an  undue  need  to  defend  mis- 
takes learn  in  the  process  of  being  accepted  and 
loved  by  a friend  that  mistakes  can  be  both  acknowl- 
edged and  corrected  without  loss  of  self-esteem.  A 
meaningful  chumship  increases  one's  flexibility  and 
many  times  reduces  the  stringencies  of  conscience 
more  effectively  than  repentant  parents,  gifted  teach- 
ers, or  dedicated  psychotherapists.  Indeed,  it  opens 
the  way  to  a reflective  approach  to  life  which  more 
fortunate  children  learned  in  their  preschool  years. 

Insecure  parents  may  be  threatened  by  the  affec- 
tion that  exists  between  their  child,  his  best  friend, 
and  the  friend’s  parents.  The  jealousy  evoked  in  the 
parents  not  infrequently  leads  to  ridicule  of  the  child 
and  denigration  of  the  chum  and  his  family.  The 
child  who  has  expanded  his  reason  for  existence  in 
the  warm  glow  of  comradeship  is  not  deterred  by  this 
assault,  for  he  sees  his  parents’  criticism  as  an  in- 
stance of  parental  unreasonableness.  Secure  parents, 
on  the  other  hand,  foster  the  child’s  special  attach- 
ment to  a friend  with  full  awareness  that  he  is  learn- 
ing how  to  cope  more  fully  with  the  increasingly  com- 
plex interpersonal  realities  that  extrafamilial  relation- 
ships pose. 

Preadolescent  intimacies  occasionally  create  prob- 
lems for  the  family,  school,  and  community  through 
behavior  that  is  sexually  or  socially  deviant.  School 
counselors  and  psychotherapists  regard  such  devia- 
tions as  an  invitation  to  help  these  youngsters  to  a 
feeling  of  personal  worthwhileness.  Freud  has  spoken 
of  the  healing  power  of  love  and,  indeed,  it  may  bring 
many  of  the  youngster’s  difficulties  to  a spontaneous 
and  happy  end.  Teachers,  counselors,  and  psycho- 
therapists, in  the  context  of  trying  to  help  a youngster 
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understand  himself,  frequently  give  to  the  child 
through  their  warmth  and  acceptance  a sense  of  per- 
sonal worth  which  reduces  irrational  hostility,  guilt, 
and  anxiety  and  opens  up  new  possibilities  for  self- 
direction. 

ADOLESCENCE  TESTS  ENVIRONMENT:  When  the  child 
enters  adolescence,  the  home,  school,  and  commu- 
nity receive  their  most  severe  test.  Under  the  impact 
of  his  newfound  sexual  powers  and  the  imperative 
of  the  culture  that  he  learns  to  relate  himself  to  the 
opposite  sex,  he  finds  himself  weltering  in  the  fictions 
and  facts  espoused  respectively  by  the  ignorant  and 
the  informed  who  speak  out  on  boy-girl  relationships. 
He  is  also  under  duress  from  parents  and  teachers 
who  jog  his  awareness  that  he  is  expected  to  develop 
habits  of  responsibility  in  curricular  and  extracurricu- 
lar activities  which  will  stand  him  in  good  stead 
whether  he  works  or  goes  to  college  after  graduation. 
These  pressures  are  not  too  taxing  if  his  preadoles- 
cent years  have  been  reasonably  well  negotiated. 
However,  for  the  child  whose  adjustment  has  been  at 
best  marginal,  adolescence  may  be  a period  of  con- 
siderable turmoil.  The  best  and  the  poorest  adjusted, 
however,  share  the  tendency  to  remove  themselves  at 
times  from  the  adolescent  challenge  by  reverting  to 
habits  and  satisfactions  of  earlier  years.  The  boy  or 
girl  who  is  not  on  good  terms  with  parents  or  peers, 
does  not  succeed  with  the  opposite  sex  in  his  first  en- 
counter, or  whose  anxiety  is  the  occasion  for  compul- 
sive avoidance  of  the  opposite  sex  may  regress  to 
gratifying  activities  of  prior  years  or  the  challenges  he 
once  avoided  but  is  now  willing  to  accept.  These  re- 
treats from  current  reality  may  allow  for  the  comple- 
tion of  unfinished  interpersonal  business  with  parents, 
siblings,  or  chums;  or,  they  may  assist  in  the  consol- 
idation of  old  interests  involving  sports,  literature,  art, 
music,  and  other  special  avocations.  Whatever  the 
nature  of  the  retreat,  most  youngsters  return  to  their 
age-level  struggle  with  renewed  intent  to  master  their 
self-doubts  in  the  social-sexual  arena  of  their  peers. 
Those  who  persist  usually  emerge  from  their  turmoil 
with  a patterning  of  their  sexual  and  social  behavior 
which  is  appropriate  to  the  pattern  of  their  family  and 


subculture.  Those  who  default  may  manifest  overt  or 
covert  social-sexual  maladjustment  of  a mild,  moder- 
ate, or  severe  degree. 

In  understanding  the  adolescent,  Martin  Buber's 
concepts  of  l-Thou  and  l-lt  relatedness  are  helpful.  An 
l-Thou  relationship  is  characterized  by  respect,  re- 
sponsibility, and  love.  An  l-lt  relationship  is  charac- 
terized by  egocentricity,  exploitation,  domination,  pos- 
sessiveness, or  detachment.  Both  modes  of  relating 
obtain  in  every  relationship,  but  one  or  the  other 
usually  predominates.  If  the  adolescent  has  experi- 
enced predominantly  l-Thou  relationships  with  the  sig- 
nificant people  in  his  past,  he  will  probably  relate  to 
members  of  the  opposite  and  the  same  sex  in  an 
l-Thou  fashion.  If  he  has  suffered  predominantly  l-lt 
relationships,  he  will  probably  relate  to  members  of 
the  opposite  and  the  same  sex  in  an  l-lt  manner. 

l-lt  relating  is  a means  of  getting  rid  of  the  hostility 
that  accumulates  in  connection  with  repeated  defeats. 
When  large  quantities  of  energy  are  expended  in  this 
form  of  relating,  very  little  energy  is  channeled  into 
constructive  endeavors;  hence,  the  disposition  of 
many  adolescents  to  academic  failure  and  drop-out, 
exploitive  sexuality,  compulsive  marriage,  highway 
terrorism,  and  illegal  procurement  and  use  of  narcot- 
ics, alcohol,  stimulants,  and  psychedelic  drugs. 

Parents  and  teachers  who  despair  over  those  who 
relate  at  the  l-lt  level  unrealistically  discount  the  pos- 
sibility of  corrective  influence.  More  importantly,  they 
communicate  to  the  adolescent  a conviction  of  hope- 
lessness. A student  recently  told  me  he  was  an  alco- 
holic from  his  17th  through  his  19th  year.  He  was  ad- 
monished by  moralizing,  guilt-creating  relatives  and 
peers  for  one  and  one-half  years  without  any  change 
in  his  motivation.  He  wound  up  seeing  a person  who 
listened  for  a few  minutes  to  his  history  and  then 
said,  "You’ve  got  excellent  ability.  You  can  succeed 
in  anything  you  want  to  do.  Get  with  it  and  cut  out 
this  nonsense.”  That  statement  concluded  the  inter- 
view, the  patient  went  home  with  the  conviction  that 
someone  believed  in  him  and  he  has  had  no  further 
urge  to  drink. 

Notwithstanding  Sullivan’s  observation  that  pre- 
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adolescence  presents  the  last  best  chance  for  con- 
structive change,  many  troubled  adolescents  are 
amenable  to  the  influence  of  reformed  parents,  peers, 
and  interested  teachers  who  can  relate  to  them  as 
Thous. 

One  of  the  most  maturing  experiences  an  adoles- 
cent can  have  is  to  establish  an  l-Thou  relationship 
with  a person  of  the  opposite  sex.  If  this  kind  of  rela- 
tionship is  established,  the  sexual  function  may  come 
to  be  seen  and  appreciated  in  proper  perspective.  It 
will  not  become  a competitive  sport  or  a mechanical 
act,  but,  rather,  at  a later  date  a part  of  the  total  in- 
timacy that  one  can  consummate  with  another  person 
in  the  framework  of  responsibility  and  marriage. 

BREAKING  STRANDS  OF  APRON  STRINGS:  In  our  cul- 
ture, adolescents  strive  for  freedom  from  parents  and 
the  home  situation  for  the  simple  reason  that  they  de- 
sire to  establish  a sense  of  identity  separate  and  apart 
from  the  parents.  In  each  youngster  there  arise  in  se- 
rious moments  several  questions:  “Who  am  I?” 
“Where  am  I going?”  “What  role  or  roles  am  I going 
to  play  in  life?”  In  an  effort  to  define  himself,  the 
ameboid  movements  of  the  adolescent  produce  night- 
mares in  parents  with  the  result  that  many  need  the 
reassurance  of  the  poetic  refrain — “This,  too,  will 
o’er  pass.” 

Parental  worry  about  the  adolescent  is  no  doubt 
overdone,  for  most  parents  have  given  children,  prior 
to  adolescence,  the  values  that  will  sustain  them 
through  the  crises  of  this  period.  Many  parents  can 
say,  in  the  spirit  of  the  paraphrased  nursery  rhyme, 
“Leave  them  relatively  alone  and  they  will  come  home 
with  new  strength  to  guide  them.”  There  is  much  wis- 
dom in  this,  since  strict  parental  attitudes  about  what 
the  adolescent  can  or  cannot  do  tend  to  make  for 
either  unduly  compliant  or  rebellious  behavior. 

The  adolescent  stands  constantly  in  need  of  paren- 
tal empathy.  Good  parents  realize  that,  within  reason- 
able limits,  he  needs  to  dress  like  the  crowd  he  goes 
with,  to  stay  out  later  on  some  nights  than  usual,  and 
to  have  a little  more  money  in  his  wallet.  If  parents 
cannot  provide  him  with  his  material  needs,  they 


wisely  help  him  find  a way  to  earn  what  he  needs  for 
optimal  personal  comfort  in  his  group. 

An  anxious  experience  for  the  adolescent  is  in  con- 
nection with  what  vocation  to  choose.  If  he  is  able  to 
show  freedom  from  parental  compulsion,  he  will  be 
able  to  say  to  himself,  “I  want  to  be  either  an  engi- 
neer, a lawyer,  a teacher,  or  an  astronaut,  not  be- 
cause someone  wants  me  to  be  this,  but  because  I 
want  to  for  reasons  of  my  own.”  Or,  he  may  show 
freedom  from  inner  compulsion  if  he  is  able  to  say,  “I 
don’t  know  yet  what  I want  to  do  to  make  a living, 
but  I will  make  no  decision  until  I find  something  that 
I really  want  to  do.” 

When  all  goes  well,  the  adolescent  little  by  little 
finds  himself  and,  in  the  process,  prepares  himself 
for  the  role  of  an  adult  who  cherishes  an  inner  free- 
dom and  a capacity  to  love  and  work. 

The  person  who  reaches  adulthood  with  the  feel- 
ing that  life  has  been  kind  to  him  wants  to  give  some- 
thing of  himself  back  to  life.  He  wants  to  invest  a part 
of  his  energy  in  useful  and  productive  work.  He  wants 
to  relate  himself  in  marriage  to  a person  he  can  de- 
vote himself  to.  In  the  course  of  time,  he  desires  to 
expand  his  relationship  with  his  wife  to  include  chil- 
dren. He  feels  that  he  can  expand  and  grow  in  the 
meaningful  intimacy  of  his  relationship  to  his  wife, 
children,  and  friends.  His  emotional  and  intellectual 
honesty  make  for  continued  growth  within  himself 
and  for  the  growth  of  others  who  relate  to  him.  What- 
ever his  deficiencies  in  adulthood,  he  assumes  respon- 
sibility for  them  and  no  longer  blames  his  shortcom- 
ings on  his  parents  or  on  fate.  He  accepts  himself 
and  the  whole  of  his  past  history.  Indeed,  he  may 
truly  say: 

I am  a part  of  all  that  I have  met; 

Yet  all  experience  in  an  arch  wherethrough 

Gleams  that  untraveled  world  whose  margin  fades 

Forever  and  forever  when  I move. 
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“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 
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PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Estomul  does  what  standard  anticholinergics  fail 
to  do  — it  provides  a continuous  climate  for  ulcer 
healing,  eliminating  the  peaks  and  valleys  of 
ordinary  therapy.  It  is  a comprehensive  formulation 
providing  sustained  antisecretory  effect  on 
gastric  activity.  A recent  study1  reported  a 56% 
satisfactory  response  with  a maintenance  schedule 
of  Estomul  in  patients  refractory  to  all  previous 
medication.  In  less  difficult  peptic  ulcer  patients, 
a second  study2  noted  a 94%  satisfactory  response. 
Both  studies  confirmed  this  clinical  improvement 
radiologically.  And  both  reported  unusually 
prolonged  reduction  of  basal  secretion.  With  a 
maintenance  course  of  Estomul  therapy  you  can 
provide  this  continuous  climate  for  healing  in 
your  own  peptic  ulcer  patients. 

A continuous 
climate  for 
ulcer  healing 

(not  simply  episodic  reduction  of  secretion  or  motility ) 


Estomul* 


Tablets 

Each  swallow  tablet  contains:  orphenadrine  hydrochloride,  25  mg.; 
bismuth  aluminate,  25  mg.;  magnesium  oxide,  45  mg.;  aluminum  hy- 
droxide-magnesium carbonate  (as  co-precipitate),  500  mg. 

Good -Tasting  Liquid 

Each  tablespoon  (15  cc.)  contains:  orphenadrine  hydrochloride, 25  mg.; 
bismuth  aluminate,  50  mg.;  aluminum  hydroxide— magnesium  carbon- 
ate (as  co-precipitate),  918  mg. 

Dosage:  1 or  2 tablets  or  1 or  2 tablespoons  3 times  daily. 

Supplied:  In  bottles  of  100  tabletsor  12  fluid  oz.. 


Side  Eiiects:  Doses  in  excess  of  6 tablets  or  6 tablespoons  daily  may 
produce  dryness  of  mouth  or  blurring  of  vision.  Other  possible  side 
actions  include:  tachycardia,  palpitation,  urinary  hesitancy  or  reten- 
tion, dilatation  of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may 
experience  some  degree  of  mental  confusion. 

Contraindicated:  In  glaucoma,  pyloric  or  duodenal  obstruction,  ste- 
nosing  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the 
bladder  neck,  achalasia  and  myasthenia  gravis. 
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PSYCHIATRIC  DISORDER 
IN  ADOPTED  CHILDREN 
IN  TEXAS 


GRACE  K.  JAMESON,  M.D. 

Of  all  children  treated  for  severe  psychi- 
atric illness,  a disproportionate  percent- 
age are  adopted.  The  incidence  is  even 
greater  among  children  who  were  adopt- 
ed after  infancy,  and  among  those  who 
were  placed  independently  with  parents 
who  would  not  be  allowed  to  adopt  a 
child  through  a licensed  child  placing 
agency.  Reviewed  are  390  cases. 

DURING  RECENT  YEARS,  many  psychiatrists  have 
noted  an  apparent  high  incidence  of  psychiatric  dis- 
order in  adopted  children.  This  observation  has  been 
based  on  the  incidence  of  adopted  children  seen  in 
child  guidance  clinics,  or  in  the  private  practice  of 
child  psychiatrists.  An  excellent  review  of  the  psy- 
chiatric literature  on  adopted  children,  by  Lawton  and 
Gross,  appeared  in  the  December,  1964,  issue  of  the 
Archives  of  General  Psychiatry  A Before  most  of  these 
studies  were  published,  I had  begun  to  collect  data  on 
all  children  under  18  years  of  age  seen  in  my  private 
practice,  in  an  effort  to  ascertain  the  percentage  who 
were  adopted,  and  to  find  out  whether  particular 
groups  of  adopted  children  are  especially  likely  to 
develop  symptoms  of  such  severity  that  they  are 
brought  to  the  attention  of  a psychiatrist. 

The  present  report  deals  with  390  consecutive  pa- 
tients who  were  referred  to  me  for  any  reason, 
through  Aug.  31,  1965,  excluding  out-of-state  referrals. 
This  termination  date  was  chosen  because  the  Texas 
State  Department  of  Public  Welfare  issues  reports  on 
all  adoptions  in  the  State  of  Texas  at  six-month  inter- 
vals, ending  with  February  and  August  of  each  year. 
I hoped  to  compare  the  incidence  of  psychiatric  ill- 


ness in  adopted  Texas  children  in  my  practice  with 
the  total  number  of  adopted  children  in  the  state. 
Because  the  Department  of  Public  Welfare  did  not 
begin  collecting  statistics  on  adoptions  until  Sept.  1, 
1948,  and  because  they  still  are  not  sent  complete 
data  on  all  adoptions,  no  exact  statistical  analysis  is 
possible.  Furthermore,  according  to  data  from  the 
Children’s  Bureau  of  the  Department  of  Health,  Edu- 
cation and  Welfare,2  national  statistics  would  be  rather 
meaningless,  since  adoption  practices  vary  widely  from 
one  state  to  another.  In  1962,  for  instance,  97  percent 
of  Connecticut  adoptions  were  effected  by  agency 
placement,  but  only  42  percent  of  those  in  Kansas. 
For  the  United  States  as  a whole,  64  percent  of  all 
non-relative  adoptions  were  arranged  by  licensed 
agencies  in  1962,  but  in  Texas  this  figure  was  only 
50  percent. 

According  to  the  Director  of  Statistical  Services  in 
the  Texas  State  Department  of  Health^  there  were  ap- 
proximately 4,150,000  persons  under  18  years  of  age 
in  Texas  in  1965.  This  estimate  is  based  on  the  as- 
sumption that  the  increase  of  this  age  group  from  the 
1950  census  to  the  1960  census  was  continued  to 
1965.  From  Sept.  1,  1948,  when  statistics  on  adoption 
were  first  compiled  in  Texas,  through  Aug.  31,  1965, 
116,182  children  were  adopted  in  this  state.  Of  these, 
approximately  one-half  were  intrafamilial  adoptions, 
the  most  common  type  being  adoption  of  a child  by 
a step-parent;  the  subjects  of  the  present  study,  how- 
ever, are  all  children  adopted  by  non-relatives.  By  the 
most  accurate  estimate  which  can  be  made  from 
presently  available  statistics,  there  were  approximately 
58,000  extra-familially  adopted  children  under  18  years 
of  age  in  the  total  population  in  1965.4  This  small 
group  constitutes  only  1.4  percent  of  the  entire  child 
population  of  the  state. 


Volume  63,  April,  1967 


83 


If  the  incidence  of  psychiatric  disorder  in  adopted 
children  were  no  higher  than  1.4  percent  of  all  chil- 
dren seen  in  child  guidance  clinics  and  by  private  psy- 
chiatrists, there  would  be  no  cause  for  concern.  How- 
ever, the  reported  incidence  of  adopted  children  in 
patient  populations  frequently  is  considerably  higher 
(Table  1). 

It  will  be  noted  that  some  child  guidance  clinics  and 
community  mental  health  centers  report  that  the  per- 
centage of  adopted  children  in  their  case  loads  varies 
from  2.4  percent  to  7.2  percent.  Schechter,5  reporting 
on  a group  of  children  seen  in  private  practice,  found 
an  incidence  of  13.3  percent  adopted  children.  He 
felt  that  the  very  fact  of  being  adopted  led  to  the 
disorder,  and  did  not  feel  that  either  age  at  placement 
or  type  of  placement  was  significant.  Toussieng,6  in  a 
study  of  children  seen  at  the  Menninger  Clinic,  found 
an  incidence  of  10.9  percent  adopted  children.  This  re- 
port was  based  on  all  the  children  seen  in  the  Men- 
ninger Clinic  between  1955  and  1960,  and  included  a 
study  of  39  adopted  children.  Of  all  the  studies 
published  to  date,  Toussieng’s  findings  agree  most 
closely  with  my  own,  probably  because  our  patient 
populations  are  most  alike.  Any  medical  center  has 
a certain  proportion  of  what  might  be  considered 
local  patients,  who  come  to  that  center  because  it  is 
a nearby  source  of  psychiatric  help,  and  another 
large  segment  of  severely  sick  children  who  are  re- 
ferred from  distant  points  by  other  psychiatrists  for 
consultation  and  inpatient  treatment. 

My  own  series  consists  of  42  extra-familially  adopt- 
ed children,  all  of  whom  were  adopted  in  Texas  and 
lived  in  Texas.  This  represents  an  incidence  rate  of 
10.8  percent  of  the  390  children  referred  to  me  through 
Aug.  31,  1965.  Of  the  155  children  sufficiently  ill  to 


Study 

Time 

Period 

Total 

No. 

% 

Caseload  Source 

Stonesifer 

1932-1941 

24 

2.4 

Child  guidance  clinic 

Mitchell 

1937-1944 

45 

— 

Child  guidance  clinic 

Phipps 

1949-1952 

19 

— 

Child  guidance  clinic 

Schechter 

1948-1953 

16 

13.3 

Private  practice 

Toussieng 

1955-1960 

39 

10.9 

Menninger  Clinic 

Goodman,  et  al. 

1956-1962 

14 

2.4 

Community  mental 
health  center 

Sweeny,  et  al. 

1959-1961 

21 

7.2 

Child  guidance  clinic 

Jameson 

1960-1965 

42 

10.8 

Private  practice 

Table  1 .—Studies  of  Adopted  Children  with 
Psychiatric  Problems.  Adapted  from  Lawton 
and  Gross.1 


require  hospitalization,  24,  or  18  percent,  are  adopted. 
These  were  all  private  patients  who  were  under  18 
years  of  age  at  the  time  of  referral,  and  had  been 
adopted  in  Texas  since  the  State  Department  of  Public 
Welfare  began  compiling  adoption  statistics.  When 
10.8  percent  of  one’s  practice  comes  from  a group 
which  comprises  only  1.4  percent  of  a total  popula- 
tion, it  seems  important  to  try  to  ascertain  what  fac- 
tors entered  into  the  production  of  their  illness.  This 
is  especially  true  with  regard  to  adopted  children, 
since  they  are  the  only  ones  whose  parents  can  legally 
be  selected  for  them.  Therefore,  these  children  have 
been  classified  by  their  age  at  the  time  of  placement 
with  the  adoptive  parents  and  by  the  type  of  place- 
ment (Table  2). 

Table  2 indicates  that,  of  agency-placed  children  in 
this  series,  most  were  placed  for  adoption  after  in- 
fancy. Sixteen  of  the  23  children  whose  adoptions 
were  arranged  by  licensed  public  or  private  agencies 
were  more  than  one  year  old  at  the  time  of  placement, 
whereas  only  seven  were  under  one  year  of  age.  Of 
the  19  children  placed  independently,  11  were  placed 
before  they  reached  an  age  of  one  month,  three  be- 
tween one  month  and  one  year  of  age,  and  five  were 
over  one  year  of  age. 

The  vast  majority  of  children  who  are  placed  for 
adoption  outside  of  their  own  families  are  placed  in 
infancy;  whereas  most  of  those  who  are  adopted  in 
later  childhood  are  not  placed  outside  of  their  own 
homes,  but  are  being  adopted  by  a step-parent.  For 
example,  in  the  1948-1949  reporting  period,  only  188 
children  six  or  more  years  of  age  were  placed  for 
extra-familial  adoption,  which  constituted  6.7  percent 
of  all  children  placed  that  year.  In  the  decade  ending 
Aug.  31,  1960,  74  percent  of  children  placed  for 
extra-familial  adoptions  were  placed  before  they 
reached  their  first  birthday.  Only  7.5  percent  were  six 
years  of  age  or  older.  These  few  children  adopted  in 


Type 

Place- 

ment 

1 mo. 

1 to  6 
mo. 

6 to  12 
mo. 

1 to  6 
years 

6 years 
and 
older 

Totals 

Agency 

3 

i 

3 

8 

8 

23 

Independent 

11 

2 

1 

3 

2 

19 

Total 

14 

3 

4 

11 

10 

42 

(10.8  percent  of  390  consecutive  patients  under  age  18.) 

Table  2. — Adopted  Children  with  Psychiatric 
Problems,  Classified  by  Age  at  Placement 
and  Type  of  Placement. 
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later  childhood  represent  a higher  risk  group  psychi- 
atrically,  not  necessarily  because  of  the  quality  of  the 
adoptive  parents,  but  because  of  trauma  and  depriva- 
tion suffered  prior  to  placement.  Relatively  more  of 
the  older  children  are  placed  by  licensed  agencies 
than  are  placed  independently,  because  they  have 
usually  been  removed  from  their  natural  parents  by 
court  action  and  placed  in  the  custody  of  a child  wel- 
fare agency.  Almost  all  of  the  16  agency-placed  chil- 
dren who  were  .placed  for  adoption  after  the  age  of 
one  year  had  to  be  taken  into  custody  by  child  welfare 
units  because  of  the  actual  unfitness  of  their  natural 
parents.  Most  were  placed  in  foster  homes  for  a 
period  of  study  and  temporary  care  while  the  agency 
sought  suitable  adoptive  parents.  At  the  present  time, 
most  child  welfare  supervisors  try  to  obtain  not  only 
physical  examinations  on  these  older  children,  but  also 
psychological  testing  and  psychiatric  consultation. 
After  such  deprived  early  childhoods,  it  is  often  diffi- 
cult to  ascertain  what  the  child’s  ultimate  IQ  or  mental 
health  can  be. 

It  seems  self-evident  that  only  prospective  adoptive 
parents  who  have  unusual  ego  strength  and  maturity 
ought  to  be  encouraged  to  adopt  such  children.  In  all 
fairness  to  themselves  and  to  the  children,  they  ought 
to  know  the  severity  of  disturbance  in  the  children, 
and  probably  should  plan  to  obtain  psychiatric  help 
from  the  beginning.  Almost  all  the  parents  in  this 
series,  who  obtained  older  children  from  agencies,  had 
felt  the  need  for  professional  help  in  understanding 
the  children’s  and  their  own  reactions.  These  requests 
for  help  were  often  answered  with  such  statements 
as,  "Don't  worry,  a year  or  two  in  a good  Christian 
home  like  yours  is  all  this  child  needs.”  Most  of  these 
people  had  sought  professional  guidance  repeatedly, 
not  only  from  the  agencies  where  they  had  obtained 
the  child,  or  children,  but  also  from  family  physicians, 
pediatricians,  and  in  two  cases  from  psychiatrists.  In 
ten  cases  of  agency-placed  children,  and  one  of  the 
independently  placed  children,  copies  of  the  agencies’ 
and  physician’s  notes  were  obtained  to  verify  the 
parents’  recollections.  In  most  instances,  surprisingly, 
the  parents  had  not  falsified  or  distorted  their  recol- 
lections of  what  they  had  been  told.  None  of  the 
children  in  this  patient  series  had  received  any  sort  of 
psychological  or  psychiatric  evaluation  prior  to  place- 
ment. 

DESCRIPTIVE  EXAMPLES:  Two  families  in  this  group 


might  be  worthy  of  a brief  description.  Both  had  se- 
verely schizophrenic  children,  adopted  at  age  six  or 
older  through  licensed  child  placement  agencies. 

One  family  adopted  four  children,  natural  siblings, 
of  whom  the  eldest  was  the  schizophrenic.  The  adop- 
tive parents  knew  nothing  of  the  children’s  back- 
ground, except  that  the  natural  parents’  custody  had 
been  terminated  by  court  action  some  two  years  prior 
to  the  children’s  placement  with  them,  because  of 
severe  maltreatment  of  all  the  children.  The  child  who 
was  my  patient  felt  that  it  was  her  fault  that  she  and 
her  siblings  had  been  removed  from  their  natural 
parents,  since  she  had  run  for  help  when  her  father 
had  picked  up  a gun  and  aimed  it  at  the  baby  brother. 
She  also  recalled  having  been  sent  by  her  mother  to 
look  through  garbage  cans  for  food,  seeing  her  mother 
in  bed  with  various  men,  and  having  received  numer- 
ous beatings,  the  reason  for  which  had  never  been 
clear  to  her.  The  three  older  children  had  spent  the 
two  years  before  final  placement  in  one  foster  home, 
and  the  youngest  in  a different  foster  home  which 
cared  for  infants.  Information  obtained  from  the  child 
welfare  unit  which  placed  the  children  with  their 
present  parents  indicated  that  they  had  received  many 
complaints  from  neighbors  about  the  children’s  mal- 
treatment over  a period  of  about  a year  before  the 
final  incident  with  the  gun.  The  father  was  found  to 
be  chronically  psychotic  and  was  committed  to  a 
veterans’  hospital.  The  mother’s  parental  rights  were 
not  terminated  immediately  because  the  welfare  work- 
er hoped  to  help  her  rehabilitate  herself.  It  was  not 
until  a year  after  the  children  were  moved  to  foster 
homes  that  the  mother’s  parental  rights  were  termi- 
nated by  court  action,  when  it  became  apparent  that 
she  was  going  to  continue  practicing  prostitution. 

The  adoptive  parents  are  both  college  graduates 
with  a high  degree  of  maturity  and  what  I regard  as 
a superior  capacity  for  parenthood.  The  younger  chil- 
dren related  to  them  quite  well,  and  by  the  time  I 
knew  them,  neither  the  second  nor  the  fourth  child 
presented  any  evidence  of  obvious  psychiatric  disturb- 
ance. The  third  child  was  somewhat  shy  and  with- 
drawn, but  responded  well  to  about  eight  months  of 
outpatient  psychotherapy.  The  eldest,  who  was  16  by 
the  time  she  was  referred,  had  presented  behavior 
problems  ever  since  her  placement,  at  seven,  and 
during  her  adolescence  began  to  engage  in  increas- 
ingly severe  acting  out,  which  included  sexual  promis- 
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cuity,  theft,  lying,  and  running  away  from  home.  She 
had  never  allowed  herself  to  become  attached  to  her 
adoptive  parents  and  stated  that  there  was  no  point 
to  it  because  she  had  already  “lost  two  sets  of  par- 
ents,” and  felt  that  if  she  became  attached  to  her 
present  parents  she  would  be  removed  from  them,  too. 
Furthermore,  she  had  identified  with  her  recollection  of 
her  natural  mother,  and  most  of  her  acting-out  was 
similar  to  her  natural  mother’s.  This  youngster  re- 
quired 18  months  of  inpatient  hospital  treatment  be- 
fore she  could  live  at  home  and  attend  the  local  high 
school  successfully;  she  is  still  a somewhat  schizoid 
individual,  who  tends  to  think  very  concretely. 

During  the  nine  years  that  this  child  had  been  in 
her  adoptive  home,  the  parents  felt  the  need  of  profes- 
sional help  in  understanding  her  and  trying  to  make 
meaningful  emotional  contact  with  her.  They  had  con- 
sulted not  only  the  agency  from  whom  they  obtained 
the  children,  but  also  their  family  physician,  their 
local  family  service  society,  and  the  only  psychiatrist 
then  practicing  in  their  community.  All  of  these  peo- 
ple made  light  of  the  parents’  concern  and  reassured 
them  that  no  specific  professional  help  was  needed. 

The  second  family  I want  to  mention  only  to  indi- 
cate that  psychiatric  illness  was  in  their  older  children 
at  the  time  of  adoption,  and  not  in  the  adoptive  par- 
ents. This  couple  had  applied  to  adopt  three  children 
from  overseas,  and  a baby  from  their  local  child  wel- 
fare agency.  Both  applications  were  acted  upon  favor- 
ably at  about  the  same  time,  and  four  years  later  the 
mother  gave  birth  to  their  youngest  child.  The  three 
older  children  had  been  reared  in  some  type  of  orphan- 
age in  Germany,  where  the  personnel  were  chiefly 
young  girls  who  had  been  born  illegitimately  during 
the  Nazi  regime.  The  only  sort  of  examination  the 
children  had  prior  to  their  arrival  in  the  United  States 
was  physical,  plus  some  type  of  screening  to  make 
sure  they  were  not  mentally  defective.  These  children 
were  both  physically  and  emotionally  deprived  and  dis- 
played many  of  the  characteristics  Spitz7  has  de- 
scribed in  children  who  have  lived  any  length  of  time 
in  institutions  where  they  are  cared  for  only  mechani- 
cally. The  eldest  one  had  apparently  spent  his  first 
two  years  with  his  natural  mother,  and  has  never  been 
as  severely  disturbed  as  the  younger  two.  The  young- 
est one  remained  so  severely  disturbed  that  he  had  to 
be  placed  with  another  set  of  parents  who  had  no 
other  children  and  could  devote  their  full  time  to  him. 


The  second  one,  who  is  15  at  the  time  of  this  writ- 
ing, was  referred  to  me  in  February,  1964,  because  of 
severe  autism  and  complete  inability  to  function  in 
school.  She  did  not  improve  significantly  during  12 
months  of  hospitalization,  and  is  now  living  with  her 
adoptive  parents  who  are  trying  to  accept  the  fact  that 
they  have  a chronically  schizophrenic  child.  Her  older 
brother  is  a somewhat  phobic  child,  whom  the  parents 
feel  will  need  some  psychotherapy.  On  the  other  hand, 
both  the  child  they  adopted  as  an  infant  from  their 
local  child  welfare  agency,  and  their  natural  child  are 
healthy,  well-adjusted  children  in  all  respects,  not  only 
in  the  parents’  opinion  but  in  mine.  This  family,  too, 
had  unsuccessfully  sought  help  for  a long  time  before 
the  psychiatrist  who  referred  them  to  me  moved  to 
their  community. 

Of  the  children  in  this  series  who  were  placed  by 
agencies  in  infancy,  the  parents  may  have  been  ap- 
proved mistakenly  in  three  instances.  One  mother  had 
such  pathological  motives  for  adopting  a baby,  and 
such  fixed  notions  about  the  kind  of  baby  she  wanted, 
that  (by  hindsight  at  least)  her  approval  as  an  adopting 
parent  has  to  be  regarded  as  an  agency  mistake.  Her 
son  was  chronically  schizophrenic  when  he  was  re- 
ferred at  the  age  of  15.  In  a second  case  there  was 
conflict  between  the  parents,  which  probably  was  not 
apparent  until  a number  of  years  after  the  adoption. 
In  the  third  case  the  adoptive  parents'  marriage  was 
breaking  up,  but  the  father  stated  that  he  had  lied 
to  the  social  worker  about  this,  because  he  thought 
his  wife  would  feel  better  if  she  had  a baby;  he  fully 
intended  to  leave  her,  which  he  did  shortly  after  the 
adoption  became  final.  The  other  four  agency-placed 
children  in  this  series  were  brought  either  because 
they  were  younger  siblings  of  psychotic  older  children 
in  this  series,  or  because  the  parents  wanted  to  find 
out  how  they  were  doing.  This  occurred  in  one  family 
with  two  adopted  children  who  had  heard  that  adopted 
children  were  more  likely  to  develop  emotional  prob- 
lems than  non-adopted  children,  and  wanted  to  find 
out  how  their  children  were.  Neither  of  these  children 
presented  any  significant  abnormalities  at  the  time  of 
examination. 

All  of  the  19  independently  placed  children  were 
adopted  either  by  direct  arrangement  between  the 
adoptive  parents  and  the  natural  mother,  or  through 
the  good  offices  of  physicians  and  lawyers.  Fourteen 
were  adopted  before  they  reached  their  first  birthday. 


86 


TEXAS  MEDICINE 


Of  the  five  children  placed  independently  after  their 
first  birthday,  two  were  placed  by  inadequate  mothers 
who  gave  their  children  away  as  though  they  were 
finding  homes  for  kittens,  and  three  were  given  by 
judges  to  friends  whom  they  knew  had  been  unable  to 
adopt  children  through  licensed  child  placing  agencies. 
All  14  of  the  children  who  were  placed  independently 
before  the  age  of  one  year  were  adopted  by  parents 
who  knew  they  could  not  obtain  babies  from  legiti- 
mate agencies.  All  had  checked  on  the  requirements, 
and  in  most  instances  had  been  turned  down  by  li- 
censed agencies  as  not  being  suitable  adoptive  par- 
ents. The  subsequent  course  of  events  in  these  fam- 
ilies proved  the  agencies  correct.  Several  sets  of  par- 
ents had  been  rejected  by  as  many  as  three  agencies, 
and  still  managed  to  obtain  babies  through  friends  in 
the  medical  or  legal  professions. 

A great  many  adoptions  are  still  being  arranged  in- 
dependently in  this  state.  The  State  Department  of 
Public  Welfare  estimates  that  the  percentage  of  adop- 
tions through  licensed  agencies  has  only  risen  from 
27  percent  of  all  extra-familial  adoptions  in  1948-1949 
to  about  50  percent  during  the  last  several  years.  Thus 
a great  many  independently  arranged  adoptions  must 
be  successful.  However,  it  is  against  Texas  law8  for 
anyone  other  than  a child’s  natural  mother,  or  a 
licensed  child  placement  agency,  to  place  a child  for 
adoption.  Most  people  who  have  successfully  adopted 
babies  independently  could  probably  have  qualified 
for  agency  adoption.  Indeed  a fair  number  have  adopt- 
ed a first  child  independently  and  subsequently  been 
approved  by  licensed  agencies. 

The  very  fact  that  14  babies  in  this  series  of  42 
were  given  to  parents  by  well-meaning  physicians,  at- 
torneys, and  judges,  who  had  not  evaluated  these 
parents  in  the  same  depth  that  the  rejecting  social 
workers  had,  indicates  that  this  is  not  a responsibility 
to  be  assumed  lightly.  Thirteen  of  the  14  sets  of 
parents  who  obtained  infants  through  independent 
placement  have  severe  psychiatric  illness.  In  the  four- 
teenth case,  the  baby  was  brain  damaged,  with  hemi- 
paresis.  The  physician  who  delivered  the  baby  and 
arranged  the  adoption  had  assured  the  family  that  the 
baby  was  normal. 

Certainly  no  definite  conclusions  can  be  drawn  from 
this  small  study  of  one  individual's  practice.  The 
findings,  however,  do  contradict  those  of  some  previ- 
ously published  studies  in  which  the  authors  “felt” 


that  neither  age  at  placement  nor  the  type  of  place- 
ment had  any  significant  bearing.9  Three  tentative 
conclusions  can  be  drawn  from  the  present  study.  The 
first  is  that  when  children  are  placed  for  adoption  past 
early  infancy,  they  are  apt  to  be  severely  disturbed 
emotionally  by  the  time  of  placement.  Eighteen  chil- 
dren in  this  series  of  42  came  from  an  age  group 
which  constitutes  only  7.5  percent  of  all  adoptions  in 
Texas.  Prospective  adoptive  parents  of  these  older 
children  might  be  encouraged  to  seek  psychiatric  con- 
sultation from  the  beginning  to  help  them  and  the 
child  make  what,  at  best,  is  a very  difficult  adjustment. 

Second,  comparisons  between  the  several  reported 
studies  of  psychiatric  disorder  in  adopted  children 
seem  relatively  meaningless.  These  studies  have  dealt 
with  patients  either  from  private  practice  or  from  pub- 
licly supported  clinics,  and  have  not  taken  into  con- 
sideration the  source  of  adoption,  or  age  at  place- 
ment. It  would  be  unrealistic  to  expect  licensed  agen- 
cies to  have  such  superhuman  powers  that  all  place- 
ments made  in  infancy  would  work  perfectly.  They 
apparently  do  know  something,  since  all  of  the  inde- 
pendently placed  children  who  were  placed  in  infancy 
represent  a third  of  the  present  series,  and  most  of 
the  parents  had  been  rejected  by  licensed  agencies. 

Texas  adoption  statistics  do  not  reflect  the  socio- 
economic status  of  the  adoptive  parents,  therefore  it 
is  only  an  impression  that  proportionately  more  cou- 
ples in  the  higher  income  brackets  adopt  children. 
These  are  also  the  people  who  would  be  apt  to  be 
private  patients  and  have  a sufficient  degree  of  sophis- 
tication to  go  to  psychiatrists.  People  who  are  barely 
making  both  ends  meet  financially  would  hardly  be 
likely  to  devote  much  effort  to  finding  another  child 
or  children  to  support.  Many  of  them  do  raise  rela- 
tives’ children,  or  sometimes  even  stray  children,  but 
without  going  to  the  expense  of  a legal  adoption. 

I agree  with  Goodman,10  who  undertook  his  study 
at  the  request  of  child-placing  agencies  in  New  York 
who  were  worried  about  their  placement  practices 
after  reading  reports  of  the  high  incidence  of  adopted 
children  in  several  people’s  private  practice.  At  Staten 
Island  Health  Center  he  reviewed  the  charts  of  593 
children  and  found  that  2.4  percent  were  extra-famili- 
ally  adopted  in  a community  which  has  1.7  percent 
adopted  children.  He  felt  that  this  slight  over-repre- 
sentation in  the  clinic  case  load  was  statistically  sig- 
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nificant,  but  not  sufficient  to  warrant  the  agencies' 
anxiety. 

SUMMARY:  Although  severely  sick  adopted  children 
constitute  a disproportionate  percentage  of  the  chil- 
dren seen  in  my  own  practice,  and  of  people  in  private 
practice  at  other  medical  centers,  they  apparently 
come  largely  from  the  group  of  children  who  were 
placed  for  adoption  after  infancy,  and  from  a group 
of  families  who  would  be  rejected  as  prospective  par- 
ents by  licensed  child  placing  agencies,  but  who  man- 
age to  obtain  a baby  independently. 
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Dr.  Jameson,  200  North  Boulevard,  Galveston  77551. 


COMMENT:  Dr.  Jameson's  excellent  paper  elucidates 
two  factors  which  clearly  seem  to  be  related  to  the 
higher  incidence  of  psychopathology  in  adopted  chil- 
dren. (1)  Children  placed  in  adoption  after  infancy 
represent  a high-risk  children’s  group.  (2)  Children 
placed  independently  have  high-risk  parents,  many  of 
whom  were  rejected  by  adoption  agencies  before  ob- 
taining a child  through  informal  channels.  Both  of 
these  factors  strongly  suggest  that  early  adoption  by 
healthy  couples  gives  the  child  a chance  for  normal 
emotional  growth,  and  lessens  his  chances  of  becom- 
ing psychopathic.  Spitz  says  that  an  infant  cannot  dif- 
ferentiate one  mothering  person  from  another  until 
about  the  sixth  month,  when  he  learns  to  distinguish 
his  mother  from  other  persons.  Theoretically,  then,  an 


infant  should  be  placed  in  an  emotionally  suitable  en- 
vironment before  he  is  six  months  old. 

One  of  Dr.  Jameson’s  conclusions  is  that  parents 
who  are  willing  to  adopt  older  children  should  know 
about  the  risk  involved  in  terms  of  the  child’s  past 
history  and  his  behavioral  difficulties  so  that  they  may 
be  fully  aware  of  their  role  and  responsibility  as  par- 
ents. A competent  caseworker  is  invaluable  in  collect- 
ing pertinent  data  on  both  the  children  and  the  pros- 
pective parents.  Indeed,  the  caseworker  who  obtains 
rapport  with  the  child  and  his  potential  legal  guardians 
is  in  a position  to  work  through,  with  both,  the  anxi- 
eties that  attend  their  mixed  anticipations.  It  is  impor- 
tant that  the  worker  help  the  child  to  identify  and 
understand,  as  far  as  possible,  his  past  and  present 
hostilities  toward  adults  who  have  played  a disturbing 
role  in  his  life  in  order  to  minimize  negative  trans- 
ference reactions  in  his  new  home.  With  parents-to-be, 
the  counselor  must  evaluate  whether  their  desire  is 
built  around  genuine  or  neurotic  needs.  If  genuine 
mutuality  exists  between  them  as  marriage  partners, 
and  if  this  mutuality  overrides  the  neurotic  aspects  of 
their  relationship,  the  chance  is  good  that  a child 
would  add  more  than  it  would  detract  from  their  satis- 
factions in  living. 

A second  important  implication  in  Dr.  Jameson's 
paper  is  that  independent  placement  should,  in  gen- 
eral, be  discouraged.  Members  of  the  medical  and 
legal  professions  who  have  helped  childless  couples 
adopt  a child  should  be  advised  that  independent 
placements  do  not  compare  favorably  with  placements 
made  by  licensed  agencies  with  respect  to  the  maturi- 
ty of  the  parents  selected  and  the  appropriate  match- 
ing of  parents  and  child.  A great  handicap  in  inde- 
pendent placement  is  that  the  abetting  parties  usually 
lack  the  training  and  time  to  counsel  with  parents  and 
children  when  problems  occur  after  the  placement  is 
made,  nor  do  parents  who  have  not  received  pre- 
adoption counselling  always  appreciate  the  importance 
of  seeking  early  psychological  help  when  difficulties 
between  them  and  the  child  develop. 

In  summary,  the  two  factors  emphasized  in  Dr. 
Jameson’s  paper  are  time  of  placement  and  kind  of 
placement.  The  significance  of  these  two  factors  is 
well  supported  by  her  clinical  data  and  they  are  suf- 
ficiently objective  in  the  sense  that  their  validity  can 
be  checked  in  any  type  of  clinic  setting.  As  a pre- 
liminary report,  this  paper  should  be  stimulating  to 
those  concerned  with  the  problems  of  child  adoption. 

— Eugene  C.  McDanald,  Jr.,  M.D.,  Galveston. 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


/ksr  Paw  Reiter  ").' 


*u.Linimm.i 

BAYER 

AS*»7f9lN  • 

CHILDREN 


Volume  63,  April,  1967 


89 


Southwest  Clinic  c4&*ociation 


MAIN  OFFICE 
220  Medical  Arts  Bldg. 

Rl  2-2141  — Area  Code  214 


DALLAS,  TEXAS 


NORTH  DALLAS  OFFICE 
5540  Denton  Drive  Cut-Off 
ME  1-3880  — Area  Code  214 


SURGERY  AND  GYNECOLOGY 
Sidney  Galt,  M.  D. 

H.  Earl  Taylor,  M.  D. 

John  W.  Loniut,  M.  D. 

INTERNAL  MEDICINE 
Cullen  L.  Tubb,  M.  D. 

Frank  O.  Seay,  M.  D. 
Charles  M.  Preston,  M.  D. 


ORTHOPEDIC  SURGERY 

Edward  R.  Richardson,  M.  D. 

GENERAL  MEDICINE 
O.  Jay  Waddell,  M.  D. 

H.  S.  Woods,  Jr.,  M.D. 

UROLOGY 

Arthur  W.  Shannon,  M.  D. 


Robert  J.  Wright,  ADMINISTRATOR 


RADIOLOGY 

Valerie  A.  Sheehan,  M.  D. 

North  Dallas  Office 

MEDICINE  AND  SURGERY 
Frank  G.  Garfias,  M.  D. 
GENERAL  MEDICINE 
J.  William  Jones,  M.  D. 

T.  L.  Lauderdale,  M.D. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


g>outi)ern  Clinic 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkanias-Texai 


Surgery 


Walter  C.  Bames,  Jr.,  M.D.* 
Robert  M.  Bransford,  M.D.* 
Donald  C.  Spencer,  M.D.* 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D.* 

Plastic  Surgery 

Walter  C.  Bames,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Scan,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.*' 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 

*Diplomate  of  The  American  board  of  his  specialty 

••Required  training  for  Certification  by  the  Americon  Board 
of  his  specialty  nas  been  completed. 


San  Angelo 

Medical  & Su 

rgical  Clinic 

111  East  Harris  Avenue 

Dial  2-6811 

SAN  ANGELO,  TEXAS 

Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 

M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery : 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D. 

Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 

Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 

Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology : 

J.  L.  Read,  M.D. 

Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 

Eye,  Ear,  Noee  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A-C.S. 

Administration  : 

W.  V.  Smith,  Administrator 

FYed  Wills,  Business  Manager 

90 


TEXAS  MEDICINE 


PITFALLS  IN  HANDLING 
PSYCHIATRIC  PATIENTS 


Review  Article 

HARRY  K,  DAVIS,  M.D. 

General  practitioners,  as  a group,  see 
more  psychiatric  patients  than  do  physi- 
cians in  any  other  specialty.  It  is  to  their 
advantage  that  they  recognize  and  learn 
to  avoid  the  common  pitfalls  which  may 
prevent  successful  therapy. 

OF  ALL  PATIENTS  seen  in  the  general  practitioner's 
office,  40  to  70  percent  have  emotional  problems, 
either  primary  or  secondary.  Only  4 percent  of  the 
physicians  in  this  country  are  psychiatrists;  obviously, 
much  of  the  preventive  and  therapeutic  psychiatric 
care  for  the  populace  is  given  by  nonpsychiatrists.1'2 
For  the  most  part,  the  general  practitioner  will  con- 
tinue to  serve  on  the  frontier  of  treatment  for  mental 
illness  as  he  does  for  physical  illness.  Awareness  of 
some  pitfalls  in  the  psychiatric  field  will  help  him  in 
dealing  with  these  patients. 

FAILING  TO  BE  PSYCHIATRICALLY  ORIENTED:  One 

must  suspect  that  a given  syndrome  may  be  due  to 
functional  causes  and  accept  such  when  it  is  estab- 
lished. This  could  also  be  stated  as  “suspicion  is  the 
key  to  diagnosis.”  It  is  important  to  know  what  type 
illness  you  are  treating,  and  particularly  is  it  important 
to  understand  whether  you  are  treating  the  psychiatric 
symptom  or  disease  entity.  It  is  well  known  how  one 
arrives  at  such  a decision — by  eliciting  a history  with 
emphasis  on  interpersonal  relationships  and  behavior, 
correlated  with  chronological  events.  Informants  also 
need  to  be  interviewed  to  obtain  a more  complete 
history.  Observation  of  the  patient  during  this  initial 
interview  is  likewise  important.  Facial  expressions, 
phrasing  of  statements,  posture,  attitude,  and  feeling 
tones  are  conveyed.  The  examination  should  include 


a mental  status  examination  with  an  effort  to  assess 
the  patient’s  general  condition,  affect,  psychomotor 
activity,  thought  processes,  and  whether  or  not  he 
has  any  abnormality  in  his  thinking,  judgment,  mem- 
ory, insight,  orientation,  or  ability  to  abstract,  calcu- 
late, or  perform  otherwise.  Following  the  history  and 
mental  status  examination,  the  routine  physical  with 
the  neurological  examination  is  done  as  indicated. 
Certainly  the  affective  responses  should  be  noted  as 
certain  areas  of  the  body  are  examined.  It  is  important 
to  make  a diagnosis,  but  if  one  is  not  made,  the  phy- 
sician must  at  least  understand  what  symptoms  re- 
quire treatment.34 

FAILING  TO  DELINEATE  A TREATMENT  PROGRAM 
OR  GOALS:  This  delineation  has  increasing  importance 
both  in  the  aging  population5  as  well  as  in  the  very 
young.  The  two  types  of  psychiatric  treatment  availa- 
ble to  nonpsychiatrically  oriented  physicians4'6  8 con- 
sist of  drugs  and  supportive  psychotherapy. 

Anxiety  is  the  common  denominator  of  all  mental 
illness  and  is  probably  treated  with  drugs  more  than 
any  other  single  symptom.  Many  anti-anxiety  drugs 
such  as  diazepam  (Valium),  meprobamate  (Equanil, 
Miltown),  chlordiazepoxide  (Librium),  phenobarbital, 
phenothiazine  (Thorazine,  Mellaril,  Compazine,  Tril- 
afon,  Stelazine,  Prolixin),  hydroxyzine  (Vistaril  and  At- 
arax), and  others  are  available. 

Insomnia  ranks  as  the  second  most  distressing  psy- 
chiatric symptom.  Many  hypnotics  and  sedatives 
(chloral  hydrate,  barbiturates,  paraldehyde)  as  well  as 
nonbarbiturates  (Doriden,  Valmid,  Noludar,  and  Pla- 
cidyl)  are  available.  In  general,  it  is  preferable  to 
secure  enough  relaxation  with  tranquilizers  so  that 
only  milder  sedatives  are  necessary  to  produce  sleep. 
Newer  nonbarbiturate  sedatives  should  be  used  with 
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caution  and  over  short  periods,  since  drug  tolerance 
and  withdrawal  symptoms  are  common. 

Depressive  illness  and  depressive  symptoms  are 
readily  treated  with  any  of  the  group  of  so-called  anti- 
depressant drugs.  The  MAO  drugs  in  common  use  are 
Marplan,  Nardil,  and  Parnate,  but  they  should  be  used 
with  all  the  precautions  advocated  by  the  manufactur- 
ers. In  more  widespread  use  are  the  imipramine  and 
desipramine  group  (Tofranil,  Pertofrane  and  Norpra- 
min) as  well  as  amitriptyline  (Elavil)  and  nortriptyline 
(Aventyl).9To  Dexedrine  and  Ritalin  have  been  used 
for  many  years  in  treating  depressive  symptoms  alone 
and  still  have  usefulness  in  short-term  and  geriatric 
cases. 

Agitation  and  aggression  are  common  distressing 
symptoms  both  to  the  patient  and  physician,  and  may 
be  effectively  alleviated  by  the  use  of  one  of  the 
phenothiazine  drugs,  preferably  Thorazine.  At  times, 
sedation  with  large  doses  of  barbiturates  or  diazepam 
(Valium)  may  be  necessary. 

Last,  the  antipsychotic  group  of  drugs,  including  the 
phenothiazine  drugs,  are  useful  to  control  psychotic 
behavior  both  in  the  organic  and  functional  psychoses. 
The  more  familiar  phenothiazines  are  Thorazine,  Stela- 
zine,  Mellaril,  Trilafon,  Tindal,  Permitil,  Prolixin,  Ten- 
tone,  Proketazine,  and  Dartal. 

Drugs,  like  any  therapeutic  tool,  should  be  chosen 
specifically  to  meet  specific  needs.  Once  chosen,  the 
drug  should  continue  to  be  administered  until  thera- 
peutic results  are  obtained,  side  effects  arise,  or  until 
it  is  clearly  established  that  another  treatment  modal- 
ity is  necessary. 

The  physician  also  has  at  his  disposal  the  sup- 
portive psychotherapy  techniques  of  reassurance,  vent- 
ilation, environmental  manipulation,  hospitalization, 
establishing  normal  routines,  advice  and  guidance, 
providing  emotional  support,  and  reality  reorien- 
tation. 11T2 

FAILING  TO  LISTEN  AND  HEAR  YOUR  PATIENT:  It  has 

been  said  that  the  art  of  listening  is  difficult — it  is 
much  easier  to  advise.  Certainly  this  is  the  case  of 


the  nonpsychiatrically  oriented  physician  who  has  de- 
mands placed  on  him  for  advice,  suggestions,  and 
guidance,  but  seldom  is  able  to  “hear  a problem 
through”  before  making  a decision.  One  has  to  appre- 
ciate and  understand  emotional  problems  before  ad- 
vice can  be  effectively  given. 

One  technique  that  is  often  helpful  is  asking  the 
patient,  “What  can  I do  to  help  you?”  This  conveys 
the  general  idea  that  “I  am  here  to  listen  and  help, 
but  I need  to  know  all  the  story.  I need  to  understand 
your  problem  before  I can  help  you.”13 

It  is  important  that  the  physician  understand  his 
own  feelings  about  the  nervous  patient,  especially 
when  the  patient  does  not  improve.  In  dealing  with 
emotional  disorders,  certain  goals  must  be  modified 
in  accordance  with  available  treatment  modalities,  per- 
sonnel, and  facilities.  It  is  most  important  that  the 
physician  who  is  not  in  a good  state  of  mental  health 
avoid  treating  emotional  illness. 

FAILING  TO  RECOGNIZE  THAT  THE  PHYSICIAN  IS 
THE  PATIENT’S  BEST  MEDICINE:  The  time-honored 
doctor-patient  relationship  is  one  of  the  most  effective 
therapeutic  modalities  available.  Unfortunately  we  do 
not  have  detail  men  who  sell  this,  but  I often  think 
it  would  be  worthwhile  if  we  did.  The  physician  must 
establish  a meaningful  relationship  with  the  patient. 
The  first  ingredient  of  this  relationship,  of  course,  is 
a sufficient  amount  of  time  spent  with  the  patient, 
as  well  as  with  the  patient’s  family,  listening  and 
understanding.  The  second  ingredient  is  acknowledge- 
ment of  the  patient's  problem;  the  patient  will  feel 
“he  understands  me.”  The  physician  will  then  be 
able  to  make  an  effort  to  help  the  patient  by  relieving 
his  symptoms  and  understanding  his  problem  (not 
just  “punching  his  card”).  Lastly,  in  this  valuable 
relationship,  the  physician  has  knowledge  of  the  pa- 
tient’s health  and  illness.  No  other  professional  can 
work  with  the  patient  in  this  capacity  since  only  the 
physician  has  this  knowledge  available  to  him-H.^.i* 

FAILING  TO  CHARGE  ADEQUATELY  FOR  SERVICES 
RENDERED:  Economic  factors  are  so  important  in  our 
present  society  that  they  probably  should  be  listed  as 
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the  most  common  pitfall  for  the  general  practitioner 
who  treats  psychiatric  illness.  It  is  necessary  to  charge 
the  patient  for  the  amount  of  time  and  service  that 
you  have  rendered  to  him.  Failing  to  do  so  engenders 
the  feeling  in  the  doctor  that  the  patient  is  exploiting 
him;  this  creates  frustration,  resentment,  and  anger 
which  interfere  in  the  doctor-patient  relationship.  The 
patient  should  be  informed,  during  his  initial  visit,  of 
the  fees  to  be  charged.  Usually  the  patient  is  willing 
to  accept  this  charge.  It  is  virtually  impossible  to 
know  how  many  psychiatric  visits  will  be  necessary 
for  a given  psychiatric  condition,  but  we  do  know  that 
some  rather  definite  surveys  in  outpatient  clinic  work 
have  indicated  that  a number  of  patients  can  receive 
great  benefits  from  psychiatric  treatment  within  an 
economic  range  equivalent  to  charges  for  surgical 
services.11 

FAILING  TO  CARE:  Nonmedical  personnel  may  wonder 
why  the  physician  constantly  pushes  himself  to  work 
far  beyond  his  physical  and  mental  endurance  or 
economic  needs.  Probably  the  most  common  reason 
is  that  the  doctor  cares.  He  knows  how  he  feels,  and 
he  appreciates  and  empathizes  with  how  the  patient 
feels.  It  makes  a difference  to  him  whether  the  pa- 
tient gets  well  and  is  relieved  of  his  suffering.  It  is 
important  that  we,  as  physicians,  keep  our  personal 
feelings  from  altering  our  professional  judgment,  and 
try  to  be  as  objective  as  possible.  The  doctor’s  family 
and  personal  problems  should  have  no  place  in  the 
doctor-patient  relationship. 

FAILING  TO  RECOGNIZE  HARMFUL  DRUGS:  Many 
otherwise  safe  drugs  become  harmful  when  used  in 
treating  psychiatric  patients.  Narcotics  and  sedatives 
in  the  treatment  of  emotional  problems  sometimes 
accentuate  symptoms.  Classic  examples  of  this  are 
the  increasing  depression  with  the  use  of  phenothia- 
zines  and  reserpine  derivatives,  and  increasing  insom- 
nia by  the  use  of  amphetamines  in  depressions.  Over- 
dose, inadequate  dose,  or  treatment  for  too  short  a 
time  may  provoke  and  exaggerate  certain  psychiatric 
illnesses.  An  example  of  this  is  treatment  of  a depres- 


sive illness  for  an  inadequate  time.  Depressions  need 
to  be  treated  for  long  periods  since  premature  termi- 
nation of  treatment  often  causes  a relapse.  Long-term 
phenothiazine  therapy  that  has  been  instituted  in  the 
state  hospitals  should  be  continued  indefinitely.  Be- 
fore the  practitioner  decides  to  discontinue  pheno- 
thiazine therapy,  he  should  consult  the  attending  psy- 
chiatrist or  superintendent  of  the  state  hospital  in- 
volved. 

FAILING  TO  RECOGNIZE  WHY  THE  PATIENT  CON- 
SULTS THE  PHYSICIAN:  Many  people  come  to  the  doc- 
tor with  complaints  so  trivial  the  doctor  really  wonders 
why  they  came  at  all.  He  then  has  to  seek  out  the 
true  reason  for  the  patient’s  visit.  Those  who  exag- 
gerate their  symptoms  and  return  frequently  usually 
seek  medical  help  for  reasons  other  than  their  verbal- 
ized complaints;  so  do  the  indifferent  adolescents,  and 
patients  with  long-standing  and  relapsing  illness  who 
have  severe  emotional  problems  that  need  recognition. 
It  is  important  for  the  physician  to  recognize  that 
emotional  problems  do  not  respond  to  surgery.  This 
is  demonstrated  clearly  when  one  notes  the  unstable 
postoperative  course  in  the  patient  who  undergoes 
exploratory  laparotomy  which  reveals  no  pathologic 

condition. 15>16 

FAILING  TO  BE  REALISTIC  IN  TREATMENT  OF  NER- 
VOUS AND  EMOTIONAL  PROBLEMS:  Realistic  goals  in 
the  treatment  approach  to  emotional  illness  are  im- 
portant. It  behooves  the  physician  to  explain  to  the 
patient  and  help  him  understand  that  long  periods  of 
treatment,  pain,  and  oftentimes  guarded  prognoses 
accompany  psychiatric  illness.  Further,  he  should 
avoid  the  hurried  approach  in  treatment,  realizing 
that  sitting  down  and  talking  to  the  patient  for  two 
minutes  may  have  the  equivalent  therapeutic  value  of 
20  minutes’  talking  while  standing  in  the  doorway  and 
trying  to  conclude  the  visit.  From  a treatment  and 
prognostic  viewpoint,  working  with  a chronic  mental 
patient  could  be  considered  similar  to  working  with  a 
patient  with  chronic  vascular  disease  such  as  arterio- 
sclerosis. 
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FAILING  TO  APPRECIATE  YOUR  PATIENT  AS  A PER- 
SONALITY: Your  patient  has  his  own  personality.  It 
can  be  dealt  with  most  satisfactorily  if  you  understand 
that  Mrs.  Jones  is  not  just  another  old  lady  with 
pneumonia,  but  a person  who  has  both  an  illness  and 
a specific  personality  type.  The  physician  should  un- 
derstand personality  types  and  relate  appropriately 
to  them.  One  might  classify  these  in  any  number  of 
ways,  but  to  me  a satisfactory  classification  is  as 
follows:  (1)  seductive,  (2)  immature  and  inadequate, 
(3)  psychopathic  character  disturbances,  (4)  histrionic, 
(5)  hostile  and  aggressive,  (6)  depressive,  (7)  nega- 
tivistic,  (8)  “crock,”  (9)  schizoid,  (10)  paranoid,  (11) 
compulsive,  and  (12)  normal.  The  so-called  normal 
personality  represents  a well-integrated,  mature  person 
who  has  adapted  well  to  his  environment  and  functions 
with  minimal  anxiety.  The  normal  personality  responds 
to  the  conventional,  matter-of-fact  approach  which  is 
usually  satisfactory  for  a meaningful  doctor-patient 
relationship.11 

As  one  considers  specifically  the  more  suitable 
ways  to  relate  to  the  various  personality  types,  it 
might  be  useful  to  mention  that  the  first  four  listed 
(seductive,  immature  and  inadequate,  psychopathic, 
and  histrionic)  are  basically  immature  and  inadequate 
people.  The  physician  should  consider  relating  to  them 
as  he  might  relate  to  a small  child.  Each  of  these 
four  character  groups  will  use  different  techniques  in 
relating  to  the  physician,  but  behind  the  patient’s 
facade  is  a small,  helpless  child.  The  patient  may  try 
many  coping  devices  to  relate  to  the  adult  world  and 
its  stresses,  but  usually  he  does  this  poorly.  As  the 
physician  considers  that  he  is  relating  to  a child,  he 
should  be  firm,  consistent,  and  accepting,  but  should 
not  allow  the  patient  to  manipulate  or  control  him. 
The  patient  may  then  feel  that  the  doctor  is  relating 
to  him  as  a loving,  accepting  parent  in  the  authority 
role,  and  usually  will  accept  this.  He  then  can  trust 
the  physician  to  set  limits  on  him  even  when  he  is 
unable  to  set  limits  on  himself. 

The  hostile  patient  is  difficult  to  deal  with  since  he 
is  often  aggressive,  demanding,  and  threatening.  Hos- 


tility may  be  overt  (open  anger)  or  covert  (covered 
anger  with  defensive  maneuvers).  The  physician  should 
ask  himself  whether  he  has  done  anything  to  provoke 
the  patient  to  anger.  If  not,  he  should  realize  the 
anger  is  within  the  patient,  is  projected  without  cause 
to  the  physician,  and  should  be  viewed  as  a symptom 
of  the  patient’s  problem.  An  open  approach  such  as, 
“I  see  you  are  very  angry  today,”  gives  the  patient  a 
chance  to  recognize  his  feelings  and  discuss  them.6 

The  depressive  patient  requires  recognition  and  spe- 
cial consideration.  Encouragement,  support,  and  reas- 
surance are  necessary  since  depressive  symptoms 
grossly  exaggerate  medical  problems.  Treatment  is 
enhanced  by  intervention  with  drug  and/or  supportive 
psychotherapy.1012 

The  negativistic  patient  presents  specific  problems 
for  the  physician  inasmuch  as  he  is  relatively  non- 
communicative.  Practically  all  verbal  communication  is 
covered  by  a thin  veil  of  hostility.  The  physician  rec- 
ognizes this  hostility  and  often  is  puzzled  as  to  what 
to  do  with  it.  A management  approach  similar  to  that 
used  with  the  immature  patient  serves  effectively.  At 
times,  the  physician  may  even  be  able  to  talk  to  the 
patient  about  his  negative  attitudes  and  feelings. 
Often  the  patient  will  deny  how  negativistic  he  is,  but 
talking  more  about  this  and  his  associated  anger  is 
helpful  in  dissipating  his  anger. 

The  so-called  crock  needs  special  consideration. 
When  this  label  is  placed  on  a patient,  the  physician 
should  examine  his  own  attitudes  and  feelings  to  see 
why  he  put  the  patient  in  that  category.  It  may  be  that 
the  physician  cannot  accept  poor  treatment  results, 
limited  goals  in  therapy  or  diagnosis,  or  even  the 
fact  that  the  patient  may  die.  These  threats  to  the 
doctor’s  omnipotence  can  be  overwhelming,  and  hence 
the  patient  receives  the  projection  of  the  doctor’s 
anger  with  the  title  of  the  unacceptable  "crock.” 
Whenever  a physician  considers  a patient  a “crock,” 
it  may  be  time  for  him  to  ask  a colleague  to  care  for 
this  patient. 

The  schizoid  person  is  characteristically  an  introvert 
who  has  difficulty  relating  to  almost  everyone.  He  likes 
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to  intellectualize  and  deal  with  words  in  an  effort  to 
live  above  his  feelings.  We  sometimes  say  such  a 
person  has  a high  wall  of  defense  built  around  him 
and  rarely  lets  others  know  what  he  is  like.  We  only 
relate  to  his  facade.  Only  rarely  are  his  feelings  in- 
tricately involved  in  medical  treatments;  hence,  he  is 
not  too  difficult  to  treat  medically. 

The  paranoid  patient  is  easily  recognizable  by  his 
typically  suspicious,  distrustful,  envious,  and  some- 
times jealous  ways  of  relating.  He  has  much  difficulty 
trusting  the  physician  even  when  he  knows  that  the 
physician  of  his  selection  is  capable  and  competent. 
It  is  not  so  much  that  he  does  not  trust  the  doctor’s 
professional  competence  but  that  he  does  not  trust 
the  doctor’s  personal  behavior.  The  physician  deals 
openly  with  patient  problems,  being  careful  not  to 
behave  in  a provocative  manner  toward  the  paranoid 
patient. 

Compulsive  personality  disturbance  is  seen  in  the 
perfectionistic,  orderly,  overly  structured,  and  overly 
compliant  person.  This  type  of  patient  responds  best 
to  treatment  when  the  doctor  relates  to  him  in  a con- 
sistent structured  manner.  He  will  demand  that  ap- 
pointments be  kept  on  time,  and  that  the  doctor  does 
"to  the  letter”  what  he  says  he  will  do.  The  compul- 
sive patient  needs  to  know  that  he  can  always  rely  on 
his  doctor.  For  the  most  part  such  people  are  not  too 
difficult  to  relate  to  in  a physician-patient  relationship. 

Each  of  the  different  personalities  responds  differ- 
ently to  various  techniques  of  relating,  and  the  sooner 
the  physician  learns  how  to  relate  satisfactorily  to 
each,  the  more  satisfactory  his  methods  of  handling 
physical  illness  will  become. 

FAILING  TO  HEED  PROFESSIONAL  ETHICS  AND  CUS- 
TOMS IN  TREATING  PATIENTS:  It  is  extremely  im- 
portant to  remember  that  emotional  closeness  blinds 
professional  judgment.  Although  sometimes  it  is  not 
possible,  it  certainly  is  wise  to  avoid  treating  close 
friends,  relatives,  employees,  and  above  all,  your 
family.  Considerable  studies  involving  the  doctor 
treating  another  doctor  and  his  family  have  been 


done.17  It  has  been  found  that  there  is  an  increased 
incidence  of  complications  in  this  physician  group, 
where  close  emotional  and/or  professional  ties  are 
added  to  the  doctor-patient  relationship. 

FAILING  TO  RECOGNIZE  UNCONTROLLED  IMPULSES 
IN  PATIENTS:  Our  society  is  much  aware  of  the  pa- 
tient who  loses  control  and  acts  out  uncontrolled,  un- 
desirable, and  antisocial  impulses.  The  three  most 
common  types  of  undesirable  impulses  are  homicide, 
suicide,  and  sexual  aggression. 

Homicidal  impulses  can  be  recognized  in  the  patient 
whose  history  includes  repeated  uncontrolled,  irra- 
tional, hostile,  aggressive,  attacking  behavior.  The 
physician  should  realize  that  when  under  intense 
stress,  such  a person  might  attack  in  a homicidal 
manner. 

Frequently,  suicidal  impulses  can  be  recognized  in 
the  depressed  patient  by  listening  carefully  to  his 
statements  and  by  trying  to  elicit  depressive  and  self- 
destructive thoughts. 

Recognizing  the  sex  offender  is  apt  to  be  more  dif- 
ficult. He  usually  has  a poorly  controlled,  grossly  im- 
mature personality.  Uncontrolled  impulses  constitute 
reasons  for  emergency  action;  the  patient  needs  ac- 
curate evaluation  and  specific  psychiatric  management. 

FAILING  TO  MAKE  PROPER  PSYCHIATRIC  REFERRAL: 

When  the  physician  makes  a psychiatric  referral,  he 
should  ask  himself  what  he  expects  from  it.  If  made 
with  apologies  to  the  patient,  psychiatric  referrals  are 
usually  unsuccessful.  The  apologetic  attitude  puts  a 
barrier  between  the  consultant  and  the  patient  which 
may  become  insurmountable.  Referral  to  a psychiatrist 
should  be  made  in  the  same  manner  as  to  any  other 
medical  colleague — openly,  honestly,  sincerely,  and 
using  matter-of-fact  language.  It  is  necessary  that  our 
medical  colleagues  join  us  in  the  field  of  psychiatry  in 
educating  patients  that  many  people  have  emotional 
and  nervous  problems,  and  that  not  always  are  these 
"imaginary”  problems  or  psychotic  illnesses. 

Referring  physicians  should  know  the  limits  and 
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type  of  treatment  that  the  psychiatrist  will  offer  as 
well  as  the  facilities  with  which  this  doctor  works.  Also, 
the  psychiatrist  should  send  a consultation  report  to 
the  referring  physician,  written  in  language  that  he  can 
understand.  The  treatment  techniques  and  drugs  that 
have  been  used  to  help  the  patient  get  well  should  be 
specified.  If  the  referring  doctor  cannot  get  an  ade- 
quate written  report  from  a psychiatrist-consultant,  he 
should  consider  changing  his  consultant.16^, 19 

FAILING  TO  FOLLOW  ACCEPTED  TECHNIQUES;  IM- 
PROPER INVESTIGATION:  Most  physicians  in  general 
practice  tend  to  follow  the  techniques  which  have  been 
well  established  and  are  accepted.  Also,  most  realize 
that  research  and  investigation  is  done  best  in  an 
academic  setting,  and  are  willing  to  leave  such  work 
to  colleagues  who  have  the  time,  training,  and  special 
facilities  and  assistants  which  are  necessary  for 
thorough  research  work.  We  all  hope  that  there  will  be 
no  other  fiascoes  such  as  LSD  and  thalidomide.20 

SUMMARY:  General  practitioners  examine  and  treat 
more  psychiatric  patients  than  any  other  specialty 
group.  It  is  highly  desirable  that  they  be  aware  of  the 
pitfalls  inherent  in  failing  to  (1)  be  psychiatrically 
oriented,  (2)  delineate  a treatment  program  or  goals, 
(3)  listen  and  hear  the  patient,  (4)  recognize  that  the 
physician  is  the  patient’s  best  medicine,  (5)  charge 
adequately  for  services  rendered,  (6)  care,  (7)  recog- 
nize harmful  drugs,  (8)  recognize  why  the  patient  con- 
sults the  physician,  (9)  be  realistic  in  the  treatment 
of  nervous  and  emotional  problems,  (10)  appreciate 
each  patient  as  a personality,  (11)  recognize  the  role 
of  communication  in  marital  problems  as  well  as  in 
emotional  problems  of  children  and  adolescents,  (12) 
heed  professional  ethics  and  customs  in  treating  pa- 
tients, (13)  recognize  and  control  the  impulses  in  the 
patient,  (14)  make  proper  psychiatric  referral,  and 
(15)  follow  accepted  techniques  and  leave  investiga- 
tion to  the  investigator  in  the  academic  setting. 

Presented  at  the  Texas  Academy  of  General  Practice  Preas- 
sembly Seminar,  Houston,  Sept.  11,  1966. 


ideally,  the  nonpsychiatrist  then  will  avail  himself 
of  psychiatric  training  and  orientation  so  that  he  will 
be  able  to  practice  comfortably  and  effectively.15.21 
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CLINICOPATHOLOGIC 

CONFERENCE 


RICHARD  ROBIN,  M.D.;  BURTON  COMBES,  M.D.;  STEPHEN  SCHENKER,  M.D.; 
JOHN  BAUM,  M.D.;  JAY  P.  SANFORD,  M.D.;  and  BRUCE  D.  FALLIS,  M.D. 


The  patient  was  an  obese  Negro  woman 
with  an  11-year  hospitalization  history. 
Having  developed  colicky  abdominal  pain, 
nausea,  and  vomiting,  she  was  believed 
to  have  a nonspecific  gastroenteritis 
superimposed  on  a chronic  disease. 

DR.  ROBIN:  A 34-year-old  Negro  woman  was  admitted 
to  Parkland  Memorial  Hospital  in  1952  and  1954  for 
childbirth,  but  the  records  of  these  admissions  were 
lost.  Her  third  admission  occurred  in  November,  1955, 
for  skin  lesions. 

For  three  months  she  had  had  bullous  lesions 
which  progressed  to  shallow  skin  ulcers.  She  also 
complained  of  chills,  fever,  malaise,  and  irregular 
menses. 

Examination  revealed  many  punched-out  cutaneous 
ulcers  with  surrounding  induration  and  pustules  on  the 
back  and  shoulders.  Numerous  scars  and  fresh  ulcers 
were  noted  on  the  legs.  The  spleen  was  palpable. 
Anemia  and  abnormal  results  of  liver  function  tests 
were  noted.  Bone  marrow  aspiration  revealed  plas- 
macytosis.  A skin  biopsy  revealed  acute  and  chronic 
inflammation  with  non-caseating  granulomas  and  mul- 
tinucleated  giant  cells.  A liver  biopsy  was  reported  as 
normal,  but  later  review  of  the  sections  revealed  slight 
chronic  hepatitis.  No  specific  treatment  was  given. 

Her  fourth  admission  (Feb.  7,  1956,  to  March  11, 
1956)  was  prompted  by  acute  arthritis  of  the  right 
wrist  and  pain  in  the  left  hip  and  right  knee.  The 
joint  symptoms  responded  promptly  to  treatment  with 
aspirin,  and  she  left  the  hospital  against  medical  ad- 
vice. A skin  biopsy  was  unchanged  from  that  of  the 
preceding  admission. 

During  her  fifth  admission  (Oct.  8,  1958,  to  Dec. 
27,  1958)  she  had  infected  leg  ulcers  (which  extended 
down  to  bone  on  the  left),  hepatosplenomegaly, 
ascites,  thrombocytopenia,  and  hypoprothrombinemia. 


Gamma  globulins  were  reported  as  an  astounding  8.5 
gm.  per  100  ml.  with  a total  serum  protein  of  9.8  gm. 
per  100  ml.  She  had  epistaxis,  bleeding  from  the 
gums,  gastrointestinal  bleeding,  and  an  episode  of 
bleeding  from  her  leg  ulcers. 

In  addition,  an  effusion  developed  in  the  left  knee 
joint.  She  was  begun  on  adrenal  steroids,  given  blood 
transfusions  and  diuretics,  and  placed  on  a low  salt 
diet.  A diagnosis  of  lupoid  hepatitis  was  entertained. 

She  was  readmitted  in  February,  1959,  with  recur- 
rent ascites  and  recrudescence  of  the  leg  ulcers.  While 
hospitalized,  she  developed  a right  lower  lobe  pneu- 
monia which  apparently  responded  well  to  penicillin 
and  tetracycline. 

In  April,  1959,  her  case  was  presented  to  Dr.  Jan 
Waldenstrom,  who  noted  that  her  skin  lesions  were 
atypical  for  his  disease. 

Records  of  four  other  admissions  in  1959  reveal 
that  leg  ulcers  continued  to  be  a problem.  In  addition 
she  developed  a right  middle  lobe  pneumonia  and  a 
right  pleural  effusion.  Her  reaction  to  tuberculin  be- 
came positive,  and  she  was  begun  on  isoniazid  (INH), 
but  treatment  was  sporadic  at  best.  Still  later  that 
year  she  developed  an  infiltrate  in  the  lower  lobe  of 
the  left  lung.  Serological  tests  for  fungal  infection  were 
negative. 

In  June  and  July,  1961,  two  lupus  erythematosus 
(LE)  preparations  were  positive.  (LE  preparations 
done  in  1955,  1956,  1958,  1959,  and  subsequently 
in  1966  were  negative.)  At  the  same  time  a liver 
biopsy  revealed  minimal  cirrhosis  of  undetermined 
type. 

She  did  fairly  well  until  January,  1966,  when  she 
was  admitted  with  sepsis,  disorientation,  infected  leg 
ulcers  with  thrombophlebitis,  anemia,  and  thrombo- 
cytopenia. She  responded  to  adrenal  steroid  therapy 
again,  and  was  followed  in  the  outpatient  clinic.  On 
Aug.  18,  1966,  her  serum  glutamic  oxaloacetic  trans- 
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aminase  (SGOT)  was  261  units;  serum  bilirubin  8.0 
mg.  per  100  ml.;  alkaline  phosphatase  13.8  units. 

On  Aug.  20,  1966,  she  was  seen  in  the  emergency 
room  with  a two-day  history  of  passing  dark,  watery 
stools.  On  the  previous  evening  she  had  developed 
colicky  abdominal  pain  and  had  noted  swelling  of  the 
abdomen.  Nausea  and  vomiting  followed.  She  was  ad- 
mitted to  the  hospital. 

Physical  examination  revealed  temperature  101  F.; 
pulse  rate  100  per  min.;  shallow  respirations  with  a 
rate  of  44  respirations  per  min.;  blood  pressure  130/ 
60  mm.  of  mercury.  She  was  an  obese  Negro  woman 
appearing  acutely  and  chronically  ill.  The  skin  was 
hot  and  dry  with  numerous  scars.  The  scleras  were 
icteric.  The  lens  of  the  right  eye  was  opacified.  Per- 
cussion of  the  chest  was  nonrevealing.  Diminished 
tactile  fremitus  and  diminished  breath  sounds  were 
noted  in  the  right  lung  base,  posteriorly  and  laterally. 
No  rales  were  heard. 

Examination  of  the  heart  revealed  the  point  of  max- 
imum impulse  (PMI)  to  be  in  the  fifth  left  intercostal 
space  at  the  midclavicular  line.  The  rhythm  was  regu- 
lar, but  there  was  a grade  3/6  apical  systolic  murmur 
radiating  to  the  left  sternal  border  and  a grade  2/6 
aortic  systolic  murmur  radiating  into  the  neck. 

The  abdomen  was  distended,  and  shifting  dullness 
was  demonstrable.  The  abdomen  was  tender,  espe- 
cially in  the  right  upper  quadrant  and  the  epigastrium. 
No  rebound  tenderness  was  noted.  Bowel  sounds  were 
present  but  hypoactive.  Old  stasis  dermatitis,  mod- 
erate subcutaneous  edema,  multiple  scars,  and  sites 
of  old  skin  grafts  were  noted  on  the  legs.  The  edema 
extended  to  the  level  of  the  umbilicus.  Stools  reacted 
strongly  to  tests  for  occult  blood. 

It  was  believed  that  the  patient  had  a nonspecific 
gastroenteritis  superimposed  on  her  chronic  disease, 
and  she  was  treated  conservatively.  She  felt  better 
the  next  two  days,  and  her  fever  decreased. 


Asterixis  was  demonstrable,  and  she  developed 
dullness  to  percussion  of  the  right  lung  base.  On  Aug. 
24,  1966,  she  complained  of  coughing  during  the  pre- 
vious night.  Her  respiratory  rate  was  40  per  min.,  and 
moist  rales  were  noted  in  both  lung  bases.  Venous 
pressure  was  22  cm.  water.  An  electrocardiogram 
(ECG)  showed  S-T  depression  in  V2,  V3,  and  V4  and 
flat  T-waves  in  V5  and  VG.  Chest  x-ray  showed  only  a 
right  pleural  effusion.  She  was  treated  for  pulmonary 
edema  with  aminophylline,  mercurial  diuretics.,  mter- 
mittent  positive  pressure  breathing,  am 
thoracentesis  removed  1,550  ml.  of  straw-colored 
fluid  (specific  gravity,  1.007).  By  7:30  p.m.  she  was 
breathing  well,  the  lungs  were  virtually  clear  to  aus- 
cultation, and  she  felt  improved. 

On  the  following  day  fine  rales  were  present  in 
both  lung  bases,  and  her  temperature  was  100.4  F. 
At  5 a.m.  on  Aug.  26,  1966,  she  developed  tachypnea 
and  a temperature  spike  to  103  F.  Diarrhea,  which 
had  begun  the  previous  day,  persisted.  Rales  were 
present  in  both  lung  bases.  A chest  x-ray  revealed 
almost  complete  opacification  of  the  left  lung  field. 
Blood  cultures  were  drawn  and  later  grew  out  Klebsiel- 
la pneumoniae.  Methicillin,  Coly-Mycin,  and  kanamycin 
were  started. 

Shortly  after  8 a.m.  she  became  apneic  and  de- 
veloped an  ineffectual  heart  beat.  An  endotracheal 
tube  was  inserted,  and  external  cardiac  massage  was 
begun.  Resuscitation  was  effective  in  establishing  a 
regular  heart  beat  and  a strong  pulse,  but  no  blood 
pressure  was  obtainable.  She  maintained  a regular 
ECG  response  until  5 p.m.,  when  a straight  line  was 
noted  on  the  cardiac  oscilloscope. 

Representative  laboratory  data  are  shown  in  Table 
1.  Urinalysis  revealed  persistent  bilirubinuria  but  no 
albuminuria  or  glucosuria.  The  latex  fixation  test  was 
reactive  in  1961  and  1966. 

CLINICAL  DISCUSSION:  DR.  COMBS:  For  many  years 


Nov. 

Feb. 

Oct. 

Feb. 

Jan. 

Aug.  20  Aug.  23  Aug.  25 

1955 

1956 

1958 

1959 

1966 

1966 

1966 

1966 

Hemoglobin,  gm./lOO  ml. 

7.8 

8.4 

5.4 

5.7 

7.6 

8.9 

7.4 

8.0 

WBC  (1000/mm3) 

4.8 

10.9 

4.9 

5.9 

4.6 

8.3 

5.2 

3.2 

Polymorphonuclear  leukocytes 
% of  segmented  cells  and 

% of  band  cells 

33/34 

66/6 

54/12 

64/3 

66/17 

79/6 

54/23 

BUN,  mg./lOO  ml. 

10 

9 

10 

9 

17 

5 

Fasting  blood  sugar,  mg./lOO  ml. 

85 

103 

53 

78 

94 

Carbon  dioxide  combining  power,  mEq./ liter 

28 

24 

20 

16 

21 

21 

26 

11 

Sodium,  mEq. /liter 

131 

140 

138 

134 

138 

Chloride,  mEq./ liter 

96 

100 

93 

103 

106 

109 

102 

96 

Plasma  protein.  Albumin/globulin  ratio,  gm./lOO  ml. 

27/6.3  3.3/5.6 

1.8 

7.3  (total) 

2.2/4.0 

Bilirubin,  mg./lOO  ml. 

1.1 

1.3 

6.8 

2.4 

9.0 

Bromsulphalein  retention,  % 

SGOT,  mg./lOO  ml. 

12 

12 

40 

156 

107 

226 

Alkaline  phosphatase,  units/ 100  ml. 

8 

4.3 

14.9 

11.9 

3.4 

5.9 

Prothrombin  time,  % of  normal 

58 

lb 

14 

Table  1. — Laboratory  Findings. 


Volume  63,  April,  1967 


99 


this  woman  was  assumed  to  have  systemic  lupus 
erythematosus.  Did  she  actually  have  systemic  lupus 
erythematosus  alone?  Did  she  have  chronic  liver  dis- 
ease with  positive  LE  preparations?  Or  did  she  have 
both  chronic  liver  disease  and  systemic  lupus  erythe- 
matosus? 

Her  disease  began  in  1951  with  skin  lesions,  and 
these  lesions  persisted  throughout  her  course  until 
her  death  in  1966.  In  1955  she  developed  splenomega- 
ly, abnormal  liver  function  tests,  and  histologic  evi- 
dence of  liver  disease  by  needle  biopsy. 

In  1958,  treatment  with  adrenal  steroids,  usually 
10  to  20  mg.  per  day,  was  begun  and  continued  until 
her  death.  Except  for  pulmonary  infiltrates  which  ap- 
peared in  1959,  her  disease  consisted  of  skin  lesions, 
joint  disease  in  1956  and  1958,  hepatosplenomegaly, 
and  evidence  of  chronic  liver  disease. 

With  respect  to  a diagnosis  of  systemic  lupus 
erythematosus,  she  had  very  few  positive  findings. 
She  did  have  skin  lesions  which  were  compatible 
with  lupus.  However,  she  had  no  evidence  of  renal 
disease  at  any  time  during  the  course  of  her  illness. 
Evidence  of  pleurisy  and  pericarditis  was  absent.  Her 
joint  symptoms  were  of  short  duration  and  were  never 
a prominent  feature  of  her  illness.  Significant  liver 
disease  is  very  unusual  in  cases  of  systemic  lupus 
erythematosus,  although  some  patients  with  this  dis- 
order will  exhibit  some  abnormalities  of  liver  function 
tests.  Furthermore,  she  never  had  a positive  anti- 
nuclear test,  and  only  two  of  many  LE  preparations 
were  positive  despite  active  progression  of  her  dis- 
ease. For  these  reasons  I seriously  doubt  that  lupus 
was  a prominent  feature  of  her  illness  and,  indeed, 
that  she  really  ever  had  lupus  at  all. 

The  second  possible  diagnosis  is  chronic  liver  dis- 
ease, specifically  chronic  active  hepatitis,  with  positive 
LE  tests,  the  so-called  “lupoid  hepatitis”  or  Bearn- 
Kunkel  syndrome.  This  is  a form  of  liver  disease  that 
begins  with  features  resembling  viral  hepatitis  and 
progresses  in  a relentless  fashion  to  postnecrotic 
cirrhosis. 

This  disease  may  be  accompanied  by  features  seen 
in  our  patient,  namely  arthritis  or  arthralgias,  marked 
hyperglobulinemia,  and  often  hypersplenism.  Histo- 
logic study  of  the  liver  in  such  cases  reveals  a chronic 
hepatitis  without  specific  features  and  later  a post- 
necrotic cirrhosis. 

These  pathologic  changes  do  not  differ  from  those 


in  other  patients  with  chronic  active  hepatitis  who  do 
not  have  positive  LE  tests  or  severe  hyperglobulinemia. 
Although  LE  tests  are  often  positive  in  patients  with 
“lupoid  hepatitis,”  careful  histologic  study  of  such 
cases  at  autopsy  does  not  reveal  the  characteristic 
lesions  of  systemic  lupus  erythematosus  such  as  fi- 
brinoid necrosis,  wire-loop  glomeruli,  periarteriolar 
fibrosis  in  the  spleen,  and  sterile  serositis.  Therefore, 
many  now  consider  "lupoid  hepatitis”  to  be  a pri- 
mary disease  of  the  liver  which  may  have  associated 
serologic  abnormalities,  including  positive  LE  prepara- 
tions, rather  than  a manifestation  of  systemic  lupus 
erythematosus.  The  cause  of  "lupoid  hepatitis”  is 
unknown.  It  is  speculated  that  viral  hepatitis  may  be 
the  precipitating  lesion  in  such  patients,  but  in  the 
absence  of  a positive  diagnostic  test  for  viral  hepa- 
titis, this  is  presumptive. 

I think  that  this  patient  fits  well  into  the  category 
of  “lupoid  hepatitis."  From  the  onset  of  her  disease 
there  is  evidence  of  abnormal  structure  and  abnormal 
function  of  the  liver.  As  her  disease  progressed,  liver 
disease  certainly  assumed  a more  prominent  part  of 
her  illness,  and  finally  she  developed  both  portal  and 
venous  hypertension  and  hepatocellular  failure  as 
evidenced  by  ascites,  hypoalbuminemia,  jaundice,  and 
asterixis. 

Assuming  she  has  "lupoid  hepatitis,”  how  are  we 
to  interpret  her  skin  lesions?  Are  they  a part  of  this 
disease?  Persons  with  "lupoid  hepatitis"  do  occasion- 
ally develop  skin  lesions,  but  they  are  seldom  bullous. 
Nevertheless,  such  lesions  have  been  described  re- 
cently in  patients  with  chronic  active  liver  disease.8 

Similar  skin  lesions  are  known  to  occur  in  patients 
with  disseminated  lupus  erythematosus.  Perhaps  in 
our  patient  the  skin  lesions  represent  a secondary 
auto-immune  phenomenon  triggered  by  her  liver  dis- 
ease. 

The  third  diagnostic  possibility  is  that  the  patient 
has  both  lupus  erythematosus  and  independent  liver 
disease.  The  main  argument  against  this  combination 
involves  the  paucity  of  findings  for  lupus  erythe- 
matosus, as  discussed  previously.  Therefore,  I believe 
that  the  most  likely  diagnosis  is  "lupoid  hepatitis,” 
that  is,  a primary  progressive  form  of  chronic  active 
liver  disease  with  associated  or  secondary  auto-im- 
mune phenomena  including  prominent  skin  lesions. 

The  treatment  of  choice  for  "lupoid  hepatitis”  is 
uncertain,  and  there  are  no  carefully  controlled  studies 
of  therapy  for  this  disorder. 
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Many  patients  have  been  treated  with  adrenal 
cortical  steroids  with  varied  responses.  Some  respond 
with  improvement  in  well  being,  lessening  of  jaundice, 
and  improvement  of  various  liver  functions.  However, 
in  most  patients,  the  results  of  liver  function  tests 
never  return  completely  to  normal,  transaminase 
levels  tend  to  remain  slightly  increased,  and  some 
degree  of  hyperglobulinemia  persists. 

In  an  occasional  patient,  results  of  liver  function 
tests  return  almost  completely  to  normal.  Neverthe- 
less, several  authors  have  commented  that  even  then 
the  underlying  liver  disease  tends  to  persist  and 
progress. 

Some  patients  do  not  respond  at  all  to  adrenal 
steroid  therapy.  Recently,  drugs  such  as  6-mercap- 
topurine  and  Imuran  have  been  used  in  the  treatment 
of  what  appears  to  be  a disease  of  delayed  hyper- 
sensitivity. It  is  premature  to  discuss  what  the  long- 
term response  to  these  drugs  will  be.  In  some  cases, 
the  results  of  liver  function  tests  are  improved,  but 
at  present  it  is  impossible  to  say  whether  the  ultimate 
outcome  of  the  disease  has  been  altered  at  all. 

DR.  SCHENKER:  I have  very  little  to  add  to  what  Dr. 
Combes  has  said.  My  analysis  of  the  case  is  virtually 
identical  to  his.  I believe  the  patient  has  "lupoid  hepa- 
titis" rather  than  systemic  lupus  erythematosus,  and 
I agree  heartily  with  what  Dr.  Combes  has  said  about 
the  nonspecificity  of  a positive  LE  cell  preparation  in 
patients  with  chronic  liver  disease. 

In  fact,  I am  even  impressed  with  the  fact  that 
some  patients  with  acute  liver  disease,  such  as  acute 
viral  hepatitis,  may  transiently  show  a positive  LE 
cell  phenomenon;  these  patients  have  no  other  clinical 
or  laboratory  evidence  of  systemic  lupus  erythema- 
tosus, and  the  LE  cells  disappear  as  the  hepatitis 
subsides.9 

Finally,  I shall  discuss  the  terminal  episode.  When 
I saw  the  patient  shortly  before  her  death,  I was  not 
impressed  that  her  liver  disease  had  progressed  very 
much  in  the  last  few  months.  I do  not  believe  that 
her  liver  disease  can  be  incriminated  in  the  terminal 
episode,  except  perhaps  insofar  as  it  may  have  pre- 
disposed her  to  the  acquisition  of  a terminal  infection. 
I believe  that  her  death  was  caused  by  sepsis,  prob- 
ably arising  in  the  lungs. 

There  is  also  the  possibility  of  tuberculosis.  She 
was  on  adrenal  steroids,  showed  conversion  of  nega- 
tive to  positive  tuberculin  skin  test,  and  had  evidence 
of  lung  disease  by  x-ray.  There  is  some  question  in 
my  mind  as  to  the  possibility  of  terminal  tuberculosis. 


DR.  BAUM:  In  general,  I would  agree  with  the  discus- 
sions of  Dr.  Combes  and  Dr.  Schenker.  She  had  hy- 
pergammaglobulinemia to  an  extent  that  is  rarely,  if 
ever,  found  in  systemic  lupus  erythematosus.5  Also 
each  of  the  two  positive  LE  preparations  contained 
only  two  LE  cells,  and  this  scarcity  of  LE  cells  is 
typical  of  "lupoid  hepatitis."  arthritis  suggested 
the  diagnosis  of  "lupoid  hepatitis,  because  it  did  not 
persist  during  the  course  of  her  dice, 
have  been  expected  if  she  had  had  systemic 
erythematosus. 

The  onset  of  her  disease  with  cutaneous  bullae  is 
particularly  interesting.  It  has  only  been  recently 
pointed  out  that  patients  with  systemic  lupus  erythe- 
matosus can  have  bullae.  In  our  patient  the  bullae 
were  quite  large,  and  this  occurs  in  very  few  condi- 
tions. It  occurs  in  Steven s-John son  syndrome,  for 
example,  but  this  woman  had  no  oral  or  mucous 
membrane  lesions,  nor  did  she  have  the  severe  de- 
bilitating course  of  that  disease. 

Porphyria  was  suspected  in  this  lady,  but  analysis 
of  her  urine  revealed  normal  uroporphyrins  and  a 
negative  test  for  porphobilinogen.  Therefore,  the  diag- 
nosis of  porphyria  was  ruled  out. 

With  regard  to  the  basic  nature  of  "lupoid  hepa- 
titis," a recent  study5  of  the  relatives  of  patients  with 
“lupoid  hepatitis"  revealed  some  relatives  who  had 
positive  antinuclear  tests,  biologic  false  positive  sero- 
logical test  for  syphilis,  and  hypergammaglobulinemia. 
Perhaps  “lupoid  hepatitis”  is  actually  a viral  infection 
of  the  liver  in  someone  who  has  a lupus  diathesis, 
and  the  viral  infection  stimulates  a multisystem  re- 
sponse which  simulates  or  mimics  systemic  lupus  ery- 
thematosus. 

I think  that  her  terminal  event  might  actually  have 
been  due  to  her  liver  disease.  In  several  series  of 
cases  of  "lupoid  hepatitis”  there  have  been  patients 
who  appeared  to  be  clinically  well  but  had  progressive 
liver  disease  and  finally  died  of  hepatic  failure.1-5 

In  conclusion,  I believe  that  this  lady  did  have 
"lupoid  hepatitis"  and  that  there  will  be  no  evidence 
found  of  systemic  lupus  erythematosus  at  autopsy. 

DR.  SANFORD:  This  patient  had  diarrhea  and  a posi- 
tive blood  culture  for  Klebsiella  pneumoniae  terminally. 
What  is  the  origin  of  this  bacteremia?  As  a rule, 
patients  who  have  pneumonia  caused  by  Klebsiella 
pneumoniae  do  not  have  associated  positive  blood 
cultures.  Klebsiella  bacteremia  occurs  much  more  fre- 
quently from  extra  pulmonary  Klebsiella  infection. 
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Fig.  1 . External  surface  of  the  liver. 


Within  the  past  several  years  Drs.  Nelson  and  Haltalin 
have  reported  gram-negative  bacteremia  in  children 
following  shigellosis,2  and  one  might  suspect  in  this 
patient  that  the  terminal  diarrhea  may  have  repre- 
sented an  episode  of  bacterial  colitis,  from  which  her 
Klebsiella  bacteremia  arose. 

With  regard  to  her  terminal  episode  of  apnea,  one 
might  relate  this  to  her  therapy;  at  least  this  possi- 
bility should  be  raised.  It  is  now  recognized  that  the 
polymyxins  can  produce  respiratory  arrest  in  an  oc- 
casional patient.6 

This  patient  received  her  injection  of  colistimethate 
at  about  the  time  she  became  apneic,  and  it  is  entirely 
possible  that  her  terminal  apnea  was  drug  induced.  I 
do  not  raise  this  point  to  argue  against  this  form  of 
therapy  but  only  to  remind  you  of  this  complication. 
When  apnea  occurs  with  this  therapy,  it  usually  oc- 
curs with  one  of  the  first  few  injections,  and  equip- 
ment for  resuscitation  should  be  available  at  this 
time. 

DR.  FALLIS:  At  the  time  of  necropsy  the  patient  was 
obese  and  had  subcutaneous  edema  over  the  legs 
and  sacrum.  There  were  multiple  skin  lesions,  espe- 
cially on  the  lower  extremities.  Most  of  these  lesions 
were  old,  scarred  lesions,  but  there  were  a few  more 
recent  bullous  lesions.  Microscopic  study  of  these 
lesions  revealed  only  nonspecific  inflammation  and 
fibrosis,  but  features  of  lupus  erythematosus  were 
absent.  The  left  pleural  cavity  contained  500  ml.  of 
clear  serous  fluid,  the  right,  2,000  ml.,  and  there  was 
one  liter  of  ascitic  fluid. 

The  liver  weighed  1,080  gm.,  about  two-thirds 
the  weight  of  a normal  liver.  The  external  surface  of 


Fig.  2.  Cut  surface  of  the  liver. 


the  liver  was  coarsely  nodular  with  projecting  masses 
up  to  several  centimeters  in  diameter  separated  by 
sunken  reddish-purple  tissue  (Fig.  1).  On  cut  surface, 
the  liver  consisted  of  irregularly  sized,  roughly  spheri- 
cal, bulging,  greenish-brown  nodules  which  varied 
from  a few  millimeters  to  several  centimeters  in  di- 
ameter. These  nodues  were  separated  from  one  an- 
other by  sunken,  congested,  grayish-white  to  pink 
bands  of  scar  tissue  (Fig.  2).  The  gross  changes  were 
quite  characteristic  of  postnecrotic  cirrhosis,  the  type 
of  cirrhosis  that  may  follow  severe  or  progressive 
viral  hepatitis.  The  microscopic  pattern  varied  in  dif- 
ferent parts  of  the  liver.  In  the  sunken  fibrotic  bands 
noted  grossly  the  liver  consisted  of  loose  fibrous  con- 
nective tissue  containing  clusters  of  small  bile  ducts 
and  many  chronic  inflammatory  cells  (chiefly  lympho- 
cytes and  plasma  cells)  but  virtually  no  liver  cells 
(Fig.  3).  Such  regions  represent  foci  of  extensive 
hepatic  necrosis  with  loss  of  liver  cells,  inflammatory 
reaction,  collapse  of  the  reticulin  stroma,  and  some 
proliferation  of  small  bile  ducts.  In  other  regions, 
corresponding  to  the  larger  bulging  nodules  noted 
grossly  there  were  many  liver  cells  arranged  in  a 
normal  lobular  pattern  with  intact  central  veins  and 
portal  tracts  (Fig.  4).  In  many  of  the  central  areas, 
the  liver  cells  were  smudgy  with  karyolysis,  and  a few 
neutrophilic  leukocytes  were  present.  This  centrilobu- 
lar  necrosis  was  a terminal  change  and  was  probably 
caused  by  agonal  shock  and  hypoxia. 

In  summary,  the  liver  was  the  seat  of  active  chronic 
hepatitis  and  postnecrotic  cirrhosis.  The  chronic  hepa- 
titis probably  represents  an  active,  progressive  viral 
hepatitis,  and  the  histologic  changes  are  compatible 
with  this  etiology.  However,  the  histologic  changes  of 
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Fig.  3.  Photomicrograph  of  liver 
(low  magnification). 


viral  hepatitis  are  not  specific,  and  the  exact  etiology 
must  remain  presumptive.  Although  the  great  majority 
of  viral  hepatitis  patients  make  an  uneventful  and 
complete  recovery,  some  cases  of  viral  hepatitis  are 
known  to  progress  to  postnecrotic  cirrhosis;  the  rea- 
sons for  such  chronicity  and  progression  are  unknown. 
Subacute  or  chronic  hepatitis,  postnecrotic  cirrhosis, 
or  both  have  been  described  in  cases  of  “lupoid 
hepatitis"  by  Jones  and  Castleman,3  MacLachlan  and 
others,5  and  Willocx  and  Isselbacher.10  There  are  no 
features  which  are  specific  for  “lupoid  hepatitis"  or 
which  distinguish  such  cases  from  other  cases  or 
chronic  hepatitis  and  postnecrotic  cirrhosis  without 
the  unusual  lupus-like  manifestations  of  “lupoid  hepa- 
titis." 

The  spleen  was  considerably  enlarged  and  weighed 
950  gm.  It  was  quite  firm  and  dark  purple,  and  micro- 
scopic study  revealed  fibrocongestive  splenomegaly. 
When  cirrhosis  occurs  in  a young  person,  the  spleen 
is  usually  much  larger  than  it  is  in  older  adults  with 
portal  cirrhosis,  and  hypersplenism  is  more  frequent.4 
The  splenic  lesions  of  systemic  lupus  erythematosus — 
periarteriolar  reticular  fibrosis  and  hematoxylin- 
stained  bodies — were  absent.  Colonies  of  gram-nega- 
tive bacilli  were  seen  in  the  sinusoids  of  the  red  pulp, 
and  a postmortem  blood  culture  grew  Klebsiella  pneu- 
moniae. 

The  kidneys  were  unremarkable  grossly.  Micro- 
scopically there  was  slight  glomerular  hypercellularity 
with  an  increase  in  number  of  endothelial  cells.  The 
endothelial  cells  were  slightly  enlarged  with  plump 
nuclei  and  swollen  cytoplasm,  so  that  the  capillary 
walls  appeared  slightly  thickened;  however,  the  base- 
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Fig.  4.  Photomicrograph  of  liver  (low  mag- 
nification). Note  the  portal  tract  (right), 
and  smudgy  centrilobular  necrosis  (left). 
Fig.  5.  Photomicrograph  of  kidney  (high 
magnification).  One  glomerulus  is  shown. 


ment  membrane  of  the  capillaries  was  not  thickened 
(Fig.  5).  The  renal  lesion  is  a slight  proliferative  glo- 
merulitis  and  has  been  described  by  Salomon  and 
others7  in  a variety  of  liver  diseases,  both  acute  and 
chronic.  The  renal  lesion  does  not  resemble  lupus 
nephritis. 

The  lungs  weighed  1,550  gm.  and  were  slightly  con- 
gested and  edematous.  Several  small  organized,  par- 
tially recanalized  thrombotic  emboli  were  present,  but 
there  were  no  recent  emboli.  In  the  lower  lobe  of 
the  left  lung  there  were  irregular  areas  of  interstitial 
fibrosis  with  overlying  fibrous  pleural  adhesions,  the 
result  of  her  previous  episodes  of  pneumonia. 

There  was  no  evidence  of  tuberculosis,  either  recent 
or  old.  The  major  pulmonary  lesion  was  an  acute 
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hemorrhagic  bronchopneumonia  which  involved  the 
entire  lower  lobe  and  part  of  the  upper  lobe  of  the 
left  lung.  The  pneumonic  parts  of  the  lung  were  solid, 
airless,  purple,  and  hemorrhagic.  Microscopic  study 
revealed  massive  intra-alveolar  hemorrhage,  consider- 
able fibrin,  but  only  a few  leukocytes,  most  of  which 
were  large  macrophages  rather  than  neutrophils.  Many 
gram-negative  bacilli  were  present. 

The  hemorrhagic  pneumonia  in  this  patient  repre- 
sents a bacterial  (Klebsiella)  infection  of  the  lungs  in 
a patient  whose  ability  to  develop  an  inflammatory 
reaction  has  been  suppressed  by  adrenal  steroid 
therapy.  The  anti-inflammatory  properties  of  the  glu- 
cocorticoids include  an  inhibition  of  leukocytic  local- 
ization in  a focus  of  tissue  injury,  and  this  is  reflected 
by  the  paucity  of  leukocytes  in  the  lung  in  this  case. 
The  failure  of  an  effective  inflammatory  reaction  to 
develop  has  allowed  almost  unchecked  bacterial  pro- 
liferation with  both  severe  local  damage  manifested 
mainly  by  hemorrhage  and  systemic  spread  of  the 
bacteria  (bacteremia).  Although  pneumonia  caused  by 
Klebsiella  pneumoniae  is  not  usually  accompanied  by 
bacteremia,  as  Dr.  Sanford  pointed  out,  the  inhibition 
of  the  inflammatory  defense  mechanism  in  this  pa- 
tient has  allowed  bacteremia  to  occur. 

There  were  no  lesions  in  the  intestine,  and  the 
patient’s  diarrhea  was  probably  the  result  of  her 
pneumonia  and  bacteremia.  Diarrhea,  sometimes 
bloody  and  profuse,  may  be  an  early  manifestation  of 
gram-negative  bacteremia  or  endotoxemia. 

Other  lesions  discovered  at  autopsy  included  pallor 
of  the  viscera  and  normoblastic  hyperplasia  of  the 
bone  marrow,  reflecting  the  patient’s  anemia,  and 
atrophy  of  the  zona  fasciculata  of  the  adrenal  cortices 
as  a result  of  long-standing  adrenal  steroid  therapy 
with  suppression  of  pituitary  function.  The  islets  of 
Langerhans  were  large  and  hypercellular,  a reaction 
to  the  diabetogenic  action  of  the  adrenal  steroid  ther- 
apy, but  she  did  not  have  either  a Cushing’s  facies 
or  a Crooke’s  change  in  the  pituitary  basophils. 


In  summary,  there  was  no  anatomic  evidence  of 
systemic  lupus  erythematosus.  The  major  diagnoses 
were  chronic  hepatitis  with  postnecrosis  cirrhosis, 
fibrocongestive  splenomegaly  and  ascites,  and  termi- 
nal pneumonia  involving  most  of  the  left  lung  with 
resultant  bacteremia. 
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of  internal  medicine;  Dr.  Jay  P.  Sanford,  professor  of  internal 
medicine;  and  Dr.  Fallis. 
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IT’S  AS  PLAIN 

AC  TUIT 

NOSE  ON  : ! IS 
- FACE. 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp®  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


h sinusitis,  colds,  or  U.R.I., 
pimetapp  lets  congested  patients 
' reathe  easy  again.  Each  Extentab 
rings  welcome  relief  all  day  or  all  night, 
isually  without  drowsiness  or  over- 
timulation.  Its  key  to  success?  The 
Timetapp  formula  — Dimetane  (brom- 
-heniramine  maleate),  a potent  anti- 
istamine  reported  in  one  study  to  have 
licited  side  effects  as  few  as  the  placebo,  * 
earned  with  decongestants  phenyl- 
iphrine  and  phenylpropanolamine  — 
i a dependable  10-  to  12-hour  form. 

chiller,  1.  W.,  and  Lowell,  F.  C.:  New  England 
1 Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AHf^OBINS 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemol 

Streptococci 


V-Cillin  K provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph.  Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 
MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 


Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

— 

— 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K ^ 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  (or  prescribing  informatioi 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient witn  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  II 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mud 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu- 
lar forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  ot 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is 
administered,  measures  for  treating  anaphylaxis  should  be  readily 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamine; 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over- 
growth of  antibiotic-resistant  organisms,-  in  such  a case,  antibiotic  ad- 
ministration should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillir. 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg,  (200,000  units! 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in- 
fants, the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte- 
remia may  be  treated  with  200,000  to  400,000  units  three  times  a do; 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de- 
velopment of  rheumatic  fever  and/or  other  serious  complications.  Dos 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history  ol 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac- 
tion, or  other  minor  surgery,  the  prophylactic  dose  should  be  500, 000 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  day: 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderately 
severe  pneumococcus  pneumonia  has  been  treated  effectively  wilt 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giver 
every  six  to  eight  hours  in  coniunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  for 
three  doses  may  be  employed,  in  females,  500  mg.  every  four  hours  for 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphili: 
should  have  a dark-field  examination  before  receiving  penicillin  anc 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  it 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800,00: 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pe 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


70015' 


-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


-SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


-AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


-LONGVIEW  HIGHLAND  PINES,  INC.,  1100  North  4th  St.,  PL  3-7661 


NURSING  and 
RETIREMENT  HOME 
CARE  AT  ITS  FINEST! 

Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


* All  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 


C.  B.  FRANCIS 
President 

First  Vice  President,  American  Nurs- 
ing Home  Association  and  Past 
President,  Texas  Nursing  Home  As- 
sociation. 


C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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Dallas — probably  Texas’  most  controversial  city — be- 
comes a mecca  of  learning  for  Texas  doctors  next 
month.  Having  been  recently  brought  again  into  na- 
tional and  international  limelight  by  a highly  quoted 
reviewer  of  the  Presidential  assassination,  feelings 
about  this  metropolitan  enigma  run  the  gamut  from 
intense  high  esteem  to  intense  antagonism.  What  is 
Dallas?  Dallas  is  many  things,  and  even  her  critics 
will  give  her  credit  for  this  much:  She  is  a city  of 
charm  and  consequence  and  her  excellence  in  many 
areas  must  be  duly  acknowledged. 

And  to  proud  Texans  of  other  cities,  she  is  still 
viewed  as  a fashionable  sister  city  which  unfortunately 
has  been  the  site  of  tragic  circumstances. 

To  this  major  Texas  metropolis  and  educational 
center,  members  of  the  Texas  Medical  Association 
will  come  for  four  days  to  gain  advanced  scientific 
and  clinical  information,  conduct  business  matters, 
and  commemorate  the  Association’s  100th  Annual 
Session.  These  Texas  physicians  will  further  their  own 
medical  education,  elect  a new  Association  President, 
and  perhaps  find  a few  spare  moments  for  relaxation. 


Dallas,  then,  on  May  4-7  will  be  a very  important 
place  for  all  Texas  physicians.  And  in  spare  moments 
Dallas  offers  many  other  things  to  those  who  go  there 
to  learn. 

Dallas  is  culture.  Long  distinguished  for  excellence 
in  the  arts,  Dallas  remains  the  cultural  capital  of 
Texas. 

Theatergoers  have  a number  of  offerings  from 
which  to  choose  year-around.  The  Dallas  Theater  Cen- 
ter, housed  in  a Frank  Lloyd  Wright-created  structure, 
boasts  a resident  company  that  presents  classics, 
original  scripts,  adaptations,  musicals,  and  theatrical 
reviews.  Theatre  Three,  Inc.,  is  an  arena  theater  with 
a semi-professional  resident  company,  which  pro- 
duces original  scripts  and  plays  from  avant-garde  to 
classics.  Several  Dallas  community  theaters  range  in 
type  from  conventional  little  theater  groups  to  those 
devoted  to  preserving  native  theatricals. 

During  12  weeks  of  the  year  the  Dallas  Summer 
Musicals  feature  Broadway  and  Hollywood  personali- 
ties performing  with  resident  chorus  and  ballet  com- 
panies. These  productions  take  place  in  the  4,000- 
seat  State  Fair  Music  Hall. 
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Opera  lovers  can  find  much  to  their  liking  in  Dallas, 
too.  The  Dallas  Civic  Opera  is  one  of  the  nation’s 
leading  opera  companies  and  is  a truly  international 
company.  In  nine  years,  the  Civic  Opera  featured  135 
different  artists  from  19  different  countries.  The  Dal- 
las Grand  Opera  Association  annually  brings  the  Met- 
ropolitan Opera  to  Dallas  for  six  performances. 

Connoisseurs  of  music  have  gained  cultural  enrich- 
ment from  the  Dallas  Symphony  Orchestra  for  nearly 
67  years.  Members  of  this  symphony  group  will  per- 
form a special  concert  on  May  6,  1967,  for  persons  in 
attendance  at  the  Texas  Medical  Association  Centen- 
nial Annual  Session. 

The  Symphony  was  founded  in  1900  and  was  con- 
ducted for  its  first  seven  seasons  by  Hans  Dreissig,  a 
pedagogue  and  pianist.  Other  conductors  of  the  Sym- 
phony have  included  Dr.  Paul  van  Katwijk,  then 
dean  of  music  at  Southern  Methodist  University; 
Jacques  Singer,  protege  of  Leopold  Stokowski;  Walter 
Hendl,  now  associate  conductor  of  the  Chicago  Sym- 
phony Orchestra;  and  Georg  Solti,  musical  director  of 
London’s  Royal  Opera  at  Covent  Garden. 

Since  1962  the  Dallas  Symphony  has  been  con- 
ducted by  a young  American,  Donald  Johanos.  A win- 
ner in  international  conducting  competition,  Johanos 
is  a frequent  guest  conductor  for  the  outstanding  or- 
chestras of  this  country,  South  America,  and  Europe. 

Art  lovers  find  appealing  the  Dallas  Museum  of 
Fine  Arts,  which  presents  all  media  and  periods  in  a 
permanent  collection  of  2,400  objects.  There  are  12 
other  art  galleries  in  the  city. 

Dallas  is  entertainment.  The  entertainment  wishes  of 
the  visitor  can  be  well  satisfied  in  Dallas,  whether  his 
tastes  run  to  dining  and  dancing  at  a nightclub  or 
participating  in  activities  on  one  of  the  numerous 
lakes,  attending  an  opera  or  visiting  an  amusement 
park,  enjoying  a motion  picture  or  excelling  in  some 
competitive  sport. 

The  bulk  of  Dallas  nightclub  entertainment  revolves 
around  private  clubs.  In  addition  to  floor  shows, 
house  orchestras,  and  resident  acts,  some  private 
clubs  book  famous  entertainment  personalities. 

Photographs  were  contributed  by  the  Texas  Highway  Department,  the 
Dallas  Chamber  of  Commerce,  the  State  Fair  of  Texas  publicity  and 
advertising  department,  and  Six  Flags  Over  Texas. 


The  canyon  walls  of  downtown  Dallas  are  depicted 
as  seen  when  one  looks  west  on  Ervay  St. 


The  Dallas  Symphony  Orchestra  holds  practice 
session  before  a performance. 
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The  Apparel  Mart’s 
Great  Hall  is  the  scene 
of  frequent  major 
fashion  shows. 


Eight  lakes  are  within  easy  access  of  persons  in 
Dallas.  The  most  popular  lake  in  the  Dallas  area  is 
White  Rock,  which  offers  facilities  for  fishing,  boating, 
and  picnicking.  The  city  of  Dallas  also  maintains  144 
parks  on  which  are  located  tennis  courts,  wading  and 
swimming  pools,  scenic  walks,  attractive  community 
houses,  baseball  diamonds,  and  golf  courses.  The 
Marsalis  Park  Zoo  supports  wild  life  from  all  parts  of 
the  world. 

The  Dallas  area  probably  can  boast  two  of  Texas’ 
largest  and  most  popular  amusement  parks:  Six 
Flags  Over  Texas  located  at  Arlington  and  the  State 
Fair  of  Texas  with  permanent  exhibits  and  midway, 
open  weekends  from  May  through  September.  Six 
Flags  opens  for  weekend  business  at  Easter  and  re- 
mains open  until  Thanksgiving  with  full-time  opera- 
tion during  the  summer  months. 

Dallas  has  numerous  offerings  in  sports,  for  the 
amateur,  professional,  participant,  and  spectator.  A 
professional  football  team,  the  National  Football 
League’s  Cowboys,  finds  its  home  in  Dallas.  The 
Texas  League  Dallas-Fort  Worth  Spurs  provide  base- 
ball viewing  at  Turnpike  Stadium  in  Arlington.  South- 
ern Methodist  University  presents  sports  events  of  all 
types.  Bowling,  fishing,  water-skiing,  and  swimming 
are  popular  participant  sports  in  Dallas. 

Dallas  movie  houses  present  American,  foreign,  and 
art  films  in  several  downtown  and  suburban  locations. 

Dallas  is  museums.  The  visitor  to  the  city  can  enjoy 
a wealth  of  varied  exhibits  at  numerous  permanent 
museums. 

The  Dallas  Health  & Science  Museum  and  Plane- 
tarium features  over  55  permanent  major  scientific 
exhibits;  classes  for  pre-school  children;  a School  of 
Health  and  Charm,  a Junior  Science  Academy;  a rock 
school,  gemmology  classes,  astronomy  classes,  lec- 
tures, films,  slides,  and  a library. 

The  Museum  of  Natural  History  displays  all  the 
principal  mammals  of  the  state  in  habitat  groups.  Es- 
pecially notable  is  the  collection  of  Texas  birds.  The 
Aquarium  makes  its  own  seawater  to  support  salt- 
water fish  as  well  as  regional,  cold-water,  and  tropical 
specimens.  It  is  one  of  the  largest  inland  aquariums 


in  the  United  States.  The  Garden  Center  covers  seven 
and  a half  acres  and  includes  a Scent  Garden  with 
braille  identification  markers  for  blind  visitors. 

The  Texas  Hall  of  State  contains  murals,  statues, 
and  historical  lore  that  document  the  colorful  develop- 
ment of  the  state  and  the  lives  of  its  heroes.  This  his- 
toric building  is  located  at  Fair  Park,  headquarters 
for  the  annual  State  Fair  of  Texas. 

The  Southwestern  Historical  Wax  Museum  features 
87  famous  and  historical  figures  in  wax,  31  authentic 
wax  scenes  of  Southwest  history,  and  300  antique 
firearms  of  famous  historical  persons. 

Dallas  is  excellent  cuisine.  A large  number  of  nation- 
ally and  internationally  famous  restaurants  await  the 
hungry  Dallas  visitor. 

If  a person  wishes  an  exotic  dining  experience,  he 
can  find  it  at  La  Tunisia  (foods  of  many  lands),  Ports 
O’  Call  Restaurant  (Polynesian  foods),  The  Old  War- 
saw Restaurant  (European  dishes),  Little  Bit  of  Swe- 
den (smorgasbord),  Mexico  City  Cafe  (Mexican  foods), 
House  of  Gong  (Chinese  foods),  and  Italian  Inn  Res- 
taurant (Italian  foods). 

If  the  diner’s  preferences  run  to  American  cuisine, 
he  would  probably  enjoy  a meal  at  Cattlemen's  Steak 
House,  The  Beefeater  Inn  (both  specializing  in  steaks), 
The  Rib  (barbecued  foods),  Southern  Kitchen  Restau- 
rant (chicken  and  seafood  dinners),  and  Zuider  Zee 
Oyster  Bar  and  Seafood  Restaurant  (seafood). 

Dallas  is  fashion  excellence.  The  city  not  only  pos- 
sesses exclusive  and  elegant  department  stores  and 
shops,  but  it  also  is  an  influential  merchandise  mar- 
ket center. 

The  reputation  of  Neiman-Marcus  department  store 
has  long  been  established  in  the  fashion  world.  Cul- 
lum  & Boren  is  also  well-known  for  its  leadership  in 
the  sporting  goods  field. 

Numerous  large  shopping  centers  are  located  in 
Dallas.  Among  them  are  NorthPark  Shopping  Center, 
The  Quadrangle,  and  Highland  Park  Shopping  Village. 

Retail  buyers  from  all  over  the  United  States  and 
from  Latin  America  come  to  the  Apparel  Mart  at  least 
five  times  a year  for  major  fashion  shows.  Though 
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portions  of  the  Mart  are  open  only  to  authorized  fash- 
ion buyers,  the  public  may  visit  such  areas  as  the 
Great  Hall,  scene  of  the  major  fashion  shows  and  the 
Dallas  Symphony's  annual  “pop”  concerts,  the  cafe- 
teria, and  a Fashion  Museum,  containing  dresses  from 
the  gaslight  to  the  modern  eras. 

Dallas  is  industry  and  business.  The  city  is  one  of  the 
largest  manufacturing  areas  in  the  Southern  United 
States.  Major  industries  are  electronic  equipment, 
food  processing,  apparel,  aircraft,  oilfield  and  cotton 
gin  machinery,  and  printing  and  publishing. 

Dallas  is  a major  wholesale  trade  center.  There  are 
more  than  500  sales  branches  and/or  warehouses 
of  out-of-state  manufacturing  firms  located  in  Dallas. 

The  city  is  particularly  influential  as  a merchandise 
market  center.  Five  specialized  facilities  provide  per- 
manent display  quarters,  or  merchandise  marts,  to 
which  retail  merchants  from  more  than  20  states  and 
several  other  countries  come  to  make  merchandise 
selections,  and  order  their  stocks  on  a seasonal 
basis.  These  establishments  include  the  Apparel  Mart, 
already  mentioned;  the  Merchandise  Mart  of  Dallas, 
which  exhibits  varied  lines  of  merchandise;  the  Dec- 
orative Center,  which  sells  furniture  and  homefurnish- 
ings  only  through  accredited  interior  decorators;  the 
Southwestern  Homefurnishings  Mart,  which  markets 
furniture;  the  Trade  Mart,  which  displays  giftwares 
and  housewares;  and  Market  Hall,  an  exposition  build- 
ing which  houses  transient  merchandise  shows. 

Dallas  is  education.  Ten  institutions  of  higher  learn- 
ing are  located  in  Dallas.  They  are  the  Graduate  Re- 


Exhibits  at  the  Texas  Hall  of  State  at 
Fair  Park  in  Dallas  trace  the  state’s 
picturesque  history. 


The  Astrolift  and  French  riverboat  are  two 
popular  attractions  at  Six  Flags  Over  Texas 
amusement  park,  located  at  Arlington. 
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Construction  on  Children’s  Medical  Center  building  is  planned  for  completion  in  the  spring  of  1967. 


search  Center  of  the  Southwest,  a developing  center 
equipped  for  fundamental  research  and  post-doctoral 
training  in  several  areas;  Southern  Methodist  Univer- 
sity; The  University  of  Texas  Southwestern  Medical 
School;  The  University  of  Dallas,  Bishop  College,  Bay- 
lor University  College  of  Dentistry,  Dallas  Baptist  Col- 
lege, Dallas  County  Junior  College,  Dallas  Christian 
College,  and  Christian  College  of  the  Southwest. 

The  Dallas  Public  Library  system  operates  a $21/2 
million  downtown  library,  12  branch  libraries,  and 
three  bookmobiles.  Library  offerings  include  books, 
long-play  records,  films,  an  auditorium,  conference 
rooms,  and  a fine  arts  department  that  circulates  a 
collection  of  275  paintings. 

Dallas  is  advanced  medicine.  With  The  University  of 
Texas  Southwestern  Medical  School  setting  the  pace, 
Dallas  medical  personnel  maintain  increasingly  high 
standards  of  patient  care.  The  city  will  provide  a fit- 
ting background  for  Texas  physicians  and  their  guests 
to  convene,  especially  during  the  observance  of  the 
state’s  Community  Health  Week  scheduled  for  May 
1-7. 


St.  Paul  Hospital  opened  a new  clinic  and 
chapel  in  1964. 


In  1939,  a group  of  Dallas  business  and  profes- 
sional leaders,  headed  by  Dr.  E.  H.  Cary,  set  up  the 
Southwestern  Medical  Foundation  in  order  to 
strengthen  and  support  Dallas’  building  of  medical 
facilities.  Southwestern  Medical  College  was  estab- 
lished in  1943.  In  1949  the  Texas  Legislature  au- 
thorized The  University  of  Texas  to  expand  its  medical 
teaching  facilities;  and  six  years  after  its  founding, 
the  Southwestern  Medical  College  became  affiliated 
with  The  University  of  Texas.  In  1954,  the  name  was 
changed  to  The  University  of  Texas  Southwestern 
Medical  School. 

Southwestern  now  has  a full-time  faculty  of  191 
doctors  and  technical  personnel  and  600  ancillary 
personnel.  When  it  became  part  of  The  University  of 
Texas  System  in  1949,  there  was  a full-time  faculty  of 
25,  and  ancillary  personnel  numbered  53.  More  than 
800  physicians  of  the  Dallas  County  Medical  Society 
serve  as  members  of  the  clinical  faculty  at  the  school. 
The  school’s  library  now  has  more  than  75,000  vol- 
umes of  medical  books  and  subscribes  to  1,250  med- 
ical and  technical  journals. 

Buildings  on  the  campus  include  the  Edward  H. 
Cary  Basic  Science  Hall,  the  Karl  Hoblitzelle  Clinical 
Science  Building,  and  the  Danciger  Research  Build- 
ing. Ten  Dallas  hospitals  are  related  to  the  school’s 
medical  education  program.  They  are  Parkland  Memo- 
rial Hospital,  the  county  district  hospital  and  princi- 
pal teaching  hospital;  Woodlawn  Hospital;  Presbyte- 
rian Hospital  of  Dallas;  St.  Paul  Hospital;  Baylor  Uni- 
versity Hospital;  Methodist  Hospital  of  Dallas;  The 
Children’s  Medical  Center;  the  Dallas  Veterans  Ad- 
ministration Hospital;  Timberlawn  Sanitarium;  and  the 
Texas  Scottish  Rite  Hospital  for  Crippled  Children. 

The  school  itself  is  located  in  the  Southwestern 
Medical  Center  which  includes  Parkland  Memorial 
Hospital,  Children’s  Medical  Center,  Texas  Woman’s 
University  School  of  Nursing,  and  St.  Paul  Hospital. 

Several  Dallas  hospitals,  in  order  to  continue  to 
meet  the  demands  for  the  highest  level  of  patient 
care,  are  in  the  midst  of  or  are  planning  expansions 
of  present  facilities. 
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Baylor  University  Medical  Center  is  planning  an  $8 
million  expansion  program  that  will  provide  200  addi- 
tional beds  and  expansion  of  emergency  service  fa- 
cilities. A new  dormitory  for  women  students  at  Bay- 
lor, Wilma  Bass  Memorial  Hall,  was  opened  for  occu- 
pancy in  January,  1965. 


Methodist  Hospital  of  Dallas  is  in  the 
final  architectural  stages  of  an  enlarge- 
ment and  construction  program. 


Construction  of  the  Children’s  Medical  Center  at 
Southwestern  Medical  Center  began  in  March,  1965, 
and  should  soon  be  ready  for  occupancy.  The  new 
center  consists  of  four  buildings:  the  hospital  proper, 
the  Outpatient  Building,  an  auditorium  with  a seating 
capacity  of  200,  and  a Utilities  Building. 

Planning  has  begun  on  a new  200-bed  Doctors  Hos- 
pital to  be  built  on  a 12-acre  tract  in  the  northeast 
part  of  town.  The  facility  is  planned  for  opening  in 
December,  1969.  Methodist  Hospital  of  Dallas  is  in 
the  final  architectural  stages  of  a dual  expansion  pro- 
gram: enlargement  of  the  present  hospital  facilities 
and  construction  of  a branch  hospital  in  Southwest 
Dallas.  Presbyterian  Hospital  of  Dallas,  a 310-bed  fa- 
cility, opened  in  May,  1966,  in  the  northwest  section 
of  the  city. 

Parkland  Memorial  Hospital  has  undergone  expan- 
sion and  new  construction  which  was  authorized  by  a 
$7.5  million  hospital  bond  issue  vote  in  December, 
1964.  Expansion  plans  include  the  east  and  west 
wings  of  the  hospital,  the  outpatient  clinic,  the  emer- 
gency room,  the  dietary  section,  operating  room,  labor 
and  delivery  area,  pediatric  patient  areas,  and  other 
ancillary  departments.  Richardson  General  Hospital 
has  recently  opened  a new  50-bed  unit,  has  added  a 
physical  therapy  department,  and  has  expanded  other 
departmental  facilities. 

Timberlawn  Psychiatric  Center,  observing  its  50th 
anniversary  this  year,  has  recently  completed  a new 
building  which  houses  a school,  day  hospital,  and 
cafeteria.  The  Nursing  School  of  Texas  Woman’s  Uni- 
versity was  officially  dedicated  in  November,  1966, 
by  Gov.  John  Connally.  Veterans  Administration  Hos- 
pital is  in  the  early  stages  of  plans  to  modernize  and 
expand  its  facilities.  St.  Paul  hospital  opened  its 
Esther  Hoblitzelle  Clinic  Building  and  Chapel  of  St. 
Catherine  Laboure  in  1964. 


Presbyterian  Hospital  of  Dallas  was 
opened  in  May,  1966. 


Volume  63,  April,  7967 


115 


State  Coordinating  Board  Recommends 
Expansion  of  Medical  Education  Facilities 


At  a meeting  on  April  3 in  Aus- 
tin, the  Coordinating  Board  of  the 
Texas  College  and  University  Sys- 
tem, made  several  recommenda- 
tions concerning  medical  education 
in  Texas. 

Board  recommendations  con- 
cerning expansion  of  medical  fa- 
cilities in  Texas  are  as  follows. 

1.  Because  such  a heavy  invest- 
ment has  already  been  made  in 
San  Antonio,  it  was  recommended 
that  The  University  of  Texas  Med- 
ical School  at  San  Antonio  be 
operated  at  an  entering  student 
capacity  of  100  as  soon  as  possible. 
Parties  to  the  San  Antonio  medical 
school  problem  should  take  what- 
ever steps  are  necessary  to  achieve 
the  goal  of  full  student  enrollment 
promptly. 

2.  A four-year  state-supported 
medical  school  was  recommended 
to  he  authorized  for  establishment 
in  Houston  under  the  administra- 
tion of  The  University  of  Texas. 
Clinical  facilities  of  this  new 
school  should  be  available  to  the 
Medical  Branch  in  Galveston  and 
to  The  University  of  Texas  Medi- 
cal School  in  San  Antonio. 

3.  The  new  University  of  Tex- 
as Medical  School  in  Houston 
should  coordinate  its  activities 
with  those  of  the  University  of 
Houston  in  order  that  the  latter 
school  can  provide  required  sub- 
sidiary education  offerings  in  such 
fields  as  engineering,  the  physical 
sciences,  the  humanities,  and  the 
social  and  behavioral  sciences. 

4.  The  University  of  Texas  was 
asked  to  prepare  in  detail  for  the 
Coordinating  Board  by  or  before 
Sept.  1,  1967,  a current  and  long- 
range  program  of  expansion  of 
all  its  medical  schools  and  health- 
related  educational  components. 

The  Board  also  made  the  follow- 
ing recommendations  concerning 
nursing  education  in  Texas. 

1.  It  was  recommended  that  The 
University  of  Texas  proceed  to 
move  its  graduate  nurse  program 
from  Galveston  to  Austin. 


2.  Texas  Woman’s  University 
and  The  University  of  Texas  were 
instructed  to  proceed  with  all  rea- 
sonable speed  to  develop  and  im- 
plement a statewide  program  of 
continuing  education  for  nurses. 

3.  Texas  Woman’s  University 
was  asked  to  move  with  all  reason- 
able speed  to  implement  its  plans 
for  expanding  clinical  nurse  edu- 
cation facilities  in  Dallas  and 
Houston. 

4.  It  was  recommended  that 
Texas  Woman’s  University  plan 
with  appropriate  Amarillo  repre- 
sentatives a clinical  nurse  educa- 
tion program  in  that  city.  Upon 
completion,  these  plans  should  be 
submitted  to  the  Coordinating 
Board. 

5.  The  University  of  Texas 

should  develop  a clinical  branch 
for  nurse  education  in  Austin. 

6.  The  University  of  Texas 

should  plan  with  appropriate  San 
Antonio  representatives  a clinical 
nurse  education  program  in  that 
city.  Upon  completion,  these  plans 
will  be  submitted  to  the  Coordinat- 
ing Board. 

7.  The  University  of  Texas 

was  asked  to  undertake  detailed 
planning  to  develop  a four-year 

baccalaureate  nurse  education  pro- 
gram in  El  Paso.  Upon  completion, 
these  plans  should  be  submitted  to 
the  Coordinating  Board. 

After  consideration  of  factors 
of  need  for  additional  dentists  and 
the  criteria  desired  in  establishing 
a new  dental  school,  the  Board 
made  the  following  recommenda- 
tions concerning  dental  education 
in  the  state. 

1.  The  Board  shall  suggest  to 
the  governor  and  the  members  of 
the  Texas  Legislature  that  there 
be  authorized  for  Texas  a second 
school  of  dentistry  to  be  under  the 
administrative  control  of  The  Uni- 
versity of  Texas,  and  to  be  located 
in  Dallas  on  a sight  immediately 
adjacent  to  the  Southwestern  Med- 
ical School. 


2.  The  new  dental  school  should 
be  planned  and  designed  to  offer 
education  not  only  for  doctors  of 
dentistry  but  also  for  dental  as- 
sistants, dental  hygienists,  and 
dental  laboratory  personnel. 

In  making  these  recommenda- 
tions, the  Board  recognized  that 
these  suggestions  would  only  par- 
tially fulfill  the  need  in  these  edu- 
cational areas.  Further  planning 
was  advocated  in  all  areas. 

Harry  Ransom,  chancellor  of  The 
University  of  Texas,  in  a state- 
ment issued  on  the  same  day  as  the 
Board  meeting,  said  that  The  Uni- 
versity would  promptly  present  re- 
quests to  the  Legislature  for  auth- 
orization to  establish  new  schools 
in  Dallas  and  Houston.  Chancellor 
Ransom  expressed  the  hope  that 
the  Legislature  would  act  favor- 
ably on  the  Board’s  recommenda- 
tions as  early  as  possible. 

SIX  TUCKER  PHYSICIANS 
FORM  TEXAS  DYNASTY 

One  of  the  medical  “dynasties” 
in  Texas,  discovered  in  the  course 
of  research  concerning  the  100th 
Annual  Session,  is  that  of  the 
Tucker  family  of  Nacogdoches. 

Dr.  F.  H.  Tucker  practiced  in 
San  Augustine,  Tex.,  from  1868  to 
1896. 

Dr.  Felix  R.  Tucker  practiced  in 
San  Augustine  from  1892  to  1900 
and  then  moved  to  Nacogdoches  to 
practice  until  May,  1950. 

Dr.  F.  F.  Tucker  practiced  in 
San  Angelo  from  1897  to  1903.  His 
son,  Dr.  Frederick  F.  Tucker,  Jr., 
practiced  in  1926  to  1939  in  Nacog- 
doches. 

Dr.  Francis  Henry  Tucker  prac- 
ticed as  a pediatrician  in  Nacog- 
doches from  1926  to  1963. 

Dr.  S.  B.  Tucker,  physician  and 
surgeon,  has  practiced  in  Nacog- 
doches since  1925. 
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COUNTY  SOCIETY  HONORS 
DECEASED  PHYSICIANS 

Smith  County  Medical  Society 
has  begun  a new  sendee  to  the 
families  of  deceased  physicians. 
The  society  presents  directly  to  the 
next  of  kin  a memorial  certificate 
honoring'  the  physician. 

The  idea  for  the  certificate 
which  is  printed  on  parchment  pa- 
per and  bears  the  doctor’s  name 
and  a commemorative  citation, 
grew  out  of  a desire  to  do  some- 
thing more  tangible  for  the  physi- 
cian’s family  than  simply  writing 
a letter  of  sympathy. 

The  resolutions  committee  of  the 
Smith  County  society  studied  the 
issue  and  found  that  Dallas  Coun- 
ty Medical  Society  made  presenta- 
tions similar  to  the  one  now  used 
in  Smith  County.  Dr.  I.  E.  Lam- 
berth,  chairman  of  the  resolutions 
committee,  made  changes  appro- 
priate for  Smith  County.  The  so- 
ciety presented  its  first  memorial 
certificate  on  March  14,  1967. 

TWO  TEXANS  GRANTED 
FOREIGN  FELLOWSHIPS 

Two  Texas  medical  students 
have  been  awarded  foreign  fellow- 
ships by  the  Association  of  Ameri- 
can Medical  Colleges. 

Arthur  Ray  Jacobson  of  Galves- 
ton, student  at  The  University  of 
Texas  Medical  Branch  at  Galves- 
ton, and  Miss  Rebekah  Ann  Naylor 
of  Fort  Worth,  student  at  Vander- 
bilt University  School  of  Medicine 
in  Nashville,  Tenn.,  will  obtain 
supervised  medical  experience  in 
relatively  underdeveloped  areas  of 
the  world  beginning  in  April  and 
June. 

Jacobson  and  his  wife,  Mary, 
who  is  a graduate  of  Texas  Wom- 
an’s University  College  of  Nursing 
and  will  assist  in  the  medical  work, 
will  leave  in  April  for  the  Clinica 
Americana  in  La  Paz,  Bolivia, 
where  they  will  work  for  16  weeks 
under  the  supervision  of  Dr.  T.  F. 
Thompson,  clinic  director. 

Miss  Naylor  will  depart  in  June 
for  the  Bangkla  Baptist  Hospital 
in  Thailand.  She  will  work  under 
the  supervision  of  Dr.  Harlan  L. 
Willis,  medical  director. 

The  fellowships  are  financed  by 
Smith  Kline  & French  Laborator- 
ies of  Philadelphia.  During  the 
eight  years  of  the  program’s  exis- 
tence, 250  fellowships  have  been 
awarded.  The  primary  objective 


of  the  program  is  to  provide  stu- 
dents with  an  opportunity  to  bene- 
fit from  unusual  clinical  experi- 
ences and  to  familiarize  themselves 
with  medical,  cultural,  and  social 
problems  different  from  their  own. 
They  will  be  stationed  in  mission 
hospitals  and  outpost  medical  fa- 
cilities. 


TEXAS  JOINS  PROGRAM 
ATTACKING  POLLUTION 


Texas  is  one  of  four  states  that 
recently  joined  a national  program 
for  planning  attacks  on  solid  waste 
pollution.  The  Solid  Wastes  Pro- 
gram is  sponsored  by  the  US 
Public  Health  Service’s  National 
Center  for  Urban  and  Industrial 
Health. 

Under  the  program,  the  states 
receive  grants  for  up  to  50  percent 
of  the  cost  of  statewide  surveys 
and  planning  to  eliminate  solid 
waste  disposal  practices  that  cre- 
ate health  hazai'ds  and  destroy 
natural  beauty. 

Grants  have  been  awarded  to 
officially  designated  state  solid 
waste  planning  agencies  as  fol- 
lows: Texas,  $62,900;  Maryland, 
$29,467;  Massachusetts,  $26,059; 
and  Tennessee,  $18,230. 

The  addition  of  these  states 
brings  to  25  the  number  of  states 
developing  solid  waste  manage- 
ment plans  with  support  from  the 
Public  Health  Service. 

Previously  participating  states 
were  California,  Colorado,  Con- 
necticut, Georgia,  Hawaii,  Idaho, 
Kentucky,  Louisiana,  Maine,  New 
Jersey,  New  York,  North  Carolina, 
Ohio,  Oklahoma,  Oregon,  Pennsyl- 
vania, Rhode  Island,  South  Caro- 
lina, Washington,  West  Virginia, 
and  Virginia.  Grants  to  all  25 
states  total  $904,227. 


TWO  TEXAS  COMMUNITIES 
RECEIVE  AMA-SEARS  AID 


Two  Texas  communities  were 
among  20  in  the  nation  to  obtain 
physicians  in  1966  with  the  help  of 
the  American  Medical  Association- 
Sears  Roebuck  Foundation  Com- 
munity Medical  Assistance  Plan. 

Claude  and  Sanderson,  Tex., 
were  so  assisted  by  the  Foundation 
in  its  seventh  year  of  operation. 
Other  communities  assisted 
were  in  the  states  of  Indiana, 
Pennsylvania,  Virginia,  New  York, 
Colorado,  Nebraska,  Massachu- 


setts, Minnesota,  Kansas,  and  Ok- 
lahoma. 

Many  of  the  communities  aided 
by  the  AMA-Sears  Plan  in  1966 
were  larger  than  those  aided  in 
previous  years.  Two  of  the  1966 
cities  exceed  5,000  population. 

Other  communities  in  the  United 
States  are  seeking  physicians  un- 
der the  program;  they  have  raised 
funds  and  are  constructing  two- 
doctor  medical  centers. 

TEXAS  PHYSICIANS  AID 
MENTAL  HEALTH  WORK 

The  medical  profession  in  Texas 
has  taken  and  is  continuing  to 
take  a leading  role  in  the  massive 
effort  to  bring  to  Texas  the  con- 
cept of  caring  for  the  mentally  ill 
and  the  mentally  retarded  in  the 
home  community. 

More  than  40  Texas  doctors  are 
now  serving  without  compensation 
on  19  community  “boards  of  trus- 
tees” entrusted  with  the  responsi- 
bility for  developing  “Community 
Centers  for  Mental  Health  and 
Mental  Retardation,”  according  to 
Mr.  Louis  DeMoll,  acting  deputy 
commissioner  for  community  serv- 
ices in  the  Texas  Department  of 
Mental  Health  and  Mental  Retar- 
dation. 

Thirty-one  doctors  were  also 
numbered  among  the  116  citizens 
of  Texas  who  worked  from  1962  to 

1964  to  develop  “The  Texas  Plan 
for  Mental  Health  Centers.” 

The  governor’s  advisory  commit- 
tee of  55  citizens  to  work  out  a 
similar  plan  for  mental  retardation 
included  19  doctors;  and  five  oth- 
ers served  as  chairmen  for  mayors’ 
committees  on  mental  retardation 
from  as  many  Texas  communities. 
Numerous  others  served  as  mem- 
bers on  these  mayors’  committees. 

In  both  the  planning  effort  and 
the  current  efforts  toward  imple- 
mentation, Mr.  DeMoll  said,  doc- 
tors have  a greater  representation 
than  any  other  profession. 

The  original  planning  effort,  co- 
ordinated by  Dr.  Spencer  Bayles 
and  later  by  Dr.  Moody  C.  Bettis, 
both  of  Houston,  culminated  in  the 
enactment  of  House  Bill  3 by  the 

1965  Texas  Legislature.  This  act 
created  the  Texas  Department  of 
Mental  Health  and  Mental  Retar- 
dation; gave  it  jurisdiction  over 
state  mental  hospitals  and  special 
schools  for  the  retarded;  and 
spelled  out  the  basics  for  commu- 
nity centers.  This  act  also  created 
the  Texas  Board  of  Mental  Health 
and  Mental  Retardation  to  admin- 
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ister  the  entire  program.  Three 
doctors  serve  without  pay  on  that 
board:  Chairman  Dr.  Horace  Cro- 
mer of  Austin;  Dr.  George  A.  Con- 
stant of  Victoria:  and  Dr.  Raleigh 
R.  White  of  Temple. 

Under  the  act  financing  com- 
munity centers  is  a joint  responsi- 
bility of  the  federal,  state,  and 
local  governments.  Except  for  lay- 
ing down  certain  broad  guidelines, 
the  federal  and  state  governments 
will  leave  administration  and  con- 
trol entirely  to  the  local  units  of 
government.  This  local  control  is 
placed  in  the  boards  of  trustees, 
appointed  by  various  local  govern- 
mental units  such  as  city  councils, 
county  commissioners,  and  school 
boards. 

The  broad  guidelines  for  a com- 
munity mental  health  center  are 
that  it  must  offer  hospitalization, 
out-patient  services,  day  care  serv- 
ices, 24-hour  service,  and  education 
and  consultation.  In  similar  fashion 
a series  of  general  rules  ai'e  laid 
down  to  meet  the  needs  of  the  re- 
tarded. Within  those  generalized 
requirements,  the  local  boards  have 
wide  discretion.  A center  is  not  a 
physical  building,  but  a collection 
of  services,  some  of  which  may 
exist  or  be  available  in  the  com- 
munity, such  as  the  needed  hospi- 
tal beds. 

Texas  physicians  serving  on 
county  boards  of  trustees  and  their 
respective  counties  are  as  follows: 
Drs.  Bettis  and  Bayles  of  Houston 
and  Dr.  George  G.  Alexander  of 
Pasadena,  Harris  County;  Drs. 
Jaime  Quintanilla  (center  direc- 
tor) and  Robert  F.  Hyde,  both  of 
Amarillo,  Potter  County;  Drs.  N. 

C.  Hightower  (chairman),  Thomas 
L.  Hill  (vice-chairman),  and  Rob- 
ert Rynearson,  all  of  Temple,  C. 

D.  Goodnight  of  Holland  (treasur- 
er), and  Julian  G.  Sewell  of 
Belton,  Bell  County;  Drs.  Heinrich 
Lamm  and  Howard  E.  Tewell,  Jr., 
both  of  Harlingen,  Cameron  Coun- 
ty; Drs.  Charles  H.  Todd  (chair- 
man), E.  Winston  Cochran  (center 
director),  and  James  B.  Ivers,  all 
of  Beaumont,  and  Paul  R.  Meyer 
of  Port  Arthur,  Jefferson  County; 
Drs.  Frank  P.  Schuster,  Jr.,  and 
Chester  L.  Reynolds,  both  of  El 
Paso,  El  Paso  County;  and  Drs. 
Jack  R.  Ellis  of  Weslaco,  and  Ig- 
nacio Magana  of  McAllen,  Hidalgo 
County. 

Other  physician  members  of 
trustee  boards  include  Dr.  Thomas 
R.  Hunter,  Jr.,  of  San  Angelo, 
Tom  Green  County;  Dr.  William  L. 
Rector  of  Wichita  Falls,  Wichita 
County;  Dr.  Masters  H.  Moore  of 


Tyler,  Smith  County;  Drs.  Russell 
G.  Walling,  G.  W.  Thompson,  and 
Jean  E.  Rorie,  all  of  Texarkana, 
Bowie  County;  Drs.  Truett  C.  Boles 
of  Arlington,  Emory  Davenport 
and  Edgar  S.  Ezell,  both  of  Fort 
Worth,  Tarrant  County;  Dr.  Wil- 
liam B.  Cline,  Jr.,  of  Corpus 
Christi,  Nueces  County;  Dr.  O. 
Brandon  Hull  of  Lubbock,  Lubbock 
County;  Drs.  E.  Ivan  Bruce,  Jr.,  of 
Galveston,  N.  E.  Dudney  of  League 
City,  and  Hamilton  Ford  of  La 
Marque,  Galveston  County;  Drs. 
David  Keedy  and  Melvin  Thorn- 
ton, both  of  San  Antonio,  Bexar 
County;  Drs.  Connie  Yerwood, 
John  Boston,  Ralph  Hanna,  all  of 
Austin,  Travis  County;  and  Drs. 
Tom  C.  Burditt  and  Pete  C.  Pal- 
asota,  both  of  Abilene,  Taylor 
County. 


POSTGRADUATE  COURSES 

Heart  Emergencies 

The  Bay  Area  Heart  Association 
and  the  Department  of  Postgradu- 
ate Education  of  The  University  of 
Texas  Medical  Branch  will  present 
a first  annual  seminar  on  “Cardio- 
vascular and  Pulmonary  Emergen- 
cies.” The  seminar  will  take  place 
May  18  in  the  Shriners  Burns  In- 
stitute Auditorium  on  the  campus 
of  The  University  of  Texas  Medical 
Branch  at  Galveston. 

Faculty  members  of  The  Uni- 
versity of  Texas  Medical  Branch 
at  Galveston  will  present  papers  on 
acute  pulmonary  emergencies,  acute 
cardiac  problems  in  infancy,  cardi- 
ac arrhythmias,  anesthetic  prob- 
lems with  extracorporeal  circula- 
tion, cardiovascular  accidents  re- 
quiring surgical  management,  car- 


"When  you  asked  me  to  pour,  I thought 
we  were  going  to  have  a party." 


diac  resuscitation,  and  medical  car- 
diovascular emergencies. 

For  further  information  write 
Mr.  Larry  D.  Hornbeck,  Executive 
Secretary,  Bay  Area  Heart  Asso- 
ciation, 622  Kempner,  Room  103, 
Galveston  77550. 

Drug  Testing 

“A  Symposium  on  the  Use  of  Sub- 
human Primates  in  Drug  Evalua- 
tion” will  take  place  May  2-5  in 
San  Antonio.  The  symposium  will 
be  sponsored  by  the  National  In- 
stitute of  General  Medical  Sciences 
in  cooperation  with  the  Animal  Re- 
sources Branch  Division  of  Re- 
search Facilities  and  Resources, 
National  Institutes  of  Health.  The 
Southwest  Foundation  for  Research 
and  Education  is  arranging  the 
symposium. 

Sections  of  the  program  will 
feature  metabolism,  blood  and  con- 
nective tissue;  urogenital,  repro- 
ductive and  endocrine  systems ; 
respiratory  and  gastrointestinal 
systems  including  inhalants;  cen- 
tral nervous  system;  interspecies 
studies  of  body  systems;  and  avail- 
ability and  management  of  pri- 
mates. 

Headquarters  will  be  at  the  El 
Tropicano  Motor  Hotel.  For  furth- 
er information  write  to  L.  Richard 
Smith,  Jr.,  Southwest  Foundation 
for  Research  and  Education,  P.  0. 
Box  2296,  San  Antonio  78206. 

Microbiology 

The  Laboratory  Branch  of  the 
Communicable  Disease  Center  of 
the  US  Public  Health  Service  is 
sponsoring  two  laboratory  refresh- 
er training  courses  in  June  in  At- 
lanta, Ga. 

The  courses  are  “Isolation  of 
Salmonellae  from  Food  Products 
and  Animal  Feeds,”  June  12-23 
(closing  registration  date,  May  1) ; 
and  “Principles  of  Complement 
Fixation,”  June  19-30  (closing  date, 
May  8). 

Additional  information  is  availa- 
ble from  Training  Office,  Labora- 
tory Branch,  Communicable  Dis- 
ease Center,  Atlanta,  Ga.  30333. 

Rehabilitation 

“Rehabilitation,  A Course  for 
Physicians”  will  be  presented  by 
the  Fairmont  Rehabilitation  Train- 
ing Program  supported  in  part  by 
a Public  Health  Traineeship  Grant 
from  the  US  Public  Health  Ser- 
vice. 

For  further  information,  write 
Dr.  John  D.  Blair,  Fairmont  Hospi- 
tal, 15,400  Foothill  Blvd.,  San 
Leandro,  Calif.,  94578. 
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People  keep  asking  us: 


66 


Why  do  you  call  the 


a sanitation  system 
instead  of  a vacuum  cleaner? 
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(The  problem  of  overcoming  increasing  air  pollution  is  one  of  the  most  urgent  facing  your  institution  and  the  entire  communit 
today.  How  FILTER  QUEEN,  through  its  unique,  patented  Filter  Cone  helps  combat  air  pollution  while  it  cleans,  should  b 
of  vital  interest  to  every  member  of  your  hospital  staff.  We  hope  you  will  mark  these  pages  and  route  them  accordingly. 


1.  Every  hospital  has  its  dust  and  odor  problems. 


2.  That's  when  a FILTER  QUEEN  is  needed. 


Dramatic  smoke  test 
shows  how 
FMLTEIFt  QUEEIN1 
removes  air-borne 
contaminants  and 
offensive  odors 


3.  FILTER  QUEEN  quickly  removes  air-borne  contaminants  while  it  vacuu 
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helps  purify 


the  air  while  it  cleans! 


That  is  why  we  call  IPOBJTIEIRt  QUIEEINI 

a sanitation  system  instead  of  a vacuum  cleaner ! 


A FEW  OF  THE  HUNDREDS  OF 


The  engineers  who  perfected  the  FILTER  QUEEN  machine  clearly  recog- 
nized that  all  bag-type  vacuum  cleaners  cannot  operate  with  maximum 
efficiency  because  they  use  a porous  bag.  So,  to  make  suction  cleaning  action 
truly  efficient,  they  had  to  find  a way  to  overcome  the  leakage  in  dust  and 
dirt  that  so  often  occurs  whenever  a porous  bag  is  used. 

The  highly  successful  result  was  an  entirely  different  air  flow  principle, 
known  today  as  Cyclonic  Cleaning  Action.  By  using  Cyclonic  Cleaning 
Action,  FILTER  QUEEN’S  designers  succeeded  in  not  only  collecting  the 
dust  and  dirt  normally  collected  by  vacuuming;  they  also  succeeded  in  trap- 
ping almost  invisible  airborne  contaminants  that  formerly  escaped  back  to 
repollute  the  air. 

The  difference  between  FILTER  QUEEN’S  remarkable  Cyclonic  Cleaning 
Action  and  ordinary  vacuuming  becomes  immediately  apparent  when  the 
Smoke  Test  pictured  at  left  is  made.  Smoke,  other  contaminants  and  offen- 
sive odors  virtually  disappear.  The  room  not  only  smells  clean — it  is  clean! 

The  key  to  this  almost  magic  action  is  FILTER  QUEEN’S  patented  Sani- 
tary Filter  Cone.  (See  illustration.)  Inrushing  air,  laden  with  dirt  and  dust, 
is  deflected  by  a patented  inlet  guide  as  it  enters  the  FILTER  QUEEN  con- 
tainer, then  is  whirled  away  by  centrifugal  force.  Foreign  matter  heavier 
than  air  is  forced  to  the  bottom  and  the  sides. 

Clean  air  is  filtered  through  our  exclusive  Sanitary  Filter  Cone  above  floor 
level,  leaving  smoke  as  well  as  dirt  and  dust  trapped  in  the  container.  That 
is  why  hundreds  of  hospitals  and  other  institutions  insist  on  the  FILTER 
QUEEN  Sanitation  System  over  any  type  of  vacuum  cleaner. 

Ask  your  local  FILTER  QUEEN  Distributor  to  make  FILTER  QUEEN’S 
dramatic  Smoke  Test  in  your  hospital.  Then  you  will  KNOW  why  we  proudly 
call  it  a FILTER  QUEEN  Sanitation  System  instead  of  a "vacuum  cleaner.” 


DOCUMENTARY  PROOF  We  would  like  to  send  you,  with  our  compliments,  an  article  en- 
titled '’Air  Hygiene  for  Hospitals ” which  appeared  in  the  Journal  of  the  American  Medical 
Association.  In  this  article  it  is  explained  what  happened  to  airborne  contaminants  when  a 
FILTER  QUEEN  was  used  in  a series  of  rigidly  controlled  tests  conducted  at  the  Harvard 
Medical  School.  Write  to  Her-71Mor,  Inc.,  203  North  Wabash  Ave.,  Chicago,  Illinois  6060 1 


The  FILTER  QUEEN  sanitary  filter  cone 
is  a scientifically-designed  dust  separator, 
composed  of  a special  long-fibred  mat  of 
pure  cellulose,  chemically  treated  to  give  it 
the  necessary  strength  and  air-filtering 
characteristics. 

FILTER  QUEEN  is  a product  of  HEALTH-MOR.  INC., 
203  North  Wabash  Ave.,  Chicago.  III.  60601. 

In  Canada:  Filter  Queen  Corp.  Ltd., 

252  Victoria  St.,  Toronto,  Ont. 

In  Mexico:  Industrias  Filter  Queen,  S.  A., 
Jardin  No.  330,  Col  del  Gas,  Mexico  15,  0.  F. 


You'll  find  FILTER  QUEEN  Sanitation  Systems 
listed  in  your  Yellow  Pages  under  "Vacuum 
Cleaners".  (That's  because  FILTER  QUEEN 
is  fast  replacing  ordinary  vacuum  cleaners.) 


HOSPITALS  NOW  USING 


FILTER  QUEEN: 

« 


resno  Community  Hospital Fresno,  California 

Srady  Memorial  Hospital Atlanta,  Georgia 

Irant  Hospital Columbus,  Ohio 

ienry  County  General  Hospital Paris,  Tennessee 

ienry  Ford  Hospital Detroit,  Michigan 

ioly  Cross  Hospital Ft.  Lauderdale,  Florida 

os  Angeles  City  Genl.  Hospital.; Los  Angeles,  California 

/lass.  Memorial  Hospitals Boston,  Massachusetts 

/ledical  College  of  Virginia. Richmond,  Virginia 

torthwestern  Hospital Minneapolis,  Minnesota 

Iverlook  Hospital Summit,  New  Jersey 

’ort  Huron  Hospital Port  Huron,  Michigan 

lueen’s  Hospital Honolulu,  Hawaii 

it.  John’s  Memorial  Hospital Anderson,  Indiana 

Vorcester  City  Hospital Worcester,  Massachusetts 


The  cleaning  method  that  does  so  much 


more  it  has  to  be  called  a Sanitation  System. 


MEDICINE  AND  THE  LAW 


Texas  Supreme  Court  Sets  Guidelines 
Concerning  Patient  Informed  Consent 


THE  SUPREME  COURT  of 
Texas  has  set  out  the  ground  rules 
for  physicians  to  follow  in  secur- 
ing informed  consent  from  their 
patients  for  surgical  procedures  or 
treatment.  In  so  doing,  the  court 
withdrew  its  widely  publicized 
opinion  in  Wilson  v.  Scott  handed 
down  on  Nov.  16,  1966,  and  on 
Feb.  1,  1967,  substituted  another 
opinion. 

The  highest  court  of  this  state 
has  indicated  that  a patient  has 
not  truly  given  his  consent  to  an 
operation  of  any  elective  nature  or 
to  a specific  treatment  until  he  has 
been  informed  by  his  physician  of 
(1)  the  probable  results  of  the 
proposed  procedure,  (2)  the  pri- 
mary collateral  hazards,  and  (3) 
the  alternative  procedures  availa- 
ble, if  any  exist.  In  addition,  the 
patient  must,  of  course,  be  given 
accurate  and  complete  answers  to 
any  questions.  An  exception  may  be 
made,  however,  in  those  cases 
where  there  is  a medical  reason  not 
to  inform  the  patient  of  certain 
facts. 

Previous  articles  and  remarks  in 
this  column,  as  well  as  in  other 
medical  and  legal  journals,  have 
concerned  themselves  with  the  ap- 
pellate court’s  decision  in  the  case. 
Because  of  the  extreme  importance 
of  the  Wilson  v.  Scott  decision,  the 
Supreme  Court’s  opinion  will  be 
quoted  at  length.  In  summarizing 
the  facts  of  the  case,  the  court 
wrote : 

Plaintiff  has  had  a hearing 
defect  in  his  left  ear  for  more 
than  twenty  years.  He  first 
noticed  the  problem  while  a 
student  in  high  school  . . . 

In  1962,  Scott  consulted  Doc- 
tor Wilson  who  correctly  diag- 
nosed the  cause  of  the  hearing 
defect  as  a bony  growth  on 
the  stapes  bone  which  inhibited 
its  vibration  and  dulled  Scott’s 


hearing.  He  recommended  a 
stapedectomy  with  a vein 
graft.  The  operation  is  rela- 
tively new  and  is  regarded  as 
a delicate  and  complex  one. 
Doctor  Wilson  is  highly 
trained  and  has  received  spe- 
cial instruction  in  the  per- 
formance of  stapedectomy  sur- 
gery. He  had  performed  simi- 
lar ear  operations,  but  Scott’s 
operation  was  the  first  stape- 
dectomy with  a vein  graft. 
Doctor  Wilson  performed  the 
operation  on  Feb.  8,  1962,  and 
a few  days  later  Scott  lost  all 
hearing  in  his  left  ear. 

Scott  did  not  allege  or  prove 
that  Wilson  improperly,  negli- 
gently or  unskillfully  perform- 
ed the  operation.  He  contends 
that  the  operation  was  elective 
and  not  done  in  an  emergency. 
He  says  that  he  made  direct 
inquiry  about  the  risks  in- 
volved in  this  operation,  but 
Doctor  Wilson  did  not  fully  in- 
form him  of  all  of  them.  Scott 
acknowledges  that  Doctor  Wil- 
son advised  him  that  ninety 
percent  of  such  operations 
were  successful,  there  was  a 
ten  percent  possibility  that  his 
hearing  would  be  no  better  or 
could  be  worse  after  the  opera- 
tion, and  he  might  sustain  an 
altered  sense  of  taste.  Dr.  Wil- 
son also  told  Scott  there  was 
a risk  associated  with  the 
anesthetic  from  which  people 
sometimes  die.  Dr.  Wilson 
testified  that  he  specifically 
warned  Scott  that  one  percent 
of  the  patients  suffered  a total 
loss  of  hearing  as  a result  of 
the  operation.  Scott  alleged 
and  testified  that  since  the 
operation,  he  has  experienced 
vertigo,  instability,  tinnitus, 
or  a roaring  in  the  ear,  and 
total  loss  of  hearing  in  his  left 
ear.  He  said  that  he  was 
warned  of  none  of  those  haz- 
ards. 

Scott  testified  that  Dr.  Wil- 
son, in  discussing  the  proba- 
ble results,  told  him  about 
statistical  experiences  in  terms 
of  ‘we,’  from  which  he  in- 
ferred that  Dr.  Wilson  had 


performed  this  specific  opera- 
tion previously.  Although  he 
had  performed  related  opera- 
tions, Dr.  Wilson’s  former  ex- 
perience with  this  specific 
procedure  had  been  confined 
to  experimental  operations 
upon  cadavers  under  the  in- 
struction of  the  originators  of 
the  procedure  and  the  best 
available  instructors. 

Thus,  from  a reading  of  the  Su- 
preme Court’s  summary  of  the 
facts  in  this  case,  one  can  see  that 
the  battle  lines  were  drawn  square- 
ly upon  one  question:  was  the  pa- 
tient adequately  informed  of  the 
nature  of  the  proposed  procedure, 
the  probable  results  of  such  an 
operation,  and  the  skill  and  train- 
ing of  the  physician?  There  was 
no  question  raised  that  the  opera- 
tion was  not  an  emergency  nor  is 
there  any  allegation  of  negligence 
or  malpractice  upon  the  part  of 
Dr.  Wilson. 

The  central  issue  in  this  case,  as 
in  most  informed  consent  cases,  is 
the  adequacy  of  a physician’s  com- 
munications with  his  patient  con- 
cerning the  risks  inherent  in  a 
medical  procedure. 

As  a general  statement  of  the 
applicable  law  in  this  field,  the 
court  held  that: 

Physicians  and  surgeons 
have  a duty  to  make  a reason- 
able disclosure  to  a patient  of 
those  risks  that  are  incident 
to  medical  diagnosis  and  treat- 
ment. This  duty  is  based  upon 
the  patient’s  right  to  informa- 
tion adequate  for  him  to  exer- 
cise an  informed  consent  to  or 
refusal  of  the  procedure.  The 
nature  and  extent  of  the  dis- 
closure depends  upon  the  med- 
ical problem  as  well  as  the 
patient.  In  some  medical  pro- 
cedures the  dangers  are  great; 
in  others  they  are  minimal.  It 
has  been  suggested  that  some 
disclosures  may  so  disturb  the 
patient  that  they  serve  as 
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hindrances  to  needed  treat- 
ment. Certain  disclosures  in 
some  instances  may  even  be 
bad  medical  practice. 

In  the  present  case,  the  court 
held  that  Mr.  Scott’s  cause  of  ac- 
tion required  proof  that  the  de- 
fendant doctor  had  actually 
breached  the  previously-set-out 
duty  by  failing'  to  make  reasonable 
disclosures  to  Scott  of  the  probable 
risks  incident  to  stapedectomy  op- 
erations. 

Then,  having  decided  that  such 
a duty  existed,  it  became  necessary 
for  the  court  to  determine  the  na- 
ture of  the  violation  of  the  pa- 
tient’s rights  and  if  such  a viola- 
tion did,  in  fact,  occur.  Address- 
ing itself  to  the  first  inquiry,  the 
court  held: 

The  action  is  one  of  mal- 
practice for  a physician’s  fail- 
ure to  conform  to  medical 
standards  in  obtaining  the  pa- 
tient’s consent.  Regardless  of 
what  some  earlier  informed 
consent  cases  suggest,  such  an 
action  need  not  be  pleaded  as 
one  for  assault  and  battery. 
The  traditional  elements  of  as- 
sault and  battery,  unlawful 
use  of  violence  upon  another 
and  intent  to  injure,  are  ab- 
sent in  most  malpractice  cases 
based  upon  a physician’s  fail- 
ure to  make  sufficient  dis- 
closure. 

The  Supreme  Court  then  re- 
viewed the  standard  as  it  has  been 
established  in  other  states  and 
quoted  at  length  from  the  Missouri 
Supreme  Court’s  decision  in  Mitch- 
ell v.  Robinson,  334  SW  2d  11,  in 
which  that  court  held  what  the 
applicable  test  or  standard  should 
be. 

The  Missouri  court  found  the 
correct  standard  to  be  that  of  what 
a “reasonable  medical  practitioner 
would  do”  in  the  same  or  similar 
circumstances.  At  the  same  time 
the  court  recognized  the  imponder- 
ables in  applying  such  a test  when 
it  held  that  this  determination 
necessarily  “involves  medical  judg- 
ment as  to  whether  disclosure  of 
possible  risks  may  have  such  an  ad- 
verse effect  upon  the  patient  as  to 
jeopardize  the  success  of  the  pro- 


posed therapy,  no  matter  how  ex- 
pertly performed.” 

Then,  in  clear  and  unmistakable 
language,  the  Supreme  Court  of 
Texas  set  out  the  standard  to  be 
applied  in  this  state  for  judging 
whether  or  not  the  patient  has 
been  adequately  informed  of  the 
risks  incident  to  a proposed  pro- 
cedure. The  court  said: 

We  conclude  therefore  that 
the  plaintiff  (Mr.  Scott)  had 
the  burden  to  prove  by  expert 
medical  evidence  what  a rea- 
sonable medical  practitioner  of 
the  same  school  and  same  or 
similar  community  under  the 
same  or  similar  circumstances 
would  have  disclosed  to  his  pa- 
tient about  the  risks  incident 
to  a proposed  diagnosis  or 
treatment,  that  the  physician 
departed  from  that  standard, 
causation,  and  damages. 

Thus,  the  court  recognizes  that 
juries  should  not  be  turned  loose 
and  allowed  to  guess  as  to  what 
standard  should  be  applied.  Also, 
the  jurors  should  not  be  allowed 
to  devise  an  arbitrary  standard  of 
their  own,  since  such  a standard 
is  within  the  peculiar  knowledge 
and  judgment  of  a practicing 
physician. 

One  of  the  most  interesting 
features  of  this  case  is  the  fact 
that  the  court  finds  that  Dr.  Wil- 
son, by  his  own  testimony,  estab- 
lished the  medical  standard  ap- 
plicable to  the  fact  situation  pre- 
sented. On  direct  examination  as 
an  adverse  witness,  Dr.  Wilson 
testified  that  the  probable  results 
of  the  stapedectomy  operation  were 
explained  to  the  patient  in  the  fol- 
lowing manner: 

Well,  it  is  explained  to  the 
patients  who  are  very  good 
candidates  for  this  surgery 
that  they  have  a 90  percent 
chance  of  achieving  good  hear- 
ing in  the  ear  following  sur- 
gery; there  is  a 10  percent, 
approximately  10  percent, 
chance  of  no  increase  in  the 
hearing;  and  a 1 percent 
chance  of  loss,  the  way  I 
would  explain  it,  loss  of  the 
hearing  in  the  ear.  This  is  for 
good  candidates. 

Further,  in  response  to  a ques- 


tion by  Mr.  Scott’s  attorney  as  to 
whether  or  not  Dr.  Wilson  was  sure 
that  he  explained  that  to  the  pa- 
tient, the  doctor  replied,  “This  is 
what  I was  taught,  and  I remem- 
ber telling  him  that  . . . This  is 
standard  procedure.” 

The  Supreme  Court  thus  finds 
that  Dr.  Wilson  himself  testified 
that  standard  medical  practice 
would  have  included  advice  about 
the  chance  of  Scott’s  total  loss  of 
hearing.  Mr.  Scott  denied  that  the 
doctor  told  him  there  was  a chance 
of  total  loss  of  hearing;  therefore, 
there  is  direct  evidence  that  Dr. 
Wilson  failed  to  conform  to  the 
standard  medical  practice  which 
his  own  testimony  established. 
Thus,  the  question  of  whether  Dr. 
Wilson  breached  the  duty  he  owed 
to  his  patient  is  a question  of  fact 
to  be  determined  by  a jury  in  the 
trial  court. 

Certainly  no  one  would  claim 
that  the  Supreme  Court  has  an- 
swered all  the  questions  which 
might  arise  concerning  informed 
consent.  This  decision  does  serve, 
however,  to  clearly  define  two  im- 
portant ground  rules  for  the  phy- 
sician when  he  attempts  to  secure 
consent  from  a patient  for  a pro- 
posed procedure,  treatment,  or  di- 
agnosis. 

First,  the  physician  must  now 
recognize  that  he  has  a duty  to 
make  a reasonable  disclosure  to  a 
patient  of  those  risks  that  are  in- 
cident to  the  proposed  treatment 
so  that  the  patient  has  adequate 
information  for  him  to  exercise  an 
informed  consent  to,  or  refusal  of 
the  procedure. 

Second,  whether  the  information 
related  to  the  patient  constitutes 
a “reasonable  disclosure”  must  be 
determined  by  the  standard  of  what 
a reasonable  medical  practitioner 
of  the  same  school  and  same  or 
similar  community  under  the  same 
or  similar  circumstances  would 
have  disclosed  about  the  probable 
risks  incident  to  a proposed  diag- 
nosis or  treatment. 

— Philip  R.  Overton,  LL.B., 
and  Sam  V.  Stone,  Jr.,  LL.B., 

Austin. 
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Togetherness . 


...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


R 

O 

RORER 

R 


1.  Bradley,  J.  E.,  et  al J.  Pediat.  38: 41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


Vdsonusf 


‘Vosonust 


Vasomisf 

'ANTIHISTAMINICt 

.vASOCORST1«CTOR. 

■ Hcl  - - 35 

■,  • ***'<  Solomon 

M«MCO  lasoratc 

'iPmui  ft* 


'UaAomUt 

( ANTI  HISTAMI  NIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  ...  0.25% 

Phenylpropanolamine  Hcl  . . 0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 

DIRECTIONS:  Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


'Ua&omUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  ...0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


124 


TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 

Texas  Medical  Association  will  hold  its  100th  Annual  Session 
May  4-7  in  Dallas.  Highlights  of  the  meeting  will  include  12 
scientific  section  meetings;  9 special  programs;  2 general  meet- 
ings and  luncheons;  5 closed-circuit  color  television  programs; 
10  curbstone  consultations;  16  refresher  courses;  memorial 
service  for  deceased  physicians  and  physicians’  wives;  scientific 
exhibits;  related  organization  meetings;  specialty  group  meet- 
ings, business  meetings  of  Association  committees,  councils,  and 
the  House  of  Delegates;  and  various  entertainment  functions. 
Another  feature  of  the  Centennial  Annual  Session  will  be  the 
unveiling  of  a commemorative  painting  by  artist  Robert  A. 
Thom,  The  Founding  of  the  Texas  Medical  Association. 

The  Woman’s  Auxiliary  to  the  Texas  Medical  Association 
will  also  meet  May  4-7  in  Dallas. 

Headquarters  for  the  two  groups  will  be  as  follows:  Dallas 
Memorial  Auditorium  and  Adolphus  Hotel,  scientific  head- 
quarters for  TMA;  Statler  Hilton  Hotel,  TMA  House  of  Dele- 
gates headquarters;  and  Sheraton-Dallas  Hotel,  headquarters 
for  the  Woman’s  Auxiliary.  Accommodations  have  also  been 
reserved  at  the  Baker  Hotel,  Marriott  Motor  Hotel,  and  Inn  of 
the  Six  Flags  (in  Arlington).  An  application  for  accommoda- 
tions is  included  for  physicians’  convenience  on  p.  125. 

RELATED  SPECIALTY  SOCIETIES 

Several  organizations  will  hold  meetings  concurrently  with  the 
Texas  Medical  Association  Annual  Session  in  Dallas.  These 
organizations,  which  had  programs  published  in  the  March, 
1967,  issue  of  Texas  Medicine,  are  as  follows:  Texas  Academy 
of  General  Practice  (seminar),  May  4,  Memorial  Auditorium; 
Texas  Air-Medics  Association  and  Texas  Chapter,  Flying  Phy- 
sicians Association,  May  6-7,  Adolphus  Hotel;  Texas  Associa- 
tion of  Public  Health  Physicians,  May  4,  Statler  Hilton  Hotel; 
and  Texas  Chapter,  American  Academy  of  Pediatrics,  May  5, 
Memorial  Auditorium. 

Other  organizations  meeting  in  Dallas  during  the  TMA  An- 
nual Session  are  Texas  Chapter,  American  College  of  Chest 
Physicians,  May  7,  Adolphus  Hotel;  Texas  Dermatological  So- 
ciety, May  6-7,  Memorial  Auditorium;  Texas  Diabetes  Associa- 
tion, May  7,  Adolphus  Hotel;  American  Cancer  Society  (Scien- 
tific Section),  May  3,  Sheraton-Dallas  Hotel;  Texas  Heart  As- 
sociation (symposium),  May  4,  Memorial  Auditorium;  and 
Texas  Industrial  Medical  Association,  Texas  Physical  Medicine 
and  Rehabilitation  Society,  and  Texas  Traumatic  Surgical  So- 
ciety, May  4,  Memorial  Auditorium. 

Also  meeting  during  this  same  week  in  Dallas  are  Texas  Neuro- 
psychiatric Association,  and  Texas  District  Branch,  American 
Psychiatric  Association,  May  5-6,  Baker  and  Adolphus  hotels; 
Texas  Ophthalmological  Association,  May  5-6,  Memorial  Audi- 
torium; Texas  Orthopaedic  Association,  May  6,  Adolphus  Hotel; 
Texas  Otolaryngological  Association,  May  5-6,  Memorial  Audi- 
torium; and  Texas  Proctologic  Society,  May  4,  Memorial  Audi- 
torium. 

Other  concurrent  meetings  are  those  of  Texas  Rheumatism  As- 
sociation (symposium),  May  4,  Memorial  Auditorium;  Texas 
Society  of  Anesthesiologists,  May  6-7;  Adolphus  Hotel;  Texas 
Society  of  Athletic  Team  Physicians,  May  5,  Memorial  Audi- 
torium; Texas  Society  of  Pathologists,  Inc.,  May  7,  Adolphus 
Hotel;  Texas  Society  of  Plastic  Surgeons,  May  6,  Memorial 
Auditorium;  Texas  State  Division,  International  College  of 
Surgeons,  May  4,  Adolphus  Hotel;  and  United  Cerebral  Palsy 
Association,  Inc.  (symposium),  May  6,  Memorial  Auditorium. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

SOUTH  TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  SURGEONS  will  meet  May 
19-20  in  San  Antonio.  Speakers  will  in- 
clude Dr.  J.  Bradley  Aust  of  San  Antonio, 
professor  of  surgery.  The  University  of 
Texas  Medical  School  at  San  Antonio;  Dr. 
G.  V.  Brindley,  Jr.,  of  Temple,  Chairman, 
Thoracic  Surgery  Department,  Scott  and 
White  Clinic ; Col.  George  W.  Fisher, 
USAMC,  of  San  Antonio,  chairman  of 
thoracic  surgery,  Brooke  General  Hospital ; 
Dr.  George  L.  Jordan,  Jr.,  of  Houston, 
associate  professor  of  surgery,  Baylor  Uni- 
versity College  of  Medicine ; and  Dr.  H. 
David  Root  of  San  Antonio,  associate  pro- 
fessor of  surgery.  The  University  of  Texas 
Medical  School  at  San  Antonio. 

TEXAS  HOSPITAL  ASSOCIATION  will 
sponsor  its  38th  annual  convention  at  the 
Shamrock  Hilton  Hotel,  Houston,  May  20- 
24.  Theme  of  the  convention  will  be  “The 
Challenge  of  Change.”  Association  business 
meetings  will  take  place,  as  well  as  ex- 
hibits, allied  associations,  meetings,  associa- 
tion sectional  meetings,  general  sessions, 
and  entertainment  events.  Topics  to  be  dis- 
cussed in  general  sessions  include  “Wage 
and  Hour  Law,”  “Hospital  Income  Today 
and  Tomorrow,”  and  “Implementing  Title 
XIX.”  Sectional  meeting  topics  will  in- 
clude “Health  Careers,”  “Federal  Programs 
for  Supporting  Hospital  Construction  and 
Operations,”  “The  PR  Challenge  of  Rising 
Costs,”  “Legal  Problems  of  Hospitals,”  and 
“Expanding  Role  of  Hospital  Nursing.” 
Drs.  G.  V.  Brindley,  Jr.,  of  Temple  and 
Leigh  J.  Crozier  of  Houston  will  be  among 
convention  speakers. 

TEXAS  MEDICAL  ASSISTANTS  ASSO- 
CIATION will  hold  its  tenth  annual  con- 
vention at  the  Statler  Hilton  Hotel  in 
Dallas,  April  27-29.  The  program  will  con- 
sist of  educational  programs  and  a meeting 
of  the  association’s  house  of  delegates. 

THE  PAN  AMERICAN  CANCER  CYTOL- 
OGY SOCIETY  will  meet  for  its  third 
hemispheric  congress  May  27-30  at  the 
Americana  Hotel  in  New  York  City.  Topics 
of  discussion  at  the  congress  will  include 
cytology  in  research,  mass  screening  for 
cervical  cancer,  the  role  of  cytology  in 
monitoring  methods  to  control  the  world 
population  explosion,  treatment  of  meno- 
pause and  prevention  of  aging  in  women 
by  endocrine  therapy,  pulmonary  cytology, 
industrial  cancer  prevention  programs,  and 
general  cytology. 
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AMERICAN  GASTROENTEROLOGICAL 
ASSOCIATION  will  convene  in  Colorado 
Springs,  Colo.,  May  25-27.  Meeting  con- 
currently will  be  the  American  Society  for 
Gastrointestinal  Endoscopy  and  the  Gastro- 
enterology Research  Group.  A mucosal  suc- 
tion biopsy  workshop  for  pre-selected  reg- 
istrants will  take  place  May  22-24  and  the 
Gastroenterological  Research  Forum  on 
May  25.  Dr.  John  S.  Fordtran  of  Dallas 
will  participate  on  the  AGA  program  ; and 
Drs.  J.  Arnold  Bargen  and  N.  C.  High- 
tower, Jr.,  both  of  Temple,  will  be  pre- 
sented with  the  association’s  Friedenwald 
Medal. 

AMERICAN  THORACIC  SOCIETY  will 
gather  for  its  annual  meeting  May  23-25 
in  Pittsburgh,  Pa.  Sessions  will  include 
clinical  tuberculosis,  clinical  pulmonary 
function,  surgery,  frontiers  of  lung  re- 
search, pulmonary  physiology,  bacteriology, 
pathology,  clinical  pulmonary  disease,  im- 
munology, beachheads  in  respiratory  dis- 
ease programming,  and  care  of  the  patient 
with  chronic  pulmonary  emphysema.  Texas 
physicians  participating  on  the  program 
will  include  Drs.  William  A.  Cook,  Robert 
R.  Shaw,  Watts  R.  Webb,  William  Kemp 
Clark,  Hasmukhlal  Shah  (M.B.B.S.),  Rob- 
ert G.  Louden,  and  William  F.  Miller,  all 
of  Dallas ; Drs.  Howard  T.  Barkley,  S.  F. 
Boushy,  Rafail  Kohen,  and  Donal  M. 
Billig,  all  of  Houston  ; and  Capt.  John  G. 
Weg,  (MC),  USAF,  and  Capt.  Luther  M. 
Brewer  (MC)  USAF,  both  of  Lackland 
Air  Force  Base,  San  Antonio. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


JUNE 

TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Austin, 
June  12-14,  1967.  Mr.  D.  C.  Jackson,  1905  N.  Lamar, 
Austin  78705,  Exec.  Sec. 

TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  June  19-21,  1967.  Dr.  M.  H.  Crabb,  1714 
Medical  Arts  Bldg.,  Fort  Worth  76102,  Sec. 

UNITED  ST  ATES-MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Houston,  June  5-9,  1967.  Dr. 
Jorge  Jimenez-Gandica,  501  U.S.  Court  House,  El  Paso 
79901,  Sec. 


INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS’ North  American,  Central  Ameri- 
can, and  Caribbean  Federation  will  hold 
its  32nd  annual  congress  at  the  Americana 
Hotel  in  Bal  Harbour,  Fla.,  April  30-May 
4.  The  latest  advances  in  the  field  of  can- 
cer ; open  heart  surgery  ; peptic  ulcer ; 
gallbladder  ; industrial  and  automobile  in- 
juries ; fractures  ; shock  ; and  skin  grafting 
of  the  hands,  face,  and  body  will  be  dis- 
cussed in  formal  lectures  and  in  informal 
luncheon  table  meetings. 


AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lantic City,  June  15-19,  1967.  Mr.  M.  Kornfeld,  112  E. 
Chestnut,  Chicago  60611,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Atlantic  City, 
June  18-22,  1967.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn, 
Chicago  60610,  Exec.  Vice-Pres. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
INC.,  Denver,  Colo.,  June  15-17,  1967  (interim  meeting). 
Mrs.  Gertrude  F.  Conroy,  1790  Broadway,  New  York 
City  10019,  Exec.  Dir. 


TEXAS  STATE  BOARD  OF  EXAMIN- 
ERS IN  THE  BASIC  SCIENCES,  May 
12-13,  1967.  Mrs.  Betty  J.  Anderson,  201 
E.  14th  St.,  Austin  78701,  Exec.  Sec. 


AMERICAN  NEUROLOGICAL  ASSOCIATION,  Atlan- 
tic City,  June  12-14,  1967.  Dr.  M.  D.  Yahr,  710  W. 
168th,  New  York  10032,  Sec. 


JULY 


AMERICAN  ASSOCIATION  OF  PLASTIC 
SURGEONS,  Toronto,  Can.,  May  18-21, 
1967.  Dr.  Clarence  W.  Monroe,  715  Lake 
St.,  Oak  Park,  111.  60301,  Sec. 


POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  17-19,  1967.  Dr.  W.  Tom  Arnold, 
6448  Fannin,  Houston  77025,  Sec. 


AMERICAN  DERMATOLOGICAL  ASSO- 
CIATION, Colorado  Springs,  Colo.,  May 
28-June  1,  1967.  Dr.  Robert  R.  Kierland, 
Mayo  Clinic,  Rochester,  Minn.  55901,  Sec. 


AUGUST 

AMERICAN  CONGRESS  OF  PHYSICIAL  MEDICINE 
AND  REHABILITATION,  Miami  Beach,  Fla.,  Aug.  27- 
Sept.  1,  1967.  Mr.  Creston  C.  Herold,  30  N.  Michigan, 
Chicago  60602,  Exec.  Dir. 


AMERICAN  GYNECOLOGICAL  SOCIE- 
TY, Phoenix,  Ariz.,  May  4-6,  1967.  Dr.  G. 
W.  Douglas,  550  First  Ave.,  New  York 
10016,  Sec. 


AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
21-24,  1967.  Mr.  James  E.  Hague,  840  N.  Lake  Shore 
Dr.,  Chicago  60611,  Sec. 


AMERICAN  SURGICAL  ASSOCIATION, 
Colorado  Springs,  Colo.,  May  11-14,  1967. 
Dr.  Harris  B.  Shumacker,  Jr.,  1100  W. 
Michigan,  Indianapolis  46207,  Sec. 


GASTROENTEROLOGY  RESEARCH 
GROUP  (with  American  Gastroenterologi- 
cal Association ) , Colorado  Springs,  Colo., 
May  25,  1967  ; forum,  Chicago,  Nov.  3, 
1967.  Dr.  George  A.  Hallenbeck,  Mayo 
Clinic,  Rochester,  Minn.  55901,  Sec. 


SEPTEMBER 

TEXAS  PEDIATRIC  SOCIETY,  Houston,  Sept.  28-30, 
1967.  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris  75460,  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Dallas,  Sept.  15-23,  1967.  Mr.  M.  F.  Cahal,  Voker  Blvd. 
at  Brookside,  Kansas  City,  Mo.,  64112,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS,  Hot  Springs,  Va„  Sept.  7-9. 
1967.  Dr.  R.  B.  Wilson,  200  First  St.  S.  W.,  Rochester, 
Minn.,  55902,  Exec.  Sec. 
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AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Las 
Vegas,  Sept.  SO-Oct.  4,  1967.  Mr.  J.  W.  Andes,  616  Busse 
Highway,  Park  Ridge,  111.,  60608,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Chicago,  Sept.  22-30,  1967.  Dr.  William  D.  Dolan,  5129 
N.  16th  St.,  Arlington,  Va.,  22205,  Sec.-Treas. 


OCTOBER 

TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH,  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres,  Box  2276, 
Amarillo  79105,  Acting  Exec.  Sec. 

THIRD  DISTRICT  SOCIETY,  Lubbock,  Oct.  14,  1967. 
Dr.  Louis  Devanney,  2209  W.  7th,  Amarillo  79106,  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Bermuda, 
Oct.  1-3,  1967.  Dr.  Maxk  A.  Griffin,  Jr.,  Appalachian 
Hall,  Asheville.  N.C.,  28803,  Sec.-Treas. 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  15  Second  St.  S.  W.,  Rochester,  Minn. 
66901,  Exec.  Sec. 


AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Oct.  18-20,  1967.  Mr.  Charles  R.  Ebersol,  219  E.  42nd. 
St.,  New  York  10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Los 
Angeles,  Oct.  29-Nov.  1,  1967.  Daniel  Weiss,  33  W.  60th 
St.,  New  York  10023,  Exec.  Dir. 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec. 
Sec. 


AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
2-6,  1967.  Dr.  Samuel  P.  Harbison,  55  E.  Erie  St.,  Chi- 
cago, 111.  60611. 


AMERICAN  HEART  ASSOCIATION,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts.  44  E.  23rd,  New 
York  10010,  Exec.  Dir. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  INC., 
Miami  Beach,  Fla.,  Oct.  23-27,  1967.  Dr.  B.  F.  Mattison, 
1790  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS.  INC.,  Houston,  Oct.  5-7,  1967.  Mr.  H.  E. 
Northam,  185  N.  Wabash,  Chicago  60601,  Exec.  Dir. 


NOVEMBER 

TEXAS  NURSING  HOME  ASSOCIATION,  Houston.  Nov. 
8-10.  John  M.  Crawford,  Jr.,  6225  Highway  290  E., 
Austin  78723,  Exec.  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier,  1744 
S.  58th  St.,  Lincoln,  Neb.,  68104,  Sec. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
Birmingham,  Ala.  35205. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  San 
Antonio,  December  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77650,  Sec. 


TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
Dec.  1,  1967.  Dr.  Earle  Scharff,  Jr.,  800  Fifth  Ave.,  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin.  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 


JANUARY 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 


INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  26- 
27.  1968.  Dr.  Herman  C.  Sehested,  100  Medical  Tower, 
1550  W.  Rosedale  St.,  Fort  Worth  76104,  Sec. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view  75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.  85013 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76601, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston. 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192, 
Austin  78703,  Sec.-Treas. 


SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 


AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago. 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  18-20,  1968.  Millard  J.  Heath.  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE, 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 
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reliably  controlled 
with 

specific  therapy 


A suitable  dosage  form  for  every  staph  situation 


Staph— the  most  common  cause  of  skin  and  soft-tissue 
infection— also  is  responsible  for  many  more  serious 
infections,  such  as  pneumonia,  osteomyelitis,  and 
septicemia.  Often,  a seemingly  minor  skin  infection  is 
the  source  of  metastatic  spread  to  deeper  structures. 
When  findings  on  culture  incriminate  staph  as  the 
cause,  Prostaphlin  (sodium  oxacillin)  will  provide 
specific  effective  therapy. 

Bactericidal  effectiveness.  Hardly  a staph  organism 
can  resist  the  bactericidal  action  of  Prostaphlin  (sodi- 
um oxacillin),  as  shown  by  a 34-month  in  vitro  study. 
Of  all  staph  isolates  tested,  99.5%  were  sensitive  to 
oxacillin.1 


Clinically  proven.  There  is  a high  correlation  between 
these  in  vitro  findings  and  clinical  results.  Of  610 
patients  treated  with  Prostaphlin  (sodium  oxacillin), 
89.8%  were  reported  cured  or  improved,  including 
those  with  staph  infections  resistant  to  penicillin  G.2 
And  since  resistance  does  not  appear  to  develop  in 
vivo,  therapy  with  oxacillin  can  be  extended  when 
necessary. 

Outstanding  safety  record.  Besides  being  staph-specific 
and  rapidly  absorbed— Prostaphlin  (sodium  oxacillin) 
has  established  an  outstanding  record  of  safety  dur- 
ing five  years  of  widespread  clinical  use.  Continuous 
high  blood  levels  of  oxacillin  have  not  produced  toxic 
effects  on  kidney  function,  assuring  a significant  mar- 
gin of  safety.  However,  as  with  all  penicillins,  the 
possibility  of  allergic  response  should  be  considered. 
Capsules,  Oral  Solution  and  Injectable.  Prostaphlin 
(sodium  oxacillin)  is  available  in  three  flexible  dosage 
forms  to  suit  the  age  of  the  patient  and  severity  of 
infection— capsules,  an  oral  solution  for  pediatric  use, 
and  multi-dose  vials  for  injection,  I.M.  or  I.V 

PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications: 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  q. 4 or  q.6h.  Children:  50  mg./ 
Kg./day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  qA  or  q.6h.  Chil- 
dren: 50  mg. /Kg. /day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules— 
250  and  500  mg.  in  bottles  of  48.  Injectable— 250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  l.M. /I.V.  use.  For  Oral  Solution— 100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY:  8:12.6 

References:  1.  Abstracted  from  Antibiotic  Sensitivity  of  Staphylococci  Studied 
front  November  1962  through  August  1965,  reported  by  Griffith,  L.J.,  Staph- 
ylococcus Reference  Laboratory,  V.  A.  Hospital,  Batavia, 

N.Y.  2.  Data  on  file,  Bristol  Laboratories. 

BRISTOL  LABORATORIES/ Division  of  Bristol-Myers  Co.,  Syracuse,  N.Y. 

Whenever  you 
suspect  staph 
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MEDICINE  IN  LITERATURE 


THEODORE  LEGER:  A BIBLIOGRAPHIC  BIOGRAPHY 


DESPITE  HIS  PLACE  with  the 
“firsts”  in  Texas  medical  history, 
Theodore  Leger  still  remains  an 
enigma.  Even  today  we  do  not 
know  where  or  when  he  was  born, 
nor  where  or  when  he  died.  Yet 
he  continues  to  interest  us,  not 
only  because  he  was  one  of  the 
physicians  attending  Stephen  F. 
Austin,  the  Father  of  Texas,  in  his 
last  illness,  but  also  because  he 
wrote  and  printed  the  first  medical 
book  in  Texas  in  the  English 
language. 

Apparently  Dr.  Leger’s  medi- 
cal career  began  in  1813, 1 although 
he  did  not  obtain  his  degree  until 
1823.  At  that  time  he  was  identi- 
fied as  “Ex-Officier  de  sante  de  la 
marine;  ancien  Eleve  de  l’Ecole 
pratique,  etc.”2 

Two  years  after  receiving  his 
degree  he  published  a book  de- 
signed to  help  young  mothers  with 
the  problems  they  might  expect  to 
meet  in  rearing  their  children.  On 
the  title-page  of  his  book  the  auth- 
or is  described  as  “Docteur  en  Med- 
ecine  de  la  Faculte  de  Paris.”  That 
the  work  must  have  enjoyed  some 
popularity  is  indicated  by  the  fact 
that  it  was  translated  into  German 
in  1826,  and  into  Italian  in  1827.3 
For  a brief  period  in  1831  he  be- 
came editor  of  an  obscure  Parisian 
journal  entitled  Annates  d’Hygiene 
MaternelleA 

On  the  occasion  of  his  next  ap- 
pearance in  print,  Dr.  Leger  was 
in  Zacatecas,  Mexico.  Here,  in 
1833,  he  was  functioning  as  one 
of  the  editors  of  the  Mexican  news- 
paper El  Observador  Zacatecano. 
Northern  Mexico  at  this  time  was 
suffering  from  a severe  epidemic 
of  cholera,  and  an  issue  of  the 
Zacatecan  newspaper  of  May  1, 
1833,  indicated  that  Leger  had  been 
residing  in  Paris  during  a similar 


outbreak  of  cholera  in  that  city.5 
In  the  same  year  Teodoro  Leger 
and  Gabriel  Villette  co-edited  an- 
other Mexican  publication,  Higia, 
Periodico  de  Salud,  volume  one, 
number  one  bearing  the  date  April 
15,  1833.  This  journal,  which  was 
published  every  two  weeks,  was 
short-lived,  lasting  only  five 
months.5'6  A two-page  article  on 
cholera,  (“Metodo  Preservative  y 
Curativo  para  la  Colera  Morbus, 
que  Presentan  los  Doctores  en  Med- 
icina  y Cirugia.”)  published  also 
in  1833,  in  Puebla,  Mexico,  naming 
Leger  and  Villette  as  authors,  may 
have  been  a reprint  from  one  of 
their  journal  publications.7 

In  1835,  just  two  years  later,  the 
name  T.  Leger  appears  on  a list  of 
members  of  the  newly-reorganized 
Societe  Medicale  de  la  Nouvelle 
Orleans.8  He  could  not  have  lived 
in  New  Orleans  more  than  a short 
two  years. 

His  next  move  was  to  Columbia 
(now  West  Columbia),  Tex.  Here 
on  Oct.  18,  1836,  Dr.  T.  Leger, 
“late  vice-president  of  the  New 
Orleans  Medical  Society,”  adver- 
tised his  professional  services  for 
general  practice  in  Gail  Borden’s 
Telegraph  and  Texas  Register: 

“including  midwifery,  surgery, 
etc.  . . . He  will  keep  a general 
assortment  of  medicines,  per- 
fumery, etc.,  constantly  on 
hand. ”9 

On  Dec.  27,  1836,  soon  after 
Leger’s  arrival  in  Texas,  Stephen 
F.  Austin  died  of  pneumonia.  One 
of  several  physicians  attending 
Austin  in  his  last  days  was  the 
newcomer,  the  “French  physician 
Leger.”  The  time,  the  place,  and 
the  historic  significance  of  Austin’s 
death  assured  Leger  of  his  first 
claim  to  a place  in  Texas  medical 
history.10 


Slightly  over  a year  later  he 
broadened  his  activities  to  include 
printing,  probably  because  of  his 
earlier  printing  experiences  in 
France  and  in  Mexico.  On  Jan.  25, 
1838,  with  Algernon  P.  Thompson, 
he  borrowed  a printing  press  from 
Mirabeau  B.  Lamar,  who  was  later 
to  become  a President  of  the  Re- 
public of  Texas.  The  press  itself 
was  a historic  one,  having  been 
used  as  early  as  1831  to  print  the 
Texas  Gazette,  and  then  the  Vel- 
asco Herald.  On  this  press,  now 
renamed  the  People  Press,  the  two 
men  began  at  Brazoria,  Tex.,  some 
time  in  February  to  issue  their 
own  newspaper:  People.  The  paper 
existed  only  until  June  or  July  of 
the  same  year,  at  which  time  the 
press  became  the  property  of  J.  S. 
Jones,  who  had  purchased  it  from 
Lamar.11 

Sometime  between  February  and 
July,  1838,  at  Brazoria,  Tex., 
Leger  printed  a work  of  his  own 
on  the  People  Press,  thus  assuring 
himself  of  a permanent  place  in 
Texas  medical  bibliography.  His 
unpretentious  pamphlet  of  18  pages 
with  the  lengthy  title:  Essay  on 
the  Particular  Influence  of  Preju- 
dices in  Medicine,  Over  the  Treat- 
ment of  the  Disease  Most  Common 
in  Texas,  Intermittent  Fever,  was 
the  first  medical  work  in  English 
printed  in  Texas.  The  title-page 
describes  the  author  as  “Late  Pro- 
fessor of  Midwifery  of  the  Faculty 
of  Paris,  Member  of  the  Medical 
College  of  Mexrco  [sic]  and  ex-vice 
President  of  the  Medical  Society 
of  New  Orleans.”* 

“Not  Leger  but  a Dr.  E.  Fortin  was 
vice-president  of  the  Societe  Medicale  de 
la  Nouvelle  Orleans  at  the  time  of  its  re- 
organization in  1835,  according  to  a letter 
of  April  1,  1966,  from  Mr.  Dosite  Postell. 
He  might  have  been  elected  the  following 
year,  but  this  cannot  be  proved  or  dis- 
proved today. 
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The  work  itself  has  little  real 
value  for  the  medical  profession 
today.  After  a lengthy  preliminary 
discussion,  Leger  gave  his  own 
opinion  concerning  the  manage- 
ment of  intermittent  fever  in  Tex- 
as. Quinine,  not  calomel,  was  his 
preferred  drug  for  its  treatment, 
and  in  this  preference  he  seems  to 
have  been  correct.  He  ends  his 
work  with  this  announcement: 
“After  more  than  twenty-five 
years,  consecrated  not  only  to  the 
practice  but  also  to  the  teaching 
of  Medicine,  I renounce  the  exer- 
cise of  a cherished  profession.”1 

Eight  years  elapsed,  during 
which  his  activities  are  unknown. 
Then,  in  1846  there  appeared  in 
New  York  a book  of  402  pages, 
published  by  D.  Appleton  and 
Company,  authored  by  Theodore 
Leger  and  entitled  Animal  Magne- 
tism; or  Psychodunamy.  There  is 
no  doubt  about  the  author's  iden- 
tity. The  title-page  of  the  book 
describes  him  as  “Doctor  of  the 
Medical  Faculty  of  Paris,  late  Pro- 
fessor of  Anatomy  at  the  Practi- 
cal School;  Fellow  of  the  Society  of 
Sciences  and  Arts  in  the  Dep.  of 
the  Marne;  late  Professor  of  the 
Medical  College  of  Mexico,  etc.” 

And  this  is  the  last  we  hear  of 
Leger  (T.,  Theodor,  Theodore, 
Theodor  H.  or  Teodoro),  mysteri- 
ous wanderer  who  wrote  with  equal 
facility  in  French,  Spanish,  and 
English,  and  who  left  scattered 
bibliographic  evidences  of  his  pres- 
ence in  three  countries  of  two  con- 
tinents, and  in  three  states  of  our 
own  country.  He  apparently  had 
no  difficulty  in  placing  himself  to 
the  best  advantage  professionally 
wherever  he  went.  It  is  unfortun- 
ate that  we  today  know  so  little 
about  him. 

— Violet  M.  Baird,  M.A.,  B.S.L.S., 

Library,  The  University  of  Texas 
Southwestern  Medical  School. 
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Home  Remedies — 1866 

Manual  of  Practice  for  the  Dis- 
eases of  Texas.  F.  C.  Wilkes, 
Chappell  Hill,  Texas,  Wilkes 
and  Stones,  1866,  95  pp. 

Dr.  WILKES  states  in  the  pref- 
ace that  this  book  was  prepared 
to  be  “useful  to  the  people  of  the 
State  of  Texas.  Our  State  is  so 
thinly  settled,  that  in  many  cases 
of  sickness  it  is  difficult  to  pro- 
cure a physician.  Our  people  are 
so  exhausted  by  the  late  unfortun- 
ate war,  that  they  must  economize 
on  every  branch  of  business.  If  this 
little  manual  of  practice  shall  be 
found  useful  to  all  who  need  medi- 
cal advice,  it  will  have  accom- 
plished the  wishes  of  the  author.” 

He  continues:  “The  reader  will 
perceive  that  six  articles  of  medi- 
cine are  recommended  in  this  book 
for  family  use,  in  addition  to  such 
others  as  are  referred  to;  to  be 
had  at  the  drug  stores.” 

Dr.  Wilkes’  intention  was  to 
place  these  drugs  in  every  neigh- 
borhood of  the  state.  “In  this  book 


the  choice  is  given  between  articles 
on  sale  by  the  druggist,  and  those 
prepared  by  the  author.” 

The  discussion,  he  said,  is  limited 
to  symptoms  and  treatment  and 
does  not  deal  with  cause  of  dis- 
ease, “nor  any  other  technical  or 
metaphysical  subject.”  There  are 
many  diseases  not  noticed  in  this 
work;  such  as  diseases  of  the 
brain,  organic  disease  of  the  heart, 
consumption,  surgical  practice  and 
female  diseases.  These  require  the 
skill  of  physician  . . .” 

The  final  paragraph  of  the  pref- 
ace is  most  interesting.  “A  little 
confidence  in  yourself,  and  a faith- 
ful adherence  to  the  instructions 
contained  in  this  manual,  will,  it 
is  hoped  and  believed,  be  produc- 
tive of  much  comfort  and  good  to 
the  afflicted;  and  if  so,  I shall  be 
satisfied.” 

The  book  consists  of  three  parts: 
Diseases  of  Children,  Local  Dis- 
eases of  Adults,  and  General  Dis- 
eases. 

THE  SYMPTOMS  of  each  disease 
are  presented  in  detail.  In  many 
discussions  one  might  think  he  is 
reading  the  symptoms  from  a med- 
ical textbook  published  in  the  mid- 
twentieth century.  However,  con- 
sidering the  treatment  recommend- 
ed, one  wonders  how  anyone  sur- 
vived. 

A few  of  the  most  interesting 
and  enlightening  excerpts  follow: 

In  treating  croup : “If  the  child 
be  fleshy,  and  the  attack  be  violent, 
it  should  be  bled.  This  is  best  done 
by  cups  applied  to  the  back,  be- 
tween the  shoulders,  scarifying 
freely;  for  severe  cases,  blood 
should  be  taken  from  the  arm.  . . . 
Immediately  after  bleeding,  give 
an  emetic,  so  as  to  cause  the  child 
to  vomit  freely.” 

He  discusses  symptoms  and  de- 
scribes a convulsion  as  we  would 
today.  He  recommends  for  treat- 
ment: “If  the  child  have  swelled 
gums,  they  should  be  freely  split 
with  a knife.  ...  If  the  patient  be 
stout  and  in  full  flesh,  he  should 
be  bled,  either  from  the  arm, 
which  is  best,  or  by  cups  over  the 
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back  of  the  neck  and  upper  part 
of  backbone,  after  deep  and  thor- 
ough scarification.  Half  a pint  of 
blood  may  be  taken  from  a strong 
stout  child,  with  good  results.”  He 
continues,  “Next  in  importance  to 
bleeding  is  emptying  the  stomach. 
To  effect  this  a teaspoon  of  pow- 
dered ipecacuanha  may  be  given  in 
a little  warm  water,  through  the 
clenched  teeth,  or  in  the  interval 
of  the  spasm;  or  a teaspoonful  of 
finely  powdered  alum  may  be  used 
. . .”  This  is  followed  by  “Ten 
grains  of  calomel  in  a little  molas- 
ses or  syrup  . . or  the  Planta- 
tion Cathartic  Pills  . . . Castor  oil 
and  turpentine  may  also  be  used 
. . .”  In  addition  to  these  measures 
he  states  the  child  should  be  placed 
in  a warm  bath  with  a cold  cloth 
on  his  head  and  mustard  on  his 
ankles  and  wrist. 

He  states  medical  treatment  of 
dyspepsia  consisted  of  two  things: 
“Keeping  bowels  regularly  open, 
and  at  the  same  time  making  a 
durable  stimulant  impression  on 
the  stomach,  so  as  to  restore  it  to 
healthy  action.”  For  this  Dr. 
Wilkes  recommended  Dr.  Cham- 
pion’s Vegetable  Anti-Dyspeptic 
Pills.  “This  remedy  has  been  tried 
in  thousands  of  cases  and  has  giv- 
en uniform  satisfaction,”  he  re- 
ports. For  those  adverse  to  the  use 
of  propietary  articles,  he  cites  such 
confidence  in  the  superior  merits 
of  this  compound  that  he  “can 
hardly  recommend  any  other  treat- 
ment.” However,  he  does  suggest, 
“Rhubarb  and  aloes  in  combination 
with  soap,  have  been  highly  recom- 
mended.” 

ON  PLEURISY  he  states,  “As 
soon  as  the  disease  is  developed, 
the  patient  should  be  bled  from  the 
arm.  This  disease  bears  bleeding 
better  than  almost  any  other  to 
which  we  are  subject.  . . . The 
bleeding  [should]  be  continued  un- 
til the  pulse  begins  to  sink.”  As 
soon  as  this  occurs,  he  states,  the 
patient  has  relief  of  the  pain  but 
will  feel  faint.  “Now  give  the  pa- 
tient a good  dose  of  purgative 
medicines  . . .” 


Dr.  Wilkes  presents  a long  dis- 
cussion on  symptoms  and  treat- 
ment of  liver  disease.  “The  sum- 
mary of  treatment  is:  Purge  the 
patient  well;  then  keep  the  bowels 
open.  Blister  [over  the  liver]  free- 
ly, and  keep  it  running.  Slightly 
salivate  [with  calomel],  if  the 
above  fails  to  relieve,  and  then 
purge  the  bowels  to  remove  the 
mercury.  ...  If  all  this  be  tried 
and  the  liver  still  remains  dis- 
eased, travel  on  horseback,  or  on 
foot,  or  in  a carriage,  away  from 
home;  and  at  the  same  time  keep 
the  bowels  open,  the  blister  run- 
ning, and  you  will  rarely  fail  to  be 
benefited  and  cured.” 

He  states  that  the  treatment  of 
snake  bites  and  the  sting  of  venom- 
ous reptiles  is  the  same.  “The  gen- 
eral treatment  consists  in  immedi- 
ate and  powerful  stimulation. 
Whiskey,  brandy,  rum,  or  any  spir- 
ituous liquor,  should  be  freely  giv- 
en, so  as  to  produce  intoxication, 
if  possible  . . .”  For  local  treat- 
ment “take  one  egg,  white  and 
yolk,  and  make  into  a paste  with 
a tablespoonful  of  salt,  and  spread 
on  a cloth,  then  apply  this  to  the 
sting  or  bite,  and  relief  will  in  al- 
most all  cases  be  felt  almost  im- 
mediately. ...  As  soon  as  the  im- 
mediate danger  is  past,  it  is  better 
to  give  one  dose  of  medicine  to 
act  on  the  bowels,  so  as  to  remove 
all  accumulated  matter  out  of  the 
system,  and  to  establish  the  se- 
cretion properly.” 

— A.  Pidd  Miller,  M.D. 

Houston. 
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Deaths 


DR.  J.  A.  CHATMAN 

Lubbock  physician  and  civic 
leader,  Dr.  Joseph  Alvin  Chatman, 
65,  died  Jan.  12,  1967,  in  a local 
hospital  following  a heart  attack. 
He  was  active  in  church,  civic,  and 
political  activities  in  the  state  and 
earned  acclaim  for  many  “firsts” 
for  Negroes  in  Lubbock.  He  moved 
to  Lubbock  in  1939  and  became  the 
first  Negro  doctor  there  to  be  ac- 
cepted on  the  staff  of  a white  hos- 
pital. Dr.  Chatman  became  the  first 
Negro  to  be  an  official  in  the  Lub- 
bock County  Democratic  Party  and 
served  as  a delegate  to  the  state 
convention  several  times. 

Born  May  28,  1901,  in  Navasota, 
he  received  his  preliminary  educa- 
tion from  Dunbar  High  School  in 
Mexia,  Tex.  In  1963,  he  was  hon- 
ored as  “Mr.  Dunbar,”  one  of  the 
school’s  most  distinguished  gradu- 
ates. He  attended  Prairie  View 
Agricultural  and  Mechanical  Col- 
lege in  Prairie  View,  Tex.,  where 
he  was  captain  of  the  football  and 
baseball  teams.  He  completed  pre- 
medical training  at  Fisk  University 
in  Nashville,  Tenn.,  where  he  was 
an  outstanding  athlete.  In  1926  he 
was  graduated  third  in  his  class 
from  Meharry  Medical  College  in 
Nashville,  although  he  was  never 
able  to  pui’chase  a textbook. 

Dr.  Chatman  began  his  medical 
career  at  Mexia  that  year  and 
established  Chatman  Hospital  there. 
A year  later  he  received  a bache- 
lor’s degree  from  Samuel  Huston 
College,  now  Huston-Tillotson  Col- 
lege, in  Austin. 

In  1945,  Dr.  Chatman  founded 


DR.  CHATMAN 


Chatman  Hospital-Clinic  in  Lub- 
bock. He  was  also  a member  of  the 
medical  staff  of  St.  Mary  of  the 
Plains  Hospital. 

At  a testimonial  dinner  in  April, 
1963,  honoring  the  general  practi- 
tioner, numerous  telegrams  from 
figures  of  national  note — including 
then  Vice-President  Lyndon  B. 
Johnson — were  read. 

Dr.  Chatman  was  appointed  in 
1960  to  the  President’s  White  House 
Conference  on  Youth.  A year  later, 
he  joined  the  White  House  Confer- 
ence on  the  Aged.  In  1963  Gov. 
John  Connally  appointed  Dr.  Chat- 
man to  the  board  of  directors  of 
Texas  Southei’n  University.  He  held 
this  position  at  the  time  of  his 
death. 

He  had  been  chairman  of  the 
board  of  the  Negro  Boys  Club  in 
Lubbock,  a member  of  the  City  Hall 
building  committee  and  of  the  Red 
Cross  Disaster  committee,  and 
chairman  of  the  hospital  and  homes 
committee  for  the  northwestern 
area,  M.  E.  Church.  Dr.  Chatman 
was  active  in  United  Fund,  Com- 
munity Chest,  and  March  of  Dimes 
work. 

A past  president  of  the  Lone 
Star  Medical  Association,  he  was  a 
member  of  Lubbock-Crosby-Garza 
Counties  Medical  Society,  Texas 
Medical  Association,  National  Med- 
ical Association,  and  American  Med- 
ical Association.  He  belonged  to 
Kappa  Alpha  Psi  social  fraternity. 

Survivors  include  his  wife,  Em- 
malene;  four  sons,  Harold  Chat- 
man, Alvin  Chatman,  and  Michael 
Lynn  Chatman,  all  of  Lubbock,  and 
Valton  Chatman  of  Los  Angeles, 
Calif.;  and  one  granddaughter. 


DR.  F.  A.  ALLIN 

San  Antonio  physician,  Dr.  Fred- 
erick A.  Allin,  93,  died  there  on 
Feb.  22,  1967.  Cause  of  death  was 
carcinoma  of  cecum,  fistula  and 
metastases  to  peritoneum,  and  pneu- 
monia. 

He  was  born  June  9,  1874,  in 
Guildhall,  Vt.,  the  son  of  Ellery 
Kent  and  Ellen  Larkin  Allin.  He 
attended  public  school  in  New  Jer- 
sey, and  was  graduated  from  New 
York  University  Medical  College  in 
1897.  He  practiced  in  New  Jersey 
and  New  Hampshire  before  moving 
to  Texas  in  1912. 

An  honorary  member  of  the  Tex- 
as Medical  Association,  he  was  a 
member  of  Bexar  County  Medical 
Society  and  the  American  Medical 
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Association.  A 32nd  degree  Scot- 
tish Rite  Mason,  he  was  a member 
of  the  Alzafar  Shrine  and  San  An- 
tonio Lodge  No.  1079,  AF  & AM. 

Survivors  include  his  wife,  Em- 
ma Beck  Allin,  and  two  sons,  Dr. 
Willis  W.  Allin  of  San  Antonio,  and 
Ellery  K.  Allin  of  Dover,  N.J.;  two 
granddaughters  and  four  great 
granddaughters. 


DR.  C.  M.  COVINGTON 

Dr.  Charles  McCallister  Coving- 
ton, 76,  died  Dec.  3,  1966,  in 
Orange,  Tex.,  of  a cerebral  hemor- 
rhage. 

He  had  practiced  in  the  Texas 
towns  of  Inez,  Montgomery,  Plant- 
ersville,  Alto,  Austin,  and  Rusk 
before  moving  to  Orange  in  1945. 

He  was  born  on  Sept.  11,  1890, 
in  Greenville,  Tex.,  the  son  of 
Azzie  and  Sallie  McCallister  Cov- 
ington. He  attended  Granger  High 
School  in  Granger,  Tex.,  Texas 
A & M University,  and  was  grad- 
uated in  1913  from  Baylor  Univer- 
sity College  of  Medicine,  then  lo- 
cated in  Dallas.  His  internship  was 
served  at  Baylor  University  Hos- 
pital in  Dallas. 

Dr.  Covington  was  a lieutenant 
in  the  US  Army  Medical  Corps 
during  World  War  I. 

He  was  a member  of  Orange 
County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  He  was  a past 
president  of  Orange  County  Medi- 
cal Society.  He  was  a member  of 
the  Masonic  Lodge,  Royal  Arch, 
Past  Monarch  of  the  Ibis  Grotto, 
and  belonged  to  Ben  Hur  Shrine. 
Dr.  Covington  was  a member  of  the 
First  Baptist  Church  in  Orange. 

His  wife,  the  former  Aline  Spiv- 
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ey,  whom  he  married  on  April  21, 
1929,  in  San  Augustine,  Tex.,  sur- 
vives. Other  survivors  are  two 
daughters,  Mrs.  Rosemary  Dias  of 
Beaumont  and  Mrs.  Sarah  Ann 
Barrett  of  Orange;  and  two  sisters, 
Mrs.  Val  Buck  and  Miss  Nina  Cov- 
ington of  Round  Rock,  Tex. 


DR.  G.  M.  HILLIARD,  JR. 

Jacksonville  internist,  Dr.  George 
McIntosh  Hilliard,  Jr.,  died  Feb.  16, 
1967,  in  Methodist  Hospital  in 
Houston.  Cause  of  death  was  acute 
myocardial  infarction.  He  was  61. 

Bom  on  Dec.  5,  1905,  in  Canton, 
Tex.,  he  was  the  son  of  George  Mc- 
Intosh and  Ella  Thompson  Hilliard. 
He  attended  schools  in  Canton,  and 
received  a bachelor  of  science  de- 
gree from  North  Texas  State  Uni- 
versity at  Denton.  In  1936  he  was 
graduated  from  Baylor  University 
College  of  Medicine.  He  served  his 
internship  at  Baylor  University 
Hospital  in  Dallas  and,  on  comple- 
tion, was  appointed  to  the  faculty 
of  Baylor  University  College  of 
Medicine  in  the  Department  of 
Anatomy.  Following  this  assign- 
ment he  served  as  medical  director 
of  Baylor  University  Hospital  and 
later  was  appointed  hospital  ad- 
ministrator. 

Dr.  Hilliard  then  entered  the  US 
Army  where  he  served  at  Brooke 
Army  Hospital  at  Fort  Sam  Hous- 
ton, Tex.,  and  in  the  European 
theater  of  operations.  In  1946  he 
was  discharged,  having  attained  the 
rank  of  lieutenant  colonel. 

He  had  practiced  in  Jacksonville 
since  1946  where  he  was  a senior 
partner  of  the  Travis  Clinic  and 
was  on  the  staff  of  the  Nan  Travis 
Memorial  Hospital. 

A past  president  of  Cherokee 
County  Medical  Society,  Dr.  Hil- 
liard served  on  the  Texas  Medical 
Association’s  Committee  on  Rural 
Health  and  as  a delegate  to  TMA 
from  Cherokee  County.  He  also  be- 
longed to  the  American  Medical  As- 
sociation, Texas  Rheumatism  Asso- 
ciation, Texas  Heart  Association, 
and  the  Association  of  American 
Physicians  and  Surgeons,  Inc.  He 
had  been  a member  of  the  State 
Board  of  Vocational  Nurse  Exam- 
iners. 

Dr.  Hilliard  was  a past  president 
of  the  Kiwanis  Club  of  Jacksonville, 
and  had  been  a director  of  the  Jack- 
sonville Chamber  of  Commerce.  He 
was  a Scottish  Rite  Mason  and  a 
Shriner,  and  belonged  to  Phi  Alpha 
Sigma  medical  fraternity,  and  Alpha 


Omega  honorary  medical  fraternity. 
He  was  a member  of  the  Central 
Baptist  Church  in  Jacksonville. 

On  Sept.  9,  1928,  Dr.  Hilliard  and 
Irby  O.  McKenzie  of  Grand  Saline, 
Tex.,  were  married  in  Dallas.  She 
survives  as  do  two  sons,  Dr.  George 
M.  Hilliard,  III,  of  Longview,  Tex.; 
and  James  Robert  Hilliard,  a law 
student  at  Baylor  University  in 
Waco;  and  a daughter,  Mrs.  Sally 
Shank  of  Dallas. 


DR.  J.  W.  MAJOR 

Dr.  John  William  Major,  44,  died 
on  Jan.  22,  1967,  at  his  home  in 
Nocona,  Tex.  He  had  been  in  gen- 
eral practice  there  since  1948.  Cause 
of  death  was  a dissecting  aneurysm 
of  the  aortic  arch. 

Bom  May  12,  1922,  in  Hearne, 
Tex.,  he  was  the  son  of  David  M. 
and  Leta  E.  Allen  Major.  His  pre- 
liminary education  was  obtained 
in  schools  in  Bowie,  Tex.  At  the 
age  of  15,  he  entered  John  Tarleton 
Agricultural  College,  now  Tarleton 
State  College,  in  Stephenville,  Tex., 
and  completed  premedical  work  at 
North  Texas  State  Teachers  Col- 
lege, now  North  Texas  State  Uni- 
versity, in  Denton,  Tex. 

Dr.  Major  attended  Baylor  Uni- 
versity College  of  Medicine,  then 
located  in  Dallas,  and  was  gradua- 
ted from  Southwestern  Medical 
School  in  Dallas  in  1944.  He  served 
an  internship  at  John  Peter  Smith 
Hospital,  and  a residency  at  All 
Saints  Hospital,  both  in  Fort 
Worth. 

Dr.  Major  served  in  the  US  Army 
Medical  Corps  in  the  United  States 
and  in  Germany  from  1943  to  1947. 
He  attained  the  rank  of  captain. 

He  was  a member  of  Clay-Mon- 
tague-Wise  Counties  Medical 
Society,  Texas  Medical  Association, 
American  Medical  Association,  and 
American  Academy  of  General 
Practice.  He  belonged  to  Alpha  Pi 
Alpha  and  Alpha  Omega  Alpha 
(both  honorary  medical  fraternities) 
and  Theta  Kappa  Psi  medical  fra- 
ternity. 


A past  president  and  past  secre- 
tary of  Clay-Montague-Wise  Coun- 
ties Medical  Society,  he  was  also  a 
past  president  of  the  Rotary  Club 
and  was  city  councilman  in  Nocona 
for  five  years,  serving  as  mayor 
pro  tern  part  of  that  time.  He  be- 
longed to  the  First  Methodist 
Church  in  Nocona.  He  and  two  of 
his  brothers  had  founded  the  Major 
Clinic  Hospital,  and  his  parents 
had  donated  the  building. 

On  Feb.  18,  1945,  Dr.  Major  and 
Barbara  Ann  Smith  were  married 
in  Coalgate,  Okla.  She  survives  as 
do  two  daughters,  Diane,  a senior 
at  The  University  of  Texas  at 
Austin,  and  Mary  Jane  of  Nocona; 
two  sons,  Bill  and  Brace,  both  of 
Nocona;  his  mother,  Mrs.  D.  M. 
Major  of  Bowie;  three  brothers,  Dr. 
A.  D.  Major  of  Nocona,  Dr.  R.  A. 
Major  of  San  Francisco,  and  Mil- 
lard H.  Major  of  Corpus  Christi. 


DR.  R.  E.  MANN 

Dr.  Robert  Earl  Mann,  73,  died 
Jan.  9,  1967,  in  a Pleasanton  Hos- 
pital. Cause  of  death  was  acute 
pulmonary  edema  due  to  coronary 
artery  heart  disease. 

He  was  bom  on  Dec.  1,  1893,  in 
Baird,  Tex.,  the  son  of  Rutillious 
and  Winnie  Rutherford  Mann.  In 

1916  he  received  a degree  in  phar- 
macy. He  attended  Texas  Christian 
University  Medical  Department 
from  1916  to  1917,  St.  Louis  Uni- 
versity School  of  Medicine  from 

1917  to  1918,  and  received  his  med- 
ical degree  from  Baylor  University 
College  of  Medicine  in  1920.  After 
interning  at  Parkland  Memorial 
Hospital  in  Dallas,  he  practiced 
in  Weatherford,  Tex.,  for  two 
years,  and  Pleasanton  for  six 
years.  He  then  served  residencies 
in  diseases  of  the  eye,  ear,  nose, 
and  throat  at  Tulane  University 
Charity  Hospital  in  New  Orleans, 
Cook  County  Hospital  in  Chicago, 
and  New  York  Eye  & Ear  Infirm- 
ary in  New  York  City. 

After  his  residencies,  he  prac- 
ticed in  Laredo,  Tex.,  for  seven 
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years  and  returned  to  Pleasanton 
in  1938.  He  retired  in  1958. 

Dr.  Mann  was  a past  president 
of  Atascosa  County  Medical  Soci- 
ety, an  honorary  member  of  Texas 
Medical  Association,  and  a member 
of  American  Medical  Association. 
While  in  Laredo,  he  served  as  pres- 
ident of  Webb-Zapata-Jim  Hogg 
Counties  Medical  Society  and  pres- 
ident of  the  staff  of  Mercy  Hospi- 
tal. He  belonged  to  Phi  Chi  medi- 
cal fraternity. 

Dr.  Mann  was  a member  of  the 
Church  of  Christ  in  Pleasanton.  He 
belonged  to  the  Southwestern  Cat- 
tle Raisers  Association,  Red  Angus 
Association  of  America,  Optimist 
Club,  and  American  Legion. 

Survivors  include  his  wife,  Vel- 
ma Dossey  Mann,  whom  he  mar- 
ried on  July  27,  1916,  in  San  An- 
tonio; two  daughters,  Mrs.  Evelyn 
M.  Scott  of  Pleasanton,  and  Mrs. 
Earlene  Vynalek  of  San  Antonio; 
a sister,  Mrs.  Vivian  Fuller  of 
Pleasanton;  one  grandchild,  and 
two  great-grandchildren. 


DR.  0.  P.  MOFFITT,  JR. 

(At  the  request  of  the  widow  of 
Dr.  Moffitt,  only  an  abbreviated 
obituary  notice  is  printed  herein.) 

0.  PEYTON  MOFFITT,  JR., 
otorhinolaryngologist,  Aug.  20, 
1914-Feb.  6,  1967. 


DR.  0.  S.  MOORE 

Eighty-seven-year-old,  Dr.  Oliver 
S.  Moore,  died  Feb.  11,  1967,  in  San 
Antonio.  Cause  of  death  was  hepa- 
toma of  the  liver,  and  arterio- 
sclerosis. 

Born  May  16,  1879,  in  Clarksville, 
Tex.,  he  was  the  son  of  James  W. 
and  Leannah  Oliver  Moore.  His  pre- 
liminary education  was  received  in 
Detroit  and  Rosalie,  Tex.  He  was 
graduated  from  The  University  of 
Texas  Medical  Branch  at  Galveston 
in  1911.  He  interned  at  Southern 
Pacific  Hospital  in  Houston. 

He  practiced  in  Burton,  Tex.,  be- 
fore moving  to  San  Antonio  in  1926. 
While  in  Burton,  he  was  president 


DR.  MOORE 


of  Washington  County  Medical  So- 
ciety. 

Dr.  Moore  and  Mary  Ann  Froebel 
of  San  Antonio  were  married  on 
Aug.  6,  1913,  in  Brenham,  Tex. 

He  was  a member  of  the  staffs 
of  the  Santa  Rosa  Medical  Center 
and  Baptist  Memorial  Hospital  in 
San  Antonio. 

Dr.  Moore  belonged  to  the  Bexar 
County  Medical  Society  and  Ameri- 
can Medical  Association,  and  was 
an  honorary  member  of  the  Texas 
Medical  Association. 

He  belonged  to  the  Presbyterian 
church  and  was  a Mason.  . 

Dr.  Moore  is  survived  by  his 
wife;  one  son,  Dr.  Oliver  S.  Moore, 
Jr.;  five  sisters,  Mrs.  R.  E.  Thomp- 
son of  Navasota,  Tex.,  and  Mrs. 
Edna  King,  Mrs.  C.  M.  White, 
Mrs.  C.  C.  Cockrell,  and  Mrs.  Mary 
Reed,  all  of  Clarksville;  three 
grandchildren;  and  one  great 
grandchild. 

DR.  J.  F.  ROBERSON 

Pioneer  physician,  Dr.  John 
Franklin  Roberson,  93,  died  on  Jan. 
30,  1967,  in  Harris  Hospital  in 
Fort  Worth.  He  practiced  in  Gor- 
don, Tex.,  from  1912  until  his  re- 
tirement in  1964. 

Dr.  Roberson  was  born  July  12, 
1873,  in  Mount  Hope,  Ala.  He  at- 
tended State  Normal  College  in 
Florence,  Ala.,  and  was  graduated 
from  Gate  City  Medical  College  in 
Dallas,  in  May,  1907.  He  practiced 
in  Navarro  County,  Tex.,  before 
moving  to  Gordon. 

An  honorary  member  of  the  Tex- 
as Medical  Association,  he  belonged 
to  Palo  Pinto-Parker  Counties  Med- 
ical Society  and  the  American  Med- 
ical Association. 

He  belonged  to  the  First  Method- 
ist Church  in  Gordon. 

On  July  11,  1913,  he  married 
Jennie  Lillian  Cozzens  in  Palo 
Pinto,  Tex.  She  died  May  1,  1955. 

Survivors  are  three  sons,  Joe  F. 
Roberson  of  Pampa;  Clyde  Rober- 
son of  Milwaukee,  Wis.;  and  Frank 
Roberson  of  Corsicana;  one  daugh- 
ter, Mrs.  Joe  M.  Green,  Jr.,  of 
Houston,  and  one  sister,  Mrs.  Kate 
Cunningham  of  Alabama. 


DR.  ROY 


DR.  H.  L.  ROY,  JR. 

Dr.  Harry  Lee  Roy,  Jr.,  46, 
Houston  psychiatrist,  died  after 
his  airplane  crashed  over  San 
Francisco  Bay  on  Jan.  30,  1967. 
Dr.  Norman  J.  Wilson,  also  a 
psychiatrist  in  Houston,  is  missing 
after  this  same  airplane  accident. 

Dr.  Roy  was  a member  of  Harris 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  American 
Psychiatric  Association,  and  Hous- 
ton Psychiatric  Society. 

The  son  of  Harry  Lee  and  Effie 
Lee  Goddard  Roy,  he  was  bom  on 
Feb.  24,  1920,  in  Sweetwater, 
Tenn.  He  attended  schools  in  Wel- 
lington, Tex.,  and  was  graduated 
from  Baylor  University  in  Waco 
in  1947.  His  medical  degree  was 
from  Baylor  University  College  of 
Medicine.  He  served  internship 
and  residency  at  Veterans  Admin- 
istration Hospital  in  Houston. 

Dr.  Roy  had  served  as  a pilot  in 
the  US  Air  Force  from  1942  until 
1946  and  again  in  1950. 

He  was  a member  of  Second 
Baptist  Church  in  Houston,  and 
the  Spring  Branch  Rotary  Club. 

Dr.  Roy  and  Mildred  Ellen  Ham- 
mond of  St.  Joseph,  Mo.,  were  mar- 
ried on  July  16,  1942,  in  Welling- 
ton, Tex.  She  survives,  as  do  three 
daughters,  Leigh  Ellen,  Regina 
Anne,  and  Tammy  Jane,  all  of 
Houston;  his  father,  Harry  L.  Roy, 
Sr.,  of  Athens,  Tenn.;  two  sisters, 
Mrs.  Wilson  Dobbins  of  Amarillo, 
and  Mrs.  Glenn  Roberts  of  Sacra- 
mento, Calif.;  four  brothers,  Elmer 
Roy  and  Leon  Roy,  both  of  Athens, 
Tenn.,  The  Rev.  Claude  Roy  of 
Battle  Creek,  Mich.,  and  Alvin  Roy 
of  Kansas  City,  Mo. 


DR.  ROBERSON 


DR.  C.  McCASLAND 

Dr.  Clifford  McCasland,  74,  died 
Jan.  15,  1967,  in  Channelview,  Tex. 

The  son  of  Dr.  Jefferson  N.  and 
Woodie  Tyson  McCasland,  he  was 
bom  Dec.  19,  1892,  in  Bright  Star, 
Ark.  He  attended  public  schools  in 
Lassater,  Tex.,  and  East  Texas 
State  Teachers  College  in  Corn- 
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merce,  now  East  Texas  State  Col- 
lege. He  also  attended  Southern 
Methodist  University  in  1911  and 
1912.  He  was  graduated  from  St. 
Louis  College  of  Physicians  and 
Surgeons  in  1915.  After  graduation, 
he  returned  to  Lassater  and  began 
practicing  with  his  father.  He  prac- 
ticed in  the  Texas  towns  of  Karnack 
and  New  Waverly  before  going  to 
Groveton,  Tex.,  in  1925  where  he 
remained  until  1942.  He  practiced 
in  Houston  for  a year,  Beaumont 
for  four  years,  and  Sierra  Blanca, 
Tex.,  for  three  years.  In  1950  he 
moved  to  Highlands  where  he  prac- 
ticed until  June,  1964,  when  he  re- 
tired. He  moved  to  Channelview  in 
June,  1965. 

A member  of  Harris  County  Med- 
ical Society  and  Texas  Medical  As- 
sociation for  many  years,  he  was 
elected  to  inactive  membership  in 
Texas  Medical  Association  in  1963. 
He  belonged  to  American  Medical 
Association,  Houston  Academy  of 
Medicine,  Ninth  District  Medical 
Society,  Texas  Academy  of  General 
Practice,  American  Academy  of 
General  Practice,  and  Postgradu- 
ate Medical  Assembly  of  South 
Texas. 

Dr.  McCasland  was  a member  of 
the  Masonic  bodies  of  AF  & AM 
Sampson  Lodge  in  Highlands,  R 
& SM  Park  Place  Council  in  Hous- 
ton, and  Arabia  Temple  in  Hous- 
ton. He  enjoyed  as  hobbies  wood- 
working and  taming  and  training 
small  monkeys. 

Dr.  McCasland  and  the  former 
Sadie  Leona  Sheffield  were  mar- 
ried on  Sept.  3,  1916,  in  Lassater, 
Tex.  Mrs.  McCasland  survives, 
along  with  two  daughters,  Mrs. 
Woodie  McCasland  of  New  Orleans 
and  Mrs.  Freda  Brunson  of  Chan- 
nelview. 


DR.  W.  A.  SMITH 

Dr.  William  Asbury  Smith,  68, 
was  dead  on  arrival  at  Baptist 
Hospital  in  Beaumont  on  Feb.  7, 
1967.  He  had  practiced  dermatol- 
ogy in  Beaumont  since  1925. 

He  was  a founder  of  the  Beau- 
mont Venereal  Disease  Clinic  and 
the  Jefferson  County  Medical  So- 
ciety Tumor  Clinic.  He  also  worked 
for  the  establishment  of  the  Beau- 
mont Municipal  Hospital  in  Beau- 
mont and  in  all  programs  of  medi- 
cal aid  to  indigent  persons. 

Born  Feb.  16,  1898,  in  Belton, 
Tex.,  he  was  the  son  of  William  A. 
and  Georgia  White  Smith.  His 
family  moved  to  Galveston  when 
he  was  very  young,  and  he  attend- 


ed schools  thei'e.  He  attended  The 
University  of  Texas  before  joining 
the  US  Army  during  World  War  I. 
When  he  returned,  he  entered  Rice 
Institute.  He  was  graduated  from 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  1923  and 
interned  at  the  New  York  Skin 
and  Cancer  Unit  in  New  York 
City. 

Dr.  Smith  had  received  citations 
for  his  civic  work  from  the  Civitan 
Club,  Beaumont  Section  of  the  Na- 
tional Council  of  Jewish  Women, 
and  the  American  Legion.  He  re- 
ceived the  Optimist  Award  in  1948. 

He  had  been  a past  commander 
and  lifetime  member  of  American 
Legion  Post  33,  and  past  president 
of  the  board  of  Boy’s  Haven. 

A Mason  and  a Shriner,  he  had 
belonged  to  the  Beaumont  Rotary 
Club,  Round  Table  Club,  Beaumont 
Club,  and  Beaumont  Chamber  of 
Commerce. 

A past  president  of  the  Jeffer- 
son County  Medical  Society,  he 
had  also  served  as  president  of  the 
Texas  Dermatological  Society.  He 
belonged  to  the  Texas  Medical  As- 
sociation, American  Medical  Asso- 
ciation, and  Southern  Medical  As- 
sociation. 

The  former  Julia  Crockett  of 
Oneida,  N.Y.,  whom  he  married  on 
Aug.  19,  1925,  in  Oneida,  survives. 
Other  survivors  are  a son,  Sam  O. 
Smith  of  Houston;  two  daughters, 
Mrs.  Edwin  J.  Terry  and  Dr.  Helen 
Shoemake,  both  of  Beaumont ; 
three  sisters,  Mrs.  Agnes  Lightfoot 
of  Beaumont,  Mrs.  Winnie  Gazley 
of  San  Diego,  Calif.,  and  Mrs. 
Owen  Stone  of  Mercedes,  Tex.,  and 
five  grandchildren. 

DR.  R.  W.  STANLEY 

Dr.  Ray  W.  Stanley,  45,  died  of 
cancer  on  Jan.  27,  1967,  in  Plains 
Memorial  Hospital  in  Dimmitt.  He 
had  returned  to  Dimmitt  in  Jan- 
uary after  spending  three  months 
in  New  Jersey  where  he  had  un- 
dergone treatment  and  sui-gery. 

A native  of  Hatboro,  Pa.,  he  was 
bom  Dec.  15,  1921,  the  son  of 
Frank  Ray  and  Minnie  Appel 
Stanley.  He  attended  schools  in 


Hatboro.  After  serving  seven 
years  in  the  US  Army,  he  entered 
Trinity  University  in  San  Antonio 
and  received  a bachelor  of  science 
degree  in  1954.  He  was  graduated 
from  The  University  of  Texas 
Southwestern  Medical  School  in 
Dallas  in  1959.  He  interned  at 
Santa  Rosa  Medical  Center  in  San 
Antonio.  He  practiced  in  San  An- 
tonio and  Houston  before  moving 
to  Dimmitt  in  1963  where  he  was 
owner  of  the  Dimmitt  Medical  and 
Surgical  Clinic. 

The  local  medical  examiner  for 
the  Federal  Aviation  Agency,  he 
was  a member  of  the  Aircraft 
Owners  and  Pilots  Association  and 
Flying  Physicians  Association. 

He  was  a member  of  the  Tierra 
Blanca  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association. 

Survivors  include  his  wife,  Vir- 
ginia, of  Dimmitt;  two  sons,  Ray, 
Jr.,  and  Martin  E.,  both  of  San  An- 
tonio ; a daughter,  Kathryn  Stan- 
ley of  San  Antonio;  his  mother, 
Mrs.  Florence  B.  Stanley,  of 
Bridgeton,  N.J.;  two  brothers, 
Walter  Stanley,  now  serving  in 
Vietnam,  and  Frank  Stanley  of 
Bridgeton,  N.J.;  and  a sister,  Mrs. 
E.  Thomas  Higgons,  also  of 
Bridgeton,  N.J. 

DR.  J.  H.  STEGER 

Dr.  Joseph  Hamilton  Steger,  58, 
died  Feb.  11,  1967,  in  a Fort  Worth 
hospital  after  a lengthy  illness.  He 
began  his  general  practice  in  Fort 
Worth  in  1933. 

Bom  on  Dec.  12,  1908,  in  Hand- 
ley,  Tex.,  he  was  the  son  of  Frank 
T.  and  Minnie  Bell  Wood  Steger. 
Dr.  Steger  attended  schools  in  Dal- 
las, and  did  premedical  study  at 
Southern  Methodist  University 
from  1928-1932.  His  medical  degree 
was  received  from  Baylor  Univer- 
sity College  of  Medicine,  then  lo- 
cated in  Dallas  in  1932.  He  interned 
at  Bradford  Memorial  Hospital  for 
Babies  and  Parkland  Memorial 
Hospital,  both  in  Dallas.  He  re- 
turned to  Southern  Methodist  Uni- 
versity and  received  a bachelor  of 
science  degree  in  1949. 
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In  1940  Dr.  Steger  was  called  to 
active  duty  in  the  US  Army.  He 
served  in  the  United  States,  Aus- 
tralia, New  Guinea,  and  at  three 
different  bases  in  the  Philippines 
before  he  was  discharged  in  1946. 
He  attained  the  rank  of  colonel 
during  his  service. 

An  honorary  member  of  the  Tex- 
as Medical  Association,  he  belonged 
to  the  Tarrant  County  Medical 
Society,  American  Medical  Associa- 
tion, World  Medical  Association, 
Association  of  American  Physicians 
and  Surgeons,  and  Association  of 
Military  Surgeons  of  the  United 
States.  He  had  served  as  president 
of  the  Tarrant  County  Academy 
of  General  Practice  and  assembly 
chairman  of  Texas  Academy  of 
General  Practice,  and  had  belonged 
to  the  American  Academy  of  Gen- 
eral Practice. 

Dr.  Steger  belonged  to  the  Travis 
Avenue  Baptist  Church  and  served 
as  president  of  the  Tarrant  County 
Baptist  Associational  Brotherhood 
in  1957.  He  was  immediate  past 
chairman  of  the  Board  of  Trustees 
of  the  Southwestern  Baptist  Theo- 
logical Seminary  in  Fort  Worth  and 
had  served  on  this  board  for  ten 
years.  He  was  a past  president  of 
the  Kiwanis  Club  of  Fort  Worth, 
and  had  been  a member  and  past 
president  of  the  Tarrant  County 
Crime  Commission. 

On  July  7,  1937,  Dr.  Steger  and 
Helen  Presley  of  Fort  Worth  were 
married  there.  She  survives  as  do 
a daughter,  Mrs.  Neil  Oxford  of 
Fort  Worth,  and  a son,  Thomas 
Hamilton  Steger,  a student  at  San 
Marcos  Baptist  Academy;  and  a 
sister,  Mrs.  Nita  Dillard  of  Duncan- 
ville. 

DR.  G.  A.  STEWART 


Virginia  in  Richmond.  He  received 
a fellowship  in  aviation  medicine 
research  from  the  University  of 
Virginia  School  of  Medicine  before 
he  interned  at  the  Medical  College 
of  Virginia. 

Dr.  Stewart  served  in  the  US 
Navy  Medical  Corps  from  1943  to 
1946.  He  practiced  in  McComas, 
W.  Va.,  for  one  year  before  serv- 
ing a residency  in  pediatrics  at  the 
University  of  Michigan  Medical 
School  in  Ann  Arbor.  In  1949  he 
began  his  practice  in  Fort  Worth. 

He  belonged  to  the  Tarrant 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  Alpha  Omega 
Alpha  honorary  medical  fraternity 
and  Phi  Rho  Sigma  medical  frater- 
nity. He  was  a diplomate  of  the 
American  Board  of  Pediatrics,  a 
fellow  of  the  American  Academy 
of  Pediatrics,  and  a member  of  the 
Texas  Pediatric  Society. 

Dr.  Stewart  was  the  first  presi- 
dent of  the  Fort  Worth  Camellia 
Society,  and  a member  of  River- 
crest  Country  Club. 

Survivors  of  Dr.  Stewart  include 
his  wife,  the  former  Frances 
Chambliss  Drewry;  three  daugh- 
ters, Mrs.  Bruce  Stewart  and  Mrs. 
Rives  DeBlazio,  both  of  Fort 
Worth,  and  Miss  Marion  Stewart 
of  New  Orleans;  two  sons,  George 
Albert  Stewart,  Jr.,  and  William 
Drewry  Stewart,  both  of  F ort 
Worth;  four  brothers,  Frederick 
Stewart  of  Franklin,  Va.,  Robert 
Louis  Stewart  and  John  Norman 
Stewart,  both  of  Norfolk,  Va.,  and 
Donald  Stewart  of  Victoria,  Va. ; 
and  four  sisters,  Mrs.  John  Lar- 
mour  of  St.  Brides,  Va.,  Mrs.  H.  C. 
Comer  of  Pittsburgh,  Pa.,  Mrs. 
Irving  Hill  of  Norfolk,  Va.,  and 
Mrs.  Coleman  McGehee  of  Alexan- 
dria, Va. 


DR.  TREVINO 


staffs  of  the  Santa  Rosa  Medical 
Center,  Robert  B.  Green  Memorial 
Hospital,  St.  Benedict’s  Hospital, 
and  Baptist  Memorial  Hospital. 

Bom  Feb.  11,  1906,  at  Piedras 
Negras,  Coahuila,  Mexico,  he  was 
the  son  of  Indalecio  and  Mercedes 
Revilla  Trevino.  He  attended 
schools  in  Eagle  Pass,  Tex.,  and 
The  University  of  Texas.  In  1933, 
he  was  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston,  and  began  his  internship 
at  Robert  B.  Green  Memorial  Hos- 
pital in  San  Antonio. 

Dr.  Trevino  served  as  captain  in 
the  US  Medical  Corps  during  World 
War  II. 

A member  of  Bexar  County  Med- 
ical Society,  he  belonged  to  the 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Texas 
Heart  Association,  American  Dia- 
betes Association,  and  the  Texas 
Society  on  Aging.  He  had  served  as 
president  of  the  San  Antonio  Club 
of  Internal  Medicine. 

Dr.  Trevino  was  a Catholic.  He 
also  belonged  to  the  Optimist  Club. 

Dr.  Trevino  and  Hortensia  Mon- 
temayor  were  married  on  Dec.  27, 
1936,  at  Piedras  Negras.  She  sur- 
vives, as  do  a son,  Dr.  Saul  G. 
Trevino  of  New  Orleans;  three 
daughters,  Mrs.  Joseph  Bozada,  and 
Mrs.  Alfred  Flores,  Jr.,  both  of  San 
Antonio,  and  Mrs.  Rolando  Arizpe 
of  Piedras  Negras;  two  sisters,  Mrs. 
Rosa  Villa  of  Mexico  City,  and  Miss 
Livia  Trevino  of  Piedras  Negras; 
and  four  brothers,  Indalecio  Tre- 
vino and  Dario  Trevino  of  Mexico 
City,  Lino  Trevino  of  Chicago,  111., 
and  Ubaldo  Trevino  of  San  Diego, 
Calif. 

DR.  NORMAN  J.  WILSON 


Fort  W o r t h pediatrician,  Dr. 
George  Albert  Stewart,  51,  died  of 
coronary  atherosclerosis,  on  Dec. 
17,  1966,  at  his  home  in  Fort 
Worth. 

A native  of  Norfolk,  Va.,  Dr. 
Stewart  attended  the  Norfolk  Di- 
vision of  the  College  of  William 
and  Mary.  In  1941  he  was  graduat- 
ed from  the  Medical  College  of 


DR.  S.  S.  TREVINO 

San  Antonio  internist,  Dr.  Saul 
Trevino,  60,  died  Dec.  14,  1966,  at 
St.  Luke’s  Episcopal  Hospital  in 
Houston. 

Founder  of  the  San  Antonio  Dia- 
betic Clinic,  he  had  practiced  in  San 
Antonio  since  1933.  He  was  on  the 


Dr.  Norman  J.  Wilson,  Houston 
psychiatrist,  is  missing  and  pre- 
sumed dead  following  an  airplane 
accident  over  San  Francisco  Bay 
on  Jan.  30,  1967.  Dr.  H.  L.  Roy, 
Jr.,  also  of  Houston,  was  also  on 
the  crashed  airplane.  Dr.  Roy’s 
death  has  been-  verified,  and  his 
obituaiy  appears  in  this  section  of 
Texas  Medicine. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 
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'POLYSPORINt 

POLYMYXIN  B BACITRACB 

OINTMENT 

Wp  prevent  infection  ii 
Wns#  and  abrasion? 
aid  in  healing. 


For  the  taste 
you  never 

get  tired  of. 
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TEXAS  MEDICINE 


(meclizine  HCI,  niacin) 


Tablets;  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients3 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere's  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg. /kg. /day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t i d just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neob 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 
Vitamin  A (acetate)  . . 

Vitamin  D (ergocalciferol,  U.S.P.) 


0.5  mg. 
0.5  mg. 
0.5  mg 
50  mg. 
5 mg. 
5 I.U. 
5 mg. 
0.033  mg. 
0.066  mg. 
0.33  mg. 
0.33  mg. 

2 mg. 
0.05  mg. 
1.66  mg 
0.4  mg. 

3,40  mg. 

1 meg. 
50  mg 

50  mg. 

1 .0  mg. 
0.006  mg. 


, as 


Vitamin  Bi  (thiamine  mononitrate,  U.S.P.) 

Vitamin  82  (riboflavin,  U.S.P.) 

Vitamin  B*  (pyridoxine  HCI,  U.S.P.) 

Niacinamide,  U.S.P. 

Calcium  pantothenate,  U.S.P. 

Vitamin  E (di-alpha  tocopheryl  acetate) 

Rutin 

Cobalt  (from  cobalt  sulfate) 

Molybdenum  (from  sodium  molybdate) 

Copper  (from  copper  sulfate) 

Manganese  (from  manganese  sulfate) 

Magnesium  (from  magnesium  sulfate) 

Iodine  (from  potassium  iodide) 

Potassium  (from  potassium  sulfate) 

Zinc  (from  zinc  sulfate) 

(2)  Hematopoietic  Factors 
Iron  (from  ferrous  sulfate) 

Vitamin  B 1 2 (cobalamin  concentrate,  N.F 

Stablets®) 

Vitamin  C (ascorbic  acid,  U.S.P.) 

(3)  Digestive  Enzyme 
Pancreatic  substance 

(4)  Gonadal  Hormones 
Methyltestosterone,  N.F. 

Ethinyl  Estradiol,  U.S.P. 

(5)  Amino  Acids 
L-lysine  (monohydrochloride) 

L-Glutamic  acid 
‘Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO  . INC 
NEW  YORK.  N Y 10017 


50  mg 
30  mg 


2000  U.S.P.  units 
200  U.S.P.  units 


The  battle  with  bacteria:  cystitis 


Artist's  conception  of  cystoscopic  view  of 
bladder  showing  congested  blood  vessels 
and  edema  around  ureteral  orifice. 


consider  Gantanoi  (sulfamethoxazole) 


For  vigorous  treatment  of 
G.U.  infections  before  the  in- 
vaders become  entrenched . . . 

Gantanoi  (sulfamethoxazole) 
offers  a comprehensive  spec- 
trum of  antibacterial  ef- 
fectiveness against  most 
common  gram-negative  as 
well  as  gram-positive  invad- 
ers. In  addition,  it  provides 
satisfactory  concentrations  in 
the  blood  and  urine  with  ready  diffusion  into  inter- 
stitial fluids  for  antibacterial  activity  at  foci  of  bacterial 
invasion. 

High  antibacterial  activity  against  E.  coli  and  other  com- 
mon urinary  pathogens. . .A  review  of  153  cases  of  acute 
G.U.  infections  reported  in  the  literature  shows  that 


90%  responded  to  Gantanoi  (sulfamethoxazole),  with 
over  one-half  of  these  patients  showing  excellent  relief 
of  symptoms.1'2  Even  in  stubborn  chronic  G.U.  infec- 
tions, almost  60%  of  450  patients  improved  on  Gantanoi 
(sulfamethoxazole),  including  many  who  had  not  re- 
sponded to  other  antibacterials.1'6 

Generally  uncomplicated  therapy  enhances  the  favor- 
able clinical  results... Of  the  total  686  patients  from 
the  studies  cited,1'6  only  three  discontinued  therapy  be- 
cause of  side  effects.  Most  of  the  side  effects  reported 
(approximately  3%)  were  mild  and  included  nausea 
and/or  vomiting,  skin  rash,  dizziness,  headache,  gas- 
tritis, generalized  uneasiness  and  itching.1'6 

1.  Peters,  J.  H.:  J.  Urol.,  87:747,  1962.  2.  Draper,  J.  W„  et  at.:  South.  M.  J., 
57:920,  1964.  3.  Stewart,  B.  L.:  J.  Urol.,  87:491,  1962.  4.  Hagstrom,  R.  S.: 
Rocky  Mountain  M.  J.,  59: (2),  37,  1962.  5.  Arnold,  J.  H : Clin.  Med.,  71: 552, 
1964.  6.  Nelson,  C.  G.:  Colorado  GP,  3:( 3),  2,  1961. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Contraindicated  in  sulfonamide-sensitive  patients, 
pregnant  females  at  term,  premature  infants,  or  new- 
born infants  during  first  three  months  of  life. 

Warnings:  Use  only  after  critical  appraisal  in  patients 
with  liver  damage,  renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  If  toxic  or  hypersensitivity  reac- 
tions or  blood  dyscrasias  occur,  discontinue  therapy.  In 
intermittent  or  prolonged  therapy,  blood  counts  and 
liver  and  kidney  function  tests  should  be  performed. 

Precautions:  Observe  usual  sulfonamide  therapy  pre- 
cautions, including  maintenance  of  an  adequate  fluid 
intake.  Use  with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with  impaired  renal 
function  should  be  followed  closely  since  renal  impair- 
ment may  cause  excessive  drug  accumulation.  Occa- 
sional failures  may  occur  due  to  resistant  microorgan- 
isms. Not  effective  in  virus  or  rickettsial  infections. 

Adverse  Reactions:  Headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancreatitis,  blood  dyscra- 
sias, neuropathy,  drug  fever,  skin  rash,  Stevens-John- 


son  syndrome,  injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  or  crystal luria  may  oc- 
cur, in  which  case  the  dosage  should  be  decreased  or 
the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d. 
or  t.i.d.  depending  upon  severity  of  infection.  Children 
— 1 tablet/20  lbs  initially,  followed  by  Vz  tablet/ 20  lbs 
b.i.d. 

How  Supplied:  Tablets,  0.5  Gm,  bottles  of  50. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


when  there  are  bacterial  invaders 
in  the  bladder,  prostate  or  kidneys 

Gantanoi 

( sulfamethoxazole) 


Everyone  says  she’s  a barrel  of  fun 


But  what  does  she  think? 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  {300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetomine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate.-  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia,-  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  potients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,-  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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INFLAMMATION 


t 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  ( after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CH,0H 

i 


Hydrocortisone 


CHjOH 

i=0 


Fluocinolone  Acetonide 
(Synalar) 

□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 

17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1"4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


ABC 


The  Antigranuloma  Assay1-4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

*Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 
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For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


“A  steroid-nutritional  compound 
( Mediatric ) was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  <5:518  (Mar.)  1961. 


“Mediatric  (steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612  (Oct.)  1957. 


“Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 


Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins ) may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 
Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


> The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood"  uplift 
through  methamphetamine  HC1. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 

contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 


Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 
Each  MEDIATRIC  Tablet  or  Capsule  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin 2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

*Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  - MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017  • Montreal,  Canada 


6636 


In  peptic  ulcer... 

antacid 
therapy 

a 


new 


benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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TEXAS  MEDICINE 


Phenaphen 
with  Codeine 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (214  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


Vz  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 

Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

/WDOBINS 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


why  wonder  about  a drug 

whenyou  know  { 

BECLOMYCIN 

DEMETHVLCHLOErETBACYCLINE 

produces  l-2“extra”days’ activity 


Days  1 2 3 

duration  of  therapy,  tetracycline 


duration  of  activity,  tetracycline 


duration  of  therapy 

DECLOMYCIN  demethylchlortetracycline 


duration  of  activity 

DECLOMYCIN  demethylchlortetracycline 


II 


1-2  “extra” days'  activity 

after  the  last  dose  to  protect  against  relapse 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.Ld. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


After 

anorectal  surgery. . . 

METAMUCir 

brand  of  psyllium  hydrophilic  mucilloid 


Reduces  painful  strain*.. 

The  soft,  easily  propelled  bulk  created  by  Metamucil  al- 
lows comfortable  elimination  with  a minimum  of  effort 
and  irritation. 

• Softens  stools... 

Metamucil  absorbs  water  and  creates  a soft,  pliant  fecal 
mass  which  is  demulcent  to  mucosal  surfaces. 

• Relieves  irritation... 

Metamucil  provides  "smoothage”  to  prevent  the  forma- 
tion of  scybalous  concretions  and  to  lessen  painful  te- 
nesmus. 

• Encourages  healing... 

Softening  of  the  colonic  content  with  Metamucil  allays 
abrasive  pressure  and  congestion  at  denuded  postsurgical 
sites. 

• And  in  nonsurgical  conditions... 

Metamucil  minimizes  both  the  pressure  of  strain  on  per- 
ineal structures  and  the  physical  irritation  of  hard  masses 
on  local  lesions. 


Usual  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  powder  in  a glass  of 
cool  liquid,  or  one  packet  of  Instant  Mix  Metamucil  in  a glass 
of  water.  An  additional  glass  of  liquid  is  helpful. 

Metamucil  powder  contains  equal  amounts  of  refined,  purified 
psyllium  and  dextrose  furnishing  14  calories  and  a negligible 
amount  of  sodium  in  each  dose;  available  in  containers  of  4,  8 
and  16  ounces. 

Instant  Mix  Metamucil  furnishes  3 calories  and  0.25  Gm.  of 
sodium  in  each  dose;  available  in  cartons  of  16  and  30  single- 
dose packets. 


S EARLE 


Research  in  the  Service  of  Medicine 


Chicago,  Illinois  60680 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


700121 

SSte, 

Estolate 


( See  next  page  for  prescribing  information.) 
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Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha! 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutam 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  tl 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ai 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  toe 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecourj 
of  treatment  was  observed  in  one  patient  treated  with  Ilosoi 
and  in  two  patients  treated  with  penicillin.  Seven  other  patienj 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill 
group  showed  elevations  in  one  of  the  tests  at  some  time  durir 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infe 
tions.  Results  of  liver  function  tests  in  these  patients  were  cor 
parable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentai 
tract;  however,  the  normal  intestinal  gram-negative  bacteri 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  u 
of  erythromycin,  there  have  been  occasional  reports  of  urticari 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  boc 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  f< 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ar 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosa; 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftei 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  ■ 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  a 
recommended:  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatic 
before  receiving  antibiotics,  and  monthly  serologic  tests  shou 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  m 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalei, 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  21,7: 69,  19<' 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  12: 398,  196 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  239: 198,  i960. 


Additional  information  available  to  physicians  upon  request.  czZc&y 
Eli  Lilly  and  Company , Indianapolis , Indiana  U6206.  •** 
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BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


c 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( BSPD3 ) 


BALTIMORE,  MARYLAND  21201 


This  pain 

is  getting 
on  my 

nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that  offers 
more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  etho- 
heptazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety. 
And  skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and 
tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


tytf/ei 56 1 


Precautions:  Keep  out  of  reach  of  children.  Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons — as  ex-addicts,  alcoholics,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol 
tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  occur,  reduce  dose.  If  symptoms  persist, 
caution  patients  against  operating  machinery  or  driving.  Give  cautiously  to  patients  with  suicidal 
tendencies.  Treat  attempted  suicide  with  immediate  gastric  lavage  and  appropriate  supportive  therapy. 

Side  Effects : Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness  and  CNS  depression.  Overdosage  may  result  in  salicylate  intoxication.  Meprobamate 
rarely  causes  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angioedema,  bronchial  spasms, 
fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or  meprobamate. 

Composition : 150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


THINK 


One  of  hundreds 
of  TOWNE 

QUALITY  GENERICS. 


JfjwrJL. 


when  you  think 


GENERICS 


In  medicine  and  in  .pharmacy  only  the  BEST 
is  good  enough.  When  you  prescribe  generically 
specify  the  manufacturer's  name. 

Play  it  safe  . . . Specify  lawrjt. 

So  your  patient  will  consistently  receive 
the  highest  quality  and  uniformity. 


Product  List  available  on  recjuesl. 


PRESCRIPTION  PRODUCTS  DIVISION 


Towne,  Paulsen  & Company,  Inc. 

Pharmaceutical  Chemists  Monrovia,  California 


in  the  treatment  of 


Android 

(thyroid-androgen)  tablets 


® 


Effectiveness  confirmed  by  another  double  blind  study * 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


*“Sexunl  impotence  treatment  with  methyl  testosterone  - thyroid  ( ANDROID ) a 
double  blind  study ” - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAIND ICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 


of  reproductive  organs  in 
. hypertension  unless  the 


Choice  of  4 strengths 

Android  Android-HP 


Android-x  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . 2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


HICH  POTENCY 

Each  red  tablet  contains  : 

Methyl  Testosterone  . 5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  . 1 2.5  mg. 

Thyroid  Ext.  (1  gr.)  . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

PETER  TO 


^(BR(||^ 


PDR 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 

Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ...  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


uu-  . 


166 


TEXAS  MEDICINE 


The  “ORIGINAL” 

WILLIAMS  lumbo-sacral  flexion  back  brace — 
designed  by  Dr.  Paul  C.  Williams 

“To  reduce  the  lumbo-sacral  lordosis  and  thus  lift  the  weight  from 
the  posterior  vetebral  structures.  Permits  free  ant.  flexion  of  the 
lumbar  spine  but  prevents  extension  and  lateral  flexions.” 

Measurements 

1.  Chest  (about  4"  below  nipple  line) 

2.  Waist  (at  navel  line) 

3.  Pelvic  ( M>  distance  between  greatest  trocanter  and  crest  of  ilium) 

4.  Back  (seventh  cervical  spinous  process  to  the  prominence  of 
coccyx.) 

Orders  filled  at  the  request  of  members  of  the  profession  only. 

MILLER  BRACE  AND  SURGICAL  SUPPORT  COMPANY 

(Established  in  Dallas  since  1932) 

3902  Gaston  Avenue  P.  O.  Box  26181  Dallas,  Texas 


BOND  RADIOLOGICAL  GROUP 


Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Claude  Williams,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 


Fort  Worth 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
William  H.  Neil,  M.D.,  F.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
John  S.  Alexander,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 


Tom  B.  Bond,  M.D.,  F.A.C.R. 


1217  West  Cannon— ED  6-8627 

Oscar  L.  Morphis,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 
100  Medical  Tower — ED  6-8681 

Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery: 

L.  L.  Travis,  M.D. 

J.  S.  O'Hare,  M.D. 

R.  K.  Will  ms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 
Pathology : 

Harbert  Davenport,  Jr., 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology: 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston.  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS  & PEDIATRIC  CARDIOLOGY 
JOHN  W.  GRIFFIN,  M.D.,  FA.A.P.* 
ANDREW  L.  MEGARITY,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


*Diplomate  of  the  American  Board 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  1 5 %;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B6),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

N THE  WM.  S.  MERRELL  COMPANY 
Merrell  ) Division  of  Richardson-Merrell  Inc. 

s Cincinnati,  Ohio  45215 


f ■■  ^ a Space  is  available  to  TMA  members  at 

|%/l  /%  $6.50  per  column  inch  and  must  run 

JL  JL*  JL  JL  JL  six  months.  A discount  of  5%  is  allowed 

Huy  C 1 £ 1 k VI  C * copy  to  Advertising  Director,  1801  North 
" n I Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 

1 IJ  C f T D V line  is  the  25th  of  the  month  preceeding 

1 IV  C Vi  I \3  IV  ■ publication  month. 

Clinical  Laboratories 

Allergy 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  166,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77026 

JA  6-3281 

MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

FORT  WORTH  MEDICAL  LABORATORIES 
John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Avenue 

Fort  Worth,  Texas 

EDison  6-7137  P.  0.  Box  1118 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

PILCHER-SISSON  LABORATORY 

PATHOLOGY -CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  O.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  MJD. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston" 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatric  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd.;  F.A.A.C.I.A. 
Clinical  Allergy  and  Immunology 

Diplomate  of  The  American  Board  of  Clinical  Immunology 
and  Allergy 

2649  Procter  Street  Port  Arthur,  Texas 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

Anesthesiology 

NERVE  BLOCK  CLINIC  FOR 
THERAPEUTIC  AND  DIAGNOSTIC  BLOCKS 
DAVID  A.  ALMEYDA,  M.D. 
Anesthesiologist 

1419  Medical  Arts  Building  Tel.  CA  8-7345 

Houston,  Texas  77022 

HOUSTON 

EEG  LABORATORY 

1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 

EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 

811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena.  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories,  CA  6-5473 

Limited  to  ELECTROENCEPHALOGRAMS 

John  E.  Skogland.  M.D..  Ph.D..  Director 
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TEXAS  MEDICINE 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomat*  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 


109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4463 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


ERIC  G.  COMSTOCK,  M.D. 
Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  O.  Box  2565 

Houston,  Texas  77001 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 


Anatomic  Pathology 

Surgical  Pathology 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 


John  A.  Webb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 


704  The  Medical  Towers  Houston  25,  Texas 


Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone : TA  3-6912  Telephone : BL  3-8998 

Specimen  containers  on  request 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


lohn  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


THE  JOHNS  CLINIC  & HOSPITAL 

720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns.  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D..  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 

OTO-LARYNGOLOGY 

J.  Charles  Dickson.  M.D., 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.  D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 


GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

PSYCHIATRY 

Albert  Owers,  M.D. 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 


F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S. , F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Oph  thalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright.  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  MJ>. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves.  M.D. 
Jack  G.  Smith.  M.D. 

Clayton  A.  Travland,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D, 

ADMINISTRATOR 
B.  J.  Clark 


RUGELEY  AND  BLASINGAME  CLINIC 


Wharton,  Texas 
2100  North  Fulton  Street 


713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 

R.  B.  Caraway,  Jr.,  M.D. 
F.A.C.S. 

GENERAL  & THORACIC 
R.  E.  Goelzer.  M.D. 


DENTISTRY 

G.  C.  Shumbera.  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 
OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 
OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 
NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 
SURGERY  BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Internal  Medicine  & Diagnosis 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D,,  General  Practice 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
A.  B.  Cairns,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  FR  6-3700 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 


CORNERS  OFFICE 
CA  4-4632 


COUNTRY  CLUB 
7140  Baytree 
R.  B.  Curry,  M.D.,  General  Practice 
Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 

SURGERY  INTERNAL  MEDICINE 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 
AND  THE 

MALONE  AND  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Cardiovascular  Disease 

Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree.  M.D. 
Hugh  F.  Arnold,  M.D. 
Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan.  M.D. 
Thomas  G.  Vandivier.  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue.  M.D. 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift.  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 

Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


Dolph  L.  Curb.  M.D. 

W.  Tom  Arnold.  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 


Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D. 
Charles  P.  Eldridge,  M.D. 


CLINIC  OF  THE  SOUTHWEST 
6437  High  Star,  Houston,  Texas  PR  4-7671 


Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 


Rheumatology 

John  E.  Norris.  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
James  M.  Gray,  M.  D. 


OBSTETRICS  & GYNECOLOGY 
J.  L.  Deere,  M.  D. 

Loren  B.  Goss,  M.  D. 


PEDIATRICS 
John  R.  Dunn,  Jr.  M.  D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.  D. 

UROLOGY 

Glen  E.  Lewis,  M.  D. 

DENTISTRY 

Don  K.  Hamblen,  D.D.S. 

CONSULTING  RADIOLOGIST 
Neil  B.  Longley,  M.  D. 


Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


Complete  Laboratory,  X-Ray,  and 
Physical  Therapy  Facilities 


Dermatology 


CONSULTATION  BY  APPOINTMENT 


BEELER-MANSKE  CLINIC 


9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713.  WI  8-8521 


Obstetrics  and  Gynecology 
G.  W.  Beeler.  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D..  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 


Wm.  D.  Chalmers,  M.D. 
Morris  R.  Hill,  M.D. 


Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 


A.  Marvin  Coleman 


, Jr.,  Business  Manager 


107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 
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WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

Eye,  Ear,  Nose,  Throat 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr.,  M.D., 

DAB  Oph..  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

Gastroenterology  and 
Proctology 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3479  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

YiqiIqq  ' | ’ o y o q 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

CLYDE  M.  CAPERTON,  M.D. 

Dermatology 

408  West  28th  Street 

Phone  823-5511  Bryan,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 
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J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


MILFORD  0.  ROUSE,  M.D. 
Consultant  in  GASTROENTEROLOGY 
1412  Medical  Arts  Building 
Dallas,  Texas 
RI  2-6144 


CECIL  O.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 


DRS.  BAILEY,  DOUGLAS  AND  FISHER 
3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Dig-estive  System 
Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 


W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 
617  South  Tatar  Street 
Pasadena,  Texas  77502 


IOO. 

TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 

MAY  4-7,  1967 
DALLAS 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 

1000  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 


HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 


JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S. in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 
1407  Medical  Arts  Building  Houston,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1502  Logan  Ave.  Laredo,  Texas 


HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 


BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 
1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 


FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 
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BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 
1506  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 
CA  7-5505 


Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 
Mineral  Wells,  Texas 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 
Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 
JA  3-6374  MO  6-1721 

Houston  Texas 

THE  GREER  CLINIC 
ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 


ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 
JA  4-7547 

P.  O.  Box  2565  Houston,  Texas  77001 


Neurology/ Psychiatry 


THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

*Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 

808  Memorial  Professional  Building 
1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 
CA  4-5041 

•Diplomate  American  Board  of  Psychiatry  and  Neurology 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 


P.  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 
Albert  F.  Reidel,  M.D. 

John  H.  Reitmann,  M.D. 

Dode  M.  Hanke,  M.D. 

John  F.  Hickman,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 
4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-2121 
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MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JACK  STERN,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Obstetrics/Gynecology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 

N euro- surgery 

ME  7-0420 

Suite  567-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 
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Ophthalmology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

RICHARD  S.  RUIZ,  M.  D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  JA  8-6871 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

1133  N.  19th  St.  Abilene,  Texas 

F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy.  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

ROYCE  C.  LEWIS,  JR.,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

ORTHOPEDIC  SURGERY  and 

SURGERY  OF  THE  HAND 

3702  - 21st  Street,  Suite  #9 

SW  5-8261  Lubbock,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7466  El  Paso,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Orthopedic  Surgery 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

Otolaryngology 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 
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HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

Plastic  Surgery 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

THOMAS  M.  BIGGS,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  Blvd.  JA  3-8131  Houston,  Texas  77004 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

W.  P.  ANTHONY,  M.D. 

Otology 

705  Fifth  Avenue  Fort  Worth  4,  Texas 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

Pediatrics 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

BYRON  P.  YORK,  M.D. 

Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

DRS.  GRANT  & FINLEY 

David  A.  Grant,  M.D.  Marcus  L.  Finley,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  EDison  5-4751 

Fort  Worth,  Texas  76104 

|<«100,H 

\£\  S ANNUAL  O 

V\>  SESSION  />/ 
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VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT,  JR.,  M.D.,  D.A.B.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  0.  McBride,  M.D.,  F.A.C.S. 

1405  Medical  Arts  Building 

Fort  Worth,  Texas 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  MA.C.R. 
Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 

DRS.  CARLSON,  BAREKMAN  & PARNELL 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

B.  J.  Parnell,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg.  RI  1-3621 

6011  Harry  Hines  Blvd.  ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

LeROY  J.  KLEIN SASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10.  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6126 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MAD  ALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-8941 


WILLIAM  W.  TAYLOR,  M.  D. 
Thoracic  and  Cardiac  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  1-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  FjV.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

JA  8-1591 

5420  Caroline  Street  Houston 


EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 
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Send  copy  to  the  Advertising  Director, 
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Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physiciana  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas.  

TRINITY,  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 
open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes,  Trinity,  Texas. 

NEEDED:  ORTHOPEDIST  to  join  14 -man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 


GENERAL  PRACTITIONERS  (SURGERY)  WANTED:  Two 
general  practice-surgery  openings  in  Carrizo  Springs,  Dimmit 
County.  One  full  time  physician  now  in  county.  Serve  county 
of  10,000  population.  Modern  27-bed  county  hospital  approved 
for  medicare.  Membership  on  hospital  staff  available  to  new 
physicians.  Chamber  of  Commerce  will  assist  in  office  and  resi- 
dence location.  Please  reply  to:  Administrator,  Dimmit  Memori- 
al Hospital,  704  Hospital  Street,  or  Manager,  Dimmit  County 
Chamber  of  Commerce,  104  4th  Street,  Carrizo  Springs,  Texas. 

WANTED  INTERNIST.  Must  be  board  eligible  or  certified. 
To  be  associated  with  well  established  expanding  group.  Start- 
ing salary  $20,000  with  partnership  after  second  year.  Uni- 
versity Medical  and  Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas. 


ORTHOPEDIST — Board  eligible  wanted  for  two  man  ortho- 
pedic department  of  strong,  well  established  multi-specialty 
group.  Southwest.  Good  salary  two  years,  then  partnership. 
Excellent  fringe  benefits,  retirement,  life  insurance.  No  in- 
vestment required.  Teaching  opportunities.  New  building.  Inter- 
viewing expense  paid.  Please  reply  to  Box  127,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN  WANTED.  Cardiac  death  of  active,  esteemed 
pediatrician  presents  excellent  opportunity  for  personable,  well- 
trained,  young  pediatrician.  Two  100-bed  children’s  hospitals 
(exclusively)  in  city  severely  needing  pediatricians.  Office  and 
practice  now  maintained  intact  by  locum  tenens  desiring  to 
retire.  Contact  Mrs.  George  Stewart,  3600  Hamilton,  Fort 
Worth,  Texas  76107. 

GENERAL  PRACTITIONER  WANTED  FOR  LOCUM  TEN- 
ENS for  any  four  weeks  in  Summer,  1967,  in  small  town  32 
miles  south  of  San  Antonio.  Purpose:  to  take  first  vacation  in 
two  years.  Please  write  Box  121,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  RADIOLOGIST  by  well  established  and  expanding 
group  hospital  and  clinic  combination  in  Lubbock,  Texas.  Uni- 
versity city  of  170,000  population.  Financial  arrangements  open 
and  to  be  negotiated.  Please  reply  to  Ronald  E.  Lemmons,  M.D., 
University  Medical-Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas  79401. 

WANTED  GENERAL  PRACTITIONER  to  assume  well- 
established  above  average  practice.  Located  100  miles  from  San 
Antonio  in  a trade  area  of  3,500.  Good  school,  churches,  and  a 
home  will  be  made  available.  Will  lease  or  rent.  Small  modern 
hospital  is  to  be  opened  soon.  One  other  M.D.  in  the  town  with 
his  own  clinic.  Reply  to  William  Katzenstein,  M.D.,  Junction, 
Texas. 


WANTED:  PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000  ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Rox  109. 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

GENERALIST  URGENTLY  NEEDED  by  medical  center  in 
major  metropolitan  area,  within  two  blocks  of  large  hospital. 
No  investment,  liberal  assistance  in  getting  started.  Please  reply 
to  Box  113,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

GENERAL  PRACTITIONER  WANTED  to  associate  with 
established  practitioner  in  small  town  serving  large  area  of 
financially  stable  people.  Clinic  facilities,  nurse,  and  supplies 
furnished.  Connected  with  modern  50-bed  hospital  approved  by 
Medicare.  Salary  and  percentage.  Contact  Administrator,  South 
Plains  Hospital-Clinic.  Amherst,  Texas.  Telephone  246-3536. 

ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in 
northeast  Dallas  for  20  years.  Members  Baylor  Medical  Center 
Staff.  Need  pediatrician  on  or  before  July  1,  1967.  Lakewood 
Medical  Center,  6331  Prospect,  Dallas,  Texas. 

WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED— INTERNIST  AND  GENERAL  PRACTITIONER 
to  associate  with  two  general  practitioners  in  established  clinic. 
Complete  laboratory  and  x-ray  facilities.  Reply  to  P.  O.  Box 
2278,  Texas  City,  Texas. 

PHYSICIAN  WANTED  for  non-demanding,  steady  employ- 
ment. Must  interview.  Metabolic  Products,  Inc.,  2201  West  Hol- 
combe, Houston,  Texas.  MO  4-2722. 

WANTED  GENERAL  PRACTITIONER  to  practice  by  salary 
association  or  partnership  with  physicians  engaged  in  an  active 
general  practice.  Hospital  facilities  and  privileges  are  excellent. 
Odessa  is  a fine  growing  West  Texas  town  with  ample  business 
opportunities.  Write  to  Tatum  and  Loftis,  1165  East  42nd  Street, 
Odessa,  Texas  79760. 

INTERNIST  OR  GENERAL  PRACTITIONER  interested  in 
rehabilitation  medicine.  Salary  negotiable,  depending  on  training 
and  experience.  Texas  license  required.  No  investment  necessary. 
Contact  Robert  M.  Izard,  Jr.,  M.D.,  Medical  Director,  P.  O.  Box 
58,  Gonzales,  Texas  78629. 

GENERAL  PRACTITIONER  WANTED.  Join  group  of  three 
in  West  Texas  town  of  10,000.  Clinic  and  hospital  facilities 
available  with  excellent  opportunity  for  growth.  Must  be  young, 
top-notch  man  to  take  advantage  of  this  exceptional  opportunity. 
Write  Box  142,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

WANTED  : ONE  INTERNIST  to  join  established  multi-spe- 
cialty group  in  community  of  250,000  population,  at  least  two 
years  of  residency  training  completed,  with  or  able  to  secure  a 
Texas  license.  Salary  open,  depending  on  training.  Partnership 
in  two  years  possible.  Group  operates  own  fully  accredited 
hospital.  Anyone  interested  apply  to  Box  141,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST — to  join  multi-specialty  group.  Three  open  staff 
hospitals  nearby.  Excellent  public  schools.  Write  or  call  A.  R. 
Best,  M.D.,  The  Gilbert  Medical  and  Surgical  Clinic,  101  South 
O’Connor  Road,  Irving,  Texas.  Telephone:  Blackburn  4-6153. 
Call  collect. 

OPPORTUNITY:  GENERALIST  OR  SURGEON  to  associate 
with  established  general  practitioner  in  rapidly  growing  resi- 
dential and  industrial  area  southwest  Dallas  County.  Presently 
am  only  M.D.  in  community  of  12,000.  Ample  office  space,  fully 
equipped,  with  x-ray  and  laboratory.  No  investment  needed. 
Excellent  fringe  benefits.  Two  miles  to  Oak  Cliff  Country  Club. 
Income  limited  only  by  your  need  for  rest.  Hospital  privileges 
available  in  Oak  Cliff.  Reply  to  Allen  Maurice  Fain,  M.D.,  621 
Hustead  and  Fain,  Duncanville,  Texas  75116. 

GENERALIST — for  practice  of  general  and  industrial  medi- 
cine with  multi-specialty  group.  Three  open-staff  hospitals 
nearby.  Excellent  public  schools.  Write  or  call  A.  R.  Best,  M.D., 
The  Gilbert  Medical  and  Surgical  Clinic,  101  South  O’Connor 
Road,  Irving,  Texas.  Telephone:  Blackburn  4-6153.  Call  collect. 
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OPPORTUNITIES  IN  TEXAS 


WANTED  GENERAL  PRACTITIONER  to  assume  well 
established  practice  in  outskirts  of  Port  Arthur,  Texas.  Fully 
equipped,  no  money  necessary.  Reason  for  leaving,  retiring  be- 
cause of  health.  Contact  Dr.  David  Shapiro,  P.  O.  Box  5126, 
Port  Arthur,  Texas.  PE  6-2811. 

UNUSUAL  OPPORTUNITY  — Houston.  Texas:  Available 

June  1.  Ten  year  established  practice  in  new  air-conditioned 
building  across  street  from  hospital.  Complete  practice,  records, 
all  for  cost  of  equipment-EKG,  x-ray,  diathermy,  traction  ap- 
paratus, etc.  Good  start  for  GP  or  internist.  Call  PA  3-2197 
after  6 p.m.,  or  write  4930  Yarwell  Drive,  Houston,  Texas  77035. 


For  Sale  or  For  Rent 


ANESTHESIOLOGY:  Lge  import  multi-sp  grp  reqs  ones  w/spec  trng 
cardio-vasc;  area  $30,000. 

GENERAL  PRACTICE:  (w)  Assn;  spec  grp,  expndg  to  20  men;  exc 
facil;  lge  cty,  site  of  future  med  schl  (x)  GP  w/int  ob;  50-bd 
priv  medicare  approved  hsp-clinic  (5  men);  $24,000;  no  investmnt; 
ideal  wrkg  cond;  rotating  time  off. 

INTERNAL  MEDICINE:  (r)  Fairly  lge,  long-est  multi-sp  grp;  1 
cert  IM;  $25,000,  later  prtnr.  (s)  Assn;  smaller  grp  w/own  hsp; 
all  new  facil;  $24,000.  (t)  8-man  spec  grp,  w/lge  expnsn  prog; 
1 IM  in  dept;  $22,000;  full  prtnr  2nd  yr;  lge  cty;  good  colleges. 

OALR:  (c)  Opth;  8-man  multi-sp  grp,  expndg  to  16-men;  $25,000, 
prtnr  2nd  yr;  lge  coll  twn.  (d)  Oto;  13-sp,  est  26  yrs;  new  air 
cond,  very  mod  cl  bldg;  extremly  busy  cl  pract;  $25,000;  early 
prtnr;  lge  twn. 

OB-GYN:  Well  est  grp  w/own  hsp;  exc  facils;  $24,000  1st  w/ 
prtnrshp  oppor;  college  twn;  well  known  to  us  & highly  recom- 
mended. 

ORTHOPEDICS:  Chief;  8-man  spec  grp,  1 cert,  rest  elig;  expndg  to 
14  men;  exc  facil;  guar  $23,000;  prtnr  2nd  yr. 

PEDIATRICS:  (w)  Assn  w/2  cert  peds;  active  pract  in  expndg  twn 
over  140,000;  fine  financl  arrangmnts.  (v)  Chief;  6-man  grp,  1 
cert;  import  med  schl  cty;  fne  sal  1st  yr;  then  prtnr. 

RADIOLOGY:  Chief;  genl  hsp  w/  expansn  plans  add  110-bds  & cover 
nearby  hospital;  area  $60,000. 

SURGERY:  Assn;  long-est  grp  10  spec;  dipl  in  dept;  oppor  build 
fine  pract  in  desirable  twn  not  far  from  lge  cty. 

UROLOGY:  (x)  Cl  est  '38;  9 cert  spec;  1 U in  dept;  serves  huge 
area;  over  250  patients  daily;  area  $25,000,  later  prtnr.  (y) 
Chief;  very  long  est  multi-sp  grp,  expndg  to  18  men;  exc  facil; 
$22,000  1st  yr;  prtnrshp  2nd  yr;  oppor  bid  exceptl  practice  in 
large  expanding  city. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE. 

STRICTLY  CONFIDENTIAL 


INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701, 

WANTED  GENERAL  SURGEON,  Board  eligible,  helpful, 
but  not  required.  Join  two  established  men  with  successful 
private  and  industrial  practices.  Terms  open  first  year  ; part- 
nership thereafter.  Can  expect  growth  and  eventual  takeover. 
Excellent  hospital  connections.  Houston,  Texas.  Opportunity 
for  doctor  starting  or  contemplating  change.  Reply  Box  143, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED— OBSTETRICIAN  AND  GYNECOLOGIST,  Board 
eligible  or  certified  to  be  associated  with  well  established  13-man 
specialty  group.  Salary  open,  no  investment,  early  partnership. 
Progressive  city  of  35,000  in  Central  Texas  with  fine  churches, 
schools,  and  recreation  facilities.  Write  J.  D.  Wilson,  M.D., 
King’s  Daughters  Clinic,  304  South  22  Street,  Temple,  Texas. 

DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED— GENERAL  PRACTITIONER.  Are  you  interested 
in  a medium  large  city  suburban  practice?  Are  you  interested 
in  a considerably  more  than  average  income?  Do  you  want  the 
advantage  of  coverage  time  for  days  off,  weekends,  and  vaca- 
tions without  the  liability  of  partnership  practice?  If  so,  a three 
man  group  is  interested  in  talking  with  you.  Our  ages  are 
from  28  to  38  years.  Full  privileges  available  in  all  hospitals. 
Guaranteed  minimum  income  with  no  immediate  investment 
offered  with  early  association  to  a practitioner  with  these  re- 
quirements: (1)  Willingness  to  be  active,  (2)  A compatible 
personality,  (3)  Professional  integrity,  (4)  A desire  to  have  an 
active  general  practice  (family  practice).  Reply  to  Box  144, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  to  complete  three- 
man  general  practice  group.  Texas  Gulf  Coast.  Wonderful  op- 
portunity. Write  P.  O.  Drawer  A,  Edna,  Texas  77957. 


FOR  SALE : Aloe  pediatric  table  with  scales.  Aloe  exam 

tables,  McKesson  Metabolor,  Detecto  physicians  scales  and  treat- 
ment stands.  Please  reply  to  F.  Clay  Weekley,  M.D.,  1826  Mor- 
row  Avenue,  Waco,  Texas  76707. 

DOCTORS  NOTICE — We  have  an  exceptional  opportunity  to 

offer  one  or  two  doctors.  We  will  build  offices  to  your  specifi- 
cations in  an  established  shopping  area  serving  over  65,000 
people.  There  are  no  doctors  at  present  serving  this  area.  There 
will  be  no  rent  and  all  utilities  will  be  paid  during  first  year 
after  opening.  Please  reply  to  Ray  Ellison  Industries,  103 
Springvale,  San  Antonio,  Texas,  Attention  : Land  Department. 

UNUSUAL  OPPORTUNITY  to  begin  active  practice  in  exclu- 
sive Oak  Cliff  Red  Bird  industrial-residential  area  located  in 
the  largest  industrial  sector  in  Dallas  County.  Rapidly  increas- 
ing population  and  industry  provides  a ready  made  practice 
and  demand  for  all  specialties  and  dentistry  in  the  first  and 
only  medical-surgical-dental  professional  building.  Located  op- 
posite the  new  Army  PX  building  with  1,200  employees,  adjacent 
to  new  150  room  motel,  and  one  block  from  the  Maryland  Cup 
Industries  with  2,000  proposed  employees  near  Loop  12,  Cockrell 
Hill,  Ledbetter,  and  Walton  Walker  Loop  ; just  two  miles  from 
Methodist  Hospital  Satellite  160  bed  unit.  Office  available  to 
M.D.’s,  D.D.S.’s  on/or  about  November  1,  1967,  in  spacious 

professional  building  with  lab,  x-ray,  and  pharmacy  facilities. 
Unique  central  telephone  secretary  services  available.  Ample 
parking.  Suites  built  to  your  specifications  if  provided  before 
June  1,  1967.  Reasonable  lease  rental  with  maintenance  and 
utilities.  Temporary  facilities  and  office  space  available  earlier 
in  nearby  clinic  if  desired  for  limited  number.  Reply  to  Allen 
Maurice  Fain,  M.D.,  Red  Bird  Industrial  Clinic,  621  Hustead 
and  Fain,  Duncanville,  Texas  75116. 

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic.  P.  O.  Box  2005.  Laredo.  Texas. 

AVAILABLE,  spacious  doctors  office.  Landscaped  profession- 
al patio,  regional  shopping  center.  Now  occupied  by  general 
practitioner.  Reasonable.  Contact  W.  H.  Smith,  P.  O.  Box 
28294,  Dallas.  DA  1-6431  collect. 

FOR  SALE:  Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 

WANTED — exposed  x-ray  film.  Reconditioned  physician’s 
equipment  bought,  sold,  traded.  Write  today  to  TeX-RAY  Co., 
3305  Bryan,  Dallas,  Texas  75204. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. 

MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  5200 
Cedar.  Bellaire,  Texas. 

FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 
feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney,  Box 
330,  Edinburg,  Texas.  . 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 

of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662 

FOR  SALE:  Your  greatest  opportunity.  Two  story  clinic, 

brick  building,  completely  equipped  and  furnished.  X-ray,  Ekg, 
etc.  Year  round  heating  and  air  condition.  Put  your  jacket  on 
and  see  30  to  60  patients  daily.  Collections  are  good.  $250,000 
value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms  and  6 
upper  rooms  plus  2 bath  rooms.  Same  location  35  years.  Desire 
immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Methvin 
Street.  Longview,  Texas.  PLaza  8-4416  and  PLaza  3-4177. 

FOR  SALE:  Keleket  K-90  x-ray  unit  any  reasonable  offer. 
Dr.  Cox’s  Hospital,  Groesbeck,  Texas. 
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SALE,  LEASE,  RENT  OR  SUBLET  all  or  part  of  4,500 
square  foot  office  space  with  all,  part  or  no  equipment,  with 
records.  Modern.  Across  from  70-bed  county  hospital.  Industrial 
and  general  center  for  20,000  population  of  Dumas,  45  miles 
north  of  Amarillo,  Texas.  Owner  retired.  Please  contact  O.  J. 
Richardson,  M.D.,  2516  11th  Avenue,  Canyon.  Texas.  OL  5-4068. 

OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  540  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building.  Please  contact  James  R.  Phillips,  M.D.,  308  N.W.  2nd, 
Grand  Prairie.  Texas. “ 

FOR  SALE  OR  FOR  LEASE— Port  Lavaca,  Texas.  Clinic 
fully  equipped  with  x-ray  and  laboratory,  for  two  G.P.’s,  next 
to  hospital.  Fastest  growing  town  in  Texas.  Please  write  Rt.  2, 
Box  4,  Port  Lavaca,  Texas,  or  call  524-4592. 

FOR  SALE  OR  LEASE,  4205  Leeland.  Fully  equipped  clinic. 
Five  doctors  offices,  14  treatment  rooms,  x-ray,  laboratory,  etc. 
Excellent  opportunity  for  industrial  practice.  Long  established 
connections  available.  Clinic  was  closed  March  1.  For  appoint- 
ment to  see,  call  John  Trimble  or  Homer  Hopkins.  Exclusive 
agents.  MI  4-5686,  Houston.  Texas. 

FOR  SALE : General  practitioner’s  medical  equipment,  in- 
cluding x-ray  and  laboratory.  Most  of  the  equipment  is  less  than 
ten  years  old  and  is  in  excellent  condition.  Write  or  call  Mrs. 
Barney  G.  Grafa,  Jr.,  2804  Lockheed,  Midland,  Texas,  79701. 
Telephone  OX  4-6123. 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

LEASING  MEDICAL  SUITES  serving  entire  southeast  sector 
of  Houston,  NASA  and  adjacent  areas  in  new  Southeast  Profes- 
sional Building.  Ample  parking  space.  Adjacent  to  Memorial 
Baptist  Hospital,  Southeast  and  new  Golden  Age  Manor.  Ex- 
cellent opportunity  for  specialists  and  general  practitioners. 
Contact:  Southeast  Professional  Corporation,  7647  Bellfort, 
Houston,  Texas  77017.  MI  4-2281. 


Situations  Wanted 


POSITION  WANTED:  University  trained,  board  eligible 
internist,  single,  age  31,  now  completing  two  years  gastroenter- 
ology in  Boston.  Wants  to  join  clinic  or  group  in  Southwest, 
July  1967.  Medical  school  affiliation  and  teaching  opportunity 
desirable.  No  military  obligations.  Write:  J.  C.  May,  M.D., 
Mallory  Institute  of  Pathology,  Boston  City  Hospital,  Boston, 
Massachusetts  02118. 


SEEKING  POSITION.  Middle  age  physician  seeks  position 
with  private  group  or  state  mental  hospital.  Two  years  formal 
pediatric  residency.  Cook  County  Childrens  Hospital.  Five  years 
clinical  experience  with  mentally  retarded  children.  Six  years 
experience  in  VA  psychiatric  hospitals,  three  years  of  which 
were  spent  in  a teaching  hospital.  Have  Texas  license.  Write  to 
Dr.  Martin  L.  Schwartz,  1535  Sheridan  Road,  Highland  Park, 
Illinios. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  230G  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


Plan  now  for  the  SPORTS  EVENTS, 
at  the  100th  Annual  Session 
Texas  Medical  Association 
May  4-7,  1967 
Dallas 


Fill  out  and  mail  the  coupon  below 
immediately  to  assure  yourself  a 
reservation.  ACT  NOW! 


CLIP  & MAIL  TODAY  TO: 

Albert  0.  Loiselle,  M.D. 

TMA  Sports  Director 
3701  Maple 
Dallas,  Texas 

Golfers:  Verified  Handicap 

Golf  Fee — $7.50  Tennis  Fee — $4.00 

Make  checks  payable  to 
TMA  Sports  Events 


CHECK  ONE:  □ GOLF,  Thursday,  May  4,  1967 

□ TENNIS,  Wednesday  & Thursday, 
May  3 & 4,  1967 


NAME 

ADDRESS 

CITY 
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TEXAS  MEDICINE 


ABBOTT  LABORATORIES  21-26,30-32,69-72 

AMES  COMPANY  '86 

ARCH  LABORATORIES  46 

AYERST  LABORATORIES  29,152-153 

BEVERLY  HILLS  HOSPITAL  141 

BLUE  CROSS-BLUE  SHIELD  OF  TEXAS  5 

BOND  RADIOLOGICAL  GROUP  167 

BRISTOL  LABORATORIES  130-131 

THE  BROWN  PHARMACEUTICAL  COMPANY  166 

THE  BROWN  SCHOOLS  8 

BURROUGHS  WELLCOME  AND  COMPANY  142 

COCA-COLA  COMPANY  142 

CULLEM  & BOREN  97 

DALLAS  MEDICAL  AND  SURGICAL  CLINIC  2nd  Cover 

DORSEY  LABORATORIES  9-12 

DUNCAN  MEMORIAL  HOSPITAL  184 

CHARLES  O.  FINLEY  AND  COMPANY  48 

C.  B.  FRANCIS  NURSING  HOMES  109 

GEIGY  6-7 

GLENBROOK  LABORATORIES  89 

HEALTH-MOR,  INC 119-121 

HOMESTEAD  CHILD  PLACEMENT  AGENCY  184 

HUMCO  LABORATORY  124 

HYNSON,  WESTCOTT  AND  DUNNING,  INC 163 

KING'S  DAUGHTERS  CLINIC  Back  Cover 

LAKESIDE  LABORATORIES  - 20 

LEDERLE  LABORATORIES  13,146-147,156-157 

ELI  LILLY  AND  COMPANY  34,106-108,160-162 

MARTIN  X-RAY  AND  RADIUM  CLINIC  185 

MEDICAL  ARTS  CLINIC,  CORSICANA  167 

MEDICAL  PROTECTIVE  COMPANY  42 

WM.  S.  MERRELL  COMPANY  168-169 

MILLER  BRACE  & SURGICAL  SUPPORT  COMPANY  167 

PARKE,  DAVIS  AND  COMPANY  3rd  Cover 

PITMAN-MOORE  80-81 

WM.  P.  POYTHRESS  32 

RIKER  LABORATORIES  82 

A.  H.  ROBINS  105,  155 

ROCHE  LABORATORIES  - 33,144-145 

J.  B.  ROERIG  143 

WILLIAM  H.  RORER,  INC 6,124 

SAN  ANGELO  MEDICAL  AND  SURGICAL  CLINIC  90 

SCOTT  AND  WHITE  CLINIC  Back  Cover 

G.  D.  SEARLE  158-159 

SOUTHERN  CLINIC  90 

SOUTHWEST  CLINIC  ASSOCIATION  90 

STUART  COMPANY  154 

SYNTEX  LABORATORIES,  INC 14-15,148-151 

TERRELL'S  LABORATORIES  AND  MEDICAL  GROUP  1 

TEXAS  MEDICAL  ASSOCIATION 

100TH  ANNUAL  SESSION  28,  125-126,  184 

TIMBERLAWN  PSYCHIATRIC  CENTER  42 

TORBETT,  HUTCHINGS,  SMITH  MEMORIAL 

HOSPITAL  2nd  Cover 

TOWNE,  PAULSEN  & COMPANY,  INC 166 

TRAVIS  CLINIC  AND  NAN  TRAVIS  MEMORIAL 

HOSPITAL  167 

TURNER'S  CLINICAL  & X-RAY  LABORATORIES  90 

WARNER-CHILCOTT  16-17 

WICHITA  FALLS  CLINIC  AND  HOSPITAL  185 

WINTHROP  LABORATORIES  2 

WOODWARD  MEDICAL  PERSONNEL  183 

WYETH  LABORATORIES  18-19,44,164-165 

WYNN  PHARMACEUTICALS,  INC.  27,134 


PHYSICIANS'  DIRECTORY  170-181 

CLASSIFIED  ADVERTISING  182-184 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed.  M.D.,  D.A.B.R..  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker.  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


^lue  Mg/UIu  X-Ray  and 
Radium  GUnic 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium,  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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There  are  108,200* 
undetected  diabetics  in 

Texas 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M. 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhardt,  Indiana,  U.S.A.  <286? 
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TEXAS  MEDICINE 


exas  meDicine 

MAY  1967 

IN  THIS  ISSUE 

House  of  Delegates'  Actions 
Benefits  of  the  Keogh  Act 
Gastrointestinal  Problems 
Sarcoidosis  in  Texas 


Storiiett,  Memorial  hospital 


306  Coleman  Street 
Post  Office  Box  60 


JVnft  ©arbett  Clinic 

Marlin,  ©exas  Telephone:  WE  6-3561 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D.,  F.A.C.S. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 
Thomas  Gardner,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D..  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 

* Expired  5-27-62. 

**Expired  7-1-66. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr..  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 

♦Wm.  H.  Potts,  B.A.,  M.D.,  F.A.C.P.,  Internal  Medicine 

Sydney  S Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

♦Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & Bron- 
choscopy 

J.  Wilbur  Bourland,  Jr.,  M.D..  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 

Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate  Ameri- 
can Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics, 

Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B. R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 


John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 
Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 

Livius  L.  Lankford,  M.D.,  D.A.B.O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U..  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O..  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
John  L.  Bost,  D.D.S.,  General  Dentistry 
Terry  D.  Allen,  M.D.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S..  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Miss  Billve  J.  Norris.  R.N.,  Superintendent  of  Nurses 
T.  K.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager 


♦Inactive  status 


Texas  Medicine  is  published  monthly  by  the  Texas  Medical  Association.  Subscription  price,  $5  per  year  for  members;  $9  for  non- 

members;  $10  for  foreign.  Single  copy,  $1. 

Second  class  postage  paid  at  Austin,  Texas,  with  additional  entry  at  Fort  Worth,  Texas,  under 

Act  of  March  3,  1879. 

Address  all  communications  to  Texas  Medical  Association,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TERRELL’S  LARORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.  - DIRECTOR 

FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 

V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 

H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
James  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 

PATHOLOGY,  CLINICAL  PATHOLOGY  & VETERINARY  PATHOLOGY— 
Bacteriology  - Parasitology  - Hematology  - Histology  - Chemistry 
TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — -Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERRELL  MEDICAL  GROUP 

FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 


Emory  Davenport,  M.D.  A.  H.  Rutledge,  M.D. 

Henry  G.  Gardiner,  Jr.,  M.D.  Elizabeth  A.  Taylor,  M.D. 


Practice  limited  to  Diagnosis,  Allergy,  Cardiology,  Internal  Medicine, 
Neuropsychiatry,  Electroencephalography  and  Physical  Medicine  & Rehabilitation 

T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 

Consultant 
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Diagnosis: 

cystitis? 
pyelonephritis? 
pyelitis? 
urethritis? 
prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets0  q.i. 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy,  it  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  indicated, 
the  dosage  may  be  reduced  to  two  Gm.  daily.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained,  infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


NegGram 

Brand  of 

nalidixic  acic 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungai 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


^j/fnfhrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus.  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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Almost  alone.  Blue  Cross/ Blue  Shield  of  Texas 
is  championing  the  cause  of  the  hospital-medical 
industry,  in  its  often  desperate  battle  against 
rising  costs  on  one  side,  and  the  ill-informed  on  the 
other  side,  shrieking  against  rising  charges  to  patients. 
In  magazines  which  reach  decision-makers, 
educators,  community  leaders,  and  our  own  members 
— as  well  as  radio  messages  to  the  public,  we  are 
“laying  it  on  the  line.” 

The  greatest  bargain  in  the  world  today  is 
American  hospital-medical  care  — at  whatever  cost 
today  or  greater  cost  tomorrow.  This  is  the  burden 
of  Blue  Cross /Blue  Shield  advertising,  through  1967. 

Reprints  are  available.  Why  not  ask  for  them? 


BLUE  CROSS®/BLUE  SHIELD* 

GROUP  HOSPITAL  SERVICE,  INC.  GROUP  MEDICAL  & SURGICAL  SERVICE 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  • DALLAS,  TEXAS  75222 
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Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  1 5 % 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic  — 
one  tablespoon  ful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  Bj)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  B(l),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, t 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

IThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  7-B3JB 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 

to  tine. 

Tuberculin, 
Tine  .ATest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A D ivision  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


1 0 mg.  ED  15  mg.  3 


DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 


FRONT  3 SIDE  ) 

'war  j 


DESBUTAL  15  Gradumet 

FRONT  t3,  SIDE 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG- RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora / dose. 


■ • 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 


secret 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  1 5 mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


The 
Children’s 
Division 
of  The 
Menninger  Clinic 


The  new  Children's  Hospital  provides  residential  treat- 
ment for  emotionally  disturbed  children  from  the  age  of 
5 through  early  adolescence.  Located  on  a 25-acre 
campus  are  the  Bonnie  Phillips  Residence  for  the  ad- 
mission of  30  boys  and  girls  from  5 to  12  years  old  and 
girls  12  to  16,  the  Chris  Luhnow  Residence  for  boys  12  to 
16,  and  Southard  School  which  provides  classrooms, 
tutoring  rooms,  arts  and  crafts,  music,  the  home  arts, 
manual  arts,  a library,  and  a gymnasium. 

Outpatient  consultations,  evaluation,  and  treatment 
are  provided  for  children  to  age  18. 


2 Southard  Place 
Box  829 

Topeka,  Kansas  66601 
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in  the  treatment  of 

IMPOTENCE 


RSKrrH'ini  ii 

WmS 


Android 


mM  (thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study * 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


*',Sexual  impotence  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 


Choice  of  4 strengths 


Android 


Each  yellow  tablet  contains: 

Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-HP 

HIGH  POTENCY 

Each  red  tablet  contains  : 

Methyl  Testosterone  5.0  mg. 
Thyroid  Ext.  (V2  gr.)  . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


Android-K 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  . 12.5  mg. 
Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily 

Available: 

Bottles  of  60,  500. 

REFER  TO 


PDR 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 

Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month  CONTRA  INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


of  reproductive  organs  in 
, hypertension  unless  the 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  (V4  gr.)  . 15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


JL- 
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America’s  largest-selling  charcoal-tip  cigarette 


' ©The  American  Tobacco  Company 


Tareyton...with  the  taste  worth  fighting  for 
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WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS™  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications,  patients  with  known  hypersensitivity  to  the  drug. 

Warnings,  caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions.  |n  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions;  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage  : individualize  for  maximum  beneficial  effects.  Oral  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied  . Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  Libritabs,  M-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  , Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 
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ERYTHROCIN-Sulfas 

Granules 


ERYTHROCIN-SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTH ROCI N - SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


87  patients  were  treated12— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


Brief 

Summary 
on  next 
page 


ERYTHROCIN- SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 
Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  465 14 
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TEXAS  MEDICINE 


...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing Ictotest®  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514 
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Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  igiti 
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' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming..  . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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In  peptic  ulcer... 

antacid 
therapy 

a 


new 


benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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TEXAS  MEDICINE 


Ill 

chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stiess.  In  chionic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6  — 3614 


When  the  battle  with  bacteria  is  in  the  Q.  u.  trac 


Artist's  conception  of  acute  infection 

showing  G.U.  pathogens  with  predominance  of  E.  coli. 


$ 


consider  Gantanol  (sulfamethoxazole) 


For  vigorous  treatment  of 
G.U.  infections  before  the  in- 
vaders become  entrenched  . . . 

Gantanol  (sulfamethoxazole) 
offers  a comprehensive  spec- 
trum of  antibacterial  effec- 
tiveness against  most  com- 
mon gram-negative  as  well  as 
gram-positive  invaders.  In  ad- 
dition, it  provides  satisfactory 
concentrations  in  the  blood 
and  urine  with  ready  diffusion 
to  interstitial  fluids  for  antibacterial  activity  at  foci 
bacterial  invasion. 

gh  antibacterial  activity  against  E.  coli  and  other 
mmon  urinary  pathogens. ..A  review  of  153  cases  of 

:ute  G.U.  infections  reported  in  the  literature  shows 


Tore  prescribing,  please  consult  complete  product 
:ormation,  a summary  of  which  follows: 

intraindicated  in  sulfonamide-sensitive  patients, 
egnant  females  at  term,  premature  infants,  or  new- 
rn  infants  during  first  three  months  of  life. 

arnings:  Use  only  after  critical  appraisal  in  patients 
th  liver  damage,  renal  damage,  urinary  obstruction 
blood  dyscrasias.  If  toxic  or  hypersensitivity  reac- 
ts or  blood  dyscrasias  occur,  discontinue  therapy.  In 
ermittent  or  prolonged  therapy,  blood  counts  and 
er  and  kidney  function  tests  should  be  performed. 

ecautions:  Observe  usual  sulfonamide  therapy  pre- 
utions,  including  maintenance  of  an  adequate  fluid 
ake.  Use  with  caution  in  patients  with  histories  of 
ergies  and/or  asthma.  Patients  with  impaired  renal 
notion  should  be  followed  closely  since  renal  impair- 
ent  may  cause  excessive  drug  accumulation.  Occa- 
)nal  failures  may  occur  due  to  resistant  microorgan- 
ns.  Not  effective  in  virus  or  rickettsial  infections. 

verse  Reactions:  Headache,  nausea,  vomiting,  urti- 
ria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscra- 
is,  neuropathy,  drug  fever,  skin  rash,  Stevens-John- 


that  90%  responded  to  Gantanol  (sulfamethoxazole), 
with  over  one-half  of  these  patients  showing  excellent 
relief  of  symptoms.1'2  Even  in  stubborn  chronic  G.U. 
infections,  almost  60%  of  450  patients  improved  on 
Gantanol  (sulfamethoxazole),  including  many  who  had 
not  responded  to  other  antibacterials.1'6 

Generally  uncomplicated  therapy  enhances  the  favor- 
able clinical  results. ..Of  the  total  686  patients  from  the 
studies  cited,1'6  only  three  discontinued  therapy  be- 
cause of  side  effects.  Most  of  the  side  effects  reported 
(approximately  3%)  were  mild  and  included  nausea 
and/or  vomiting,  skin  rash,  dizziness,  headache,  gas- 
tritis, generalized  uneasiness  and  itching.1'6 

1.  Peters,  J H.:  J.  Urol.,  87:147 , 1962.  2.  Draper,  J.  W.,  et  at.:  South. 
M.  J.,  57:920,  1964.  3.  Stewart,  B.  L.:  J.  Urol.,  87:491,  1962.  4.  Hag- 
strom,  R.  S.:  Rocky  Mountain  M.  J.,  5 9 : ( 2 ) , 37,  1962.  5.  Arnold,  J.  H.: 
Clin.  Med.,  71: 552.  1964.  6.  Nelson,  C.G.:  Colorado  GP,  3:( 3),  2,  1961 


son  syndrome,  injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  or  crystalluria  may  oc- 
cur, in  which  case  the  dosage  should  be  decreased  or 
the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d. 
or  t.i.d.  depending  upon  severity  of  infection.  Children 
— 1 tablet/20  lbs  initially,  followed  by  Vi  tablet/20  lbs 
b.i.d. 

How  Supplied:  Tablets,  0.5  Gm, 
bottles  of  50. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

when  there  are  bacterial  invaders  in 
the  bladder,  prostate  or  kidneys 

Gantanol 

( sulfamethoxazole) 


seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 


SEARLE 


Research  in  the  Service  of  Medicine 


Did  Dorothy  Larson  show  you 
her  ankles  in  private? 

Now  she  shows  them  in  public, 


Your  office  examination  would  have  confirmed 
that  Mrs.  Larson  was  up  to  her  knees  in  edema.  Her 
heart  was  beginning  to  fail.  And  her  ankles  had 
disappeared  under  an  inch  of  salty  water. 


Along  with  digitalis,  you  might  have  prescribed 
Hygroton.  To  get  rid  of  the  edema.  And  to  keep  it 
from  coming  back.  And  you  prescribe  Hygroton  the 
same  way  you  usually  prescribe  digitalis:  just  once 
a day. 


Tabletfortablet,  Hygroton  is  just  about  the  most 
effective  diuretic  going.  And  it  costs  a fraction  of 
what  Mrs.  Larson  would  have  to  spend  for  equiva 
lent  therapy  with  short-acting  diuretics. 


In  fact,  Hygroton  is  an  awfully  nice  way  to  treat  the 
Mrs.  Larsons  in  your  practice.  Just  tell  them  you 
can  get  their  ankles  back  at  half  price. 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 
Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 


Warning:  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions  Reduce  dosage  of  concomitant  antihyper- 


tensive agents  by  at  least  one -ha  If.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electrolyte 
imbalance  and  potassium  depletion  may  occur:  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  disease 


ind  in  patients  receiving  corticosteroids,  ACTH,  or  dig i- 
alis.  Salt  restriction  is  not  recommended, 
iide  Effects:  Dizziness,  weakness,  nausea,  vomiting, 
lyperglycemia,  hyperuricemia,  headache,  muscle  cramps. 


postural  hypotension,  constipation,  leukopenia,  throm- 
bocytopenia, agranulocytosis,  impotence,  dysuria,  tran- 
sient myopia,  skin  reactions,  including  urticaria  and 
purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 


Average  Dosage:  One  tablet  (1 00  mg  ) with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  1 00  mg.  6524-V(B) 

For  full  details,  see  prescribing  information. 


...so  you  might  say 
Hygroton 

is  good  public  relations 
for  Mrs.  Larson 


Because  it  gets  her  or/fin  public  in  the  first  place. 

At  43,  Mrs.  Larson  worries  about  appearances  and 
swollen  ankles  don't  help. 

But  Hygroton's  cosmetic  effect  is  only  half  the 
story.  Hygroton  and  digitalis  therapy  helps  her  get 
back  in  the  swing  of  things.  Gives  her  a second 
wind.  Gets  rid  of  the  extra  pillow  she  needed  for  a 
good  night's  sleep.  Nowsheeven  likestotake 
walks.  Just  for  the  fun  of  it! 

When  hertroubles  began,  Mrs.  Larson  thoughtthey 
were  the  signs  of  the  change  of  life.  It's  a change 
all  right,  but  one  you  can  treat.  And  you  can  count 
on  Hygroton  to  help  keep  her  in  public  instead  of 
in  the  hospital. 

See  preceding  pages  for  brief  summary 
of  prescribing  information. 


Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


AND 

KEEPS  THEM 
OPEN 


NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


( Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 Gr.) 


Night  Leg  Cramps... Frequent  Bedfellow 
In  Diabetes,1  Arthritis,2  and  Peripheral  Vascular  Disorders2 


now... specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

WALKE 


QUINAMM  Prescribing  Information:  Composition:  Each  white, 
beveled,  compressed  tablet  contains:  Quinine  Sulfate  4 grains  (250 
mg.)  and  Aminophylline  3 grains  (200  mg.).  Precautions:  Amino- 
phylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus, 
dizziness,  and  gastrointestinal  disturbance.  Discontinue  use  if  ring- 
ing in  the  ears,  deafness,  skin  rash,  or  visual  disturbances  occur. 
Contraindication:  QUINAMM  is  contraindicated  in  pregnancy  be- 
cause of  its  quinine  content.  Dosage:  One  tablet  upon  retiring. 
Where  necessary,  dosage  may  be  increased  to  one  tablet  follow- 
ing the  evening  meal  and  one  tablet  upon  retiring.  Supplied: 
Bottles  of  100  and  500  tablets.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2 
Perchujk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Time!,  87:818,  195 9. 


Division  of  Richardson-Merrell  Inc.,  Mount  Vernon,  New  York  10551 
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For  people  who  eat 
more  than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak  activ- 
ity at  mealtime,  when  it  is  needed  most.  Reminds 
patients  toeataccordingtoyour  prescribed  diet  plan. 

t.i.d./Plegine 

Phendimetrazine  Ditartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of  exces- 
sive appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been  re- 
ported. However,  as  is  true  for  all  medications  of  this  type, 
Plegine  (Phendimetrazine  bitartrate)  is  not  recommended 
for  patients  with  coronary  disease,  severe  hypertension, 
or  thyrotoxicosis,  and  should  be  used  with  caution  in 
highly  nervous  or  agitated  individuals. 

Side  Effects:  There  have  been  occasional  reports  of  insom- 
nia and  nervousness.  Rare  instances  of  mouth  dryness, 
nausea,  blurring  of  vision,  dizziness,  constipation,  and 
stomach  pain  have  been  noted. 

AYERST  LABORATORIES  NewYork,  N.Y.  10017  • Montreal,  Canada 


6706 


special 


formula 

problem 

specifically  formulated 
for  symptomatic 
relief  of  sinus  headache 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain  — 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions : Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARNER-CHILCOTT 

Morris  Plains,  N.J. 

SINUTAB 

for  sinus  headache 


Os 

occipitale 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


She  simply  sits  while  the  party  goes  on  around  her, 
already  used  to  being  the  girl  who  is  left  out. 

She  tries  to  lose  weight— but  her  emotions 
won't  let  her.  She  becomes  irritable  and  depressed 
when  she  doesn't  eat,  and  anxious  when  she 
considers  her  future.  So  each  time  she  gives  up. 

"What  can  I do?"  she  asks  when  she  visits  your  office. 
"How  can  I ever  stay  on  a diet  and  lose  weight?" 

A PARTICULAR  COMBINATION  OF  ACTIONS 

Ambar  1 Extentabs 

methamphetamine  hydrochloride  15  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

FOR  THE  NEEDS  OF  THE  DIETING  WOMAN 

A.  H.  Robins  Co.,  Inc. 

Richmond,  Va.  23220 

yi'H^OBINS 


Ambar  is  formulated  to  specifically  meet  both  the 
physical  and  emotional  needs  of  the  woman  who 
is  trying  to  lose  weight.  Methamphetamine  hydro- 
chloride has  a powerful  suppressant  effect  on  the 
appetite  and  also  provides  a gentle  psychic  lift  to 
improve  mood  and  encourage  activity.  The  pheno- 
barbital component,  through  its  classic  calming 
action,  helps  control  irritability  and  anxiety,  and 
helps  counteract  excessive  CNS  stimulation. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 

BRIEF  SUMMARY  / Indications:  Ambar  suppresses  appetite 
and  helps  offset  emotional  reactions  to  dieting.  Side  Effects: 
Nervousness  or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight  drowsiness  has 
been  reported  rarely.  Precautions:  Administer  with  caution 
in  the  presence  of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sym- 
pathomimetics;  patients  with  advanced  renal  or  hepatic 
disease.  See  package  insert  for  further  details. 


“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now , Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleace,  4 mg. 


E"  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Nursing  Education— Goals  and  Course 

IN  THE  PAST  20  YEARS  the  keynote  has  been 
change.  Medicine  has  been  in  the  midst  of  these 
changes.  Daily  we  adjust  to  alterations  brought 
about  by  scientific  advancement.  Educational  sys- 
tems have  varied  as  to  content  of  curriculum  and 
teaching  methods. 

Physicians  are  well  aware  of  the  changes  in  medi- 
cal education  that  have  shifted  it  more  and  more 
toward  early  specialization,  pushed  by  an  ever-in- 
creasing mass  of  knowledge  and  techniques.  The 
general  plan  in  medicine  and  most  of  the  paramedi- 
cal fields  has  been  to  provide  general  training  at  an 
acceptable  level  of  proficiency  with  specialized  or 
graduate  training  above  this  basic  level.  In  general, 
licenses  have  been  granted  at  the  completion  of  the 
basic  course  of  training  with  recognition  for  ad- 
vanced training  coming  from  specialty  board  certi- 
fication or  advanced  degrees. 

During  this  period  of  change  there  has  been  a 
progressively  increasing  shortage  of  nurses.  Nurs- 
ing educators  have  been  concerned  by  both  the 
shortage  of  nurses  and  the  quality  of  nurses  being 
produced  by  the  traditional  nursing  schools. 

The  American  Nursing  Association  has  issued  a 
position  paper  on  nursing  education,  which  has  been 
the  cause  of  concern  to  the  medical  profession  and 
to  hospital  administrators.  The  two  points  of  most 
concern  are  the  association’s  insistence  that  (1)  all 
nursing  education  shall  be  based  upon  a university 
or  college  campus  and  (2)  a baccalaureate  degree 
shall  be  the  minimum  training  for  the  practice  of 
professional  nursing. 

No  thinking  physician  would  take  issue  with  a 
program  which  would  provide  better  trained  people 
in  adequate  numbers  for  the  paramedical  fields. 
However,  serious  question  has  been  raised  as  to 
whether  the  ANA  position,  if  implemented,  would 
do  this. 
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By  far  the  greatest  number  of  nurses  has 
come  from  hospital-based  training  schools. 
Implementation  of  the  ANA  position  would 
eliminate  this  source  of  supply.  It  is  proposed 
that  so-called  associate  degree  programs — 
two-year  courses  in  junior  colleges — would 
take  the  place  of  the  hospital-based  diploma 
schools.  Yet  the  trainees  from  these  schools 
would  not  meet  the  minimum  requirements 
for  professional  nursing  as  set  out  in  the 
position  paper,  and  many  responsible  admin- 
istrators of  nursing  schools  and  hospitals 
have  found  that  these  trainees  lack  enough 
bedside  training  to  qualify  them  to  perform 
as  staff  nurses  without  further  months  of 
in-service  training. 

It  is  a further  matter  of  concern  that  the 
financial  investment  in  education  to  the  bac- 
calaureate level  for  all  nurses  would  further 
inflate  the  rapidly  rising  costs  of  medical 
care. 

It  is  the  considered  opinion  of  this  writer 
that  changes  in  nursing  education  programs 
should  give  due  consideration  to  the  follow- 
ing: 

1.  All  educational  programs  should  be  so 
arranged  that,  as  the  trainee  progresses 
from  one  level  of  training  to  the  next  higher 
level,  appropriate  credit  would  be  allowed 
for  work  already  done. 

2.  The  basic  level  of  training  for  licensing 
should  be  kept  at  that  level  which  provides 
adequate  bedside  nursing.  Actual  bedside  ex- 
perience on  hospital  wards  under  appropri- 
ate supervision  is  an  essential  part  of  this 
training. 

3.  Advanced  or  special  training  will  be 
available  after  licensing  to  provide  training 
for  supervisory,  educational,  and  highly  spe- 
cialized personnel. 

4.  No  program  of  nursing  education 
should  be  abandoned  until  it  has  been  re- 
placed by  one  which  is  supplying  profession- 
al nurses  in  numbers  equal  to  or  greater  than 
those  being  educated  today.  But  rather  all 


educational  programs  should  be  strengthened 
to  full  capacity  by  the  use  of  all  existing  edu- 
cational facilities,  adapting  the  programs  to 
our  changing  educational  patterns,  and  keep- 
ing always  in  mind  the  goal — general  duty 
nurses. 

— E.  R.  Hayes,  M.D.,  Dallas,  Chairman, 
TMA  Committee  on  Nursing. 


Have  You  Tried  Colposcopy? 

ABOUT  FOUR  YEARS  ago,  a colposcope 
was  given  to  Scott  and  White  Memorial  Hos- 
pital. After  a few  attempts  to  use  it,  it  was 
placed  in  a corner  of  the  room  to  gather 
cobwebs.  Tales  of  the  colposcope’s  inability 
to  uncover  endocervical  lesions,  the  need  for 
brief  but  essential  training  in  colposcopy, 
and  a feeling  of  confidence  that  an  “accept- 
able” brand  of  cervical  cancer  detection  was 
already  being  accomplished  caused  the  “can- 
cer scope”  to  be  viewed  with  considerable 
apathy.  Gradually,  the  fact  that  some  cervi- 
cal cancers  were  being  missed  by  our  diag- 
nostic measures  became  evident.  Possibly 
these  lesions  could  be  seen  by  the  colposcope ! 
Possibly  the  cervix  could  be  cleared  of  path- 
ologic lesions,  if  only  they  were  visible  for 
diagnosis  and  treatment.  At  least,  a truly 
healthy  cervix  might  be  obtained,  and  can- 
cer might  be  prevented. 

This  quandary  leads  to  Hinselmann’s 
thinking,  in  1925,  when  he  invented  the  col- 
poscope for  the  specific  purpose  of  magni- 
fying the  cervix,  allowing  visualization  of 
lesions  otherwise  unseen  with  the  naked  eye. 
The  colposcope  magnifies  the  size  of  the  cer- 
vix by  10  or  20  times,  as  desired,  and  its 
lighting  system  brilliantly  illuminates  the 
cervical  area.  When  one  looks  through  these 
“binoculars,”  the  cervix  stands  out  like  a 
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“sore  thumb.’’  The  colposcope  increases  the 
gynecologist’s  visualization  of  cervical  le- 
sions in  the  same  emphatic  manner  that 
proper  glasses  increase  a person’s  20/200 
vision  to  20/20. 

With  these  thoughts,  I decided  to  learn  the 
value  of  this  “cancer  scope”  for  myself.  In 
December  of  1964,  I attended  a four-day 
elementary  course  in  colposcopy  which  was 
sponsored  by  the  American  Society  of  Colpo- 
scopy and  Colpomicroscopy.  This  fundamen- 
tal knowledge  was  applied;  and  during  1965, 
the  results  of  colposcopy  in  my  practice  of 
gynecology  were  evaluated.  An  inestimable 
number  of  colposcopic  examinations  were 
performed  to  gain  experience  with  the  tech- 
nique; and  abnormal  areas  were  recognized 
in  approximately  300  cervices.*  In  the  of- 
fice, “spot”  biopsies  were  taken  from  the 
lesions  visualized  by  the  colposcope;  and  9.0 
percent  of  these  colposcopically  “positive” 
cervices  were  found  to  harbor  carcinoma. 
Virtually  all  of  these  cervices  otherwise 
would  have  gone  unbiopsied,  or  the  tissue 
would  have  been  biopsied  at  random,  prob- 
ably from  less  productive  areas. 

Of  25  cervical  carcinomata  which  were 
evaluated  conjointly  by  colposcopy,  cytolo- 
gy, “spot”  biopsy,  and  which  subsequently 
were  proved  to  be  malignant  by  cold-knife 
conization  and/or  hysterectomy,  21  (84  per- 
cent) were  diagnosed  as  carcinoma  by  the 
office  procedures  of  colposcopy  and  “spot” 
biopsies.  Three  other  lesions  were  diagnosed 
during  these  office  procedures  as  severe 
(grade  3)  dysplasia,  and  the  patients  subse- 
quently were  hospitalized  for  conization  to 
avoid  missing  more  serious  lesions.  These 
three  conizations  revealed  carcinoma  in  situ. 
Because  conization  is  performed  routinely 
upon  patients  with  grade  3 dysplasia,  these 
three  lesions  were  considered  to  be  revealed 

*Colposcopically,  about  10  percent  of  women  have 
abnormal  cervices. 


by  colposcopy,  increasing  the  total  number 
of  malignant  neoplasms  diagnosed  by  colpo- 
scopy to  24,  or  96  percent.  Of  these  same  25 
carcinomata,  19  patients  had  cytologic  clas- 
sifications of  3,  4,  or  5,  yielding  a detection 
rate  of  76  percent  by  this  method.  This  rate 
is  much  lower  than  the  overall  rate  of  detec- 
tion by  the  cytologic  technique  because  col- 
poscopic visualization  is  possible  when  the 
lesion  is  at  an  earlier  stage  than  it  is  when 
abnormal  cells  desquamate  in  quantities  to 
make  detection  possible  by  cytologic  meth- 
ods. Also  douching  within  24  hours  prior  to 
testing  may  have  lowered  the  cytologic  de- 
tection rate.  In  addition  to  these  25  malig- 
nant lesions,  approximately  275  abnormal 
cervices  were  visualized  with  the  colposcope 
and  were  treated  in  the  office  by  cautery  or 
total  biopsy.  No  one  knows  how  many  of 
these  cervices  eventually  would  have  devel- 
oped malignant  neoplasms.  Certainly,  it  will 
be  interesting  to  observe  these  patients  over 
the  years  to  determine  if  the  incidence  of 
cancer  of  the  cervix  is  as  high  in  this  group 
as  in  the  general  female  population.  One 
cannot  argue  against  the  fact  that  a “colpo- 
scopically” and  a “cytologically”  healthy 
cervix  is  more  desirable  than  one  harboring 
dysplasia,  leukoplakia,  or  just  plain  cervi- 
citis ! 

Colposcopy  has  provided  a diagnostic  re- 
finement which  I had  ignored  until  1965.  Af- 
ter the  first  year’s  experience  with  the  col- 
poscope, I have  been  duly  impressed  with 
the  results.  It  is  hard  to  overlook  the  fact 
that  without  this  method  four  malignant  le- 
sions of  the  cervix  from  a total  of  25  would 
have  been  overlooked.  Cytology  remains  the 
first  line  of  defense  against  cervical  cancer 
because  this  technique  can  be  used  to  screen 
so  many  women.  Cytology  indicates  that 
something  is  wrong;  colposcopy  locates  the 
lesion;  and  “spot”  biopsy  then  provides  tis- 
sue for  histologic  classification.  Only  then 
can  proper  therapy  be  administered.  Every 
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physician  cannot  become  a colposcopist,  nor 
is  every  doctor  so  inclined.  But  the  colpo- 
scope  cannot  fail  to  impress  the  gynecologist 
who  wishes  to  improve  his  diagnostic  acu- 
men and  therapeutic  skill. 

In  Europe,  colposcopy  has  been  the  stan- 
dard means  of  detecting  cervical  cancer  for 
40  years.  European  physicians  have  adopted 
our  cytologic  methods  to  improve  their  diag- 
nostic acumen;  perhaps,  American  doctors 
should  be  equally  inquisitive  and  adopt  more 
European  methods.  Perhaps  you  should  try 
colposcopy. 

— Wayne  F.  Baden,  M.D.,  Temple. 


A-V  Dissociation 
Versus  A-V  Block 

AN  INTERESTING  treatise  in  semantics  in 
relation  to  the  disassociation  of  atrioventric- 
ular (A-V)  conduction  appeared  in  a recent 
issue  of  Progress  in  Cardiovascular  Disease. 
Using  a simile,  coronary  artery  insufficien- 
cy properly  includes  three  phases,  the  mild 
or  angina  pectoris,  the  intermediate  or  so 
designated  pre-infarction  angina,  and  coro- 
nary occlusion.  The  designation  of  coronary 
artery  insufficiency  is  more  commonly  used 
as  a reference  to  angina  pectoris  and  less 
commonly  to  pre-infarction  angina  (because 
of  the  greater  incidence  of  angina  pectoris 
as  compared  to  the  latter  condition).  Al- 
though coronary  artery  insufficiency  cor- 
rectly applies  to  coronary  artery  occlusion, 
this  condition  is  usually  so  designated  per 
se.  A similar  situation  exists  with  the  termi- 
nology of  atrioventricular  dissociation. 

This  subject,  according  to  Marriott  and 


Menendez1  remains  plagued  with  inconsis- 
tencies of  terminology.  The  reader  who  is  un- 
familiar with  the  semantic  impasse  is  re- 
ferred to  an  article  by  Marriott  and  associ- 
ates.2 Any  review  of  the  use  of  the  terms 
should  begin  with  the  first  principle:  A-V 
dissociation  is  never  a primary  disorder. 
Whenever  atria  and  ventricles  do  not  re- 
spond to  the  same  impulse  and  operate  inde- 
pendently— whether  it  be  a temporary  or 
permanent  condition — A-V  dissociation  ex- 
ists. The  second  use  of  the  term,  which  is 
indefensible,  is  a synonym  for  complete  A-V 
block.1  The  third  use  is  quasi-specific  as 
applied  to  variants  of  the  dysrhythmia  un- 
der the  designation  of  interference-dissocia- 
tion. The  only  point  of  this  brief  communi- 
cation is  to  emphasize  the  distinction  be- 
tween A-V  dissociation  and  complete  A-V 
block.  Although  dissociation  is  not  block, 
these  two  conditions  resemble  one  another. 
Any  degree  of  A-V  block  favors  A-V  disso- 
ciation. Complete  A-V  block  obviously  im- 
plies absolute  dissociation  between  atria  and 
ventricles. 

The  appreciation  of  the  causes  of  A-V  dis- 
sociation requires  a profound  introspection 
of  the  meanings  of  many  interrelated  dis- 
turbances: escape,  fusion,  A-V  rhythm,  re- 
ciprocal rhythm,  A-V  block,  and  corrected 
and  supranormal  conduction.  Electrocardiol- 
ogists may  interpret  as  a diagnosis  complete 
A-V  block  in  the  presence  of  regular  interval 
rates  between  60  and  100.  The  absence  of 
conduction  is  not  synonymous  with  block. 

In  the  presence  of  regular  independent 
rhythm,  it  becomes  a matter  of  balancing 
probabilities,  and  obviously  the  slower  the 
ventricular  rate  the  greater  the  probability 
of  complete  A-V  block,  with  a ventricular 
rate  of  200  per  minute,  A-V  dissociation  is 
present.  But,  there  is  no  basis  for  postula- 
ting any  degree  of  A-V  block.  Conversely, 
with  a ventricular  rate  of  30  per  minute  and 
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no  impulses  conducted,  it  is  reasonable  to 
assume  complete  A-V  block,  although  there 
may  be  the  theoretical  possibility  that  if  the 
rate  became  less,  the  opportunity  for  idio- 
ventricular conduction  might  occur.  How- 
ever, it  seems  reasonable  to  assume  that  if 
conduction  cannot  occur  after  2.0  seconds 
(the  cycle  length  of  30  per  minute),  it  cannot 
occur  at  a rate  compatible  with  existence. 
These  writers  arbitrarily  set  a limit  of  40 
impulses  per  minute  and  if  the  idioventricu- 
lar rate  is  above  this,  instead  of  designating 
this  as  complete  A-V  block,  they  prefer 
“high  grade  possible  complete  A-V  block 
with  resulting  dissociation.” 

Dissociation  resulting  from  A-V  block  can 
produce  many  interesting  variants  and  the 
electrocardiologist  is  referred  to  this  fasci- 
nating article  which  has  a reasonably  com- 
plete bibliography. 

— Carl  F.  Shaffer,  M.D.,  San  Antonio. 
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TB  Control  Programs 
Need  Physicians'  Support 

DR.  SYDNEY  JACOBS  of  New  Orleans, 
president  of  the  National  Tuberculosis  As- 
sociation, wrote  recently  that  “Physicians, 
with  their  remarkable  record  of  devotion  to 
individual  patients,  usually  relegate  ‘tubercu- 


losis control  activities’  to  public  health  au- 
thorities . . . Physicians  need  to  be  reminded 
that  eradication  means  the  state  of  affairs 
where  no  one  can  ever  get  TB — here,  in 
Vietnam,  or  in  Antarctica — tomorrow  or 
anytime  in  the  future — and  that  to  work  for 
eradication  is  to  work  globally  and  totally 
. . . Eradication  of  tuberculosis  without  the 
everyday  involvement  of  all  practicing  phy- 
sicians does  not  seem  possible.  We  need  more 
than  lip  service  or  abstract  acceptance  of 
a concept;  we  need  participation  of  every 
physician.” 

Texas  is  one  year  into  its  new  thrust  in 
tuberculosis  control.  First  and  seventh  grade 
pupils  and  school  personnel  across  the  state 
are  being  tested.  In  the  border  area,  where 
tuberculosis  infection  is  most  prevalent,  clin- 
ics are  being  established  and  enlarged,  state 
tuberculosis  hospitals  at  Harlingen,  San  An- 
tonio, and  Tyler  are  reaching  out  into  the 
community,  not  only  to  seek  and  treat  new 
patients,  but  to  be  a center  for  their  con- 
tinued care  as  outpatients  as  long  as  pre- 
caution indicates  that  need. 

Soon,  the  new  plan  of  tuberculosis  control 
will  stretch  into  the  area  surrounding  San 
Antonio,  then  Houston,  then  Dallas,  and 
then  will  move  into  that  part  of  the  state 
where  the  TB  bacillus  is  less  prevalent. 

As  the  state’s  tax-supported  program  be- 
gins to  function  effectively,  the  program  of 
the  Texas  Tuberculosis  Association  is  mov- 
ing forward  to  give  meaningful  supplement- 
ary support. 

Without  the  understanding  and  support  of 
physicians  throughout  the  state,  these  new 
efforts  at  TB  control  will  move  slowly.  It  is 
my  hope  that  these  carefully  conceived  pro- 
grams will  have  the  active  aid  and  support 
of  every  physician  in  the  state. 

— David  McCullough,  M.D., 
San  Antonio,  Chairman, 
TMA  Committee  on  Tuberculosis. 
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tion of  the  dose  released  in  the  stomach. 
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The  Keogh  Act— Can  It 
Benefit  the  Self-Employed? 

(Part  two  of  a two-part  series) 

II.  METHODS  OF  FUNDING 

THE  BASIC  PROVISIONS  of  the  Self-Em- 
ployed Individual’s  Tax  Retirement  Act 
were  discussed  in  part  one  in  the  April  is- 
sue of  TEXAS  MEDICINE.  The  tremendous 
impact  of  the  tax-savings  feature  of  the  act 
was  illustrated,  and  it  was  shown  that  this 
feature  alone  more  than  made  up  for  the 
cost  of  contributing  for  one’s  employees.  Al- 
though the  primary  topic  of  this  article  will 
be  methods  of  funding  a Keogh  plan,  the 
tax-deferment  principle  embodied  in  the  law 
will  also  be  discussed,  particularly  in  rela- 
tion to  voluntary  additional  contributions. 
Finally,  the  characteristics  of  an  ideal 
Keogh  program  will  be  enumerated. 

As  noted  in  the  previous  article,  there  are 
strict  limitations  on  how  the  funds  must  be 
invested.  Basically,  there  are  three  methods 
of  administering  the  funds. 

1.  Trusts:  This  is  the  most  flexible  of  all  the 
methods  of  administering-  a Keogh  program. 
The  only  limitations  on  the  type  of  investment 
which  may  be  made  are  those  placed  there  by 
the  trust  agreement  and  those  imposed  by  law. 
This  flexibility  allows  one  to  change  from  one 
investment  media  (as  mutual  funds)  to  another 
(as  real  estate,  or  mortgages,  or  others)  at 
any  time  when  the  general  economic  condition 
or  the  individual’s  situation  so  dictates.  While 
a bank  or  trust  company  is  required  to  admin- 


ister the  trust  in  most  cases,  an  individual 
trustee  may  be  appointed  when  the  trust  in- 
strument calls  for  the  exclusive  use  of  annui- 
ties or  retirement  income  insurance  contracts. 
It  can  be  seen  that  this  effectively  negates  the 
flexibility  inherent  in  most  trusts  and  dictates 
the  use  of  a bank  or  trust  company  in  most 
cases. 

2.  Custodial  Accounts:  The  Keogh  Act  intro- 
duced a new  concept — that  of  “custodian.”  A 
trustee  differs  from  a custodian  both  in  mat- 
ters of  title  and  duties.  A trust  holds  title  to 
the  property  and  has  discretionary  powers  as 
set  forth  in  the  trust  agreement.  A custodian, 
on  the  other  hand,  holds  possession  of  the 
property,  but  not  title,  and  acts  only  on  the 
orders  of  the  principal  in  matters  involving 
discretion.  A custodial  account  with  a bank  may 
be  used  for  investments  in  mutual  funds  which 
issue  redeemable  stock  and  may  also  be  used  if 
the  fund  is  invested  solely  in  annuity  or  retire- 
ment income  insurance  contracts.  Because  of 
the  lessened  liability  and  the  minimum  of  du- 
ties, charges  made  by  a bank  for  this  type  of 
account  should  be  considerably  less  than  those 
made  if  the  bank  were  a trustee. 

3.  Direct  Investment  Programs : Two  ap- 
proaches to  direct  investment  can  be  made:  (1) 
through  an  insurance  company  and  (2)  through 
the  purchase  of  - a special  issue  of  government 
bonds.  These  methods  limit  the  flexibility  of 
the  program:  Insurance  company  investments 
are  limited  to  annuities  and  retirement  income 
insurance  contracts.  Life  insurance  protection 
may  be  included,  but  only  within  stringent 
limitations. 

The  government  retirement  bonds  were  espe- 
cially designed  for  use  with  Keogh  plans.  The 
interest  of  3%  percent  can  be  obtained  only  on 
redemption,  which  can  be  procured  prior  to  the 
individual’s  death  only  if  he  has  attained  age 
59%  or  if  he  has  become  permanently  disabled. 
Tax  is  deferred  until  redemption.  If  an  own- 
er should  die  before  redemption,  the  bonds 
continue  to  draw  interest  for  five  years  or  until 
redeemed  by  his  heir — if  done  in  less  than  five 
years.  There  is  no  maximum  time  at  which  the 
bonds  must  be  redeemed.  The  bonds  may  be 
purchased  only  in  the  name  of  the  covered  in- 
dividual and  are  nontransferable.  Purchases  in 
any  one  year  are  limited  to  $5,000  in  the  name 
of  any  one  owner.  Whereas  voluntary  addition- 
al contributions  made  in  any  other  funding 
media  may  be  withdrawn  at  any  time  with  only 
liability  for  current  taxes  on  the  appreciation 
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and  dividends,  this  is  not  true  for  the  US  gov- 
ernment bonds.  They  may  be  redeemed  only  if 
the  owner  is  permanently  disabled  or  if  he  has 
attained  the  age  of  59  Vi , or  if  he  has  died. 

Investment  Media:  All  different  forms  of 
investment  are  permissible,  provided  that 
they  are  not  illegal  and  provided  that  the 
proper  administering  agent  has  been  chosen, 
as  discussed  earlier.  Generally,  however,  in- 
vestment media  can  be  divided  into  two 
main  categories — fixed  dollar  and  variable 
dollar.  Fixed-dollar  investments  have  one 
main  characteristic — that  no  matter  what 
happens  in  the  economy,  the  principal  re- 
mains constant,  or  fixed.  Interest  or  divi- 
dends may  be  paid,  but  the  basic  dollar 
amount  of  the  investment  remains  the  same. 
Examples  of  fixed-dollar  investments  in- 
clude insurance  contracts,  bonds,  savings  ac- 
counts, and  mortgages.  It  should  be  noted 
that  during  inflationary  periods,  the  value 
of  fixed-dollar  investments  does  not  in- 
crease, but  it  should  also  be  noted  that  dur- 
ing deflationary  periods  the  value  does  not 
increase. 

Variable-dollar  investments  are  charac- 
terized by  the  fact  that  their  basic  value,  or 
worth,  will  vary  due  to  changing  economic 
factors.  This  does  not  mean  that  all  variable- 
dollar  investments  will  increase  and  decrease 
at  the  same  time  and  in  the  same  proportion- 
ate amount;  some  will  increase  as  others  de- 
crease; some  to  a greater  extent  than  others. 
In  general,  as  the  economy  goes,  so  goes  the 
basic  trend  of  variable  investments.  The 
main  example  of  variable  investments  is 
common  stock.  These  can  be  purchased  ei- 
ther directly  or  through  a mutual  fund. 

In  the  previous  article,  we  showed  dollar- 
wise  what  a 45-year-old  doctor  investing 
$2,500  per  year  could  do  in  and  out  of  a 
Keogh  program.  A return  of  4 percent  was 
chosen  because  this  is  what  most  insurance 
companies  will  guarantee.  Let  us  now  com- 


pute the  return  using  7 percent — the 
amount  that  most  market  analysts  state  is  a 
conservative  return  for  the  stock  market  for 
the  long  term.  A long-term  yield  of  10  per- 
cent is  considered  neither  unattainable  nor 
unreasonable. 


4% 

7% 

Age  45 

Non-Keogh 

Keogh 

Non- Keogh 

Keogh 

Amount 

$ 2,500 

$ 2,500 

$ 2,500 

$ 2,500 

Less  tax  (36%) 

900 

0 

900 

0 

Annual  investment 

5 1,600 

5 2,500 

5 1,600 

$ 2,500 

Compound  retirement 
factor 

x 26.9 

x 26.8 

x 31.5 

x 41.0 

Fund  at  65 

5 43,040 

$ 74,500 

$ 50,400 

$102,500 

Less  tax 

(19%) 

14,155 

19,500 

Net  fund 

S 43,040 

$ 60,345 

5 50,400 

$ 83,000 

Annuity 

$287/mo. 

$400/mo. 

$336/ mo. 

$550/mo. 

Table  1 . Comparison  of  Keogh  and  Non-Keogh 
Results  at  Age  45. 


For  those  other  ages,  figures  have  been 
computed  for  ages  35  and  55  and  are  set 
forth  in  Tables  2 and  3.  By  referring  to  the 
table  of  compound  retirement  factors  in  the 
previous  article  you  can  compute  a table 
more  applicable  to  your  own  situation. 

Thus  it  can  be  seen  that  for  the  younger 
doctor  the  results  are  even  more  impressive, 
but  it  should  also  be  noted  that  even  for  the 
older  doctor,  the  results  are  favorable. 


4% 

7% 

Age  35 

Non-Keogh 

Keogh 

Non-Keogh  Keogh 

Amount 

$ 

2,500 

$ 2,500 

$ 2,500  $ 2,500 

Less  tax  (32%) 

800 

0 

800  0 

Annual  investment 

$ 

1,700 

$ 2,500 

$ 1,700  $ 2,500 

Compound  retirement 
factor 

X 

47.6 

x 56.1 

x 63.3  x 94.4 

Fund  at  65 

$ 

80,920 

$140,250 

$107,600  $236,000 

Less  tax 

(19%)  $ 26,650 

(25%)  $ 59,000 

Net  fund 

$ 

80,920 

$113,600 

$107,600  $177,000 

Annuity 

$530/mo. 

$750/ mo. 

$700/mo.  $1, 200/mo. 

Table  2.  Comparison  of  Keogh  and  Non-Keogh 
Results  at  Age  35. 
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♦U.S.  Patent  2711411; 

Patented  1955,  Canada 


condition  is  characterized  by  nervousness,  irritability,  weight 
gain,  breast  tenderness,  backache,  etc.,  during  the  premenstrual 
period. 

ADMINISTRATION  AND  DOSAGE:  In  premenstrual  tension,  2 
tablets  twice  daily  (morning  and  night)  beginning  when  symp- 
toms are  expected  . I . usually  5 to  7 days  before  menstruation. 
Stop  medication  at  onset  of  flow. 

In  edemas  of  pregnancy,  2 tablets  three  or  four  times  daily  be- 
ginning with  the  first  signs  of  water  retention  (abnormal  weight 
gain,  pitting).  Note:  although  Bromaleate  may  help  prevent 
the  development  of  eclampsia  by  controlling  edema,  it  has  yet 
been  untried  and  unproven  in  treating  the  frankly  eclamptic 
patient. 

SIDE  EFFECTS:  Clinical  investigation  has  shown  Bromaleate, 
when  taken  in  proper  dosage,  to  be  remarkably  free  from  side 
effects.  However,  if  drowsiness  or  dizziness  is  reported,  reduce 
dosage.  Caution  hypersensitive  patients  against  driving  an  auto- 
mobile or  operating  dangerous  machinery  on  the  days  medi- 
cation is  taken. 

HOW  SUPPLIED:  Bottles  of  100  (light  blue)  Tablets. 

PHARMACEUTICAL  COMPANY 

Division  of  Chattem  Drug  & Chemical  Company 

17  IS  W.  38TH  STREET,  CHATTANOOGA,  TENN.  37409 


NOW! 

HIGHLY  TOLERATED 
BRONCHODILATION 


FOR  EMPHYSEMA-BRONCHIAL  ASTHMA 


Glynazan 

^/(theophylline-sodium  glycinate) 


INDICATIONS:  GLYNAZAN  is  indi- 
cated in  the  symptomatic  manage- 
ment of  bronchial  asthma,  bronchitis, 
and  pulmonary  emphysema, 

SIDE  EFFECTS:  Theophylline  may  cause 
central  nervous  system  stimulation  such 
as  insomnia,  restlessness,  or  irritability. 
Theophylline  can  cause  gastric  irrita- 
tion with  nausea  and  vomiting. 

PRECAUTIONS:  Should  not  be  used 
more  than  every  4 to  6 hours.  Should 
not  be  given  within  12  hours  follow- 
ing rectal  _ administration  of  theophyl- 
line or  aminophylline.  Do  not  use  when 
cough  preparations  containing  theo- 
phylline or  aminophylline  are  being 
administered.  Because  of  the  diuretic 


effect  of  Theophylline,  children  under 
four  years  of  age  should  be  watched 
for  signs  of  dehydration.  Caution  is  in- 
dicated in  patients  with  severe  renal 
and  hepatic  disease,  myocardial  dam- 
age, hyperthyroidism,  and  glaucoma. 

DOSAGE:  The  size,  frequency,  and  dur- 
ation of  dosage  must  be  determined 
by  the  physician  in  each  individual 
case.  Clinical  data  lead  to  suggested 
doses  as  follows: 

GLYNAZAN  TABLETS,  uncoated,  5 
grains  (equal  to  2/2  grains  Theophyl- 
line N.F.);  Adult  dose — 1 to  3 tablets 
every  4 to  6 hours;  preferably  admin- 
istered with  water  after  meals. 


GLYNAZAN  ELIXIR  (contains  alcohol 
15%) : A palatable  elixir  containinq 
Glynazan  5 grains  (equivalent  to  2 
grains  Theophylline  N.F.)  per  5 cc. 
teaspoonful. 

Children  over  12  years:  to  1 % tea- 

spoonfuls every  4 to  6 hours.  • 6 to 
12  years:  '/2  to  1 teaspoonful  every  4 
to  6 hours.  • 3 to  6 years:  1/2  tea- 
spoonful every  4 to  6 hours.  • 1 to  3 
years:  % to  72  teaspoonful  every  4 to 
6 hours.  • Adult  dose:  1 to  2 tea- 
spoonfuls every  4 to  6 hours. 

HOW  SUPPLIED:  Tablets— Bottles  of 
100  and  1000,  Elixir — Pint  and  gallon 
bottles. 


Need  Product  from  First  Texas  /DALLAS 


4% 

7% 

Age  55 

Non-Keogh 

Keogh 

Non-Keogh 

Keogh 

Amount 

$ 

2,500 

$ 2,500 

$ 2,500 

$ 2,500 

Less  tax  (39%) 

975 

0 

975 

0 

Annual  investment 

$ 

1,525 

$ 2,500 

$ 1,525 

$ 2,500 

Compound  retirement 
factor 

X 

11.5 

x 12.0 

x 12.2 

x 13.8 

Fund  at  65 

$ 

17,537 

$ 30,000 

$ 18,600 

$ 34,500 

Less  tax 

Net  fund 

$ 

17,537 

$ 30,000 

$ 18,600 

$ 35,500 

Annuity 

$120/ mo. 

$200/mo. 

$124/mo. 

$235/ mo. 

Table  3.  Comparison  of  Keogh  and  Non-Keogh 
Results  at  Age  55. 


Voluntary  Additional  Contributions:  If  a 
plan  covers  employees,  an  additional  volun- 
tary contribution  may  be  made  by  them  and 
also  by  their  employers.  The  limitation  on 
this  contribution  for  the  doctor  is  the  same 
as  the  limitation  on  the  basic  contribution, 
that  is,  up  to  10  percent  of  the  earned  net 
annual  income  from  self-employed  or  $2,500, 
whichever  is  less.  These  contributions  may 
be  withdrawn  (except  in  the  case  of  govern- 
ment bonds)  at  any  time.  Tax  must  be  paid 
on  appreciation  of  principal  and  dividends 
or  interest  but  not  on  the  principal  itself, 
since  taxes  have  been  paid  on  the  principal 
prior  to  investment.  There  is  no  penalty  for 
withdrawal  prior  to  retirement  or  disability. 
The  only  advantage  to  investing  through 
this  media  is  the  tax-sheltering  feature — 
dividends  and  interest  as  well  as  capital  ap- 
preciation are  allowed  to  accumulate  tax- 
free  until  redemption.  Whether  this  is 
worthwhile  must  be  determined  by  each  in- 
vestor using  his  own  circumstances,  tax 
rate,  and  expected  return. 

To  determine  whether  it  is  to  one’s  advan- 
tage, calculations  similar  to  those  shown 
(Table  4)  for  our  hypothetical  doctor  can  be 
made. 

It  is  particularly  important  to  note  here 
that  these  are  only  approximations. 

No  one  can  guarantee  tax  rates  in  the  fu- 


4% 

7% 

Age  45 

Non-Keogh 

Keogh 

Non-Keogh 

Keogh 

Amount 

$ 2,500 

$ 2,500 

$ 2,500 

$ 2,500 

Compound  retirement 
factor 

x 26.9 

x 29.8 

x 31.5 

x 41.0 

Fund  at  65 

$ 67,250 

$ 74,500 

$ 78,750 

$102,500 

Less  principal 

50,000 

50,000 

50,000 

50,000 

Amount  of  gain 
and  dividend 

$ 17,250 

$ 24,500 

$ 28,750 

$ 52,500 

Estate  tax 

3,450 

4,900 

5,750 

10,500 

Total  value  after 
tax 

$ 63,800 

$ 69,600 

$ 73,000 

$ 92,000 

Table  4.  Comparison  of  Keogh  and  Non-Keogh 
Results  for  Voluntary  Additional 
Contributions  (Age  45). 


ture,  but  the  figures  do  illustrate  that  there 
are  savings  to  be  made  through  voluntary 
additional  contributions.  The  mathematical 
difference  is  not  nearly  so  large  as  between 
the  Keogh  and  non-Keogh  basic  contribu- 
tion. 

Before  discussing  the  characteristics  of 
the  ideal  Keogh  plan,  let  us  first  compare 
the  advantage  of  mutual  fund  investments 
with  annuity  investments. 

Because  there  are  so  many  mutual  funds 
available,*  it  should  be  possible  for  each  in- 
vestor to  find  one  which  closely  parallels  his 
own  investment  goals.  Some  firms  now  man- 
age more  than  one  fund;  thus,  it  should  be 
possible,  as  one’s  investment  goal  changes, 
to  switch  from  one  fund  to  another  without 
penalty.  It  is  possible  to  follow  the  changes 
in  value  in  most  mutual  funds  on  a day-to- 
day  basis,  since  their  per  share  value  is  quot- 
ed daily  in  most  metropolitan  newspapers. 
It  should  be  clearly  understood  that  there  is 
no  guarantee  in  mutual  funds  as  to  either 
safety  of  principal  or  rate  of  return. 

However,  with  an  annuity,  not  only  is  the 

*It  should  be  noted  here  and  in  the  discussion  which 
follows  that  the  statements  made  concerning  mu- 
tual funds  are  also  applicable  to  any  common  trust 
fund  administered  by  a bank  which  is  available  for 
Keogh  investments. 
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Imferon® 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIOE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/ 100  cc.  of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 
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principal  guaranteed  but  the  rate  of  return 
is  also  guaranteed.  This  is  the  most  impor- 
tant advantage  of  insurance  contracts.  The 
second  advantage  is  that  there  is  a guaran- 
teed life  income — the  money  never  runs  out. 
The  income  lasts  as  long  as  you  live.  And 
there  is  complete  flexibility  in  retirement 
options. 

Now,  you  have  decided  that  Keogh  is  for 
you  and  you  have  made  a tentative  decision 
regarding  the  type  of  funding  you  prefer  at 
the  present.  Conditions,  of  course,  change, 
and  what  looks  proper  today  may  not  be  so 
in  the  future.  The  physician  is  besieged  by 
programs  from  several  sources — the  AMA, 
specialty  societies,  directly  from  some 
banks,  insurance  company  agents,  and  from 
some  mutual  funds.  How  do  you  decide  be- 
tween them?  What  do  you  look  for?  What 
should  you  look  for? 

The  Ideal  Plan:  Although  in  certain  spe- 
cific circumstances,  a direct  purchase  plan 
of  either  an  insurance  company  contract  or 
government  bonds  may  be  the  best  solution, 
for  most  of  us  the  best  program  will  combine 
the  two  features  of  flexibility  and  reason- 
able cost.  This  does  not  mean  that  either  in- 
surance or  government  bonds  are  not  rea- 
sonable in  cost,  but  they  certainly  are  not  as 
flexible  as  other  methods  of  funding. 

Because  complete  flexibility  will  contain 
the  options  of  all  investment  media,  a trust 
will  be  required.  The  flexibility  feature 
should  also  apply  to  other  factors.  The 
amount  of  contributions  and  the  division  of 
those  contributions  between  insurance  and 
equity  investment  should  be  allowed  to 
change  from  year  to  year.  The  plan  should 
allow  withdrawal  of  voluntary  contributions 
prior  to  retirement  age  or  disability.  Allow- 
ance should  be  made  to  take  care  of  em- 


ployees of  other  businesses  who  might  not 
be  allowable  on  their  own  but  who  must  be 
covered  under  the  law.  The  agreement 
should  spell  out  how  excess  contributions 
will  be  handled.  This  way,  no  penalties  are 
imposed  and  the  plan  is  not  jeopardized.  The 
plan  should  allow  a participant  to  continue 
even  if  he  is  no  longer  a member  of  the  spon- 
soring organization  in  which  membership 
was  necessary  for  initial  eligibility.  The  op- 
tions available  at  retirement  should  be  listed 
and  should  include  lump-sum  payout,  payout 
from  investment  funds, t conversion  to  US 
government  retirement  bonds  and  conver- 
sion to  an  annuity  underwritten  by  an  insur- 
ance company,  with  all  the  standard  retire- 
ment options,  as  found  in  such  contracts. 

The  cost  factors  to  be  examined  include 
the  initial  legal  fees  required  to  establish 
the  program  and  the  trustee  fees,  custodial 
fees,  administrative  fees,  and  investment 
counsel  fees.  Because  of  the  cost  factors, 
most  persons  will  probably  decide  to  join 
master  or  prototype  plans  sponsored  by  some 
professional  group.  This  allows  the  legal 
fees  to  be  spread  over  a large  number  of  par- 
ticipants and  therefore  almost  to  disappear. 
Also  there  is  further  saving  in  trust,  ad- 
ministrative, and  investment  fees  because  of 
the  large  sums  of  money  involved. 

It  is  not  felt  that  any  one  program  will 
meet  all  the  criteria  we  have  set  forth,  but 
each  reader  should  now  know  what  to  look 
for  and  how  to  judge,  with  the  aid  of  his 
legal  and  investment  counsel,  which  pro- 
gram is  best  suited  for  him. 

— Alford  R.  Hazzard,  M.D.,  Austin. 

fOver  the  life-expectancy  of  the  doctor  and  his 
wife,  if  desired.  This  is  similar  to  an  annuity  but 
of  course  is  not  guaranteed. 
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YOU  MAY  NOW  INSURE  YOUR 
WIFE  UNDER  THE 

Texas  Medical  Association 

Group 
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JOHN  MC  GIVNEY  of  Gal- 
veston is  clinical  assistant 
professor  of  surgery  at  The 
University  of  Texas  Medical 
Branch.  He  describes  Liga- 
tion Treatment  of  Internal 
Hemorrhoids,  p.  56. 


GUILLERMO  MC  EWAN-AL- 
VARADO  of  Temple  is  a fel- 
low in  gastroenterology  un- 
der J.  ARNOLD  BARGEN,  his 
co-author,  at  Scott  and 
White  Clinic.  Chronic  Ulcera- 
tive Colitis  in  Mother  and 
Daughter,  p.  60. 


authors 


HOWARD  R.  STEWART,  Lub 

bock  radiologist,  reports  a 
case  seen  during  his  resi- 
dency at  Scott  and  White 
Memorial  Hospital,  Temple. 
The  Celiac  Steal  Syndrome: 
Possible  Cause  of  Intestinal 
Angina,  p.  63. 


SLOAN  LEONARD,  a second- 
year  resident  in  pathology  at 
Parkland  Memorial  Hospital, 
Dallas,  and  graduate  of  the 
University  of  Texas  South- 
western Medical  School  gives 
the  pathological  findings  in 
this  month’s  Clinicopatholog- 
ic  Conference,  p.  86. 


WILLIAM  D.  FURST  practices 
pediatrics  in  Odessa.  He  de- 
scribes an  Outbreak  of  Asep- 
tic Meningitis  Due  to  ECHO-9 
Virus,  p.  76. 


FRANK  R.  DENMAN,  Hous 
ton  surgeon,  reports  a safer 
method  of  pancreatic  biopsy 
and  a case  of  six-year  cure 
following  surgery  for  Carci- 
noma of  the  Head  of  the 
Pancreas,  p.  69. 


HARRY  E.  SARLES  and  AU- 
GUST R.  REMMERS,  JR., 

Galveston,  provide  a pictori- 
al review  of  Sarcoidosis  in 
Texas,  p.  80. 


GENE  E.  BURKE  practices 
internal  medicine  in  Hous- 
ton. Hypertension:  Effective- 
ness of  Two  Drugs,  p.  72. 
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Many  individuals  in  the  medical  profession  feel  that  doc- 
tors should  devote  all  of  their  time  to  the  practice  of  medicine. 
In  the  past  this  belief  may  have  been  partially  valid,  but  I 
doubt  it.  Now  it  is  not  valid  at  all.  True,  not  all  doctors 
should  or  could  serve  in  public  capacities,  but  many  of  us  can 
and  should. 

Doctors  are  well  educated  and  usually  have  had  three  to 
four  years  of  college  training  before  medical  school.  We  are 
taught  to  evaluate  and  handle  people  and  to  make  decisions. 
This  knowledge  can  be  used  with  some  modification  in  community 
service.  Of  course,  it  is  easier  to  plead  that  you  don't  have 
the  time,  knowledge,  or  inclination  than  it  is  to  accept  the 
responsibility  of  serving  your  community. 

We,  as  a profession,  are  going  to  have  to  do  more  leading 
on  the  local  level  if  we  intend  to  maintain  our  influence  at  the 
state  and  national  levels.  There  are  several  important  posts 
in  most  towns  in  which  a doctor  can  serve  without  taking  up  too 
much  of  his  spare  time ; two  of  the  most  significant  are  the 
school  board  and  the  city  council. 

Some  will  be  reluctant  to  try  for  these  positions  for  fear 
of  offending  some  of  their  patients  or  prospective  patients. 
This  should  not  be  a worry — a doctor  may  offend  several  people 
every  day  in  the  practice  of  medicine.  If  elected  to  one  of  these 
offices,  one  should  do  what  he  thinks  is  best,  letting  the  chips 
fall  where  they  may.  Most  fellow  citizens  will  appreciate  his 
efforts . 

In  the  past  ten  years  in  my  hometown,  three  doctors  have 
served  on  the  school  board,  and  all  three  have  also  served  as 
president.  In  the  same  period  of  time,  four  doctors  have  served 
on  the  city  council  ; two  of  them  have  been  elected  mayor. 

Outside  the  practice  of  medicine,  you  are  smarter  and  more 
important  than  you  think,  and  you  can  be  of  great  value  to  your 
community. 

Why  don't  you  try  for  office  and  see? 
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ASSOCIATION  NEWS 


TMA  House  of  Delegates  Studies, 
Acts  Upon  Wide  Range  of  Topics 


The  Texas  Medical  Association’s 
House  of  Delegates  considered 
many  subjects  which  have  long- 
been  of  concern  to  Texas  physi- 
cians, reiterating  certain  policies, 
revising  certain  policies,  and 
adopting  some  new  ones. 

In  two  controversial  areas,  dele- 
gates (1)  decided  to  recommend 
that  the  incoming  President  ap- 
point a committee  to  continue  the 
study  on  abortion  in  depth,  both 
scientifically  and  statistically,  in 
order  that  the  Texas  Medical  As- 
sociation can  support  legislation  to 
fulfill  needs  which  delegates  felt 
were  important,  and  (2)  deter- 
mined that  osteopaths  who  practice 
scientific  medicine  on  an  ethical 
basis  are  not  cultists. 

In  other  matters,  the  House: 

— Approved  the  stand  of  the 
Committee  on  Nursing  “that  the 
requirements  for  licensing  of 
nurses  be  maintained  at  a level  of 
education  and  proficiency  commen- 
surate with  the  practice  of  bedside 
nursing  and  that  advancement  of 
individual  nurses  to  administra- 
tive, educational,  and  specialty  po- 
sitions be  a matter  of  post-licens- 
ing education.” 

— Agreed  with  legislation  to  al- 
low the  state  department  of  educa- 
tion to  proceed  with  development 
of  a curriculum  and  teaching  ma- 
terials for  a one-semester  high 
school  senior  course  in  elementary 
nursing  and  patient  care  in  com- 
munities of  100,000  or  more,  but 
not  with  a pi-oposal  in  the  bill  that 
failure  to  comply  with  this  pro- 
gram should  cause  a school  to  lose 
its  accreditation  (H.  B.  381,  Texas 
Legislature). 

- — Approved  amendments  to  the 
Nurse  Practice  Act  (S.  B.  242  and 
H.  B.  592)  as  presently  amended 
but  continued  opposition  to  S.  B. 
363,  relating  to  the  Board  of  Nurse 
Examiners;  and  to  S.  B.  460,  relat- 
ing to  the  certification  and  regula- 
tion of  vocational  nursing  and  pro- 
viding for  a board  of  vocational 
nurse  examiners. 

— Approved  S.  B.  520  which  de- 


clares that  “implied  warranties  of 
merchantability  and  fitness  shall 
not  be  applicable  to  the  furnishing 
of  human  blood,  blood  plasma,  or 
other  human  tissue  or  organs  from 
a blood  bank  or  reservoir  of  such 
other  tissues  or  organ  s.  Such 
blood,  blood  plasma  or  tissue  or 
organs  shall  not  for  the  purpose 
of  the  Article  be  considered  com- 
modities subject  to  sale  or  barter, 
but  shall  be  considered  as  medical 
services.” 

— Agreed  and  resolved  that  the 
House  request  the  various  hospital 
administrations  to  desist  from 
their  demand  for  special  forms  on 
certification  and  recertification, 
beyond  those  called  for  in  Medi- 
care (PL  89-97);  that  the  House 
endorse  all  efforts  to  repeal 
the  certification  and  recertification 
provisions  of  PL  89-97  and  that 
copies  of  the  resolution  be  sent  to 
the  Texas  Hospital  Association, 
Blue  Cross-Blue  Shield  of  Texas 
and  the  Texans  in  Congress.  AMA 
delegates  were  further  instructed 
to  work  to  secure  a similar  resolu- 
tion from  the  AMA. 

— Opposed  provisions  in  Senate 
bill  110  (Congress)  pertaining  to 
hospital  control  of  specialists,  ar- 
bitrary fees  and  a national  for- 
mulary. 

— Reaffirmed  previous  stands  on 
a resolution  on  highway  safety, 
urging  passage  of  legislation  de- 
signed to  make  highways  safe,  re- 
questing acceptance  of  a blood  al- 
cohol level  of  0.10  percent  as  legal- 
ly meaning  “under  the  influence  of 
alcohol,”  as  recommended  by  the 
American  Medical  Association  and 
the  National  Safety  Council. 

Approved  a resolution  re- 
questing that  the  Governor,  other 
state  officials,  the  Legislature  ancl 
the  Board  of  Regents  of  The  Uni- 
versity of  Texas  make  available 
adequate  appropriations  to  the  two 
existing  state  medical  schools  for  a 
high  level  of  performance  and  that 
further  $2,925,590  of  new  appro- 
priations and  $800,000  of  reappro- 
priations be  made  available  to  the 


San  Antonio  medical  school  so  100 
students  can  be  admitted  in  Sep- 
tember, 1968,  and  that  another 
school  be  studied  by  the  Coordinat- 
ing Board  and  urgently  proposed  in 
order  to  receive  students  by  Sep- 
tember, 1973,  and  another  be  con- 
sidered by  the  same  Board,  hope- 
fully to  be  in  operation  by  Septem- 
ber, 1978.  It  was  felt  that  these 
goals  were  necessary  if  the  num- 
ber of  physicians  in  Texas  (now 
10,730)  is  to  increase  to  an  esti- 
mated need  for  21,000  by  1985. 

— Reaffirmed  support  of  TEX- 
PAC  and  AMPAC. 

- — Resolved  that  the  AMA  be 
asked  to  seek  the  consultation  of 
the  county  medical  society  and 
state  medical  associations  most 
closely  associated  with  an  individ- 
ual before  acceptance  of  the  indi- 
vidual as  an  affiliate  member. 

— Approved  final  by-laws  action 
providing  for  automatic  reversion 
from  regular  membership  status  to 
provisional  membership  when  a 
regular  member  has  been  placed 
on  probation  by  the  Texas  State 
Board  of  Medical  Examiners. 

— Elected  Dr.  G.  V.  Brindley, 
Sr.,  as  the  third  recipient  of  the 
Texas  Medical  Association’s  Dis- 
tinguished Service  Award,  as  nom- 
inated by  the  Board  of  Councilors. 

— Endorsed  and  encouraged  the 
establishment  of  family  planning 
clinics  by  nonprofit  organizations 
for  indigent  patients  who  are  un- 
able to  obtain  or  afford  private 
medical  care. 

— Reiterated  a statement  of  the 
Committee  cn  Athletics  recom- 
mending that  the  use  of  vitamin 
shots  and  tablets,  dextroampheta- 
mine and  anabolic  agents  be  dis- 
continued by  school  systems,  be- 
lieving that  if  an  athlete  requires 
any  specific  treatment  for  vitamin 
deficiency  or  other  ailment,  this 
should  be  corrected  with  the  help 
of  his  family  physician. 

■ — Approved  a recommendation 
of  the  Reference  Committee  on  Sci- 
entific Work,  which  reviewed  re- 
ports of  the  Committee  on  Nuclear 
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Medicine  and  the  Council  on  Scien- 
tific Advancement,  that  the  prob- 
lem of  the  licensing  of  radio-phar- 
maceuticals by  the  Atomic  Energy 
Commission  for  the  diagnosis  and 
treatment  of  diseases  in  humans 
be  placed  on  the  agenda  of  the 
Governor’s  Radiation  Advisory 
Board  at  its  next  meeting.  TMA 
members  on  the  Radiation  Advis- 
ory Board  were  authorized  to  ini- 
tiate the  action  through  appropri- 
ate channels. 

— Approved  a program  to  edu- 
cate the  public  regarding  chiro- 
practic, noting  that  it  is  the  posi- 
tion of  the  medical  profession  that 
chiropractic  is  an  unscientific  cult 
whose  practitioners  lack  the  neces- 
sary training  and  background  to 
diagnose  and  treat  human  disease, 
that  patients  should  entrust  their 
health  care  only  to  those  who  have 
a broad  scientific  knowledge  of 
diseases  and  ailments  of  all  kinds, 
and  who  are  capable  of  diagnosing 
and  treating  them  with  all  the  re- 
sources of  modem  medicine. 

— Approved  a resolution  calling 
for  legislation  on  tuberculosis 
screening  of  public  school  students. 
This  would  require  tuberculin  test- 
ing of  all  children  on  entrance  into 
public  schools,  on  advancement  to 
junior  high  school,  and  on  ad- 
vancement to  high  school. 

Delegates  also: 

— Agreed  that  anesthesiologists 
can  ethically  participate  in  the 
training  of  nurse  anesthetists,  and 
that  anesthesiologists  can  be  called 
in  consultation  on  patients  receiv- 
ing nurse  administered  anesthesia 
providing  that  the  consultation  is 
requested  by  the  surgeon  and  pro- 
viding that  the  anesthesiologist’s 
bill  is  submitted  separately  as  a 
consultant’s  fee. 

— Voted  to  give  a complimentary 
subscription  of  Texas  Medicine  and 
other  Association  publications  and 
communications  to  all  physicians 
who  are  elected  to  honorary  mem- 
bership by  TMA. 

— Approved  name  change  of  the 
Committee  on  Medical  Careers  to 
Committee  on  Health  Careers. 

— Called  upon  hospital  govern- 
ing boards  to  include  at  least  one 
medical  doctor  in  their  membership. 

The  House  of  Delegates  ap- 
proved a number  of  resolutions 
and  recommendations  reviewed  by 
the  Reference  Committee  on  Medi- 
cal Service  and  Insurance.  In  these 
areas,  delegates: 

— Endorsed  a portion  of  Presi- 
dent Dr.  James  D.  Murphy’s  ad- 
dress commending  Dr.  John  Thom- 
as and  other  TMA  representatives 
for  work  done  on  the  regional 


heart,  cancer,  and  stroke  programs 
in  Texas.  The  House  further  en- 
dorsed the  actions  of  the  Texas 
Medical  Association  representa- 
tives to  date  in  the  development  of 
the  regional  medical  program  and 
adopted  a resolution  supporting 
the  program  and  directing  the  fol- 
lowing: 

“Resolved,  That  the  Board  of 
Trustees  of  the  Texas  Medical  As- 
sociation be  directed  to  provide 
funds,  when  necessary,  for  employ- 
ment of  an  appropriate  staff  to  in- 
sure a coordinated  and  cooperative 
effort  between  the  private  practic- 
ing physicians  of  the  constituent 
medical  societies  of  the  State  of 
Texas,  the  Texas  Medical  Associa- 
tion, and  the  major  medical  institu- 
tions in  order  that  there  will  be  no 
change  in  the  current  concept  of 
the  private  practice  of  medicine, 
preserving  the  high  quality  of 
medical  care,  and  the  personal 
physician-patient  relationship  cur- 
rently prevailing.” 

— Rejected  a resolution  calling 
for  compensation  of  members  of 
utilization  review  committees.  It 
was  emphasized  that  the  purpose 
of  the  utilization  review  commit- 
tee is  to  study  utilization  and  to 
improve  patient  care,  that  claims 
review  is  not  a proper  function  of 
a utilization  review  committee  and 
that  such  committees  should  be  re- 
sponsible solely  to  the  medical 
staff  and  administration  of  the 
hospital  and  not  to  any  third 
party. 

— Approved  and  amended  a res- 
olution to  accept  an  individual  re- 
sponsibility form  offered  by  Har- 
ris County  Medical  Society  and  to 
furnish  the  form  to  its  membership 
at  a reasonable  price.  Availability 
of  the  form  is  to  be  cited  in  TMA 
publications. 


him." 


— Adopted  a petition  to  take  im- 
mediate necessary  actions  to  ini- 
tiate legislative  changes  at  federal 
and  state  levels  to  provide  for  di- 
rect billing  to  the  patient  by  the 
physician  under  Title  XIX  provi- 
sions. 

— Supported  a motion  of  Dr. 
Harvey  Renger,  and  thereby  re- 
jecting a portion  of  the  Reference 
Committee  report,  asking  that  the 
Liaison  Committee  on  Blue  Cross- 
Blue  Shield  be  given  a vote  of  con- 
fidence in  its  endeavors  on  separa- 
tion of  professional  fees  from  hos- 
pital charges,  and  to  allow  the 
committee  to  pursue  its  objectives 
in  a manner  in  which  its  judgment 
deems  necessary. 

BAYLOR  STUDENT  WINS 
TEXAS  MEDICINE  AWARD 

The  second  annual  Texas  Medi- 
cine award  for  scientific  writing 
by  a Texas  medical  student  has 
been  won  by  Ralph  Daniel  Loyd, 
senior  at  Baylor  University  Col- 
lege of  Medicine  in  Houston. 

The  winning  article,  “Feto-Fetal 
Transfusion  Syndrome,”  was  writ- 
ten under  the  sponsorship  of  Dr. 
Arnold  J.  Rudolph  of  the  Depart- 
ment of  Pediatrics  at  Baylor. 

The  award  consists  of  $300  and 
publication  of  the  winning  article 
in  Texas  Medicine.  Presentation  of 
the  award  is  scheduled  for  June  8, 
at  the  Baylor  Senior  Banquet. 

Loyd  was  born  in  Santa  Rita, 
N.  M.;  and  his  parents,  Mr.  and 
Mrs.  R.  D.  Loyd,  now  live  in  Tex- 
arkana, Tex.  He  attended  schools 
in  Texarkana,  and  did  premedical, 
pre-veterinary,  and  veterinary 
work  at  Texas  A&M  in  College 
Station.  He  entered  Baylor  Uni- 
versity College  of  Medicine  in 
1963. 

At  Baylor  he  has  been  president 
of  the  sophomore  class  and  of 
Alpha  Kappa  Kappa  student  med- 
ical fraternity.  He  is  a member  of 
Alpha  Omega  Alpha  honorary 
medical  fraternity  and  has  been  on 
the  Dean’s  List  three  years.  At 
Texas  A&M  he  was  named  out- 
standing pre-veterinary  student, 
was  one  of  ten  outstanding  sopho- 
mores in  cadet  corps,  was  a mem- 
ber of  Student  Senate,  and  was 
elected  to  Phi  Kappa  Phi  honor 
society. 

He  has  been  accepted  for  in- 
ternship at  King  County  Hospital 
in  Seattle,  Wash. 

On  Aug.  20,  1966,  he  married 
Miss  Margaret  Sue  Dutton  of 
Bishop,  Tex. 
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LIGATION  TREATMENT  OF 
INTERNAL  HEMORRHOIDS 


JOHN  MC  GIVNEY 

Clinical  Medicine:  An  old  and  almost  for- 
gotten technique  for  treatment  of  in- 
ternal hemorrhoids  has  proved  highly 
satisfactory  to  many  patients  in  clinical 
experience.  The  author  advocates  that 
ligation  of  internal  hemorrhoids  should 
be  practiced  and  taught  as  a conventional 
surgical  procedure. 

MODERN  SURGERY  lives  in  a constantly  changing 
world.  The  tradition  which  relegates  to  this  science 
only  those  activities  which  involve  the  formality  of  the 
operating  room  has  long  since  departed.  Nuclear  med- 
icine, cryotherapy,  and  regional  perfusion  have  ex- 
ceeded our  most  extravagant  expectations.  These 
changes  have  come  about  through  a proper  alteration 
of  a persistent  attitude  of  many  of  our  most  honored 
surgical  representatives.  The  real  credit  goes  to  the 
courageous  few  who  dared  to  follow  an  idea,  which 
at  the  beginning  they  knew  might  not  be  well  received. 

Hemorrhoidectomy  is  not  always  a fulfilling  surgical 
procedure.  Even  those  who  do  this  procedure  daily 
are  compelled  to  admit  that  it  is  not  entirely  satisfac- 
tory and  that  it  is  fraught  with  postoperative  compli- 
cations. In  addition,  physicians  are  all  acutely  aware 
that  there  has  been  little  progress  toward  making 
the  procedure  more  satisfactory  and  acceptable  to  the 
patient.  Those  who  treat  patients  who  have  rectal  dis- 
eases should  be  in  a position  to  treat  hemorrhoids 
with  surgery  when  the  procedure  is  indicated  and  in- 
evitable, but  they  should  know  of  alternate  procedures 
for  those  patients  who  are  not  suited  for  the  proce- 


dure or  who  are  unwilling  to  accept  it.  The  mere  pres- 
ence of  internal  hemorrhoids  is  not  a mandate  for  a 
surgical  operation.  Those  patients  who  have  no  symp- 
toms, or  perhaps  minimal  complaints,  are  not  going 
to  find  the  operation  a satisfactory  experience. 

Injection  treatment  has  been  offered  these  patients 
for  many  years  but  those  who  inject  hemorrhoids  are 
well  acquainted  with  its  limitations  and  inadequacies. 
Occasionally,  injection  only  serves  to  increase  the 
size  of  the  hemorrhoidal  mass  and  the  extent  of  the 
prolapse;  in  addition,  there  is  limited  control  of  the 
fibrosis  and  destruction  of  the  tissues. 

The  ligation  method  of  abolishing  internal  hemor- 
rhoids is  not  new.1  It  was  practiced  as  early  as  1829, 
by  Salmon,2  who  placed  a ligature  around  the  neck 
of  the  hemorrhoid  and  then  allowed  the  mass  to  in- 
farct and  slough  off.  This  was  followed  by  the  tech- 
nique of  excision  at  the  time  of  ligation,  advocated  by 
Allingham  in  1873.3  In  1926,  Hirschman4  proposed 
ligation  combined  with  excision  of  the  internal  and 
external  components  of  the  hemorrhoids.  This  proce- 
dure with  various  modifications  is  the  one  most  popu- 
larly used  today.  During  the  following  30  years,  simple 
ligation  of  internal  hemorrhoids  without  excision  had 
fallen  into  disuse  and  was  not  mentioned  in  literature 
or  in  textbooks  on  anorectal  diseases  of  this  period. 

In  1954,  Blaisdell  presented  a new  technique  for 
removing  hemorrhoids  by  ligation. 5 His  work  was  not 
well  received;  I was  among  the  incredulous.  In  1962, 
Barron0  revived  interest  in  the  procedure  and  de- 
scribed a modification  of  the  ingenious  instrument 
used  by  Blaisdell.  The  instrument  provided  accurate 
control,  and  its  proper  use  achieved  permanent  eradi- 
cation of  internal  hemorrhoids,  a feature  which  was 
lacking  in  sclerosing  therapy. 
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Basically,  the  idea  consisted  of  placing  a ligature 
around  the  neck  of  an  internal  hemorrhoid,  interrupt- 
ing its  blood  supply  and  precipitating  sloughing  of  the 
vascular  mass.  No  hospitalization  or  anesthesia  is 
required.  The  instrument  devised  by  Blaisdell  utilizes 
a silk  ligature.  The  results  were  highly  satisfactory  but 
premature  loosening  of  the  ligature  sometimes  created 
a bleeding  problem.  Later,  Blaisdell7  advocated  the  use 
of  rubber  bands  which  provided  a much  more  efficient 
ligature  and  a longer  period  of  hemostasis  by  persis- 
tent compression  until  sloughing  of  the  hemorrhoid 
was  complete. 

The  instrument  (Fig.  1)  I use  has  been  considerably 
modified  from  that  of  Blaisdell  and  Barron.  The  han- 
dle has  been  simplified  so  that  the  shafts  are  easily 
interchangeable  and  are  the  only  portion  of  the  instru- 
ment which  need  be  sterilized  and  changed  after  each 
patient  has  been  treated.  In  addition,  the  shaft  may 
be  rotated  a full  360  degrees  on  the  handle,  facilitat- 
ing the  placement  of  the  ligating  drum  in  each  quad- 
rant of  the  lower  rectum  without  rotation  of  the  han- 
dle. The  shafts  of  the  instrument  are  of  varying 
lengths  permitting  use  through  a sigmoidoscope  as 
well  as  an  anoscope. 

The  loading  principle  of  the  Gravlee  umbilical  cord 
ligator  has  been  utilized  and  improved.  The  cone  is 
fitted  into  the  ligating  drum  so  that  it  need  not  be 
held  in  place  while  the  latex  rubber  ring  is  being 
placed  on  the  drum  (Fig.  2).  In  addition,  it  is  overrid- 
ing so  that  rapid  and  efficient  loading  of  the  instru- 
ment is  assured.  The  latex  rubber  rings  are  of  the 
highest  quality  material,  reducing  the  incidence  of 
breakage  and  fragmentation  while  the  instrument  is 
being  loaded.  Premature  separation  is  avoided  after 
application  to  the  hemorrhoid,  obviating  post-ligation 
bleeding. 


Fig.  1.  Hemorrhoidal  ligator 
indicating  rotation  of  shaft. 


Fig.  2.  Method  of  loading  instrument 
with  latex  rubber  ring. 
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Technique:  A fenestrated  anoscope  is  inserted  and 
the  largest  hemorrhoid  is  selected  for  treatment.  The 
cylindrical  drum  of  the  instrument  is  placed  over  the 
hemorrhoidal  mass  and  a long-handle  forceps,  held  in 
inverted  position,  is  used  to  draw  the  hemorrhoid 
through  the  ligating  drum.  The  point  at  which  the 
hemorrhoid  is  grasped  should  be  sufficiently  high 
to  insure  that  the  ligation  is  at  least  5 mm. 
above  the  anorectal  line  (Fig.  3)  and  at  the  proper 
level  about  the  pedicle  of  the  hemorrhoid.  The  maxi- 
mum amount  of  tissue  is  secured  in  the  ligation,  if 
the  drum  is  forced  against  the  hemorrhoid  as  traction 
is  applied  with  forceps  to  draw  the  hemorrhoid  within 
the  cylinder  (Fig.  4).  At  this  time  the  handle  is  closed 
and  the  latex  rubber  ring  is  slipped  into  place  around 
the  neck  of  the  hemorrhoid.  If  the  patient  has  pain  at 
this  time,  the  hemorrhoid  has  been  ligated  too  close 
to  the  anorectal  line  and  it  should  be  removed  by 


Fig.  3.  Proper  level  for  grasping 
hemorrhoid  and  a ligated  hemorrhoid. 


means  of  a crypt  hook.  The  ligature  is  then  reapplied 
at  a higher  level.  Immediately  after  ligation  of  the 
hemorrhoid,  the  patient  may  experience  a dull  ache 
but  there  is  no  significant  pain.  Most  patients  return 
to  work  without  any  degree  of  discomfort  or  inconven- 
ience. Later  in  the  day  there  may  be  a sense  of  full- 
ness and  a desire  to  defecate,  which  should  be  dis- 
couraged. This  sensation  disappears  in  12  to  24 
hours.  Most  of  our  patients  are  ligated  late  in  the  af- 
ternoon and  experience  no  difficulty  in  securing  a full 
night’s  sleep.  Patients  are  given  a prescription  for  an 
analgesic  to  use  if  there  is  sufficient  discomfort  to  re- 
quire relief.  We  ligate  one  hemorrhoid  at  a time  and 
allow  an  interval  of  two  weeks  to  intervene  between 
subsequent  ligations. 

After  ligation  the  hemorrhoid  begins  to  swell  im- 
mediately, darken  in  color,  and  within  a few  hours, 
infarction  is  complete;  then,  necrosis  and  sloughing 
begins.  At  this  time  the  patient  begins  to  notice  bleed- 
ing stools.  Only  two  of  our  patients  have  had  exces- 
sive bleeding  and  this  occurred  from  adjacent  hemor- 
rhoids and  not  from  the  sloughs.  Should  excessive 
bleeding  occur  from  the  tissues,  and  since  anoscopic 
examination  is  painless,  the  area  may  be  religated 
without  anesthesia  to  control  the  bleeding  or  it  may 
become  necessary  to  fulgurate  or  to  take  the  patient 
to  the  operating  room  and,  under  anesthesia,  to  su- 
ture-ligate  the  bleeding  point.  The  latex  ring  disap- 
pears and  sloughing  is  complete  in  eight  days. 


Fig.  4.  Hemorrhoid  engaged 
in  ligating  drum. 
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After  ligation,  great  care  should  be  exercised  to 
avoid  constipation  and  excessive  straining  at  stool, 
for  these  could  precipitate  bleeding.  Accordingly,  lax- 
atives and  stool  softeners  such  as  L.  A.  Formula  or 
Kondremul  are  administered.  After  sloughing,  a defect 
remains  at  the  site  of  the  hemorrhoidal  mass  which 
is  repaired  at  the  end  of  two  weeks.  During  this  time 
the  patient  instills  Progonasyl  into  the  rectum  twice 
daily  to  combat  infection  and  lubricate  the  next  bowel 
movement.  In  this  way  infection  is  minimized  and 
trauma  to  the  area  is  obviated. 

Patients  with  third  degree  prolapsed,  thrombosed, 
and  strangulated  hemorrhoids  are  not  suitable  for  this 
treatment.  They  are  placed  on  conservative  therapy 
to  reduce  the  swelling  and  thrombosis.  After  the  acute 
process  has  subsided,  surgery  is  recommended  but  it 
is  possible  to  ligate  the  hemorrhoids  individually  at 
different  stages  as  an  alternate  procedure.  External 
hemorrhoids  are  also  unsuitable  for  ligation  therapy. 

Postligation  hemorrhage  can  and  does  occur  on 
rare  occasions  but  probably  not  as  often  as  postoper- 
ative hemorrhage.  The  patient  should  be  made  aware 
of  this  possibility  before  the  procedure  is  initiated. 

Anoscopic  examination  at  any  period  after  the  liga- 
tion is  painless  and  permits  periodic  observation  of 
the  resulting  wound.  Should  excessive  bleeding  occur, 
examination  and  control  of  bleeding  may  be  per- 
formed without  anesthesia  in  most  instances. 

Ligation  of  hemorrhoids  is  often  done  in  conjunc- 
tion with  routine  hemorrhoidectomy  in  the  hospital. 
The  two  largest  hemorrhoids  are  excised  in  the  con- 
ventional manner,  and  a remaining  third  one,  usually 
smaller,  is  ligated  with  the  latex  ring.  In  this  manner, 
a large  portion  of  the  anal  canal  is  spared,  obviating 
anal  contracture  and  insuring  a much  more  comfort- 
able convalescence.  Should  subsequent  hemorrhoidal 
tissue  become  troublesome,  adequate  removal  may 
be  obtained  by  ligation  and  the  patient  is  spared  an 
additional  operation.  Accordingly,  we  now  feel  less 
apprehensive  about  leaving  small  hemorrhoids  behind 


at  the  time  of  surgery  when  we  feel  surgical  removal 
would  compromise  the  anal  outlet. 

We  have  had  no  significant  recurrences  during  a 
two-year  period.  Occasionally,  we  have  failed  to  en- 
gage a sufficient  amount  of  hemorrhoid  in  the  latex 
ring  and  it  has  become  necessary  to  re-ligate  the  area. 

Summary:  The  ligation  of  internal  hemorrhoids  is  a 
satisfactory  procedure  in  selected  cases.  In  elderly 
individuals,  poor  anesthetic  risks,  or  persons  with  re- 
current hemorrhoids  and  residual  hemorrhoidal  tissue 
after  surgery,  this  therapy  is  highly  satisfactory. 

This  report  represents  a formal  experience  with  sev- 
eral hundred  cases.  However,  we  have  ligated  hun- 
dreds of  hemorrhoids  without  incident  which  have 
not  been  documented. 

The  ligation  of  internal  hemorrhoids  is  a safe  proce- 
dure well  accepted  by  patients  and  should  be  taught 
and  practiced  as  a conventional  surgical  procedure. 
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CHRONIC  ULCERATIVE 

COLITIS  IN 
MOTHER  AND  DAUGHTER 


GUILLERMO  McEWAN-ALVARADO,  M.D.,  AND  J.  ARNOLD  BARGEN,  M.D. 


CASE  REPORTS:  Further  interest  in  fa- 
milial incidence  of  chronic  ulcerative 
colitis  is  noted  by  case  reports  of  a 
mother  and  daughter  with  similar  roent- 
genographic  findings. 

ALTHOUGH  THE  familial  incidence  of  chronic  ulcer- 
ative colitis  has  been  considered  so  insignificant  that 
the  genetic  factors  have  not  been  included  in  discus- 
sions of  etiology  or  epidemiology,  the  disease  has 
been  observed  from  time  to  time  in  two  or  more  mem- 
bers of  a family.  In  one  review  of  900  patients  with 
chronic  ulcerative  colitis,  Jackman  and  Bargen1  not- 
ed involvement  in  17  members  of  eight  families;  and 
in  another  study  of  2,000  patients,  Sloan  and  associ- 
ates2 noted  26  familial  instances.  In  one  of  these 
families,  five  of  seven  children  had  ulcerative  colitis. 
In  another  family,  two  brothers  (aged  two  years  apart) 
developed  such  extensive  disease  that  their  entire 
large  intestines  became  involved  during  their  first  five 
years  of  life.  These  boys  had  slept  together  from  in- 
fancy until  their  late  teens.  Also,  the  condition  has 
been  observed  in  brothers  and  sisters,  in  mothers  and 
sons,  and  in  fathers  and  daughters.1-2 

This  report  concerns  chronic  ulcerative  colitis  in  a 
mother  and  daughter.  The  mother’s  symptoms  began 
at  the  age  of  37  and  the  daughter’s  at  the  age  of  14. 
Both  had  strikingly  similar  roentgenographic  findings. 

Case  1 (mother,  aged  52):  In  1950,  when  the  pa- 
tient was  37  years  old,  she  began  to  have  bloody 
diarrhea.  Because  the  condition  became  severe  follow- 
ing surgical  treatment  for  an  anal  fissure,  she  was 
seen  at  the  Mayo  Clinic  by  one  of  us  (JAB).  The 
active  colitis  necessitated  hospitalization  for  several 


months,  and  the  patient  gradually  recovered  after 
treatment  with  salicylazosulfapyridine  (Azulfidine). 
When  hemolytic  anemia  developed  in  1956,  she  re- 
turned to  the  Mayo  Clinic  where  a splenectomy  was 
performed. 

Because  the  patient  had  passed  “wet  material” 
rectally,  she  was  seen  at  Scott  and  White  Clinic  (by 
JAB)  in  1961.  At  that  time,  two  small  rectal  polyps 
were  found  and  removed.  The  ulcerative  colitis  was 
quiescent,  but  the  entire  colon  was  narrowed  and  she 
had  a rectosigmoidal  stricture  (Fig.  1). 

In  1965,  the  patient  returned  to  the  Scott  and 
White  Clinic  with  a complaint  of  bloody  stools  of  three 
weeks’  duration.  The  ulcerative  colitis  had  been  quies- 
cent for  more  than  14  years  prior  to  this  episode. 
Proctosigmoidoscopically,  there  was  evidence  of  mild 
activity  of  the  colitis,  and  the  other  abnormal  finding 
was  the  rectosigmoidal  stricture.  The  index  finger 
barely  could  be  admitted  at  8 cm.  above  the  anus. 
The  stricture  was  dilated  digitally. 

The  patient’s  sedimentation  rate  was  68  mm.  in 
one  hour  (Westergren);  hemoglobin,  12  gm./lOO  ml.; 
red  blood  cell  count,  4,000,000;  white  blood  cell 
count,  9,650  with  neutrophils,  40  percent;  lympho- 
cytes, 47  percent;  eosinophils,  10  percent;  monocytes, 
2 percent;  and  basophils,  1 percent.  Her  quick  pro- 
thrombin time  was  100  percent.  Roentgenograms  of 
the  esophagus,  stomach,  and  duodenum  showed  a 
small  sliding  type  of  diaphragmatic  hernia.  Her  diag- 
noses included  quiescent  chronic  ulcerative  colitis 
with  stricture  of  the  rectum  and  sigmoid  flexure,  and 
diaphragmatic  hernia.  She  was  dismissed  after  con- 
trol with  Azulfidine. 

When  the  patient  returned  for  observation  on  Jan. 
30,  1966,  she  was  asymptomatic  and  there  was  roent- 
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genographic  evidence  of  improvement.  On  this  occa- 
sion, she  was  accompanied  by  her  daughter  who  had 
symptoms  of  severe  ulcerative  colitis. 

Case  2 (daughter,  an  only  child,  aged  20):  In  1960, 
the  patient  was  hospitalized  elsewhere  for  three  weeks 
because  of  severe  diarrhea.  At  that  time,  dexametha- 
sone  (Decadron)  was  administered  but  she  was  un- 
improved when  dismissed.  At  home,  when  the  diar- 
rhea became  worse,  her  mother  discontinued  the 
Decadron  and  gave  her  Azulfidine  from  her  own  sup- 
ply. With  this  medication,  the  young  woman  recov- 
ered and  remained  asymptomatic  until  September, 
1965. 

Coincident  with  the  opening  of  school,  the  patient 
had  a few  loose  stools.  Gradually,  however,  the  diar- 
rhea became  worse,  and  was  accompanied  by  nausea 
and  general  malaise.  During  the  four  weeks  prior  to 


her  admission  to  this  hospital  on  Jan.  30,  1966,  she 
complained  of  abdominal  cramping  and  had  five  to 
six  bloody  stools  daily. 

The  physical  examination  revealed  an  acutely  ill, 
pale,  and  weak  young  woman.  Her  blood  pressure  was 
90/60  mm.  of  mercury.  Her  heart  beat  was  regular 
with  sinus  rhythm,  normal  sounds,  and  without  mur- 
murs. The  transverse  colon  and  sigmoid  were  palpable 
as  a stiff  cord.  Tenderness  was  present  throughout 
the  abdomen,  more  on  the  lower  half  of  both  sides. 
The  liver  and  spleen  were  not  palpable.  The  rectal 
mucosa  was  slightly  roughened,  and  the  examiner’s 
finger  was  covered  with  blood  and  pus  when  it  was 
removed. 

A hypotonic  sphincter  and  signs  of  active  chronic 
ulcerative  colitis  with  moderate  friability  were  demon- 
strated proctosigmoidoscopically.  Two  pseudopolyps 
were  observed,  one  posteriorly  and  the  other  at  the 
12  o’clock  position.  The  sedimentation  rate  was  82 
mm.  in  one  hour  (Westergren);  hemoglobin,  10 
gm./lOO  ml.;  red  blood  cell  count,  2,790,000;  white 
blood  cell  count,  12,200  with  neutrophils,  75  percent; 
lymphocytes,  23  percent;  and  monocytes,  2 percent. 
The  prothrombin  time  was  100  percent.  Serum  potas- 
sium was  4.5  mEq. /liter.  Serum  immunoelectrophoresis 
showed  the  total  proteins  to  be  5.8  gm./lOO  ml.;  al- 
bumin 2.4  gm./lOO  ml.;  alpha-1,  0.6;  alpha-2,  1.0; 
beta,  0.9;  and  gamma,  1.0.  Ova  or  parasites  were  not 
found  in  the  feces.  The  roentgenologic  examination  of 


Fig.  1.  Roentgenograms  of  the 
mother’s  colon  (case  1)  with  the 
stricture-like  narrowing  in 
descending  colon  and  sigmoid. 
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the  colon  revealed  extensive  chronic  ulcerative  colitis. 
Changes  were  distal  to  the  hepatic  flexure  with  rigidi- 
ty and  lack  of  haustration,  narrowing  and  severe  al- 
teration of  mucosal  detail,  and  a stricture  in  the  rec- 
tosigmoid region  (Fig.  2). 

Discussion:  The  condition  commonly  designated  as 
chronic  ulcerative  colitis  is  an  inflammatory  disease; 
but  allergic  phenomena,  autonomic  dysfunction,  psy- 
chosomatic abnormalities,  and,  lately,  autoimmune 
mechanisms  have  been  considered  to  explain  in  some 
manner  its  nature.  Although  the  familial  incidence 
seems  to  be  higher  than  it  previously  was  thought, 
not  much  has  been  said  about  genetic  factors.  In  a 
review  of  1,204  patients,  Felsen  and  Wolarsky3  found 
38  instances  of  ulcerative  colitis  and  ileitis  in  groups 
of  persons  with  varied  familial  relationships,  represent- 
ing an  incidence  of  3.1  percent.  Kirsner  and  Spencer4 
found  positive  evidence  of  familial  occurrences  in  66 
of  1,084  patients  with  ulcerative  colitis.  They  ob- 
served that  ulcerative  colitis  is  more  common  than 
regional  enteritis  in  the  families  of  probands  with 
ulcerative  colitis;  and,  conversely,  with  regional  enter- 
itis. Also,  familial  intermingling  of  these  diseases  is 
observed,3-6  as  well  as  an  association  with  ankylos- 
ing spondylitis  and  peptic  ulcer.7 

Chronic  ulcerative  colitis  has  been  considered  more 
frequent  in  Jews;8  and  among  them,  according  to 
Birnbaum  and  associates,9  the  disease  appears  to  be 
more  prevalent  in  the  Western  than  in  the  Eastern 


Fig.  2.  Roentgenograms  of 
the  daughter’s  colon  ( case  2). 
Note  the  narrowing 
in  the  descending  colon. 


ethnic  groups  of  Israel.  ABO  blood  groups,  the  Rh 
factor,  and  the  secretor  status  do  not  seem  to  have 
any  influence  on  the  frequency  of  the  condition.10-  11 

Several  common  denominators  within  the  family 
unit  may  influence  chronic  ulcerative  colitis:  infec- 
tion,1-3-7 diet,  parental  attitudes  existing  since 
childhood,  plus  proper  soil.1  The  occurrence  of  ul- 
cerative colitis  and  of  regional  enteritis3-6  in  the  same 
family  suggests  some  relationship  between  the  dis- 
eases. The  reported  cases  in  monozygotic  twins,12 
and  the  association  of  ulcerative  colitis  and  regional 
enteritis  with  ankylosing  spondylitis  faintly  suggests  a 
genetic  mechanism. 

Summary:  Cases  of  chronic  ulcerative  colitis  in  a 
mother  and  daughter  are  reported.  Very  similar  recto- 
sigmoidal  abnormalities  were  demonstrated  roentgen- 
ographically.  Interest  in  the  familial  incidence  of  this 
disease  and  its  pathogenetic  significance  has  been 
aroused  by  such  cases  and  by  comments  in  the 
medical  literature. 
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CELIAC  STEAL  SYNDROME: 
POSSIBLE  CAUSE 
OF  INTESTINAL  ANGINA 


HOWARD  R.  STEWART,  M.D. 

CASE  REPORT  AND  REVIEW:  Existing 
concepts  and  a review  of  the  literature 
concerning  intestinal  angina  serve  as  a 
background  for  an  additional  report  of 
an  atypical  case.  In  a patient  with  iso- 
lated stenosis  of  the  celiac  artery,  symp- 
toms of  intestinal  angina  were  produced 
as  the  celiac  branches  received  collateral 
blood  supply  from  the  superior  mesen- 
teric artery. 

A 69-YEAR-OLD  MAN  was  seen  first  at  Scott  and  White 
Clinic  on  April  28,  1964.  Following  an  accident,  he  had 
lost  the  sight  of  his  right  eye,  and  now  panophthal- 
mitis involved  the  globe.  At  that  time  he  had  a good 
appetite  without  food  intolerances.  He  did  not  have 
abdominal  pain,  and  his  bowel  habits  were  regular. 
Physically,  he  was  normal  except  for  the  ocular  find- 
ings and  for  mild,  chronic  bronchitis.  The  postopera- 
tive course  following  enucleation  of  his  right  eye  was 
uneventful. 

This  man  was  seen  next  on  March  13,  1966,  after 
six  months  of  daily  intermittent  epigastric  pain  which 
was  not  necessarily  related  to  meals.  The  pain  either 
was  absent  at  night  or  was  not  severe  enough  to 
awaken  him.  Nausea,  vomiting,  melena,  or  gross  blood 
in  the  stools  were  denied.  In  the  six  weeks  immediate- 
ly prior  to  observation,  he  had  become  progressively 
anorexic,  and  had  lost  ten  pounds.  The  patient  was 
receiving  a digitalis  preparation. 

The  general  physical  condition,  except  for  the  vas- 
cular system,  was  normal.  Systolic  bruits  were  heard 
at  the  base  of  the  neck  on  the  left  side,  over  the  left 
carotid  bifurcation,  and  in  the  epigastrium.  The  epi- 
gastrium was  tender  to  palpation.  Femoral  arterial 
pulsations  were  diminished,  but  were  equal  bilaterally. 


The  right  posterior  tibial  pulsation  was  absent.  The 
remaining  accessible  pedal  pulsations  were  present 
but  diminished.  The  blood  pressure  was  140/70  mm. 
of  mercury  in  both  arms. 

A roentgenogram  of  the  chest  showed  increased 
bronchial  markings  consistent  with  chronic  bronchitis 
and  calcific  plaques  in  the  aortic  arch.  The  electro- 
cardiographic patterns  were  typical  of  arteriosclerotic 
heart  disease.  The  results  of  the  gallbladder  examina- 
tion and  upper  gastrointestinal  roentgenographic  se- 
ries were  negative.  Roentgenograms  of  the  abdomen 
showed  calcification  in  the  wall  of  the  abdominal 
aorta  and  iliac  vessels  without  evidence  of  an  aneu- 
ryism.  Proctosigmoidoscopy  and  the  barium  enema 
did  not  reveal  significant  abnormalities. 

The  patient’s  pancreatic  function  was  assessed 
with  secretin.  Enzyme  levels  in  the  duodenal  fluid 
were  within  normal  limits;  however,  the  rate  of  the 
flow  and  the  concentration  of  bicarbonate  were  below 
normal.  The  results  of  cytologic  studies  were  nega- 
tive; and  with  the  exception  of  a low  serum  lipase, 
all  other  laboratory  values  were  within  the  normal 
range.  The  survey  suggested  exocrine  insufficiency  of 
the  pancreas. 

The  patient  was  referred  to  the  Department  of  Ra- 
diology for  aortography  and,  accordingly,  a catheter 
was  introduced  into  the  right  femoral  artery  (Seldinger 
technique)  and  advanced  into  the  abdominal  aorta 
with  final  positioning  of  its  tip  just  above  the  level 
of  the  diaphragm.  Utilizing  a pressure  injector  and 
multiple  cassette  changer,  50  cc.  of  a 75  percent  so- 
lution of  diatrizoate  sodium  (Hypaque)  was  injected 
under  600  lb.  of  pressure,  and  an  aortogram  (a  series 
of  12  radiograms)  was  made  with  intervals  of  0.5  sec- 
onds between  the  first  six  views  and  1.5  seconds  be- 
tween the  final  six  views.  These  radiograms  showed 
delayed  opacification  of  the  hepatic  and  splenic  arter- 
ies with  all  other  major  aortic  branches  opacifying 
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Fig.  1 . a.  (left)  Aortogram  in  anterior- 
posterior  position  with  catheter  tip  positioned 
just  above  diaphragm.  In  this  film,  made  1.5  seconds 
after  start  of  injection,  the  upper  abdominal  aorta,  renal  and 
superior  mesenteric  arteries  are  opacified.  Only  faint  opacification  of  the 
proximal  splenic  artery  and  none  in  the  common  hepatic  artery 
is  seen.  Note  the  two  renal  arteries  on  the  left,  with 
stenosis  near  the  ostium  of  the  inferior  artery, 
b.  (right)  Line  tracing  of  Fig.  1.  a. 


Fig.  2.  a.  (left)  Later  film  of  anterior- 
posterior  aortogram  made  3.5  seconds  after 
start  of  injection.  Renal,  superior,  and  inferior  mesen- 
teric artery  opacification  is  now  virtually  complete.  Splenic 
artery  opacification  has  reached  the  spleen,  but  the  common  hepatic 
artery  is  visualized  only  to  its  bifurcation  into  the  right  and 
left  hepatic  branches.  The  gastroduodenal  artery  is 
faintly  seen  superimposed  on  the  opacified 
aorta,  b.  (right)  Line  tracing,  Fig.  2.  a. 


Fig.  3.  a.  (left)  Catheter  aortogram,  in  right 
lateral  position.  Film  made  1.5  seconds  after  start  of 
injection.  Note  stenotic  lesion  of  the  celiac  artery  with  faint 
opacification  of  splenic  artery.  The  superior  mesenteric  artery  ostium  ap- 
pears normal.  Later  films  in  this  series  revealed  a normal  infer- 
ior mesenteric  artery,  b.  (right)  Line  tracing,  Fig.  3.  a. 


promptly  (Figs.  1 and  2).  Because  occlusion  of  the 
celiac  artery  was  suspected,  the  patient  was  rotated 
to  the  right  lateral  position  and  a lateral  aortogram 
was  obtained.  These  radiograms  revealed  stenosis  of 
the  celiac  artery  just  distal  to  its  ostium  with  the 
lumen  reduced  to  2.0  mm.  in  diameter  (Fig.  3). 
The  ostia  and  proximal  portions  of  the  superior  and 
inferior  mesenteric  arteries  appeared  normal. 

After  returning  the  patient  to  the  supine  position, 
the  catheter  was  manipulated  by  television  control 
into  the  orifice  of  the  superior  mesenteric  artery.  A 
selective  arteriogram  of  the  superior  mesenteric  artery 
was  produced  by  manually  injecting  40  cc.  of  Reno- 
grafin-60,  and  allowing  the  same  time  intervals  as 
used  previously.  These  serial  radiograms  confirmed 
that  the  majority  of  the  blood  flowing  to  the  celiac 
branches  was  furnished  by  the  superior  mesenteric 
artery  through  the  pancreaticoduodenal  arcades  into 
the  gastroduodenal  artery,  a branch  of  the  common 
hepatic  artery  (Figs.  4 and  5). 

Other  arteriographic  findings  were  two  renal  arte- 
ries on  the  left  with  ostial  narrowing  of  the  inferior 
artery  as  well  as  atherosclerotic  irregularity  and  calci- 
fied plaques  in  the  distal  aorta  and  common  iliac 
arteries.  On  each  side,  the  nephrogram  phase  was 
prompt  in  appearance  and  equal  in  intensity. 

After  review  of  the  findings,  the  cardiovascular  sur- 
geon expressed  doubt  that  surgical  revascularization 


of  the  celiac  artery  was  warranted,  and  he  recom- 
mended that  conservative  management  with  anti- 
coagulants be  tried.  Warfarin  sodium  (Coumadin) 
with  a maintenance  dosage  of  5 mg.  daily  was  pre- 
scribed. Digitalis  was  discontinued. 

When  the  patient  returned  for  observation  three 
weeks  later,  he  said  that  he  was  having  no  abdominal 
pain,  was  eating  more,  and  that  subjectively  he  felt 
better  than  at  any  time  during  the  past  six  months. 
His  subsequent  course  has  been  satisfactory. 

Review  of  Literature:  Intestinal  or  abdominal  angina 
is  a well-documented  entity,  and  findings  in  the  typi- 
cal case  have  been  adequately  described.  The  basic 
pathologic  process  is  narrowing  or  occlusion  of  the 
proximal  portion  of  one  or  more  visceral  branches  of 
the  abdominal  aorta,  most  often  by  atheromatous 
plaques.  In  1921,  Klein1  proposed  three  possible 
sequelae  of  gradual  occlusion  of  visceral  arteries:  (1) 
the  development  of  a competent  collateral  circulation, 
(2)  intestinal  infarction  with  necrosis,  and  (3)  arterial 
obstruction  without  infarction  due  to  a collateral 
blood  supply  sufficient  for  life  of  the  parts  but  not  for 
function.  It  is  the  latter  complication  that  produces  in- 
testinal hypoxia  and  thereby  angina. 

The  existence  of  visceral  collateral  arteries  was 
proved  in  the  17th  century  by  Riolan,  an  anatomist, 
who  described  the  marginal  artery  which  bears  his 
name  along  with  that  of  Drummond.  The  adaptabil- 
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ARTERIES 


Celiac 


Middle  Colic 


Common  Hepatic  .. 


Gastroduodenal  


Superior  Pancreaticoduodenal 


Inferior  Pancreaticoduodenal 


Splenic 


-\ Superior  Mesenteric 


Fig.  4.  a.  (left)  Selective  superior  mesenteric  arterio- 
gram. Film  made  F5  seconds  after  start  of  infection.  Early 
opacification  of  celiac  artery  branches,  primarily  in  a retrograde  manner 
via  the  pancreaticoduodenal  arcades  and  gastroduodenal  artery 
is  seen.  b.  (right)  Line  tracing  of  Fig.  4.  a. 


ity  of  the  visceral  collateral  vessels  was  first  shown 
by  Chiene  who  reported  a case  in  1869  in  which  the 
celiac,  superior  mesenteric,  and  inferior  mesenteric  ar- 
teries were  all  totally  occluded  with  adequate  blood 
supplied  to  the  intestine  via  parietal  collaterals.  In 
1888,  Thane  demonstrated  the  pancreaticoduodenal 
and  gastroduodenal  anastomoses  between  the  celiac 
and  superior  mesenteric  arteries.  The  presence  of  this 
rich  collateral  network  has  led  most  investigators  to 
conclude  that  at  least  two  of  the  three  major  visceral 
arteries  must  be  occluded  for  symptoms  to  develop.2-6 
That  so  many  should  reach  this  conclusion  is  not  sur- 
prising in  view  of  their  findings.  Arterial  ligations  in 
patients  with  cirrhosis  of  the  liver  have  shown  that  oc- 
clusion of  the  celiac  artery  usually  is  well  tolerated. 
The  inferior  mesenteric  artery  is  sacrificed  almost  rou- 
tinely during  excision  of  an  aneurysm  of  the  abdomi- 


nal aorta.  Also,  a few  nonfatal  instances  of  isolated 
occlusion  of  the  superior  mesenteric  artery  have  been 
recorded. 

Mikkelsen7  reviewed  the  fatalities  (reported  through 
1956)  from  occlusion  of  the  mesenteric  arteries  pre- 
ceded by  intestinal  angina,  and  could  find  only  two 
cases  with  sufficient  information  concerning  all  three 
major  visceral  branches.  In  both  of  these,  the  celiac 
artery  was  totally  occluded  by  atheromatous  plaques 
with  a fresh  thrombus  at  the  narrowed  origin  of  the 
superior  mesenteric  artery.  He  added  two  similar 
cases  of  his  own,  and  suggested  that  obliteration  of 
the  celiac  artery  was  necessary  before  narrowing  of 
the  orifice  of  the  superior  mesenteric  artery  could  pro- 
duce intestinal  angina. 

In  1962,  Mikkelsen  and  Berne8  said,  “The  syndrome 
of  intestinal  angina  requires  preliminarily  the  com- 


66 


TEXAS  MEDICINE 


Fig.  5.  a.  (left)  Later  film  of  selective  superior  mesen- 
teric arteriogram  made  3.5  seconds  after  start  of  injection. 
Hepatic  and  splenic  arterial  opacification  is  now  reaching  the  distal 
ramifications.  Later  films  in  this  series  revealed  normal  opaci- 
fication of  both  liver  and  spleen,  b.  (right)  Line 
tracing  of  Fig.  5.  a. 


plete  occlusion  of  one  of  the  three  gastrointestinal 
aortic  branches.  In  most  patients  this  asymptomatic 
event  takes  place  in  the  celiac  axis.”  In  the  same 
treatise,  Mikkelsen  also  said,  “If  food  is  not  ingested, 
pain  does  not  occur.”  At  that  time,  this  tenet  had  few 
opponents.  However,  in  1963,  Heard  and  coworkers9 
suggested  that  chronic  intestinal  ischemia  also  be 
considered  in  patients  with  atypical  pain,  other  com- 
moner causes  having  been  excluded.  Also,  in  1963, 
Fry  and  Kraft4  stated,  “It  must  be  pointed  out  that 
the  pain  associated  with  visceral  angina  does  not  al- 
ways occur  during  the  postprandial  period.” 

The  theory  that  more  than  one  vessel  must  be  oc- 
cluded has  been  challenged  during  the  past  two  years. 
In  1964,  Palubinskas  and  Ripley10  reported  a case  of 
fibromuscular  hyperplasia  of  the  celiac  artery  in  a 36- 
year-old  woman  who  had  suffered  pain  in  the  right 


upper  quadrant  of  the  abdomen  daily  for  three 
months.  Occasionally,  she  had  nausea  and  vomiting, 
and  a systolic  bruit  was  sharply  localized  to  the  epi- 
gastrium. Lateral  aortography  revealed  a stenotic 
lesion  of  the  celiac  artery.  The  preoperative  diagnosis 
was  arteriosclerotic  obstruction  of  the  celiac  axis  with 
visceral  angina.  When  a segmental  resection  of  the 
stenotic  area  was  performed  with  end-to-end  anasto- 
mosis, the  patient  responded  well,  without  recurrence 
of  the  previous  pain.  Collateral  circulation  was  not 
mentioned.  In  1965,  Dunbar  and  associates11  reported 
15  patients  with  isolated  partial  obstruction  of  the 
celiac  artery,  epigastric  bruits,  and  obscure  abdominal 
symptoms  not  unlike  those  of  intestinal  angina.  The 
age  range  was  from  19  to  51  years.  The  obstruction 
in  each  patient  was  due  to  compression  of  the  celiac 
artery  by  the  median  arcuate  ligament  of  the  dia- 
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phragm,  proved  by  lateral  abdominal  aortograms. 
Surgical  decompression  by  severing  the  ligament  pro- 
vided relief  of  symptoms  in  13  of  these  patients.  The 
conclusion  was  that  incomplete  obstruction  of  the 
proximal  celiac  axis  can  produce  significant  symp- 
toms. At  the  time,  the  authors  thought  that  stealing 
of  blood  from  the  superior  mesenteric  artery  was  not 
the  cause  of  symptoms  because  reversal  of  flow  into 
the  celiac  branches  was  not  demonstrated  at  aorto- 
graphy. However,  selective  superior  mesenteric  arterio- 
grams were  not  produced  in  their  series. 

In  1965,  Reuter  and  Oliniz  at  the  University  Hospi- 
tal, Lund,  Sweden,  added  17  cases  of  stenosis  of  the 
celiac  artery  to  the  American  literature,  and  suggested 
a celiac  steal  from  the  superior  mesenteric  artery, 
producing  intestinal  angina.  The  ages  of  their  patients 
ranged  from  13  to  75  years.  The  symptoms  included 
postprandial  pain,  weight  loss,  and  vomiting.  Selec- 
tive superior  mesenteric  arteriograms  were  produced 
in  all  instances,  and  the  expected  pancreaticoduo- 
denal and  gastroduodenal  arterial  connections  were 
seen  consistently.  An  associated  phenomenon  was  ob- 
served. If  the  celiac  stenosis  was  complete,  the  flow 
of  blood  in  the  common  hepatic  artery  reversed  and 
only  the  splenic  and  left  gastric  arteries  opacified.  If 
the  stenosis  was  only  partial,  the  common  hepatic 
artery  opacified.  The  authors  assumed  that  the  mar- 
ginal artery  was  patent  if  there  was  no  evidence  of 
collateral  circulation  over  its  course. 

Discussion:  To  diagnose  intestinal  angina,  the  physi- 
cian must  suspect  the  condition  and  must  adequately 
visualize  the  visceral  branches  of  the  abdominal 
aorta.  Adequate  visualization  includes  lateral  abdomi- 
nal aortography  for  study  of  the  ostia  and  selective 
superior  mesenteric  arteriography,  especially  in  pa- 
tients with  celiac  stenosis,  to  determine  the  pattern 
of  the  collateral  blood  as  well  as  the  direction  of  its 
flow.  The  celiac  branches  often  are  opacified  during 
selective  arteriography  involving  the  superior  mesen- 
teric artery,  and  this  in  itself  is  not  an  abnormal  find- 
ing. Opacification  indicates  the  capability  of  reversal 
and  makes  it  possible  for  the  celiac  branches  to  steal 
blood  when  the  celiac  ostium  is  partially  or  complete- 
ly occluded. 


Selective  arteriography  of  the  superior  mesenteric 
artery  has  demonstrated  at  least  three  hepatic  dis- 
eases that  can  exhibit  a circulatory  pattern  similar 
to  that  of  moderate  celiac  stenosis.  These  are  arterio- 
venous malformations  of  the  liver,  primary  tumors  of 
the  liver,  and  cirrhosis.  In  these  conditions,  the  nor- 
mal celiac  artery  cannot  supply  the  increased  demand 
for  blood  by  the  hepatic  artery.  Collaterals  develop, 
enlarge,  and  the  celiac  branches  then  steal  blood 
from  the  superior  mesenteric  artery.  Even  in  the  most 
typical  case  of  intestinal  angina,  isolated  celiac  steno- 
sis with  the  celiac  branches  stealing  blood  from  the 
superior  mesenteric  artery  may  play  a significant  role. 
It  is  entirely  possible  that,  following  a meal  (the  ex- 
pected time  for  increased  metabolism),  the  demand 
for  blood  in  the  intestines  increases,  the  celiac 
branches  continue  to  steal  blood  from  the  superior 
mesenteric  artery,  and  the  consequent  inadequate 
mesenteric  circulation  results  in  hypoxia  and  angina. 
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CARCINOMA 

OF  HEAD  OF  PANCREAS 


FRANK  R.  DENMAN,  M.D. 

CASE  REPORT:  The  36th  case  of  five- 
year  survival  after  surgery  for  carcinoma 
of  the  head  of  the  pancreas  is  reported, 
and  a relatively  safe  method  of  biopsy  is 
described.  Resection  should  be  attempt- 
ed when  there  are  no  evident  distant 
metastases,  no  liver  or  regional  lymph 
node  involvement,  and  no  direct  fixation 
to  the  portal  vein  or  superior  mesenteric 
vessels. 

THE  PROGNOSIS  FOR  patients  with  carcinoma  of  the 
head  of  the  pancreas,  treated  by  any  method,  is 
poor.  After  diagnosis,  survival  in  untreated  cases  is 
usually  less  than  18  months,  and  most  patients  sur- 
vive only  6 to  9 months.  There  are  periodic  reports  of 
patients  who  survived  for  long  periods  without  resec- 
tional treatment.  Most  of  these  reports  have  con- 
cerned patients  in  whom  histological  diagnosis  was 
not  established.  Differentiation  of  carcinoma  from 
pancreatitis  by  gross  findings  at  operation  is  difficult, 
and  cases  in  which  there  is  no  microscopic  proof  of 
cancer  cannot  be  accepted.  Howard  and  Jordan  de- 
scribed four  previously  reported  patients  with  oroven 
carcinoma  of  the  pancreas  who  survived  five  years  or 
more  without  treatment  of  the  primary  tumor.  Gener- 
ally, however,  it  may  be  assumed  that  without  resec- 
tion death  is  certain,  and  that  only  with  resection  is 
survival  possible.  Since  Whipple  described  the  tech- 
nique of  pancreatoduodenal  resection  for  carcinoma 
of  the  head  of  the  pancreas  in  1935,  five-year  survival 
has  been  reported  in  35  cases.  An  additional  case  is 
reported  herein. 


Case  Report:  A 70-year-old  white  man  was  admitted 
to  Hermann  Hospital  Dec.  26,  1960,  with  upper 
abdominal  pain  and  jaundice.  Duration  of  these 
symptoms  was  three  weeks,  but  he  had  experienced 
minor  episodes  of  indigestion  for  about  a year.  Three 
weeks  before  admission,  he  developed  increasingly 
frequent  episodes  of  upper  abdominal  pain  and  intol- 
erance to  fatty  foods.  His  skin  and  eyes  had  turned 
yellow,  after  which  he  noted  light-colored  stools  and 
dark  urine.  Review  of  systems  showed  no  abnormali- 
ties; he  had  not  had  any  serious  illness  in  the  past 
and  there  was  no  family  history  of  cancer. 

Physical  examination  revealed  an  elderly  white  man 
with  obvious  jaundice.  Blood  pressure  was  160/86 
mm.  of  mercury;  temperature  98.6  F.;  pulse  64  and 
regular;  and  respirations  16.  The  sclera  was  icteric. 
There  was  moderately  advanced  resonance  over  the 
lungs.  The  heart  was  not  enlarged,  had  a regular 
rhythm,  and  a systolic  murmur  at  the  apex.  In  the 
abdomen  a firm,  somewhat  nodular,  rounded  mass  in 
the  right  upper  quadrant,  extending  two  finger- 
breadths  below  the  right  margin,  was  thought  to  rep- 
resent the  liver.  No  other  masses  were  palpable.  Rec- 
tal examination  showed  no  abnormalities.  Laboratory 
studies  disclosed  these  values:  alkaline  phosphatase, 
22  Bodansky  units  per  100  ml.;  amylase,  75  units  per 
100  ml.;  prothrombin  time,  69  percent;  serum  biliru- 
bin, 15.8  mg.  per  100  ml.;  thymol  turbidity,  5.6  units; 
hemoglobin,  12.7  gm.  per  100  ml.;  white  blood  cells, 
6,100  with  normal  differential. 

Roentgenograms  of  the  chest,  upper  gastrointesti- 
nal tract,  and  colon  were  reported  normal.  Electro- 
cardiogram revealed  a right  bundle  branch  block  with 
probable  ischemic  heart  disease. 

A preoperative  diagnosis  of  obstructive  jaundice 
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due  either  to  common  duct  stone  or  carcinoma  of  the 
head  of  the  pancreas  was  made.  On  Dec.  30,  1960, 
an  exploratory  laparotomy  was  carried  out.  Findings 
were  normal  except  for  slight  enlargement  of  the  liver, 
and  there  was  a mass  in  the  head  of  the  pancreas. 
No  local  extensions  nor  metastasis  to  other  organs 
were  detected;  the  mass  was  considered  to  be  re- 
movable. Accordingly,  a pancreatoduodenal  resection 
was  performed  with  reconstruction  following  the  tech- 
nique of  Waugh.  The  jejunum  was  anastomosed  end  to 
end  to  the  body  of  the  pancreas,  and  then  an  end-to- 
side  jejunal  anastomosis  to  the  common  duct  and  to 
the  stomach  was  carried  out. 

The  specimen  was  a small  portion  of  the  distal 
stomach,  the  duodenum,  the  head  and  neck  of  the 
pancreas,  and  the  distal  segment  of  the  common  bile 
duct.  The  distal  portion  of  the  common  duct  was 
dilated  to  a diameter  of  2 cm.  The  head  of  the  pan- 
creas was  firm  and  there  was  a poorly  circumscribed 
mass  within  it.  This  mass  obstructed  the  common 
bile  duct  and  the  pancreatic  duct.  Microscopically,  the 
neoplasm  was  made  up  of  acinar  glands.  The  lining 
cells  were  columnar  with  darkly  staining  nuclei.  They 
were  surrounded  by  a dense,  desmoplastic,  fibrous 
tissue  bed.  Regional  lymph  nodes  contained  no  tumor. 
The  diagnosis  was  adenocarcinoma  of  the  pancreas 
with  squamous  metaplasia. 

The  patient  withstood  the  operative  procedure  well 
and  had  a completely  uneventful  and  uncomplicated 
postoperative  course.  He  was  dismissed  from  the  hos- 
pital on  the  14th  postoperative  day. 

He  has  had  follow-up  examinations  every  two  to 
three  months  since  the  operation  and  is  living  and 
well.  His  most  recent  evaluation  was  in  May,  1967, 
six  years  and  five  months  after  surgery. 

Comment:  The  untreated  patient  with  carcinoma  ob- 
structing the  distal  end  of  the  common  bile  duct,  re- 
gardless of  origin,  usually  dies  within  six  to  nine 
months  from  the  onset  of  clinical  jaundice.  Despite 
this,  surgeons  have  become  discouraged  with  the  re- 
sults that  follow  radical  pancreatoduodenal  resection 
for  malignant  disease  involving  the  head  of  the  pan- 
creas, the  distal  common  duct,  the  duodenum,  or  the 
ampulla  of  Vater. 

The  in-hospital  mortality,  averaging  approximately 


15  percent;  the  occasional  convalescence  prolonged 
by  multiple  major  complications,  and  the  relatively 
low  percentage  of  long-term  cures  have  produced  gen- 
eral pessimism  regarding  the  disease.  It  should  be  re- 
membered that  in  carcinoma  of  the  lung  and  stom- 
ach, the  resectability  rate  is  about  50  percent,  the  op- 
erative mortality  10  percent,  and  the  five-year  sur- 
vival rate  only  12  percent.  These  figures  are  com- 
parable to  those  obtainable  for  carcinoma  of  the  pan- 
creas, yet  surgeons  have  not  advocated  abandonment 
of  pneumonectomy  or  gastric  resection. 

Although  the  case  reported  herein  is  only  the  36th 
case  of  five-  to  six-year  survival  for  carcinoma  of  the 
head  of  the  pancreas,  analysis  of  experience  reported 
to  date  indicates  that  a new  attitude  should  be  adopt- 
ed regarding  carcinoma  producing  obstructive  jaun- 
dice. Present  operative  techniques  and  postoperative 
care  can  reduce  mortality  to  approximately  10  per- 
cent. Carcinoma  of  the  ampulla  of  Vater,  which  has  a 
cure  rate  of  40  percent,  or  chronic  pancreatitis,  or 
both,  may  produce  a hard  mass  in  the  head  of  the 
pancreas  which  causes  obstructive  jaundice.  Even  at 
operation,  it  is  exceedingly  difficult  to  differentiate 
these  conditions  from  carcinoma  of  the  head  of  the 
pancreas,  and  when  a carcinoma  of  the  ampulla 
grows  into  the  head  of  the  pancreas,  gross  differen- 
tiation is  impossible.  In  some  cases,  it  is  impossible  to 
determine  the  exact  origin  even  by  microscopic  ex- 
amination of  frozen  section. 

Direct  biopsy  of  the  pancreas,  either  by  knife  or  by 
punch  needle  technique,  may  be  complicated  by  hem- 
orrhage and  fistula  formation.  Moreover,  results  of 
biopsy  of  the  pancreas  by  any  technique  are  not  ac- 
curate because  of  inability  to  obtain  a precise  speci- 
men from  the  area  desired.  Most  carcinomas  are  sur- 
rounded by  a thick  capsule  of  tissue  which  shows 
chronic  inflammatory  change,  so  that  even  needle 
biopsy  may  be  misleading. 

Biopsy  of  the  head  of  the  pancreas  may  be  per- 
formed transduodenally  with  relative  safety  in  cases 
where  a lesion  is  producing  obstructive  jaundice  and 
obstructing  the  distal  end  of  the  bile  duct  as  it  enters 
the  duodenum  and  the  ampulla  of  Vater.  Thus,  by 
opening  the  second  portion  of  the  duodenum  on  its 
lateral  aspect  to  expose  the  ampullary  area,  access  is 
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obtained  to  the  obstructing  mechanism,  regardless  of 
its  origin.  Tissue  specimens  may  be  taken  from  the 
head  of  the  pancreas,  the  ampulla  of  Vater,  the  distal 
end  of  the  common  bile  duct,  or  the  duodenum  by 
this  means  without  risk  of  pancreatic  fistula,  and  with 
much  less  risk  of  hemorrhage.  There  is,  of  course,  the 
slight  risk  of  leakage  from  the  duodenal  suture  line. 
By  this  method,  one  is  enabled  to  identify  the  origin 
of  the  carcinoma  more  precisely.  We  should  not  deny 
a patient  a resection  and  a 40  percent  chance  for  five- 
year  survival  for  carcinoma  of  the  ampulla  because  of 
the  mistaken  impression  that  his  carcinoma  originates 
in  the  head  of  the  pancreas  where  the  outlook  is  less 
favorable. 

Sometimes  even  a good  biopsy  specimen,  though 
proving  carcinoma,  fails  to  yield  a conclusive  micro- 
scopic identification  of  origin.  If  other  factors  are  fa- 
vorable, a pancreatoduodenal  resection  should  be 
performed. 
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HYPERTENSION: 
EFFECTIVENESS 
OF  TWO  DRUGS 


GENE  E.  BURKE,  M.D. 

Clinical  Evaluation  of  Antihypertensive- 
Diuretic  Combinations:  In  a controlled 
study  to  compare  the  effectiveness  of 
two  antihypertensive-diuretic  combina- 
tion drugs  in  treatment  of  hypertension, 
both  Aldoril  (MAO  inhibitor/thiazide) 
and  Eutron  (decarboxylase  inhibitor/ 
thiazide)  were  effective  in  oral  form. 
Both  the  systolic  and  diastolic  blood 
pressures  decreased  in  all  patients  tak- 
ing Eutron,  and  fewer  tablets  were  need- 
ed for  adequate  control. 

THE  RECENT  USE  of  monoamine  oxidase  inhibitors, 
as  well  as  the  decarboxylase  inhibitors,  either  singly  or 
in  combination  with  thiazide  diuretics,  has  brought 
some  advances  to  the  treatment  of  hypertensive  car- 
diovascular disease.  These  drugs  offer  a new  ap- 
proach in  the  management  of  moderate  to  severe  hy- 
pertension. A study  was  undertaken  to  compare  the 
combined  effects  of  a monoamine  oxidase  inhibitor 
and  a thiazide  diuretic  with  those  of  a decarboxylase 
inhibitor  and  a thiazide. 

Patients:  Thirty-eight  patients  with  moderate  to  severe 
hypertension  were  admitted  to  the  study.  The  patients 
were  selected  from  the  hypertension  clinic  at  Ben 
Taub  Hospital  in  Houston.  All  were  outpatients,  many 
of  whom  had  received  previous  treatment  without  re- 
sponse or  had  become  resistant  to  the  previous  ther- 
apy. Whenever  possible,  six  months  was  allowed  to 
elapse  for  the  patients  who  had  received  previous  anti- 


hypertensive medication  so  that  there  could  be  no 
interference  with,  or  misinterpretation  of,  the  effects 
of  the  medications  used  in  the  study.  A base  line 
blood  pressure  was  established  for  each  patient  prior 
to  therapy  by  averaging  three  pressures  taken  over  a 
period  of  three  or  four  months.  Following  treatment, 
blood  pressures  were  measured  in  the  sitting  and 
standing  positions.  The  lowest  blood  pressure  was  re- 
corded. 

Thirty-four  patients  were  Negroes  and  four  were 
Caucasians.  Thirty-six  were  classified  as  having  essen- 
tial hypertension,  one  patient  had  pyelonephritis,  and 
one  had  chronic  glomerulonephritis.  All  patients  had 
grade  2 to  grade  3 retinopathy.  Roentgenograms 
showed  left  ventricular  hypertrophy  in  the  majority  of 
patients.  Renal  function  was  normal  in  most  cases, 
although  some  patients  had  a blood  urea  nitrogen 
level  (BUN)  as  high  as  40  mg.  per  100  ml. 

Method:  The  patients  were  alternately  placed  in  one 
of  three  groups.  Those  in  the  first  group  received 
placebo  tablets,  coded  as  compound  K.  The  second 
group  received  combination  tablets,  each  containing 
250  mg.  of  methyldopa  and  25  mg.  of  hydrochloro- 
thiazide coded  as  compound  H (Aldoril-25).  The  third 
group  received  combination  tablets,  each  containing 
25  mg.  of  pargyline  hydrochloride  and  5 mg.  of  methy- 
clothiazide  (Eutron)  coded  as  compound  G.  After  eight 
patients  in  each  group  were  treated,  the  placebo 
group  was  discontinued  because  lack  of  response 
made  it  obvious  which  patients  were  receiving  com- 
pound K.  It  was  thought  that  this  was  justified,  as  all 
the  patients  admitted  to  the  study  had  moderate  to 
severe  hypertension  which  required  specific  treatment. 
This  meant  that  the  remaining  14  patients  were  al- 
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ternated  between  the  two  groups  which  received  com- 
pound H and  compound  G.  As  a result  there  were  15 
patients  in  each  of  the  latter  two  groups,  and  only  8 
patients  in  the  group  which  received  the  placebo. 

Since  the  study  originally  was  intended  as  a double- 
blind study,  the  tablets  used  were  identical  in  ap- 
pearance except  for  the  code  K,  H,  or  G on  each  tab- 
let. However,  because  it  was  soon  apparent  which  pa- 
tients were  receiving  placebo  compound,  the  study 
was  blind  only  with  respect  to  the  patients’  unaware- 
ness of  the  medication  they  were  taking. 

At  the  beginning  of  the  study,  the  patients  received 
a single  daily  dose  of  one  tablet.  Doses  were  adjusted 
at  intervals  of  one  week  or  more.  If  there  was  no  bene- 
ficial effect  within  one  to  four  weeks,  the  dose  was  in- 
creased until  there  was  a desired  effect  or  significant 
side  effects.  Patients  who  required  two  tablets  a day 
were  given  one  tablet  every  12  hours,  and  those  who 
required  three  tablets  received  one  tablet  every  eight 
hours. 

Therapeutic  Results:  Fig.  1 shows  the  mean  blood 
pressure  in  each  group  before  and  after  three  months 
of  treatment.  There  was  no  change  in  the  mean  blood 
pressure  in  the  group  that  received  compound  K 
(placebo).  In  contrast,  the  group  that  received  com- 
pound H (Aldoril-25)  had  a mean  lowering  of  systolic 
pressure  of  40,  and  a lowering  of  the  diastolic  pres- 
sure of  16.  The  change  was  even  greater  in  the  group 
that  received  compound  G (Eutron).  In  this  group 
there  was  a mean  decrease  in  the  systolic  pressure  of 
66,  and  in  the  diastolic  pressure,  a decrease  of  36. 
It  was  also  interesting  that  the  mean  systolic  and 
diastolic  blood  pressures  before  therapy  in  the  group 
receiving  compound  G was  higher  than  the  mean 
pressures  in  the  other  two  groups. 

Fig.  2 shows  the  mean  blood  pressures  in  each  of 
the  patients  who  received  compound  K,  illustrating 
the  lack  of  effect  of  the  placebo. 

Fig.  3 shows  the  effects  of  compound  H on  the 
systolic  and  diastolic  pressure  before  and  after 
three  months  of  therapy.  In  general,  compound  H 
was  effective  in  lowering  the  blood  pressure. 
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Fig.  1.  Mean  blood  pressures  of  patients  in 
each  group  before  and  after  three  months  of 
treatment  with  compound  K (placebo), 
compound  H (Aldoril),  or  compound  G 
(Eutron). 
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Fig.  2.  Mean  blood  pressures  of  eight 
patients  who  received  a placebo.  Heavy 
line  shows  control  readings. 


Fig.  3.  Mean  blood  pressures  of  15  patients 
before  (heavy  line)  and  after  treatment  with 
Aldoril. 
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Fig.  4.  Mean  blood  pressures  of  15  patients 
before  (heavy  line)  and  after  treatment  with 
Eutron. 

Fig.  4 depicts  the  effect  of  compound  G,  which 
lowered  both  the  systolic  and  diastolic  blood  pres- 
sures in  all  patients. 

In  the  majority  of  patients  who  received  compound 
G,  hypertension  could  be  controlled  with  two  or  less 
tablets  per  day.  On  the  other  hand,  the  average  pa- 
tient receiving  compound  H required  at  least  three 
tablets  per  day. 

Previous  Studies:  Methyldopa:  Methyldopa  is  closely 
related  to  natural  dopa,  a precursor  of  norepinephrine. 
The  synthetic  drug  is  a racemic  form  containing  equal 
quantities  of  dextrorotatory  and  levorotatory  isomers. 
Oates  and  associates  published  the  first  reports  in 
I960.1  They  have  since  expanded  their  studies  to 
show  that  besides  being  a potent  inhibitor  of  the  de- 
carboxylation of  several  aromatic  amino  acids,  methyl- 
dopa has  both  sedative  and  hypotensive  properties. 
In  1954,  Sourkes  found  that  methyldopa  was  the  most 
potent  in  a series  of  related  compounds  that  inhibited 
in  vitro  the  conversion  of  dopa  to  dopamine.2  Sub- 
sequently, it  has  been  shown  that  the  inhibition  of 
decarboxylation  is  not  specific  for  dopa,  and  that 
many  other  decarboxylation  reactions  are  inhibited. 
In  this  study,  the  levo  form  was  used  and  the  com- 
pound was  called  Aldomet. 

In  contrast  to  other  medications  in  wide  use  for 


the  treatment  of  hypertensive  vascular  diseases,  this 
drug  does  not  block  transmission  of  autonomic  im- 
pulses, but  lowers  the  concentration  of  norepinephrine 
and  the  serotonin  in  the  tissues.  The  precise  mecha- 
nism responsible  for  the  effects  of  peripheral  arterial 
relaxation  accompanying  reduction  of  cardiac  output 
has  not  been  elucidated. 

Kakoviatos  and  associates  compared  antihyperten- 
sive effects  of  alpha-methyldopa  plus  hydrochlorothia- 
zide with  various  other  antihypertensive  agents.3 
Sixty-eight  percent  of  their  patients  did  as  well  or  bet- 
ter and  the  results  with  the  remaining  32  percent 
were  inferior.  This  combination  was  compared  to  the 
effects  of  hydralazine,  reserpine,  guanethidine,  and 
hydrochlorothiazide  alone  and  in  combination  with 
other  drugs. 

In  addition  to  inhibiting  the  biosynthesis  of  nore- 
pinephrine, alpha-methyldopa  is  capable  of  diminish- 
ing catecholamine  content  of  certain  tissues,  and 
these  two  biochemical  actions  probably  form  the 
basis  for  its  demonstrated  antihypertensive  effect  in 
man.  Most  series  have  shown  that  daily  oral  doses 
will  significantly  lower  the  blood  pressure  in  a high 
percentage  of  patients.  It  has  also  been  shown  that 
hydrochlorothiazide  will  enhance  this  antihyperten- 
sive effect. 

Pargyline  Hydrochloride:  Sutnick  and  others  stud- 
ied the  effect  of  pargyline  hydrochloride  (Eutonyl)  on 
14  patients  with  essential  hypertension.4  They  noted 
a beneficial  effect  in  11  cases.  This  was  primarily  a 
lowering  of  the  blood  pressure  in  the  standing  posi- 
tion, but  there  was  also  some  decrease  in  the  blood 
pressure  in  the  supine  position  in  five  patients. 
Maronde  and  associates  tested  the  drug  in  29  patients 
with  hypertension,  and  their  conclusions  were  simi- 
lar.5 Brest  and  others  obtained  excellent  results  in 
four  out  of  five  patients.6  They  thought  that  the  car- 
diac output  was  not  altered  substantially  except  in 
one  case,  in  which  a profound  hypotensive  effect  was 
obtained.  They  stated  that  pargyline  hydrochloride  is 
a potent  antihypertensive  drug,  and  that  it  reduces 
blood  pressure  primarily  by  depressing  peripheral  vas- 
cular resistance  without  affecting  cardiac  output. 
Others  have  reported  an  average  19  mm.  decrease  in 
the  diastolic  blood  pressure  in  13  patients  that  were 
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treated  with  this  compound,7  and  that  pargyline  hy- 
drochloride had  significant  hypotensive  effects  and 
could  be  used  with  other  antihypertensive  programs.8 

Patel  and  associates  reported  a series  of  28  pa- 
tients treated  with  pargyline  hydrochloride  and 
methyclothiazide.9.  They  found  the  combination  to  be 
effective  in  the  treatment  of  patients  with  essential 
hypertension.  Bryant  and  associates  also  reported  on 
a combination  treatment,  and  thought  that  the  two 
drugs  potentiated  each  other.10  Other  investigators 
have  also  published  their  results  on  the  effectiveness 
of  this  combination.  In  a study  of  36  hypertensive  pa- 
tients, pargyline  hydrochloride  combined  with  methy- 
clothiazide was  evaluated  in  the  treatment  of  hyper- 
tension.11 Placebos  were  used  as  controls.  The  combi- 
nation was  shown  to  produce  greater  antihypertensive 
effects  than  either  component  alone.  Side  effects  were 
not  encountered  in  this  study.  In  reducing  the  blood 
pressure  in  the  lying  position,  the  combination  was 
more  efficient  than  pargyline  hydrochloride  alone.12 
Thus,  the  risk  of  orthostatic  hypotension  as  well  as 
strokes  is  reduced  significantly.  Buch  has  used  Eutron 
in  the  treatment  of  36  patients  with  hypertension  who 
failed  to  respond  to  other  antihypertensive  medica- 
tions.13 Changes  in  blood  pressure  obtained  with  the 
medication  were  statistically  significant  in  the  supine, 
standing,  and  sitting  positions.  He  concluded  that  it 
was  effective  in  the  treatment  of  patients  who  failed 
to  respond  to  conventional  treatment. 

Discussion:  It  is  obvious  to  anyone  who  treats  hyper- 
tension that  the  optimum  medication  has  not  been 
discovered.  There  are,  however,  many  drugs  which 
will  adequately  control  moderate  to  severe  hyperten- 
sion. These  drugs  are  all  fraught  with  certain  disad- 
vantages such  as  distressing  side  effects  and  difficulty 
in  administration.  It  is  apparent  from  this  study  that 
both  Aldoril  and  Eutron  are  effective  in  the  treatment 
of  a number  of  patients  who  have  moderate  to  severe 
hypertension. 

Aldoril  is  usually  administered  three  or  four  times 
daily.  Eutron  is  generally  administered  once  or  twice 
daily.  In  this  study,  the  most  frequent  side  effect  with 
Aldoril  was  mild  sedation.  Dizziness  and  weakness 
were  reported  by  four  patients  receiving  Eutron.  De- 


spite these  side  effects,  both  drugs  were  continued  in 
all  patients. 

Other  side  effects  of  these  drugs  have  been  report- 
ed. Hypertensive  crises  have  occurred  after  patients 
taking  MAO  inhibitors  have  eaten  large  quantities  of 
aged  cheese,  soy  sauce,  or  pickled  herring,  which 
contain  tyramine.14  Chlorpromazine,  preferably  given 
intramuscularly,  is  effective  in  the  treatment  of  these 
hypertensive  crises.15  In  general,  the  incidence  of 
side  effects  has  been  reduced  by  combining  methy- 
clothiazide with  pargyline  hydrochloride.  This  combi- 
nation also  controls  blood  pressure  more  effectively 
than  either  component  alone. 
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OUTBREAK  OF  ASEPTIC 
MENINGITIS  DUE  TO 
ECHO-9  VIRUS 


WILLIAM  D.  FURST,  M.D. 

CLINICAL  MEDICINE:  Signs,  symptoms, 
and  course  of  disease  in  an  outbreak  of 
aseptic  meningitis  due  to  ECHO-9  virus 
is  reported.  The  author  emphasizes  that 
small  hospitals  can  perform  clinical  stud- 
ies with  the  help  of  the  State  Department 
of  Health’s  Viral  Laboratory. 

WITH  EVER-INCREASING  frequency,  the  physician  in 
private  practice  is  faced  with  the  recognition  and 
diagnosis  of  infectious  diseases  caused  by  viruses. 
Because  of  the  relative  newness  and  complexity  of 
the  study  of  virology,  the  busy  practitioner  is  apt  to 
be  lax  in  his  attempts  to  carry  out  definitive  investi- 
gative studies  when  a viral  disease  is  suspected.  The 
importance  of  carrying  out  these  studies  becomes 
more  meaningful  to  himself,  his  patients,  his  fellow 
practitioners,  and  the  community  at  large  when  the 
population  is  threatened  with  a sudden  outbreak  of 
meningitis  which  may  be  caused  by  a virus. 

The  purpose  of  this  paper  is  to  report  an  outbreak 
of  aseptic  meningitis  due  to  ECHO-9  virus.  When  out- 
breaks of  viral  infections  do  occur  in  a population, 
the  physician  with  the  aid  of  the  viral  laboratory  can 
obtain  information  as  to  the  causative  agent  which 
will  be  of  benefit  in  the  diagnosis,  treatment,  and 
prognosis  of  the  individual  case  as  well  as  informing 
the  general  public  of  the  nature  of  the  disease.  In  the 
community  hospital,  studies  can  be  carried  out  and 
information  obtained,  resulting  in  basic  information 
with  practical  and  satisfying  results  to  the  physician, 
his  colleagues,  and  his  community.  Until  the  pattern 
of  the  disease  entity  is  established  in  a given  area,  it 
is  difficult  for  the  physician  to  make  an  accurate 
etiologic  diagnosis  of  the  disease. 


Clinical  Material:  In  the  latter  part  of  June,  1965,  in 
Odessa,  a city  of  90,000  persons,  it  became  evident 
that  there  was  an  increase  in  the  number  of  persons 
with  meningitis  being  admitted  to  Medical  Center  Hos- 
pital. Additional  patients  were  present  in  the  area  dur- 
ing the  time,  but  they  were  not  hospitalized  and  are 
not  included  in  this  study.  There  were  a total  of  34 
patients  admitted  to  the  hospital  with  the  diagnosis 
of  aseptic  meningitis.  For  the  purpose  of  this  report  I 
have  included  only  cases  from  which  ECHO-9  virus 
was  recovered  from  the  stool  and/or  the  cerebral 
spinal  fluid. 

Description  of  Patients:  There  were  20  cases  meeting 
the  established  criteria.  Eleven  patients  were  boys 
and  nine  were  girls.  All  cases  occurred  in  persons 
of  the  Caucasian  race.  It  is  of  interest  that  although 
Spanish-speaking  Americans  and  Negroes  account  for 
approximately  15  percent  of  the  population  in  the 
area,  no  cases  of  aseptic  meningitis  were  noted  in 
either  group. 

Of  the  20  cases,  there  were  two  families  in  which 
two  children  in  each  family  were  affected.  The  age  dis- 
tribution ranged  from  1 to  12  years  with  the  largest 
number  of  cases  occurring  between  2 and  8 years  of 
age. 

Symptoms  of  illness  began  one  to  five  days  prior 
to  admission  with  most  patients  being  admitted  on 
the  third  day  of  illness.  The  chief  complaint  was  fever 
associated  with  headache  and  vomiting.  All  patients 
had  vomited  one  to  three  times  before  admission.  The 
headache  was  described  in  most  cases  as  severe  and 
was  predominantly  frontal  and  retro-orbital.  Six  of  the 
20  patients  complained  of  a stiff  neck.  The  tempera- 
ture on  admission  ranged  from  99  to  105  F.  rectally. 

Physical  findings  were  typical  of  those  previously 
described  with  this  syndrome.  Most  patients  appeared 


76 


TEXAS  MEDICINE 


ill,  were  irritable  and  apprehensive,  but  their  condition 
was  not  particularly  toxic.  The  sensorium  in  all  cases 
was  clear,  and  in  most  cases  the  patient’s  sense  of 
wellbeing  seemed  out  of  proportion  to  the  stiffness  of 
the  neck  and  fever.  The  eye  grounds  were  normal.  Hy- 
peremia of  the  pharynx  was  described  in  8 of  the  20 
patients.  All  patients  had  some  stiffness  of  the  neck 
and  pain  on  straight  leg  raising.  Deep  tendon  reflexes 
and  superficial  reflexes  were  normal.  No  skin  rash 
was  found  in  any  of  our  patients. 

Laboratory  Data:  The  peripheral  white  count  in  this 
series  of  patients  ranged  from  3,000  to  28,000 
with  most  values  ranging  between  3,000  and  12,000. 
There  was  a slight  shift  to  the  left  in  the  differential 
in  eight  cases.  In  13  cases  the  count  was  below  500 
cells  per  cu.  mm.,  but  in  seven  cases  it  was  be- 
tween 500  and  4,000  cells  per  cu.  mm.  The  cell 
type  was  divided  rather  evenly  between  polymorpho- 
nuclear and  mononuclear  cells. 

The  spinal  fluid  protein  varied  between  10  and  80 
mg.  per  100  ml.  with  values  in  50  percent  of  the 
cases  being  above  40  mg.  per  100  ml.  The  spinal 
fluid  sugar  was  below  40  mg.  per  100  ml.  in  five  cases 
without  apparent  reason  and  blood  sugar  determina- 
tions were  not  obtained  simultaneously.  Glutamic 
oxaloacetic  transaminase  determinations  were  per- 
formed on  the  cerebrospinal  fluid  in  12  of  the  30  pa- 
tients: no  values  were  found  over  28  units,  the  range 
being  from  7 to  25  units. 


Fig.  1.  Patients  with  Aseptic  Meningitis 
due  to  ECHO  9 Virus  Admitted  to 
Medical  Center  Hospital,  Odessa,  Texas, 
June  and  July,  1965. 

Virology  Studies:  Stool  and  spinal  fluid  specimens  ob- 
tained here  were  immediately  frozen  at  -10  C.,  packed 
in  ice,  and  sent  air  mail  to  the  virus  laboratory  of  the 
state  health  department  in  Austin.  (ECHO-9  virus 
identification  studies  were  performed  by  the  virus 
laboratory  using  monkey  kidney  cell  cultures.  Stool 
and  spinal  fluid  specimens  were  cleared  of  debris  by 
centrifugation  and  treated  with  streptomycin-penicillin 
nystatin  mixture  for  destruction  of  bacteria  and 
yeasts.  Presence  of  the  virus  was  determined  by  the 
cytopathic  effect  after  passage  through  monkey  kid- 
ney cell  cultures  and  specific  identification  by  neutral- 
ization of  the  cytopathic  fluid.)  Viral  cultures  were 
obtained  from  30  of  the  34  patients  admitted  to  the 
hospital.  ECHO-9  virus  was  cultured  from  either  the 
stool  or  spinal  fluid  in  20  of  the  34  cases,  or  66  per- 
cent. The  stool  was  positive  in  15  of  the  30  cases,  or 
40  percent.  Both  cerebrospinal  fluid  and  stool  yielded 
ECHO-9  virus  in  seven  cases,  or  23  percent.  Acute 
and  convalescent  sera  were  obtained  in  most  cases, 
but  specific  antibody  studies  were  not  performed. 

Hospital  Course:  Patients  were  hospitalized  for  an  av- 
erage length  of  stay  of  four  days.  Fifty  percent  of  our 
patients  had  a septic  type  temperature  with  daily 
peaks  of  102-103  F.  The  remainder  ran  a much  more 
benign  course  with  temperatures  from  99-101  F.  Per- 
sistent vomiting  was  not  a problem.  Intravenous  fluid 
therapy  for  correction  of  dehydration  was  required  in 
only  two  patients.  Most  patients  required  only  symp- 
tomatic therapy  with  aspirin  and  sponges  for  temper- 
ature control.  The  temperature  returned  to  normal  by 
the  fourth  hospital  day  in  all  but  four  cases.  One  pa- 
tient whose  spinal  fluid  contained  approximately 
4,000  cells;  glucose,  36  mg.  per  100  ml.,  and  pro- 
tein, 62  mg.  per  100  ml.  was  treated  for  purulent 
meningitis  for  48  hours  until  the  spinal  fluid  culture 
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was  reported  as  negative  for  growth.  ECHO-9  virus 
was  obtained  from  this  patient’s  stool  and  spinal 
fluid.  At  no  time  during  hospitalization  did  any  patient 
develop  a rash.  At  the  time  of  discharge  all  patients 
seemed  well,  and  physical  examination  failed  to  show 
any  evidence  of  muscle  weakness  or  neurologic  ab- 
normality. 

Review:  The  past  15  years  has  seen  an  increasing  in- 
terest in  the  aseptic  meningitis  syndrome,  as  first  de- 
scribed by  Wallgren.1  This  increased  interest  has  gone 
hand  in  hand  with  advances  in  viral  culture  tech- 
niques. 

Since  1949,  with  successful  cultivation  of  the  po- 
liomyelitis viruses,  approximately  100  new  viruses 
have  been  isolated.2-  3 Some  50  of  these  viruses  are 
classified  as  enteroviruses  since  they  inhabit  the  hu- 
man gastrointestinal  tract  from  time  to  time.  This 
group  includes  polio  viruses,  coxsackie  viruses,  and 
ECHO  viruses,  as  well  as  several  other  types.  The 
ECHO  virus  group  (enteric  cytopathogenic  human  or- 
phan),4 now  includes  28  distinct  antigenic  types.5-  6-  7 

Infections  by  the  ECHO  viruses  may  remain  asymp- 
tomatic or  produce  signs  and  symptoms  referable  to 
the  central  nervous  system,  the  gastrointestinal  tract, 
the  skin,  or  the  respiratory  tract.  The  ECHO  viruses 
produce  in  man  clinical  manifestations  characterized 
by  one  of  the  following:  CNS  signs,  skin  rashes,  res- 
piratory, and  constitutional  symptoms,  as  well  as 
gastrointestinal  manifestations. 

Our  concern  is  primarily  with  those  of  the  central 
nervous  system.8-  9-10  The  ECHO  viruses  most  com- 
monly produce  symptoms  referable  to  this  system, 
and  these  symptoms  fall  into  the  category  of  aseptic 
meningitis  as  first  described  by  Wallgren  with  the  fol- 
lowing criteria:  (1)  onset  of  acute  symptoms;  (2) 
pleocytosis;  (3)  bacteriologically  sterile  spinal  fluid; 
(4)  comparatively  short  duration  of  illness  with  no 
secondary  complication,  and  complete  recovery;  (5) 
absence  of  any  signs  indicating  parameningeal  etiol- 
ogy such  as  mumps,  poliomyelitis,  epidemic  encepha- 
litis, and  leptospirosis;  (6)  absence  of  epidemiological 


connections  with  the  aforementioned  infectious  dis- 
eases. 

Two  other  criteria,  mainly  clinical  features,  are  ab- 
sence of  permanent  muscle  weakness,  which  distin- 
guishes the  disease  from  paralytic  poliomyelitis,  and 
absence  of  conspicuous  cerebral  signs  and  symp- 
toms, which  differentiates  this  syndrome  from  enceph- 
alitis. Our  cases  met  these  criteria. 

In  the  aseptic  syndrome,  the  incubation  period  is 
short,  usually  five  days,  but  may  be  as  long  as  ten 
days.  At  the  time  that  the  original  case  was  discov- 
ered, a high  percentage  of  household  contacts  had 
been  found  to  be  infected  with  enterovirus,  though 
the  contact  may  have  had  no  symptoms. 

Transmission  of  the  virus  occurs  from  the  infected 
individual  into  the  community  via  the  stool  and  oral 
pharyngeal  secretions.  It  is  felt  that  fecal  contamina- 
tion is  the  most  important  mode  of  spread  of  the 
virus.  The  virus  has  been  cultured  from  the  stool  as 
late  as  the  seventh  week  after  onset  of  the  disease. 
Throat  cultures  may  be  positive  only  during  the  first 
few  days  of  the  acute  illness. 

The  virus  enters  the  human  host  through  the  oral 
pharynx,  is  secreted  in  the  oral  pharyngeal  secretions 
and  in  the  feces.  The  virus  usually  remains  in  the  ali- 
mentary tract;  however,  it  may  pass  into  the  blood, 
causing  viremia  and  thence  invade  the  central  nerv- 
ous system,  the  skin,  and  the  kidneys.  Studies  sug- 
gest that  the  pathogenesis  of  this  disease  is  similar 
to  that  of  poliomyelitis. 

Disease-producing  types  of  ECHO  viruses  are  found 
in  wide  distribution  the  world  over.  Infection  caused 
by  ECHO  viruses  may  remain  asymptomatic  or  pro- 
duce signs  and  symptoms  referable  to  the  respiratory 
tract.  In  the  temperate  zones  these  infections  usually 
occur  during  the  summer  and  fall  months. 

Outbreaks  of  aseptic  meningitis  due  to  ECHO  vi- 
ruses have  been  reported  in  the  United  States,  Mex- 
ico, India,  and  the  Philippines.11  In  the  summer  of 
1956,  epidemics  of  aseptic  meningitis  caused  by 
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these  viruses  occurred  in  Germany,  Belgium,  Denmark, 
and  England.11-  13 

ECHO  virus  infection  apparently  occurs  predomi- 
nantly in  young  children  and  young  adults,  although 
infants  and  older  adults  can  be  infected  with  the 
virus. 

Most  cases  seem  to  occur  in  the  Caucasian  race; 
however,  other  races  have  been  involved  to  a lesser 
extent. 

Aseptic  meningitis  caused  by  ECHO-9  viruses  pro- 
duces characteristic  symptoms  of  headache,  stiffness 
of  the  back  and  neck,  positive  Kernig’s  and  Brudzin- 
ski's  signs.  The  headache  is  usually  severe  and  frontal 
in  location.  There  is  high  incidence  of  vomiting.  Lum- 
bar puncture  usually  reveals  slightly  elevated  pres- 
sure, increase  in  the  white  blood  count,  and  elevated 
protein  content.  Cell  count  may  range  from  0 to  5,000 
per  cu.  mm.  and  though  mononuclear  cells  usually 
predominate,  polymorphonuclear  neutrophils  may  be 
present  early  in  the  disease.  Protein  concentrations 
range  between  40  and  150  mg.  per  100  ml.  The  sugar 
and  chloride  values  are  usually  normal.  Peripheral 
white  count  is  usually  not  definitive;  the  range  is 
usually  between  3,000  and  20,000  with  most  patients 
having  between  5,000  and  10,000  white  blood  cells 
per  cu.  mm. 

Because  of  the  benign  nature  of  this  disease,  ther- 
apy is  minimal.  During  the  acute  phase,  control  of 
vomiting  and  temperature  is  attained  by  intravenous 
fluid  and  analgesics.  Most  of  the  symptoms,  however, 
subside  with  symptomatic  treatment  after  48  hours. 
The  usual  length  of  hospital  stay  is  from  three  to  five 
days. 

Summary:  An  outbreak  of  aseptic  meningitis  due  to 
ECHO-9  virus  is  reported,  illustrating  the  signs,  symp- 
toms, and  course  of  the  disease.  It  is  also  emphasized 
that  clinical  studies  can  be  performed  in  small  hos- 
pitals, with  the  help  of  the  state  health  viral  labora- 


tory, thereby  enabling  the  physician  to  make  an  ac- 
curate diagnosis  and  plan  appropriate  treatment. 
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INCIDENCE 

ORGAN  INVOLVEMENT 

LABORATORY  FINDINGS 

Average  Age — 36.5  years 
66%  of  our  cases  were 

AT  THE  TIME 

OF  DIAGNOSIS 

Elevated  sedimentation 

rate 

90% 

in  the  20  to  40  year 

Pulmonary 

90% 

Reversed  albumin/ 

age  group 

Hilar  adenopathy 

globulin  ratio 

52% 

Race — 74%  Negro 

alone 

42% 

Leukopenia 

45% 

26%  Caucasian 

Parenchymal  lung 

Eosinophilia 

22% 

involvement  alone  19% 

Hypercalciuria 

9.5% 

Both 

29% 

Hypercalcemia 

3.5% 

Lymph  nodes  excludin 

O 

o 

Skin  tests: 

hilar  nodes 

70% 

Positive  tuberculin 

Skin 

26% 

1/1,000 

1/20 

Liver 

26% 

Positive  histoplasmin 

1/24 

Spleen 

19% 

Positive  coccidioidin 

1/24 

Ocular 

9.5% 

Positive  blastomycin 

1/28 

Bone  lesions 

9.5% 

Tonsillar 

3.5% 

Parotid  gland 

3.5% 

Facial  nerve  palsy 

3.5% 

Renal  stones 

3.5% 

80 


TEXAS  MEDICINE 


Geographic  distribution  of  birthplaces 
of  30  patients  with  sarcoidosis  who 
were  studied  at  The  University  of  Texas 
Medical  Branch. 


Geographic  distribution  of  birthplaces 
of  1,194  veterans  with  sarcoidosis, 
correlated  with  forest  areas  of  the 
United  States.  (From  Cummings,  M.M., 
et  al.:  Concepts  of  Epidemiology  of 
Sarcoidosis,  Postgrad.  Med.  19:437, 
May,  1956.) 


FREQUENCY  OF  SIGNS 


AND  SYMPTOMS 
AT  THE  TIME 
OF  DIAGNOSIS 

Asymptomatic  19% 

Cough  48% 

Weight  loss  32% 

Dyspnea  29% 

Skin  lesions  29% 

Fever  and/or  sweats  11% 
Ill-defined  chest  pain  9.5% 
Enlarged  lymph 

nodes  9-5% 

Hemoptysis  6.5% 

Abdominal  mass  6.5% 

Eye  symptoms  3.5% 

Arthralgia  3.5% 


DIAGNOSTIC 

CRITERIA 

Compatible  clinical  picture. 
Compatible  histologic  picture. 
Careful  exclusion  of  all  other 
granulomatous  diseases  which 
may  simulate  sarcoidosis.  If 
these  criteria  are  applied,  few 
diagnostic  errors  will  be  made. 
If  they  are  not,  errors  will  be 
frequent. 
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Stage  1.  Hilar  adenopathy. 


Stage  2.  Hilar  adenopathy  with 
fanlike  parenchymal  infiltrations. 


Stage  4.  Hilar  adenopathy  with 
diffuse  nodular  lesions. 


Stage  5.  Confluent  patchy 
infiltrations  with  regression  of 
adenopathy.  Beyond  this  stage, 
complete  resolution  is  unlikely. 


Stage  7.  Progression  of  fibrotic 
lesions  with  loss  of  lung  volume. 


Stage  3.  Hilar  adenopathy  with 
diffuse  miliary  lesions. 


Stage  6.  Return  of  adenopathy 
with  resolution  of  the  infiltra- 
tions to  linear  fibrotic  lesions. 


Stage  8.  Pulmonary  fibrosis. 


Histologic  section  of  lymph 
node  in  sarcoidosis,  showing 
noncaseating,  discrete, 
epithelioid  granulomas. 


Foreign  body  giant  cell 
in  a sarcoid  granuloma. 


Erythrodermic  form 
of  Schaumann’s  disease. 


Miliary  and  nodular  skin  lesions 
of  Boeck’s  sarcoid. 


TREATMENT 

Pulmonary  Involvement:  There 
is  no  unanimity  of  opinion  on 
indications  for  treatment  with 
steroids.  Weight  of  evidence 
tends  to  favor  their  use  only  in 
far-advanced  cases  with  con- 
siderable dyspnea,  or  in  those 
with  severe  constitutional  symp- 
toms. Concomitant  anti-tuber- 
culosis therapy  is  indicated  if 
the  tuberculin  skin  test  is  posi- 
tive. Some  recommend  such 
therapy  in  every  case. 

Hypercalcemia:  Short-term  ster- 
oid therapy  effectively  returns 
serum  calcium  to  normal  levels. 
Low  calcium  diet  and  large 
fluid  intake  are  also  indicated. 
Hypersplenism:  This  complica- 
tion usually  responds  to  steroid 
therapy;  if  it  does  not,  splenec- 
tomy is  effective. 

Eye  Lesions:  Chronic  uveitis 
usually  responds  to  systemic 
steroids.  For  diffuse  corneal 
calcification,  systemic  steroids 
and  sodium  phytate  therapy  are 
reported  to  be  effective. 

Central  Nervous  System  Le- 
sions: Steroid  therapy  usually 
brings  dramatic  improvement. 
Concomitant  anti-tuberculosis 
therapy  should  be  given  be- 
cause of  the  difficulty  of  ex- 
cluding tuberculous  meningitis 
before  adequate  bacteriologic 
studies  are  reported. 


mpilm- 


Staph— the  most  ■% 
common  cause  of 
skin  and  soft-tissue 
infection 


reliably  controlled 
with 

specific  therapy 


A suitable  dosage  form  for  every  staph  situation 


Staph— the  most  common  cause  of  skin  and  soft-tissue 
infection— also  is  responsible  for  many  more  serious 
infections,  such  as  pneumonia,  osteomyelitis,  and 
septicemia.  Often,  a seemingly  minor  skin  infection  is 
the  source  of  metastatic  spread  to  deeper  structures. 
When  findings  on  culture  incriminate  staph  as  the 
cause,  Prostaphlin  (sodium  oxacillin)  will  provide 
specific  effective  therapy. 

Bactericidal  effectiveness.  Hardly  a staph  organism 
can  resist  the  bactericidal  action  of  Prostaphlin  (sodi- 
um oxacillin),  as  shown  by  a 34-month  in  vitro  study. 
Of  all  staph  isolates  tested,  99.5%  were  sensitive  to 
oxacillin.1 


Clinically  proven.  There  is  a high  correlation  between 
these  in  vitro  findings  and  clinical  results.  Of  610 
patients  treated  with  Prostaphlin  (sodium  oxacillin), 
89.8%  were  reported  cured  or  improved,  including 
those  with  staph  infections  resistant  to  penicillin  G.2 
And  since  resistance  does  not  appear  to  develop  in 
vivo,  therapy  with  oxacillin  can  be  extended  when 
necessary. 


Outstanding  safety  record.  Besides  being  staph-specific 
and  rapidly  absorbed— Prostaphlin  (sodium  oxacillin) 
has  established  an  outstanding  record  of  safety  dur- 
ing five  years  of  widespread  clinical  use.  Continuous 
high  blood  levels  of  oxacillin  have  not  produced  toxic 
effects  on  kidney  function,  assuring  a significant  mar- 
gin of  safety.  However,  as  with  all  penicillins,  the 
possibility  of  allergic  response  should  be  considered. 
Capsules,  Oral  Solution  and  Injectable.  Prostaphlin 
(sodium  oxacillin)  is  available  in  three  flexible  dosage 
forms  to  suit  the  age  of  the  patient  and  severity  of 
infection— capsules,  an  oral  solution  for  pediatric  use, 
and  multi-dose  vials  for  injection,  I.M.  or  I.V 

PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications: 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  qA  or  q.6h.  Children:  50  mg./ 
Kg. /day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  qA  or  q.6h.  Chil- 
dren: 50  mg. /Kg. /day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules— 
250  and  500  mg.  in  bottles  of  48.  Injectable— 250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  I.M. /I.V.  use.  For  Oral  Solution— 100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY:  8:12.6 

References:  1 . Abstracted  from  Antibiotic  Sensitivity  of  Staphylococci  Studied 
from  November  1962  through  August  1965,  reported  by  Griffith,  L.J.,  Staph- 
ylococcus Reference  Laboratory,  V.  A.  Hospital,  Batavia, 

N.Y.  2.  Data  on  file,  Bristol  Laboratories. 
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A woman,  67,  was  disoriented,  had  a 
headache  and  stiff  neck,  and  could  not 
walk.  The  CSF  contained  17  leukocytes 
per  cu.  mm.;  glucose  and  protein  levels 
were  normal.  Hemagglutination  titers 
suggested  St.  Louis  encephalitis.  With 
supportive  therapy  the  patient  improved. 
However,  she  aspirated  gastric  contents; 
pneumonia  developed,  and  the  patient 
died  ten  days  after  admission. 

CASE  PRESENTATION:  Dr.  Norgaard:  This  67-year-old 
white  woman  was  admitted  to  Parkland  Memorial 
Hospital  on  Aug.  11,  1966.  She  had  headache  and  a 
stiff  neck  and  could  not  walk.  She  was  said  to  have 
been  helped  to  her  home  two  days  earlier  after  an  ap- 
parent fall  in  the  street.  When  she  got  home,  she  sat 
down  and  probably  remained  in  the  chair  until  her 
niece  found  her  on  the  day  of  admission.  The  doors  of 
the  patient's  home  were  always  open  to  allow  her 
eight  cats  to  come  and  go,  and  many  mosquitoes  had 
been  noted  on  the  premises.  No  other  history  was 
available. 

She  was  semicomatose  and  in  no  acute  distress. 
Her  vital  signs  were:  blood  pressure  160/80  mm.  of 
mercury,  pulse  100  and  regular,  respiration  16,  and 
temperature  103.6  F.  Skin  turgor  was  moderately  de- 
creased. Passive  flexion  of  the  neck  revealed  rigidity 
out  of  proportion  to  objective  or  subjective  pain.  Ex- 
amination of  the  heart,  lungs,  and  abdomen  showed 
no  abnormalities.  Neurological  examination  revealed 
grossly  intact  motor  and  sensory  systems  and  mod- 
erate generalized  rigidity.  The  deep  tendon  reflexes 
were  symmetrically  hyperactive.  There  were  no  patho- 
logic reflexes.  The  patient  remained  generally  semi- 
comatose; when  aroused,  she  was  disoriented. 


Initial  blood  studies  included  hemoglobin,  12.4  gm. 
per  100  ml.;  hematocrit  37.5  percent;  and  white  blood 
cell  count  (WBC)  11,900  per  cu.  mm.  with  a differen- 
tial cell  count  of  77  segmented  neutrophils,  1 band 
cell,  19  lymphocytes,  2 monocytes,  and  1 basophil. 
The  urine  was  hazy  with  specific  gravity  1.027,  pH  5, 
albuminuria  (1-f-),  no  glucose,  and  a trace  of  acetone. 
There  were  40-50  WBCs  and  5-6  red  blood  cells  (RBC) 
per  high  power  field;  urine  culture  was  sterile.  The 
reaction  to  the  serologic  test  for  syphilis  was  nega- 
tive. Blood  chemistry  values  were  within  normal  limits. 
The  cerebrospinal  fluid  (CSF)  was  clear  and  colorless 
with  opening  pressure  150  mm.  of  water,  closing  pres- 
sure 120  mm.  of  water;  17  leukocytes  per  cu.  mm.  (12 
lymphocytes,  5 neutrophils);  protein  30  mg.  per  100 
ml.;  glucose  115  mg.  per  100  ml.  (blood  glucose  134 
mg.  per  100  ml.)  Gram  stain,  methylene  blue  stain, 
and  India  ink  preparation  revealed  no  microorganisms, 
and  subsequent  CSF  culture  was  sterile. 

Initial  chest  x-rays  revealed  normal  heart  and 
lungs,  and  a skull  series  showed  no  abnormalities. 

The  patient  was  treated  supportively  with  intrave- 
nous fluids  and  aspirin.  She  exhibited  a fluctuating 
sensorium  with  overall  progressive  improvement.  On 
the  third  hospital  day  she  was  oriented  as  to  place 
and  person  and  had  no  neurologic  signs  except  for 
gross  intention  tremor  of  both  arms.  Slow  but  defi- 
nite improvement  continued  for  the  first  week  of  hos- 
pitalization. Another  lumbar  puncture  was  done  on 
Aug.  15  with  the  following  results:  clear,  colorless 
CSF;  opening  pressure  120  mm.  of  water,  closing 
pressure  90  mm.  of  water;  20  leukocytes  per  cu.  mm. 
(19  lymphocytes,  1 neutrophil);  protein  51  mg.  per 
100  ml.;  glucose  74  mg.  per  100  ml.  (blood  glucose 
105  mg.  per  100  ml.);  and  no  bacteria  on  smear  or 
culture.  Hemagglutination  inhibition  titers  for  St. 
Louis  encephalitis  done  on  Aug.  11  and  Aug.  20  were 
1:10  and  1:80,  respectively.  Complement  fixation 
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titers  for  St.  Louis  encephalitis  done  on  the  same  days 
were  8 and  16,  respectively. 

On  the  seventh  hospital  day  the  patient  vomited, 
aspirated,  and  sustained  a transient  respiratory  ar- 
rest. Her  blood  pressure  was  90/60  mm.  of  mercury 
with  sinus  tachycardia.  The  pupils  were  small,  equal, 
and  reactive  to  light.  Auscultation  of  the  lungs  re- 
vealed bilateral  coarse  moist  rales.  An  endotracheal 
tube  was  inserted,  and  the  trachea  suctioned.  The 
patient  was  given  Aramine,  and  her  blood  pressure 
rose  to  120/70.  Respiratory  assistance  with  the  Bird 
respirator  was  begun,  and  the  patient  was  transferred 
to  the  intensive  care  unit.  Methicillin,  kanamycin,  and 
colistimethate  therapy  was  begun.  During  the  next 
three  days  the  patient’s  condition  became  progres- 
sively worse,  with  rectal  temperature  varying  from  101 
to  103  F.  and  persistent  tachycardia.  Automatic  cy- 
cling of  the  respirator  became  necessary,  and  Levo- 
phed  had  to  be  given  to  maintain  blood  pressure.  The 
patient  became  oliguric,  cyanotic,  and  edematous. 
Central  venous  pressure  was  14  cm.  of  water  with 
peripheral  venous  pressure  of  26  cm.  Digitalization 
was  begun,  bronchopulmonary  toilet  intensified,  and 
fluid  intake  restricted.  A test  dose  of  12.5  gm.  of  in- 
travenous mannitol  produced  some  increase  of  uri- 
nary output.  Blood  studies  on  Aug.  19  revealed  oxy- 
gen pressure,  35  mm.  of  mercury;  oxygen  saturation, 
48  percent;  carbon  dioxide  pressure  37  mm.  of  mer- 
cury; and  pH  7.47.  The  patient  died  on  Aug.  20,  the 
tenth  hospital  day.  On  Aug.  20  the  blood  urea  nitro- 
gen was  33  mg.  per  100  ml.;  carbon  dioxide  combin- 
ing power  was  14  mEq.  per  liter. 

Clinical  Discussion:  Dr.  Sanford:  In  discussing  this  pa- 
tient, I will  begin  with  the  differential  diagnosis.  Then, 
because  we  have  in  the  protocol  at  least  presumptive 
evidence  of  the  patient’s  diagnosis,  I would  like  to 
discuss  some  of  our  recent  experiences  with  epidemic 
St.  Louis  encephalitis  in  Dallas.  Finally,  there  is  the 
important  consideration  of  the  management  of  her 
terminal  episode. 

This  patient  was  admitted  at  a time  when  we  were 
seeing  many  patients  with  what  was  subsequently 
proven  to  be  group  B arbovirus  infection,  St.  Louis 
encephalitis.  At  the  time  of  her  admission,  the  most 
important  question  to  be  asked  was,  “Were  her  find- 
ings those  anticipated  in  a patient  with  St.  Louis  en- 
cephalitis, or  might  she  have  had  something  else  for 


which  totally  different  approaches  to  management 
were  necessary?”  She  became  ill  rather  abruptly  with 
disorientation,  fever,  nuchal  rigidity,  and  symmetri- 
cally hyperactive  deep  tendon  reflexes.  Tremor  was 
not  described  on  admission  but  appeared  subsequent- 
ly. On  the  basis  of  these  findings  and  in  the  absence 
of  papilledema,  a lumbar  puncture  was  done  which 
revealed  three  important  findings:  first,  the  presence 
of  17  leukocytes;  second,  normal  CSF  glucose  level 
(115  mg.  per  100  ml.  with  blood  glucose  34  mg.); 
and  third,  a normal  CSF  protein.  These  findings  put 
the  case  in  a category — the  CSF  contains  hundreds 
of  cells  and  a normal  sugar  concentration.  This  clas- 
sification will  enable  a reasonable  differential  diag- 
nosis to  be  developed  (Table  1).  Note  that  aseptic 
meningitis  and/or  encephalitis  is  at  the  bottom  of  the 
list,  because  the  other  diagnoses  should  be  excluded 
first. 

Could  this  patient  have  early  bacterial  meningitis? 
On  admission,  some  patients  have  only  15  to  25  cells 
in  their  CSF,  and  these  cells  may  be  predominantly 
mononuclear.  However,  bacterial  meningitis  progress- 
es so  promptly  that  the  diagnosis  is  usually  obvious 
within  a few  hours.  Could  this  patient  have  partially 
treated  bacterial  meningitis?  During  the  phase  of  re- 
covery from  bacterial  meningitis,  one  of  the  first  find- 
ings to  return  to  normal  level  is  the  CSF  sugar,  while 
the  cells  and  protein  may  remain  elevated.  However, 
our  patient  had  received  no  treatment  of  any  type,  so 
this  is  excluded. 

Findings  in  early  granulomatous  meningitis  can  be 
like  those  in  our  patient.  However,  in  granulomatous 
meningitis  there  is  clinical  progression,  and  the  CSF 
sugar  will  progressively  decrease.  By  the  time  the  pa- 
tient becomes  disoriented,  the  level  will  usually  be 


Early  bacterial  (purulent)  meningitis 
Partially  treated  bacterial  meningitis 

Early  granulomatous  meningitis  (tuberculous,  fungal,  neoplastic, 
sarcoid,  or  syphilitic) 

Parameningeal  infections  (brain  abscess,  paranasal  sinus  or 
mastoid  infections,  epidural  or  subdural  abscesses) 

Lead  poisoning 

Central  nervous  system  syphilis 

Cerebrovascular  accidents 

Aseptic  meningitis  and/or  encephalitis 

Table  1 . Differential  Diagnosis  when  CSF 
Contains  Hundreds  of  Cells  and  Normal 
Glucose  Concentration. 
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less  than  60  percent  of  the  concomitant  blood  sugar 
level. 

Patients  with  parameningeal  infections  may  present 
like  our  patient.  However,  her  skull  films  revealed  no 
evidence  of  infection  involving  the  paranasal  sinuses 
or  the  mastoids,  and  her  subsequent  course  was  un- 
like the  course  of  these  diseases. 

After  going  through  this  differential  diagnosis,  our 
initial  decision  was  to  treat  this  patient  supportively 
and  to  observe  her  course  with  a presumptive  diag- 
nosis of  St.  Louis  encephalitis.  In  such  cases  it  is  fre- 
quently necessary  to  repeat  the  lumbar  puncture,  to 
be  certain  of  the  CSF  changes.  Her  clinical  course 
substantiates  the  diagnosis  of  St.  Louis  encephalitis, 
and  this  was  subsequently  supported,  at  least  pre- 
sumptively, by  laboratory  data.  Her  initial  hemag- 
glutination inhibition  titer  was  1:10  and  rose  to  1:80. 
This  is  a significant  rise.  The  hemagglutination  inhi- 
bition titer  increases  early,  usually  at  five  to  eight 
days  after  the  onset  of  illness,  so  that  it  is  possible  to 
get  serologic  evidence  of  infection  early  in  the  course. 
The  rise  of  her  complement  fixation  titer  was  not  sig- 
nificant, but  a long  enough  time  unfortunately  did  not 
elapse.  Thus,  we  have  good  reason  to  believe  that 
this  patient  did  have  St.  Louis  encephalitis,  but  it  is 
important  to  emphasize  the  differential  diagnosis. 
During  the  course  of  the  Dallas  outbreak  there  were 
patients  admitted  with  a variety  of  other  conditions, 
including  neoplastic  meningitis  and  tuberculous  men- 
ingitis, who  might  have  been  misdiagnosed  as  having 
encephalitis  and  been  allowed  to  go  untreated. 

During  the  recent  Dallas  outbreak  of  St.  Louis  en- 
cephalitis, 179  patients  had  serologic  evidence  of  con- 
firmed or  presumptive  St.  Louis  encephalitis;  two  of 
these  occurred  in  June  and  were  recognized  only  in 
retrospect.  The  peak  incidence  occurred  early  in 
August.  Aerial  spraying  of  malathion  was  begun  on 
Aug.  19  and  completed  on  Aug.  27,  and  there  was  a 
prompt  decrease  in  new  cases  with  almost  no  cases 
occurring  with  an  incubation  longer  than  two  weeks 
following  the  completion  of  the  spraying.  Whether  this 
abrupt  decline  of  the  epidemic  curve  resulted  from 
killing  mosquitoes  or  whether  this  was  the  pattern 
which  the  curve  was  going  to  follow  will  require  addi- 
tional evaluation.  However,  the  effectiveness  in  tem- 
porary mosquito  eradication  was  unequivocal. 

St.  Louis  encephalitis  characteristically  occurs  in 


the  late  summer  and  early  fall  and  attacks  the  older 
age  group.  Age-specific  attack  rates  increase  progres- 
sively with  age,  and  the  mortality  in  Dallas  occurred 
almost  exclusively  in  older  patients. 

Drs.  P.  M.  Southern  and  J.  W.  Smith  examined  a 
group  of  our  patients  at  48-hour  intervals,  according 
to  a standard  protocol,  to  determine  the  sequence  of 
findings  which  occurred.  The  following  preliminary 
data  are  based  upon  50  patients  with  a serologically 
confirmed  or  presumptive  diagnosis  of  St.  Louis  en- 
cephalitis. The  median  age  was  53  years,  in  distinct 
contrast  to  the  usual  enterovirus  aseptic  meningitis 
which  is  encountered  in  the  summer  months.  There 
was  no  sex  predominance.  There  were  no  racial  dif- 
ferences: 50  percent  of  the  patients  were  Caucasian, 
46  percent  were  Negro,  and  4 percent  were  Latin 
American.  The  overall  mortality  was  12  percent,  which 
is  comparable  to  most  series.  One-third  of  these  pa- 
tients had  significant  underlying  diseases,  which 
makes  evaluation  of  the  mortality  figures  difficult. 
During  the  Dallas  epidemic,  34  patients  with  evidence 
of  St.  Louis  encephalitis  died,  and  yet  only  14  or  17 
of  these  deaths  could  be  related  significantly  to  en- 
cephalitis. The  other  deaths  were  attributed  to  other 
diseases;  for  example,  one  patient  died  of  a ruptured 
aortic  aneurysm. 

Virtually  all  of  these  patients  had  fever  (92  per- 
cent), so  that  in  the  absence  of  fever  the  diagnosis 
was  unlikely.  Nuchal  rigidity  was  present  in  70  per- 
cent; myalgia  was  not  common  (20  percent),  although 
it  did  occur.  Photophobia  and  conjunctival  suffusion 
have  been  reported  as  typical  features,  but  occurred 
in  less  than  25  percent  of  our  patients.  Alterations  in 
sensorium  were  striking  and  occurred  in  two-thirds  of 
our  patients.  These  alterations  in  sensorium  persisted 
somewhat  longer  (median,  eight  days)  than  did  fever. 
Convulsions  occurred  in  10  percent  of  our  patients, 
and  three  of  the  five  who  had  convulsions  died.  Thus, 
as  in  previous  experience,  convulsion  indicated  a poor 
prognosis.  Nystagmus  has  been  said  to  be  uncom- 
mon; however,  it  was  observed  in  half  of  our  patients. 
Tremors  which  were  quite  striking  and  characteristic 
occurred  in  two-thirds  of  our  cases,  and  cranial  nerve 
palsies,  all  of  which  were  seventh  nerve  palsies,  in  22 
percent.  Snout  reflex  and  Babinski  sign  were  com- 
monly present. 

All  of  our  patients  had  more  than  10  cells  per  cu. 
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mm.  of  CSF,  and  a few  patients  had  in  excess  of  500 
cells  per  cu.  mm.;  early  in  the  disease  there  was  often 
a predominance  of  neutrophils.  The  CSF  protein  in 
some  of  these  patients  on  admission  exceeded  100 
mg.  per  100  ml.,  which  is  most  unusual  in  entero- 
virus aseptic  meningitis.  Perhaps  most  important  is 
the  observation  that  in  none  of  these  patients  was 
the  CSF  sugar  level  less  than  50  percent  of  the  blood 
sugar,  or  below  50  mg.  per  100  ml.  When  it  was  less, 
an  alternative  diagnosis  was  forthcoming.  Peripheral 
leukocyte  counts  were  usually  within  normal  limits 
but  were  occasionally  greater  than  12,000  or  less 
than  5,000  per  cu.  mm.  Pyuria  occurred  in  over  half 
of  our  patients,  but  less  than  one-fourth  of  the  pa- 
tients with  pyuria  had  positive  urine  cultures  for  bac- 
teria, raising  the  question  of  viral  involvement  of  the 
kidney. 

Finally,  I would  like  to  consider  the  terminal  epi- 
sode in  our  present  case.  The  patient  was  apparently 
improving  when  she  aspirated,  had  extreme  pulmo- 
nary difficulty,  and  subsequently  died.  Following  the 
episode  of  aspiration,  she  was  treated  with  a combi- 
nation of  methicillin,  kanamycin,  and  colistimethate. 
These  three  drugs  afford  nearly  maximal  antibacterial 
coverage.  There  has  been  considerable  debate  as  to 
how  one  should  manage  aspiration  pneumonia.  Per- 
haps the  most  important  initial  step  is  to  define  what 
is  meant  by  aspiration  pneumonia.  Everybody  has  his 
own  definition  and  unless  we  can  agree  on  definitions, 
it  is  obvious  that  we  cannot  agree  on  management. 
Pediatricians  often  use  the  term  for  pneumonia  fol- 
lowing the  ingestion  of  hydrocarbons.  Surgeons  and 
anesthesiologists  use  the  term  for  obvious  aspiration 
of  gastric  contents.  Pathologists  usually  limit  the  diag- 
nosis to  patients  having  evidence  of  vegetable  or  meat 
fibers  in  the  tracheobronchial  tree.  Most  people  on 
the  medical  service  use  the  term  to  imply  the  aspira- 
tion of  saliva  containing  the  bacteria  normally  present 
in  the  gingival  sulci,  for  example,  anaerobic  strepto- 
cocci, bacteroides,  fusiform  bacilli,  some  of  the  oral 
spirochetes,  and  occasionally  Actinomyces  species. 
When  aspirated,  these  bacteria  have  the  potential  for 
producing  a progressive  necrotizing  bronchopneumo- 
nia with  the  ultimate  development  of  putrid  lung  ab- 
scesses. The  management  of  each  of  these  "aspira- 
tion pneumonias”  differs. 

This  patient  aspirated  gastric  contents,  which 


causes  a chemical  burn  of  the  tracheobronchial  tree 
because  of  gastric  acidity.  The  tracheobronchial  tree 
will  heal  promptly,  provided  it  does  not  become  in- 
fected. Anti-inflammatory  steroids  should  be  adminis- 
tered to  diminish  the  inflammatory  reaction  to  the 
tracheobronchial  burn.  At  the  present,  it  is  our  feeling 
that  one  should  initially  treat  these  patients  vigorous- 
ly with  antibiotics.  Our  prior  practice  was  to  use  no 
antibiotics  or  tetracycline  and  penicillin,  such  as  might 
be  used  for  the  treatment  of  aspiration  of  saliva  with 
gingival  sulci  bacteria.  Such  patients  frequently  devel- 
oped Pseudomonas  pneumonia  with  subsequent  em- 
pyema and  death.  We  changed  to  a regimen  of  methi- 
cillin, kanamycin,  and  colistimethate  in  an  attempt  to 
allow  time  for  the  tracheobronchial  tree  to  heal  suffi- 
ciently to  prevent  the  development  of  bacterial  pneu- 
monia. It  should  be  emphasized  that  this  is  our  ap- 
proach to  the  treatment  of  pneumonia  caused  by  the 
aspiration  of  gastric  contents.  The  aspiration  pneu- 
monia encountered  in  the  comatose  alcoholic  patient, 
who  is  brought  in  off  the  street  days  after  aspiration 
occurred,  is  different  and  requires  different  manage- 
ment. 

Our  patient  probably  had  some  type  of  vascular 
collapse  in  that  she  was  oliguric  and  had  tachycardia. 
One  wonders  whether  or  not  there  was  a fluid  volume 
deficit  which  was  not  apparent  from  the  clinical  data 
which  are  presented.  Some  of  our  patients  with  en- 
cephalitis had  severe  gastrointestinal  bleeding,  but  the 
protocol  does  not  suggest  this  complication  in  our 
case. 

In  summary,  I think  the  patient  had  St.  Louis  en- 
cephalitis. She  was  in  the  age  group  that  tends  to  do 
poorly,  and  she  aspirated  and  probably  developed 
pneumonia.  Her  subsequent  progressive  decline  may 
have  been  complicated  by  some  type  of  extracellular 
fluid  volume  deficit. 

Dr.  Luby:  St.  Louis  encephalitis  has  probably  replaced 
poliomyelitis  as  the  leading  cause  of  summer  urban 
epidemics  in  the  United  States.  This  contention  is  sup- 
ported by  the  fact  that  there  have  been  five  major 
urban  epidemics  of  St.  Louis  encephalitis  within  the 
last  five  years:  the  Tampa  Bay  area,  Fla.,  in  1962; 
Houston,  Tex.,  and  Camden  and  Burlington  Counties, 
N.J.,  in  1964;  and  Dallas  and  Corpus  Christi  in  1966. 
Conditions  within  many  of  our  cities  are  such  that 
large  numbers  of  the  vector  mosquito  species  may 
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Fig.  1.  Photomicrograph  of  brain,  low 
magnification.  Perivascular  lymphocytic 
cuff  from  the  substantia  nigra. 

Fig.  2.  Photomicrograph  of  brain,  low 
magnification.  A loose  collection  of  mono- 
nuclear cells  (glial  nodule)  is  seen  to  left 
of  center.  Perivascular  cuffing  is  present  at 
the  lower  right.  From  the  substantia  nigra. 

Fig.  3.  Photomicrograph  of  pancreatic 
tumor,  low  magnification.  Pleomorphic 
columnar  cells  form  poorly  oriented 
glandular  structures,  embedded  in  a 
stroma  of  dense  fibrous  tissue. 

Fig.  4.  Photomicrograph  of  the  head  of  the 
pancreas,  low  magnification.  Normal  pan- 
creatic tissue  is  shown  with  an  islet 
near  the  center. 

Fig.  5.  Photomicrograph  of  the  tail  of  the 
pancreas,  low  magnification.  The  exocrine 
tissue  is  atrophic  and  fibrotic.  An  en- 
larged islet  is  present  in  the  center;  compare 
this  islet  with  the  islet  in  Fig.  4,  which 
is  shown  at  the  same  magnification. 
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come  into  existence,  and  further  epidemics  of  St. 
Louis  encephalitis  are  almost  certain  to  occur. 

The  epidemics  in  Houston  and  Dallas  demonstrated 
that  the  attack  rate  for  this  disease  is  probably  pri- 
marily influenced  by  two  factors:  age  and  location  of 
residence.  Although  the  rate  of  inapparent  infection 
does  not  vary  with  age,  the  rate  for  clinical  illness  in- 
creases with  age.  This  striking  predilection  for  clinical 
disease  to  occur  in  older  adults  is  a characteristic 
feature  of  St.  Louis  encephalitis.  Location  of  resi- 
dence, rather  than  sex,  race,  or  socioeconomic  status 
is  the  other  important  determinant  of  incidence.  The 
epizootic  spills  over  into  the  human  population  ini- 
tially within  a relatively  circumscribed  geographical 
area.  In  both  Houston  and  Dallas,  attack  rates  for 
nonwhites  were  much  higher  than  for  the  white  popu- 
lation. This  apparently  resulted  from  the  geographic 
localization  of  these  population  groups  rather  than 
race  or  socioeconomic  status,  per  se. 

Question:  Do  epidemics  of  St.  Louis  encephalitis  tend 
to  follow  rainy  spells? 

Dr.  Luby:  In  Dallas  this  was  the  case.  The  Houston 
epidemic,  however,  followed  a relatively  dry  period, 
and  this  was  also  true  in  New  Jersey. 

Pathological  Findings:  Drs.  Leonard  and  Fallis:  The  or- 
gan of  primary  interest  in  this  case  is  the  brain.  On 
external  examination  the  brain,  which  weighed  1,240 
gm.,  was  unremarkable  with  the  exception  of  slight 
acute  congestion.  Small  cystic  areas  of  old  infarction, 
confirmed  histologically,  were  present  in  the  right 
globus  pallidus  and  right  dentate  nucleus  of  the  cere- 
bellum. The  most  significant  histologic  finding  was 
widespread  meningo-encephalitis.  The  meningeal  com- 
ponent consisted  of  a modest,  predominately  lympho- 
cytic exudate  in  the  subarachnoid  space  over  the  en- 
tire brain.  Occasional  plasma  cells  and  neutrophils 
were  also  present.  The  encephalitis  was  characterized 
by  perivascular  cuffing  by  inflammatory  cells,  focal 
degeneration  and  loss  of  neurons,  and  formation  of 
glial  nodules.  The  intracerebral  inflammatory  infiltrate 


was  located  within  the  perivascular  spaces  of  Virchow- 
Robin  and  consisted  mainly  of  lymphocytes  and  his- 
tiocytes with  occasional  plasma  cells  and  neutrophils 
(Fig.  1).  Only  a few  necrotic  neurons  were  identified. 
Loose  aggregates  of  mononuclear  cells,  known  as 
glial  nodules,  were  present.  Such  nodules  are  derived 
from  perivascular  histiocytes,  circulating  monocytes, 
and  activated  microglial  cells,  and  are  often  found 
where  one  or  more  neurons  have  undergone  necrosis 
(Fig.  2).  Histologic  changes  were  most  severe  in  the 
basal  ganglia,  brain  stem,  and  spinal  cord.  The  most 
severe  lesions  were  in  the  substantia  nigra,  where 
neuronal  loss  was  striking  and  numerous  pigment- 
laden phagocytic  cells  were  found.  In  the  spinal  cord, 
both  gray  and  white  matter  were  involved  with  equal 
severity. 

The  histologic  lesions  in  this  case  are  characteris- 
tic of  viral  encephalitis,  and  their  distribution  suggests 
St.  Louis  encephalitis.  In  cases  of  St.  Louis  encepha- 
litis the  histologic  changes  in  the  central  nervous  sys- 
tem are  widespread  with  most  severe  involvement  of 
the  brain  stem  and  basal  ganglia,  especially  the  sub- 
stantia nigra.  This  distribution  was  found  in  this  case 
and  in  other  fatal  cases  of  the  recent  Dallas  epidemic, 
and  the  same  is  true  of  previous  epidemics  of  St. 
Louis  encephalitis  in  St.  Louis  (1933), 1 Florida 
(1959), 2 and  Houston  (1964). 3 

The  heart  was  unremarkable. 

The  lungs  weighed  2,100  gm.  Recent  thrombotic 
emboli  were  found  in  several  large  branches  of  both 
the  right  and  left  pulmonary  arteries.  These  emboli 
were  associated  with  acute  hemorrhagic  pulmonary 
infarcts  in  both  lower  lobes;  these  infarcts  varied  from 
three  to  ten  days  of  age.  There  was  also  bilateral 
acute  bronchopneumonia  of  moderate  severity.  In 
areas  of  both  lungs  uninvolved  by  infarction  and 
pneumonia,  dense  homogeneous  eosinophilic  hyaline 
membranes  were  present  along  the  alveolar  septa; 
these  membranes  presumably  resulted  from  the  com- 
bination of  acute  pulmonary  edema  and  intermittent 
positive  pressure  breathing  therapy  with  dehydration 
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and  lamination  of  the  edema  fluid  along  the  alveolar 
walls. 

The  liver  weighed  1,300  gm.  Several  cavernous 
hemangiomata  and  simple  serous  cysts  were  present 
in  the  liver.  Microscopic  study  revealed  hydropic  de- 
generation of  the  hepatocytes,  a result  of  terminal 
anoxia. 

A single  sessile  endometrial  polyp  was  found  in  the 
uterus.  The  remainder  of  the  genitourinary  tract  was 
unremarkable. 

The  gastrointestinal  tract — with  the  exception  of 
the  pancreas — was  also  unremarkable.  The  head  of 
the  pancreas  contained  a poorly  circumscribed,  firm, 
gritty,  gray-white  tumor,  3.5  cm.  in  diameter.  The  tu- 
mor lay  adjacent  to  the  common  bile  duct  but  did  not 
compress  or  obstruct  it.  The  body  and  tail  of  the  pan- 
creas were  shrunken,  firm,  and  grayish-tan. 

On  microscopic  examination  the  tumor  in  the  head 
of  the  pancreas  was  a moderately  well-differentiated 
adenocarcinoma  (Fig.  3).  The  body  and  tail  of  the 
pancreas  were  the  seat  of  severe  fibrotic  atrophy  with 
almost  complete  loss  of  exocrine  tissue.  Scattered 
atrophic  acini  and  dilated  ducts  remained  embedded 
in  a dense  fibrous  connective  tissue  stroma  contain- 
ing a chronic  inflammatory  cell  infiltrate.  In  contrast 
to  the  exocrine  tissue,  however,  the  islets  of  Langer- 
hans  in  the  body  and  tail  of  the  pancreas  were  in- 
creased in  number  and  size,  measuring  two  to  six 
times  normal  diameter  (Figs.  4 and  5).  Islets  of 
Langerhans  may  increase  in  size  by  proliferation  of 
existing  islet  cells,  and  increase  in  number  by  forma- 
tion of  islets  from  preexisting  pancreatic  ductules. 
Mitoses  in  islets  and  obvious  generation  of  islets  from 
ductules  were  present  in  this  case. 

Unfortunately,  few  data  are  available  from  this 
patient’s  history,  and  it  is  not  known  whether  or  not 
she  had  symptoms  relative  to  the  pancreatic  carci- 
noma. The  tumor  had  not  involved  the  extrahepatic 
biliary  tree,  nor  had  it  metastasized.  Presumably  the 
pancreatic  carcinoma  played  no  role  in  her  death. 
The  hypertrophy  and  hyperplasia  of  islets  of  Langer- 
hans is  an  interesting  lesion  which  occurs  in  cases  of 


fibrotic  atrophy  of  the  body  and  tail  of  the  pancreas 
in  response  to  duct  obstruction  of  any  cause  (carci- 
noma of  the  head  of  the  pancreas,  chronic  pancreati- 
tis with  lithiasis).4-  5 The  cause  of  the  overgrowths  of 
islets  is  uncertain,  but  increased  blood  supply  due  to 
shunting  of  the  pancreatic  blood  flow  away  from  the 
atrophic  exocrine  tissue  through  the  islets  has  been 
suggested.  In  some  instances  this  islet  cell  overgrowth 
is  associated  with  hyperinsulinism  and  attacks  of  hy- 
poglycemia, and  in  Europe  this  situation  is  termed 
the  Herxheimer-Mansfeld  phenomenon.  Whether  or 
not  this  patient  had  transient  hypoglycemic  attacks  is 
unknown,  but  there  was  no  evidence  of  hypoglycemic 
encephalopathy  on  microscopic  study  of  brain. 

In  summary,  this  patient  died  from  St.  Louis  en- 
cephalitis; during  her  hospitalization,  both  pulmonary 
emboli  and  infarcts  and  acute  bilateral  bronchopneu- 
monia developed.  An  interesting  incidental  finding 
was  an  adenocarcinoma  of  the  head  of  the  pancreas 
with  associated  hypertrophy  and  hyperplasia  of  the 
islets  of  Langerhans  in  the  body  and  tail  of  the  pan- 
creas. 
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TEXAS  MEDICINE 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1  — which  provide  the 
combined  action  of  both  low-dosage  proges- 
togen and  estrogen  for  the  full  treatment  cycle 
— offer  multiple  contraceptive  action  that 
helps  explain  their  unexcelled  record  of 
effectiveness.  This  report  explores  the  sec- 
ondary protective  mechanisms  against 
unwanted  pregnancy  offered  by  combined 
hormonal  administration  and  the  importance 
of  the  progestational  agent  in  making  such 
multiple  contraceptive  action  possible. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  an 
adverse  effect  on  the  motility  and  survival 
of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  reverses  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  inhibits 
sperm  from  reaching  the  ovum  should  one  be 
released.  The  inset  in  the  adjoining  photo- 
graph shows  immobile  spermatozoa  as  they 
appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the 

estrogen-opposing  action 
of  NorinYl-1  creates  a 
hostile  cervical  mucus 


Normally  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of 
cervical  mucus.  The  mucus  at  this  time  is  profuse  and  watery — allowing  maximum  sperm 
motility  and  promoting  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of 
mucus  decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus 
barrier  that  diminishes  the  vitality  of  the  sperm  and  impairs  its  powers  of  penetration. 

How  hostile  cervical  mucus  supports  contraceptive  action 

The  importance  of  these  observations  to  the  effectiveness  of  Norinyl-1  has  been  noted 

in  a report  on  89  patients  taking  this  medication.*  In  all  instances,  cervical  mucus  obtained 

from  cycle  day  5 to  cycle  day  29  appeared  scant  and  thick  and  exhibited 

little  or  no  Spinnbarkeit.  In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus 

may  be  sufficient  to  prevent  conception.  *Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
permits  sperm  motility... 
promotes  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Hostile  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
impairs  sperm  vitality... 
inhibits  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  hostile  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


An  endometrium 
unreceptive  to  nidation- 
another  supporting 
contraceptive 
action  of  NorinYl-1 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier?  Should  this  come  about, 
one  additional  action  of  Norinyl-1  may  protect  the  patient  from 
unwanted  pregnancy —progestogen  intake  makes  endometrial 
tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Normally  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 
During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


Unreceptive 
endometrium  produced 
by  Norinyl-1  _ 


When  Norinyl-1  is  administered  its  progestogen  com- 
ponent—norethindrone— accelerates  the  secretory 
phase,  suppressing  glandular  development.  From  day 
1 1 on,  secretory  action  is  no  longer  present.  The  result 
is  that  during  the  latter  half  of  the  cycle  the  endo- 
metrium becomes  unreceptive  to  egg  implantation. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


for  multiple 

contraceptive 

action 

effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meets 
the  criteria  of  reliability  and  safety.* 

*Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto.  Calif.,  July  15,  19G5. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion. require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyi-1  (norethindrone  1 mg. 
with  mestranol  0.05  mg.) — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CHjOH 


Hydrocortisone 


ch2oh 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay1'4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  with  Synalar* 

Efficacy  Documented  in  over  4,000  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  eSect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide— an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Texas  Legislature  Passes  Title  XIX, 
Other  Bills  of  Current  Medical  Interest 


Legislation  of  medical  interest 
has  continued  to  progress  in  the 
60th  Texas  Legislature.  Several 
bills  have  been  passed  by  the  Leg- 
islature, several  have  been  passed 
by  one  house,  and  several  have 
not  changed  in  status  since  the 
publication  of  the  April  issue  of 
Texas  Medicine. 

The  Title  XIX  bill  which  had  the 
approval  of  the  Executive  Board 
of  the  Texas  Medical  Association, 
has  been  passed  by  both  houses  of 
the  Legislature  and  has  been 
signed  into  law  by  Gov.  John  Con- 
nally.  Mr.  Burton  Hackney,  com- 
missioner of  public  welfare,  told 
the  Special  Committee  on  Title 
XIX  at  a meeting  on  May  3 that 
$27  million  of  state  funds  is  being 
requested  for  the  first  year  of  im- 
plementation of  Title  XIX.  This 
amount  will  be  matched  with  ap- 
proximately 80  percent  of  federal 
funds. 

The  TMA  Committee  adopted  the 
following  statement  regarding  the 
allocation  of  Title  XIX  funds: 

While  recognizing  the  need  to 
bring  the  indigent  -within  the 
main  stream  of  medical  care  and 
recognizing  that  the  funding  of 
the  implementing  legislation  for 
Title  XIX  may  be  insufficient  to 
fully  finance  the  progTam  and 
that  a dollar  limit  per  recipient 
may  become  necessary  to  pro- 
vide equal  care  of  all  recipients, 
the  TMA  reaffirms  the  principle 
of  usual  and  customary  fees  for 
physicians’  services  within  the 
fiscal  limits  of  the  program  and 
accepts  the  responsibility  for 
continuing  comprehensive  care  of 
these  patients  until  the  Depart- 
ment of  Public  Welfare  has  had 
adequate  experience  to  properly 
budget  and  to  obtain  adequate 
funds  for  the  program. 

A complete  substitute  for  the 
original  nursing  bill  has  been 


agreed  upon.  The  new  bill  is  appli- 
cable only  to  registered  nurses  and 
was  reported  favorably  and  was 
passed  by  the  Senate  on  May  4. 
The  bill,  which  defines  professional 
nursing  services,  is  now  in  the 
State  Affairs  Committee  of  the 
House. 

A bill  which  would  increase  the 
fees  for  examination  before  the 
State  Board  of  Vocational  Nurse 
Examiners  from  $10  to  $15  has 
passed  both  legislative  houses. 

The  controversial  humane  abor- 
tion bill  which  would  make  thera- 
peutic abortions  legal  under  cer- 
tain enumerated  circumstances  is 
pending  action  by  the  Senate.  The 
TMA  House  of  Delegates  in  a 
meeting  at  the  100th  Annual  Ses- 
sion felt  that  various  aspects  of 
the  current  bill  needed  further 
study  and  voted  to  appoint  a new 
committee  to  conduct  such  study. 

A Senate  Concurrent  Resolution 
has  been  introduced  in  relation  to 
the  bills  concerning  emergency  hos- 
pital care.  The  resolution  provides 
for  the  creation  of  a special  in- 
terim committee  of  the  Texas  Leg- 
islature on  Emergency  Hospital 
Treatment.  The  ten-member  com- 
mittee will  study  problems  involved 
in  emergency  treatment  of  indigent 
persons  in  public  and  nonpublic 
hospitals. 

Several  bills  concerning  the  men- 
tally ill  and  mentally  retarded  have 
been  moving  swiftly  through  the 
Legislature.  A bill  regulating  fees 
charged  by  community  centers  for 
services  provided  has  passed  both 
legislative  houses  and  has  been 
signed  by  the  Governor.  It  goes 
into  effect  immediately.  A bill 
which  authorizes  the  Texas  De- 
partment of  Mental  Health  and 
Mental  Retardation  to  make  con- 
tracts for  provision  of  mental 
health  and  mental  retardation  serv- 


ices has  also  been  passed  by  the 
Legislature  and  signed  by  the 
Governor. 

Still  another  mental  health  bill 
that  has  been  passed  by  the  Legis- 
lature and  signed  by  the  Governor 
is  one  that  would  authorize  the 
Texas  State  Department  of  Mental 
Health  and  Mental  Retardation  to 
provide  services  for  widows  of  con- 
federate soldiers  and  sailors  in 
licensed  nursing  homes. 

Several  mental  health  bills  have 
been  passed  by  the  Legislature  and 
are  awaiting  the  Governor’s  signa- 
ture. These  bills  would,  among 
other  things,  change  the  name  of 
the  Houston  State  Psychiatric  In- 
stitute for  Research  and  Training 
to  the  Texas  Reseai'ch  Institute  of 
Mental  Sciences;  authorize  the 
Texas  Department  of  Mental 
Health  and  Mental  Retardation  to 
operate  “half-way  houses”  and 
community  centers;  transfer  au- 
thority to  license  private  mental 
hospitals  from  the  State  Depart- 
ment of  Health  to  the  Department 
of  Mental  Health  and  Mental  Re- 
tardation; and  enable  the  State  De- 
partment of  Health  to  set  and 
regulate  safety  standards  in  de- 
partment facilities. 

A second  Senate  Concurrent  Res- 
olution on  May  3 proposed  that  the 
Texas  State  Department  of  Health 
phase  out  by  no  later  than  Aug.  31 
the  operation  of  the  McKnight 
State  Tuberculosis  Hospital  near 
San  Angelo  so  that  the  facilities 
there  can  be  put  to  other  use. 

A final  bill  that  has  been  passed 
by  the  Legislature  and  signed  by 
the  Governor  authorizes  the  Parks 
and  Wildlife  Department  to  convey 
to  The  University  of  Texas  System 
lands  in  Bastrop  County  to  be  used 
as  a science  park  and  for  the  re- 
search purposes  of  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston. 
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Ihe  ubiquitous  world  of  summer  allergies 

Donald  L.  Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.1  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.” 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

Carly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.:  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever."  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.3  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

lagweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.4 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.5  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.6  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

( Concluded  on  following  page ) 


Whle  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 
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nightmare  for  the  botanically  uninitiated  in  the 
causes  of  rhus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.7  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.8  It  is  customary  to  write 
' heart  attack”  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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NATIONAL  GUARD  SEEKS 
HOSPITAL  COMMANDER 

The  Texas  Air  National  Guard 
is  seeking  a flight  surgeon  to  fill 
a vacancy  as  hospital  commander 
for  the  136th  Tactical  Hospital, 
Dallas,  at  Hensley  Field.  The  posi- 
tion will  offer  the  physician  an  op- 
portunity to  resume  military  retire- 
ment advantages  and  take  advan- 
tage of  short-term  flights  to  Eu- 
rope and  the  Orient.  The  physician 
may  receive  the  potential  rank  of 
colonel,  and  preferably  the  appli- 
cant should  be  a lieutenant  colonel 
or  a major. 

The  136th  Tactical  Hospital  sup- 
ports the  mission  of  KC-97  aerial 
tankers,  whose  mission  is  the  mid- 
air refueling  of  fighter  aircraft. 

These  Hensley-based  tankers  re- 
cently and  typically  have  flown  to 
England,  Spain,  Copenhagen,  Ger- 
many, Panama,  Japan,  Hawaii, 
Alaska,  Bermuda,  and  Puerto  Rico. 

The  flight  surgeon  is  not  only 
permitted  to  participate  in  these 
flights  but  is  encouraged  to  do  so. 

For  the  average  weekend  train- 
ing drill,  16  hours,  a doctor  who 
has  attained  rank  of  colonel,  will 
draw  approximately  $195.  The  Air 
Guard  schedules  one  weekend  of 
training  each  month.  It  is  possible 
to  retire  at  age  60  from  the  Guard 
with  a minimum  of  $130  monthly 
retirement,  the  maximum  depend- 
ing upon  the  length  of  active  duty 
and  reserve  status  time. 

A physician  with  prior  military 
service  thus  can  gain  the  benefits 
of  added  retirement  income  plus 
participation  in  an  interesting  and 
vital  military  program. 

Complete  information  is  avail- 
able from:  Dr.  Milton  Turner, 
Texas  National  Guard  Air  Sur- 
geon, 1015  E.  32nd  St.,  Austin 
78705,  Area  Code  512,  GReenwood 
6-6589. 

HEALTH  DEPARTMENT 
OFFERS  RUBELLA  TEST 

The  Texas  State  Department  of 
Health  is  now  prepared  in  its  Cen- 
tral Laboratory  to  perform  the 
new  Hemagglutination  Inhibition 
Test  for  Rubella.  Because  of  the 
limited  availability  of  the  antigen, 
these  tests  presently  are  limited  to: 

(1)  Determination  of  immune 
status  of  pregnant  women  (first 
trimester)  with  documented  expo- 
sure to  rubella.  A single  serum  ob- 
tained within  one  week  after  expo- 
sure is  required. 


(2)  Confirmation  of  rubella  in- 
fection in  pregnant  women  (first 
trimester).  An  acute  serum  ob- 
tained within  the  first  three  days 
of  rash  and  a convalescent  serum 
7-10  days  after  the  acute  specimen 
are  required. 

(3)  Investigation  of  presumptive 
complication  of  rubella  (encepha- 
litis, etc.)  Paired  acute  and  conva- 
lescent sera  are  required. 

Specimens  from  adult  males  or 
from  children,  except  those  in 
Group  3,  are  not  done. 

BROWN  RECLUSE  SPIDER 
REPORTED  IN  13  STATES 

Texas  physicians  may  be  called 
upon  to  treat  patients  who  have 
been  bitten  by  the  Loxosceles  re- 
clusa  nicknamed  the  brown  recluse 
spider. 

The  presence  of  the  spider,  ac- 
cording to  the  Journal  of  the  Amer- 
ican Medical  Association,  has  been 
reported  in  13  states:  Texas,  Colo- 
rado, Kansas,  Oklahoma,  Missouri, 
Arkansas,  Louisiana,  Mississippi, 
Illinois,  Alabama,  Georgia,  and 
North  and  South  Carolina.  As  its 
nickname  indicates,  the  spider 
avoids  human  beings  and  hides  in 
dark  places.  In  the  daytime,  it  may 
be  found  in  bedclothes,  shoes,  and 
other  dark  places.  When  it  is  dis- 
turbed by  humans,  it  bites. 

Dr.  Paul  N.  Morgan  (Ph.D.),  re- 
search microbiologist  in  the  divi- 
sions of  dermatology  and  medical 
research  at  the  Little  Rock  Veter- 
ans Administration  hospital,  has 
said  that  the  bite  of  the  brown  re- 
cluse may  possibly  be  inflicted 
without  the  victim’s  knowledge  of 
the  bite.  In  1964,  four  University 
of  Arkansas  physician-investiga- 
tors noted  that  while  there  may  be 
mild  transitory  stinging,  there  is 
little  eai'ly  pain  connected  with  the 
bite.  Pain  may  be  noted  in  two  to 
eight  hours,  followed  by  transient 
erythema,  blistering,  ischemia, 
hemorrhage,  ulceration,  and  gravi- 
tational spread  of  necrosis. 

“Several  deaths  have  been  attri- 
buted to  this  spider,”  Dr.  Morgan 
said,  “Our  data  indicate  a biologi- 
cal poison  much  more  potent  than 
known  snake  venoms,  and  probably 
more  toxic  than  venom  from  the 
black  widow  spider.” 

Four  investigators  have  urged 
that  physicians  promptly  adminis- 
ter large  doses  of  corticosteroids 
as  soon  as  diagnosis  is  made  of  the 
spider  bite. 


POSTGRADUATE  COURSES 

Psychoactive  Drugs 

Psychoactive  drugs  in  medical 
practice  is  the  subject  of  a sym- 
posium to  be  held  June  9-10  by 
the  Harlingen  State  Mental  Health 
Clinic.  Speakers  will  be  Drs.  Na- 
than S.  Kline  of  Orangeburg, 
N.Y.;  Daniel  X.  Freedman  of  Chi- 
cago; and  Frank  J.  Ayd,  Jr.,  of 
Baltimore,  Md. 

The  program  is  open  to  all  Tex- 
as physicians  and  is  approved  for 
13  elective  hours  by  the  American 
Academy  of  General  Practice.  It 
is  supported  in  part  by  a grant 
from  the  Merck  Sharp  and  Dohme 
Postgraduate  Program. 

Lectures  will  cover  evaluations 
of  drugs,  antianxiety  and  sedative 
agents,  antipsychotic  drugs,  anti- 
depressant drugs,  psychotomimetic 
and  dissociative  preparations,  so- 
cial implications  of  drug  usage. 

Headquarters  will  be  at  the  Se- 
ville Motor  Hotel  in  Harlingen. 
Registration  fee  is  $10.  Questions 
and  registration  should  be  directed 
to  the  Harlingen  State  Mental 
Health  Clinic,  2114  N.  28th  St., 
Harlingen  78550. 

Marriage  Counseling 
A five-day  postgraduate  course 
will  be  presented  for  physicians 
and  clergy  by  the  Department  of 
Medicine  and  Religion  of  the 
American  Medical  Association,  the 
Committee  on  Medicine  and  Reli- 
gion of  the  Colorado  Medical  So- 
ciety; and  the  Office  of  Postgrad- 
uate Medical  Education  of  the 
University  of  Colorado  School  of 
Medicine.  The  course  will  be  held 
June  19-23  at  the  YMCA  Confer- 
ence Center,  Estes  Park,  Colo. 

Tuition  for  a single  registrant 
is  $80,  for  a physician-clergyman 
team,  $120.  For  information  and 
registration  write  to  the  Office  of 
Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver 80220. 

PERSONALS 

Dr.  John  P.  McGovern  of  Hous- 
ton has  been  named  president- 
elect of  the  American  College  of 
Allergists. 

Dr.  John  W.  McFadden,  Jr.,  of 

Galveston,  a resident  in  pediatrics 
at  The  University  of  Texas  Medi- 
cal Branch,  left  for  South  Vietnam 
on  April  21  to  serve  two  months 
treating  the  civilian  population  of 
that  country.  Dr.  McFadden  will  be 
working  under  the  American  Medi- 
cal Association  Volunteer  Physi- 
cians for  Vietnam  program. 
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Dr.  Charles  L.  Hudson  of  Cleveland, 
Ohio,  President  of  the  American 
Medical  Association,  addresses  TMA 
members  and  guests  at  the  annual 
luncheon,  Saturday,  May  6. 


TMA'S 
100TH 
ANNUAL 
SESSION 
TOPS  THEM  ALL 


Among  past  TMA  Presidents  who  spoke  at  the  dinner  of  Committee  on 
Medical  History  Thursday  night  are,  left  to  right,  front  row,  Drs.  Harvey 
Renger,  F.  J.  L.  Blasingame,  and  A.  T.  Stewart,  back  row,  Drs.  T.  C. 
Terrell,  David  Wade,  Robert  Mayo  Tenery,  and  Max  Johnson. 


Dr.  James  D.  Murphy  (right)  of  Fort 
Worth,  outgoing  President  of  Texas 
Medical  Association,  hands  gavel  to 
incoming  President  Howard  R.  Dud- 
geon of  Waco  at  Saturday  annual 
meeting. 


Viewing  the  commemorative  paint- 
ing, "The  Founding  of  the  Texas 
Medical  Association,”  are,  left  to 
right,  Dr.  James  D.  Murphy,  now 
immediate  Past  President  of  TMA, 
artist  Robert  Thom,  and  Dr. 
Austin  Smith,  chairman  of  the  board 
of  Parke,  Davis  & Co.  The  original 
oil  painting,  unveiled  at  the  general 
meeting  luncheon  Friday,  May  5, 
was  presented  to  TMA  by  Parke, 
Davis. 


10S 


TEXAS  MEDICINE 


ATTENDANCE  HIGHEST  EVER 


Registered  attendance  at  the  Texas 
Medical  Association  100th  Annual 
Session  in  Dallas  was  the  largest  in 
the  Association’s  history. 

A total  of  4,508  persons  were  regis- 
tered at  the  Annual  Session.  This 
figure  included  2,319  TMA  members, 
830  guests,  692  exhibitors,  and  667 
members  of  the  Woman's  Auxiliary 
to  TMA. 

At  the  meeting  Dr.  Howard  R.  Dud- 
geon, Jr.,  of  Waco  took  office  as 
President  of  the  Association;  Dr. 
G.  V.  Brindley,.  Jr.,  of  Temple  was 
chosen  President-elect;  and  Dr.  Rob- 
ert H.  Bell  of  Palestine  was  selected 
Vice-President. 

Woman's  Auxiliary  officers  for  the 
coming  year  will  be  Mrs.  Frank  M. 
Posey,  Jr.,  of  San  Antonio,  Presi- 
dent; Mrs.  Travis  Smith  of  Abilene, 
president-elect,  and  Mrs.  Marvin  P. 
Knight  of  Dallas,  first  vice-president. 

Highlights  of  the  Annual  Session 
were  a speech  by  Dr.  Wernher  von 
Braun  to  the  General  Meeting  lunch- 
eon, the  unveiling  of  a painting 
commemorating  the  founding  of  the 
Texas  Medical  Association  in  1853, 
five  color  television  presentations 
sponsored  by  Smith  Kline  & French 
Laboratories  of  Philadelphia,  special 
programs,  section  meetings,  curb- 
stone consultations,  related  society 
meetings,  refresher  courses,  and 
Association  business  meetings. 


Past  Presidents  David  Wade  and  Max  Johnson  board  a special  bus  in 
Dallas  and  are  greeted  by  Miss  Marcia  Mann,  who  served  as  a hostess 
on  the  bus.  Bus  service  was  provided  by  Texas  Employers’  Insurance 
Association  during  the  TMA  Annual  Session. 


Preceding  Thursday  afternoon  House  of  Delegates  meeting  TMA  staff 
member  Mrs.  Mary  Jones  gives  Delegates'  packets  to  Drs.  B.  C.  Bates 
and  A.  F.  Vickers,  both  of  Austin. 


Dr.  Milford  O.  Rouse  of  Dallas, 
President-elect  of  the  American  Med- 
ical Association,  and  Dr.  Charles  L. 
Hudson,  AMA  President,  hasten  to 
attend  activities  at  the  TMA  100th 
Annual  Session. 
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HOWARD  R.  DUDGEON,  JR.,  M.D. 
Waco 

, Texas  Medical  Association 


102nd  President 


HOWARD  R.  DUDGEON,  JR.: 
In  His  Father's  Steps 


The  son  of  a former  Texas  Medical  Association  Presi- 
dent and  a former  president  of  the  Woman’s  Auxiliary 
to  the  Texas  Medical  Association  will  serve  TMA  as 
President  for  1967-68. 

Dr.  Howard  Rush  Dudgeon,  Jr.,  Waco  surgeon, 
followed  in  the  footsteps  of  his  father,  Dr.  Howard  R. 
Dudgeon,  when  he  received  the  presidential  gavel 
from  Dr.  James  D.  Murphy  of  Fort  Worth,  President 
for  1966-67,  in  Dallas  during  the  Annual  Luncheon  at 
the  100th  Annual  Session.  The  elder  Dr.  Dudgeon, 
who  died  in  1953,  was  a leader  in  Texas  medicine 
and  served  the  Association  as  President  in  1936. 
Mrs.  Sue  Montgomery  Dudgeon,  mother  of  the  new 
TMA  President,  was  president  of  the  Woman’s  Auxiliary 
in  1931-32. 

A previous  father  and  son,  who  had  held  the  TMA 
Presidency,  were  Dr.  E.  P.  Becton  of  Dallas  who 
served  in  1885-86  and  Dr.  Joe  Becton  of  Fort  Worth 
who  served  in  1922-23. 

Dr.  Dudgeon  was  born  in  Galveston  in  1911.  He 
married  Jane  Brazelton  of  Waco  in  1937.  They  have 
two  children,  Elizabeth  Ann  (Mrs.  Paul  Phy)  of  Hous- 
ton and  Howard  R.  Dudgeon,  III,  a teacher  in  the 
Waco  public  schools. 

Known  among  his  intimates  as  "the  last  of  the  big 
spenders”  due  to  his  conservative  approach  to  pur- 
chasing, the  new  TMA  President  has  long  been  active 
in  medical  organizations.  He  has  been  Vice-President 
of  TMA  and  has  been  a member  of  the  House  of  Dele- 
gates since  1951.  He  served  on  the  Council  on 
Scientific  Advancement  from  1962  to  1965  and  was 
chairman  of  the  Committee  on  Cancer  during  that 
same  time  period.  He  is  past  president  of  the  12th 
District  Medical  Society  and  of  the  McLennan  County 
Medical  Society.  He  has  been  both  secretary  and 
chairman  of  the  TMA  Section  on  Surgery. 


A fellow  of  the  American  College  of  Surgeons,  Dr. 
Dudgeon  is  also  a fellow  of  the  Texas  Surgical  So- 
ciety and  was  president  of  the  Third  District  of  the 
Texas  Chapter  of  the  American  College  of  Surgeons 
in  1955.  He  was  also  president  of  the  Alumni  Asso- 
ciation of  The  University  of  Texas  Medical  Branch  in 
1962-63.  He  is  the  author  of  25  published  medical 
papers.  He  has  been  both  chief  of  staff  and  chief 
of  surgical  service  at  Hillcrest  Memorial  and  Provi- 
dence hospitals  in  Waco. 

Active  in  civic  affairs,  Dr.  Dudgeon  was  a trustee 
of  the  Waco  Independent  School  District  from  1946 
through  1958,  serving  as  president  from  1956  to 
1958.  He  was  elected  to  the  Waco  City  Council  in 
April,  1966,  and  is  currently  serving  on  that  body. 
The  Dudgeons  attend  Austin  Avenue  Methodist  Church 
in  Waco. 

Dr.  Dudgeon  originally  wanted  to  be  a professor  of 
history,  but  he  went  into  medicine  instead.  History, 
however,  remains  his  hobby. 

He  attended  public  schools  in  Waco,  The  University 
of  Texas  at  Austin,  and  Baylor  University  in  Waco. 
He  received  a doctor  of  medicine  degree  from  The 
University  of  Texas  Medical  Branch  in  Galveston  in 
1935.  While  there  he  was  a member  of  Sigma  Alpha 
Epsilon  social  fraternity  and  was  president  of  Phi  Chi 
medical  fraternity.  He  served  both  an  internship  and  a 
residency  at  Providence  Hospital  in  Waco. 

In  1940-1946  Dr.  Dudgeon  served  in  the  US  Army 
Medical  Corps.  He  saw  three  years  of  combat  duty 
in  the  Pacific  Ocean. 

The  physician’s  large  brown  eyes  have  caused  the 
evolution  of  his  nickname,  "Banjo  Eyes.”  And  through 
these  perceptive  eyes,  Dr.  Dudgeon  brings  his  fore- 
sight to  the  TMA  helm. 
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TMA  officers  discuss  plans  for  the  1967-68  year.  They  are,  left  to  right, 
Dr.  G.  V.  Brindley,  Jr.,  of  Temple,  President-elect;  Dr.  Howard  R. 
Dudgeon  of  Waco,  President;  and  Dr.  R.  H.  Bell  of  Palestine,  Vice- 
President. 


Dr.  Wernher  von  Braun,  director  of 
the  George  C.  Marshall  Space  Flight 
Center  in  Huntsville,  Ala.,  was  fea- 
tured speaker  at  the  general  meet- 
ing luncheon  on  Friday,  May  5.  Dr. 
Von  Braun  told  members  of  plans 
for  a future  space  motel. 


A new  exhibit  at  the  100th  Annual 
Session  was  one  which  invites  phy- 
sicians to  write  for  Texas  Medicine. 
The  eye  and  face  on  the  left  sym- 
bolize the  physician’s  act  of  looking 
inward.  The  physician-writer,  left, 
diligently  prepares  a manuscript. 


Technicians  test  equipment  preced- 
ing color  television  presentation  of 
“Shoulder-Neck  Problems”  at  Fri- 
day general  meeting.  Five  closed- 
circuit  color  television  presentations 
were  sponsored  during  the  Annual 
Session  by  Smith  Kline  & French 
Laboratories  of  Philadelphia. 
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AMERICAN  MEDICAL  ASSOCIATION 

Dr.  Milford  O.  Rouse  of  Dallas  will  be  installed  as  President  of 
the  American  Medical  Association  at  the  Association’s  Annual 
Convention  June  18-22  in  Atlantic  City.  The  convention  scien- 
tific program  will  take  place  at  Convention  Hall  and  nearby 
hotels,  and  the  House  of  Delegates  will  meet  at  the  Chalfonte- 
Haddon  Hall  Hotel. 

Four  general  scientific  meetings  will  be  open  to  all  physicians 
attending  the  convention.  These  programs  will  be  on  the  subjects 
of  patient  care  (from  the  standpoint  of  standard  methods  as 
well  as  research),  backache,  healing,  and  sex.  In  addition  to  the 
general  sessions,  each  of  22  scientific  sections  will  present 
scientific  programs.  Many  of  the  section  programs  will  be  joint 
meetings  of  two  or  more  sections  or  of  sections  and  specialty 
societies.  Symposia  of  interest  to  both  the  generalist  and  the 
specialist  will  be  included  in  the  program.  Two  such  symposia 
are  “Symposium  on  Absorption  and  Storage  of  Iron”  and  “Sym- 
posium on  Granulomatous  Colitis  and  Ulcerative  Colitis  in  Chil- 
dren.” Medical  motion  pictures  and  color  television  programs 
will  also  be  featured  at  the  convention.  Motion  pictures  will  be 
presented  daily.  At  least  five  color  television  programs  will  be 
presented  live,  on  a closed  circuit  from  a Philadelphia  hospital 
in  cooperation  with  the  University  of  Pennsylvania  School  of 
Medicine. 

The  entire  Scientific  Program  for  the  1967  Annual  Convention 
appears  in  the  May  8 issue  of  the  Journal  of  the  American 
Medical  Association. 

The  Woman’s  Auxiliary  to  the  AMA  will  hold  its  44th  Annual 
Convention  concurrently  with  the  AMA  Convention,  with  head- 
quarters in  the  Shelburne  Hotel. 

Contact:  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  60610, 
Exec.  Vice-Pres. 

TEXAS  ACADEMY  OF  GENERAL  PRACTICE 

The  18th  annual  assembly  of  the  Texas  Academy  of  General 
Practice  will  take  place  June  11-14  at  the  Terrace  Motor  Hotel 
in  Austin.  Out-of-state  guest  speakers  will  include  Drs.  Gordon 
Meiklejohn  of  Denver;  William  F.  Mengert,  and  Philip  Thorek, 
both  of  Chicago;  Vincent  O’Connor  of  Carmel  Valley,  Calif.;  and 
Frank  L.  Lyman  of  White  Plains,  New  York.  Among  topics  to 
be  discussed  are  “Problems  in  the  Treatment  of  Infectious 
Diseases,”  “Psychotropic  Drugs — Their  Uses  and  Abuses,”  “Ab- 
dominal Angina,”  and  “Clavicles  to  Corns.”  Planned  social 
activities  will  be  available  to  members,  their  wives,  and  their 
children.  The  scientific  program  is  acceptable  for  12  prescribed 
hours  credit  by  the  American  Academy  of  General  Practice. 
Contact:  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin  78705, 
Exec.  Sec. 

BORDER  PUBLIC  HEALTH  ASSOCIATION 

United  States-Mexico  Border  Public  Health  Association  will 
present  its  25th  annual  meeting  June  5-9  at  the  Rice  Hotel  in 
Houston.  Section  meetings  are  planned  on  preventive  medicine, 
environmental  health,  general  public  service,  and  special  public 
health  service,  as  well  as  special  meetings  on  tuberculosis, 
venereal  disease,  and  arbovirus  diseases.  Professional  groups, 
such  as  public  health  nurses  and  veterinarians,  will  meet;  and 
association  business  meetings  will  be  conducted. 

Contact:  Dr.  Jorge  Jimenez-Gandica,  501  US  Court  House,  El 
Paso  79901,  Sec. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


THE  AMERICAN  DERMATOLOGICAL 
ASSOCIATION,  INC.,  will  hold  its  87th 
Annual  Meeting  at  The  Broadmoor  in 
Colorado  Springs,  Colo.,  May  28-June  1. 
Topics  to  be  discussed  will  include  “Prob- 
lems in  Quantitating  Skin  Reactions,” 
“The  Effect  of  Age  on  Carcinogenesis,” 
“Monkey  Pox  in  Man,”  “A  Guide  to  the 
Evaluation  of  Permanent  Impairment  of 
the  Skin,”  “Eyelid  Tumors,”  “The  Skin 
and  Anti-Tumor  Drugs,”  and  “Nature  and 
Significance  of  White  Macules  in  Tuber- 
ous Sclerosis.”  Texas  physician  Dr.  John 
M.  Knox  of  Houston  (Drs.  Billy  G.  Dodge 
and  Robert  G.  Freeman,  collaborators) 
will  present  “Erythema  Dyschromium  Per- 
stans.”  Association  business  meetings  will 
also  be  conducted.  Dr.  Robert  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Minn. 
55901,  is  secretary  of  the  association. 


AMERICAN  GASTROENTEROLOGICAL 
ASSOCIATION  will  convene  in  Colorado 
Springs,  Colo.,  May  25-27.  Meeting  con- 
currently will  be  the  American  Society  for 
Gastrointestinal  Endoscopy  and  the  Gastro- 
enterology Research  Group.  A mucosal  suc- 
tion biopsy  workshop  for  pre-selected  reg- 
istrants will  take  place  May  22-24  and  the 
Gastroenterological  Research  Forum  on 
May  25.  Dr.  John  S.  Fordtran  of  Dallas 
will  participate  on  the  AGA  program  ; and 
Drs.  J.  Arnold  Bargen  and  N.  C.  High- 
tower, Jr.,  both  of  Temple,  will  be  pre- 
sented with  the  association’s  Friedenwald 
Medal. 

AMERICAN  THORACIC  SOCIETY  will 
gather  for  its  annual  meeting  May  23-25 
in  Pittsburgh,  Pa.  Sessions  will  include 
clinical  tuberculosis,  clinical  pulmonary 
function,  surgery,  frontiers  of  lung  re- 
search, pulmonary  physiology,  bacteriology, 
pathology,  clinical  pulmonary  disease,  im- 
munology, beachheads  in  respiratory  dis- 
ease programming,  and  care  of  the  patient 
with  chronic  pulmonary  emphysema.  Texas 
physicians  participating  on  the  program 
will  include  Drs.  William  A.  Cook,  Robert 
R.  Shaw,  Watts  R.  Webb,  William  Kemp 
Clark,  Hasmukhlal  Shah  (M.B.B.S.),  Rob- 
ert G.  Louden,  and  William  F.  Miller,  all 
of  Dallas ; Drs.  Howard  T.  Barkley,  S.  F. 
Boushy,  Rafail  Kohen,  and  Donal  M. 
Billig,  all  of  Houston  ; and  Capt.  John  G. 
Weg,  (MC),  USAF,  and  Capt.  Luther  M. 
Brewer  (MC)  USAF,  both  of  Lackland 
Air  Force  Base,  San  Antonio. 
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BAYLOR  UNIVERSITY  COLLEGE  OF 
MEDICINE  will  sponsor  its  fifth  annual 
Alumni  Day  May  20  at  Texas  Medical 
Center,  Houston.  All  scientific  sessions 
will  take  place  in  the  medical  school  audi- 
torium. The  scientific  program  will  be 
acceptable  for  six  prescribed  hours  by  the 
American  Academy  of  General  Practice. 
Topics  covered  in  scientific  sessions  will 
include  hematology,  gastroenterology, 
rheumatology,  diabetes,  infectious  diseases, 
gastric  surgery,  obstetrics-gynecology,  en- 
docrinology, thyroid  surgery,  and  cardiac 
surgery.  Physicians  in  attendance  will 
also  be  able  to  attend  a baseball  game 
between  the  Houston  Astros  and  the  San 
Francisco  Giants. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


THE  FIFTH  MEXICAN  CONGRESS  OF 
GYNECOLOGY  AND  OBSTETRICS  will 
be  held  in  Mexico  City  June  4-9.  Courses 
to  be  given  simultaneously  with  the  cong- 
ress will  include  medical  complications  of 
pregnancy,  advances  in  therapy  of  the 
gynecological  malignant  tumor,  genetics, 
fertility  diagnoses  and  evaluation  of  the 
tests,  gynecological  urology,  and  gyneco- 
logical endocrinology.  Dr.  Stanley  F.  Rog- 
ers of  Houston,  will  present  a special  con- 
ference on  “Aggressive  Toxemia  Manage- 
ment.” Eighteen  such  conferences  will  be 
held  at  this  meeting.  Dr.  Jose  M.  Septien, 
Av.  Baja  California  311,  Mexico  11,  D.  F., 
is  president  of  the  congress. 


GASTROENTEROLOGY  RESEARCH 
GROUP  (with  American  Gastroenterologi- 
cal Association ) , Colorado  Springs,  Colo., 
May  25,  1967 ; forum,  Chicago,  Nov.  3, 
1967.  Dr.  George  A.  Hallenbeck,  Mayo 
Clinic,  Rochester,  Minn.  55901,  Sec. 


TEXAS  STATE  BOARD  OF  MEDICAL 
EXAMINERS,  Fort  Worth,  June  19-21, 
1967.  Dr.  M.  H.  Crabb,  1714  Medical  Arts 
Bldg.,  Fort  Worth  76102,  Sec. 


AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS, Atlantic  City,  June  15-19,  1967. 
Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago 
60611,  Exec.  Dir. 


AMERICAN  MEDICAL  WOMEN'S  AS- 
SOCIATION, INC.,  Denver,  Colo.,  June 
15-17,  1967  (interim  meeting).  Mrs.  Ger- 
trude F.  Conroy,  1790  Broadway,  New 
York  City  10019,  Exec.  Dir. 


AMERICAN  NEUROLOGICAL  ASSOCIA- 
TION, Atlantic  City,  June  12-14,  1967. 
Dr.  M.  D.  Yahr,  710  W.  168th,  New  York 
10032,  Sec. 


AMERICAN  RHEUMATISM  ASSOCIA- 
TION, New  York  City,  June  15-16,  1967. 
Miss  Margaret  M.  Walsh,  1212  Avenue  of 
the  Americas,  New  York,  N.Y.  10036, 
Exec.  Sec. 


JULY 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  17-19,  1967.  Dr.  W.  Tom  Arnold, 
6448  Fannin,  Houston  77025,  Sec. 


AUGUST 

AMERICAN  CONGRESS  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Miami  Beach,  Fla.,  Aug.  27- 
Sept.  1,  1967.  Mr.  Creston  C.  Herold,  30  N.  Michigan, 
Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
21-24,  1967.  Mr.  James  E.  Hague,  840  N.  Lake  Shore 
Dr.,  Chicago  60611,  Sec. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION  (Public  Relations 
Conference),  Austin,  Sept.  30,  1967.  Mr.  C.  Lincoln 

Williston,  1801  North  Lamar  Blvd.,  Austin  78701,  Exec. 
Sec. 

TEXAS  PEDIATRIC  SOCIETY,  Houston,  Sept.  28-30, 
1967.  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris  75460,  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Dallas,  Sept.  15-23,  1967.  Mr.  M.  F.  Cahal,  Volker  Blvd. 
at  Brookside,  Kansas  City,  Mo.,  64112,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS,  Hot  Springs,  Va..  Sept.  7-9, 
1967.  Dr.  R.  B.  Wilson,  200  First  St.  S.  W.,  Rochester, 
Minn.,  65902,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Las 
Vegas,  Sept.  30-Oct.  4,  1967.  Mr.  J.  W.  Andes,  615  Busse 
Highway,  Park  Ridge,  111.,  60608,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS. 
Chicago,  Sept.  22-30,  1967.  Dr.  William  D.  Dolan,  5129 
N.  16th  St.,  Arlington,  Va.,  22205,  Sec.-Treas. 


OCTOBER 

TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH,  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 

TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES  (Examinations),  Austin,  October, 
1967.  Mrs.  Betty  J.  Anderson,  201  E.  14th  St.,  Austin 
78701,  Exec.  Sec. 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres,  Box  2276, 
Amarillo  79105,  Acting  Exec.  Sec. 

THIRD  DISTRICT  SOCIETY,  Lubbock,  Oct.  14,  1967. 
Dr.  Louis  Devanney,  2209  W.  7th,  Amarillo  79106,  Sec. 
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“Take  a laxatiwe” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


why  wonder  about  a drug 

when  you  know 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

is  effective  b.Ld. 


It’s  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

’ Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


i 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEQMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y, 


SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Bermuda, 
Oct.  1-3,  1967.  Dr.  Mark  A.  Griffin,  Jr.,  Appalachian 
Hall,  Asheville,  N.C.,  28803,  Sec.-Treas. 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  15  Second  St.  S.  W.,  Rochester,  Minn. 
56901,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Oct.  18-20,  1967.  Mr.  Charles  R.  Ebersol,  219  E.  42nd 
St.,  New  York  10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Los 
Angeles,  Oct.  29-Nov.  1,  1967.  Daniel  Weiss,  33  W.  60th 
St.,  New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec. 
Sec. 


AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
2-6,  1967.  Dr.  Samuel  P.  Harbison,  55  E.  Erie  St.,  Chi- 
cago, 111.  60611. 


AMERICAN  HEART  ASSOCIATION,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10010,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  INC., 
Miami  Beach,  Fla.,  Oct.  23-27,  1967.  Dr.  B.  F.  Mattison, 
1790  Broadway,  New  York  10019,  Exec.  Dir. 


ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Houston,  Oct.  5-7,  1967.  Mr.  H.  E. 
Northam,  185  N.  Wabash,  Chicago  60601,  Exec.  Dir. 


NOVEMBER 

TEXAS  NURSING  HOME  ASSOCIATION,  Houston,  Nov. 
8-10.  John  M.  Crawford,  Jr.,  6225  Highway  290  E., 
Austin  78723,  Exec.  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier,  1744 
S.  68th  St.,  Lincoln,  Neb.,  68104,  Sec. 


SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
Birmingham,  Ala.  35205. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  December  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77550,  Sec. 

TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
Dec.  1,  1967.  Dr.  Earle  Scharff,  Jr.,  800  Fifth  Ave.,  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin,  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 


SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 


JANUARY 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 


INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY.  El  Paso,  Jan.  27, 
1968.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale  St., 
Fort  Worth  76104,  Sec. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view 75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76501, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192, 
Austin  78703,  Sec.-Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago, 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  18-20,  1968.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE. 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 
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MEDICINE  AND  THE  LAW 


Battered  Child  Law  Reporting  Procedure 
Places  Moral  Obligation  on  Physician 


Recent  inquiries  to  the  Office  of 
the  General  Counsel  of  the  Texas 
Medical  Association  indicate  that 
Texas  physicians  need  more  infor- 
mation concerning  the  “Battered 
Child”  Law.  On  a national  scale,  a 
report  of  a survey  of  physicians 
revealed  that  more  than  40  percent 
of  those  questioned  did  not  know 
whether  their  state  had  such  a law 
and  a great  many  more  did  not  un- 
derstand how  or  to  whom  reports 
of  non-accidental  child  injuries 
were  to  be  reported. 

The  Texas  “battered  child”  law, 
passed  in  1965  reads  as  follows: 

Art.  695c-2.  Physicians’  re- 
ports of  certain  injuries  in- 
volving children. 

Section  1.  Any  physician 
who  examines  or  treats  a child 
under  the  age  of  18  years  for 
any  injury  may  report  the  in- 
jury to  the  judge  of  the  juve- 
nile court,  district  attorney, 
the  county  attorney,  local  law 
enforcement  agency,  or  the 
probation  officer  of  the  county 
if  he  believes  that  the  injury 
is  other  than  accidental  and 
that  the  injury  is  due  to  mal- 
treatment or  neglect. 

Section  2.  The  physician 
may  make  an  immediate  oral 
report  followed  as  soon  as  pos- 
sible by  a written  report.  The 
reports  shall  contain  the  name 
and  address  of  the  child,  the 
name  and  address  of  the  child’s 
parent  or  guardian,  the  age 
of  the  child,  the  nature  and 
extent  of  the  injury,  and  any 
other  information  pertinent  to 
establishing  the  cause  of  the 
injury.  If  any  of  the  informa- 
tion required  by  this  Section 
is  unknown  to  the  physician 
making  the  report  he  shall  so 
state. 

Section  3.  A physician  is 
immune  from  civil  and  crimi- 
nal liability  for  reporting  as 
defined  by  this  Act. 

The  Texas  Legislature  enacted 
Article  695c-2  in  response  to  evi- 
dence indicating  that  the  “battered 


child  syndrome”  was  indeed  a prob- 
lem to  be  reckoned  with  in  this 
state.  At  the  same  time,  our  law- 
makers understood  that  the  physi- 
cian is  often  in  a most  delicate  po- 
sition, not  only  with  his  patients 
and  with  the  parents  of  minor 
children,  but  also  in  judging  the 
evidence  before  him  as  to  whether 
the  child’s  injury  was  accidentally 
or  intentionally  administered. 
Therefore,  physicians  have  been, 
by  law,  granted  immunity  from 
civil  and  criminal  liability  for  re- 
porting under  the  provisions  of 
this  “battered  child”  act.  Also,  the 
Legislature  made  the  act  permis- 
sive in  nature  instead  of  mandato- 
• 

ry,  thereby  placing  on  the  physi- 
cian’s shoulders  the  moral  or  ethi- 
cal considerations  in  reporting. 

Though  the  act  is  permissive, 
there  can  surely  be  no  question  but 
that  the  physician  is  morally  obli- 
gated to  make  reports  to  the  desig- 
nated agencies  concerning  an  in- 
jured child  if  that  injury  appears 
to  be  the  result  of  an  occurrence 
other  than  an  accident.  Medical 
statistics  show  that  an  abused 
child,  sent  back  home,  comes  back 
to  the  hospital  injured  or  dead  in 
a great  many  cases.  The  law  is  pri- 
marily designed  to  notify  authori- 
ties that  the  child’s  welfare  de- 
mands action  and  the  possibility  of 
parental  punishment  is  only  sec- 
ondary in  importance. 

Perhaps  the  greatest  information- 
al gap  concerning  this  law  pertains 
to  the  application  of  the  reporting 
procedure  to  a local  situation  once 
the  physician  determines  that  he  is 
treating  a “battered  child.”  The 
physician  has  his  option  to  report 
to  the  judge  of  a juvenile  court, 
the  district  attorney,  the  county 


attorney,  “local  law  enforcement” 
agencies  (city  police  or  county 
sheriff),  or  the  probation  officer 
of  the  county.  The  form  of  the  ini- 
tial report  may  be  either  written 
or  oral  but  should  contain  the 
name  and  address  of  the  child,  the 
child’s  parents  or  guardian,  and 
the  other  vital  information  con- 
tained in  Section  2 of  the  statute. 

The  speed  with  which  a report 
reaches  the  hands  of  the  proper 
authority  is  vital  in  many  cases 
for  the  protection  of  the  child.  If 
the  physician  is  called  to  a home 
to  treat  a child  and  he  determines 
that  the  child  is  suffering  from  in- 
flicted injuries,  he  should  urge 
that  the  child  be  admitted  to  a hos- 
pital so  that  it  might  be  examined 
outside  of  the  home  environment 
and  away  from  the  possible  perpe- 
trators of  the  injury. 

Recent  articles  in  medical  journ- 
als stress  the  importance  of  looking 
and  examining  the  outward  emo- 
tional composure  of  the  parents 
and  their  attitude  toward  the  child 
while  the  child  is  in  the  hospital. 

It  might  be  useful  for  a commit- 
tee from  the  local  county  medical 
society  to  confer  with  the  law  en- 
forcement agencies  in  their  area  in 
order  to  make  a joint  determina- 
tion as  to  which  particular  officer 
set  out  in  Section  2 of  the  act 
should  be  contacted  when  a physi- 
cian sees  or  treats  a child  he  be- 
lieves to  have  been  injured  non- 
accidentally.  Any  steps  taken  to 
open  channels  of  communications 
between  the  medical  society  and 
those  designated  to  receive  reports 
of  injured  children  should  serve  to 
make  reporting  easier  and  swifter 
and,  in  the  end,  benefit  those  help- 
less victims  of  the  “battered  child 
syndrome.” 
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MEDICINE  IN  LITERATURE 


Dallas  Physician  s Book  on  Heart  Disease 
Is  Excellent  Reading  for  Medical  Patients 


Prescription  for  Life.  M.  F.  Gra- 
ham, 189  pp.,  N.Y.,  David  Mc- 
Kay Co.,  Inc.,  1966,  $4.95. 

. . . Now  over  a million  lives 
are  lost  each  year  to  diseases 
of  the  heart  and  circulatory 
system.  Although  at  the  turn 
of  the  century  heart  disease 
and  strokes  accounted  f o r 
only  one  death  in  seven,  in 
1963  they  accounted  for  over 
half  of  all  deaths  in  this 
country,  and  heart  disease 
led  strokes  7-12.  . . . Diseases 
of  the  heart,  of  which  coro- 
nary heart  disease  outstrips 
all  other  forms  by  far,  retain 
with  ease  the  label  of  the  na- 
tion’s number  one  killer,  ac- 
counting for  39.2  percent  of 
all  deaths  in  the  U.S.A.  in 
1962. 

SO  STATES  Dallas  physician 
Dr.  M.  F.  Graham  in  his  book 
Prescription  for  Life.  An  excel- 
lent manual  for  the  non-physician 
reader,  this  book  about  the  cause 
and  prevention  of  coronary  heart 
disease  is  excellent  reading  for  the 
patients  of  today’s  physicians. 

An  introduction  is  written  by 
Dr.  Carleton  B.  Chapman  of  Dallas. 
He  states,  “We  became,  in  fact,  a 
nation  that  paid  out  millions  to 
witness  sports  but  that  increas- 
ingly declined  to  participate  in 
them.” 

Dr.  Graham  logically  develops 
the  thesis  that  avoiding  obesity, 
mental  stress,  and  cigarettes,  and 
engaging  in  regular  sustained  non- 
violent exercise  will  prevent  the 
majority  of  coronary  attacks  along 
with  aiding  health  in  many  other 
ways. 

The  area  dealt  with  by  the  book 
is  one  in  which  the  physician  can 
influence  his  patients  to  read.  The 
work,  if  read  and  followed,  will  be 
lifesaving  for  millions  of  people. 

The  only  thing  displeasing  about 
the  book  was  the  comparison  of  the 


human  body  to  a steam  engine. 
Though  this  comparison  is  rather 
farfetched,  it  does  not  detract 
from  the  overall  value  of  the  book. 

Every  physician  should  read  and 
recommend  to  his  patients  these 
healthful  precepts  written  in  a 
language  for  the  intelligent  lay 
reader. 

William  M.  Crawford,  M.D., 
Fort  Worth. 

Surgery  of  the  Biliary  Passages 
and  the  Pancreas.  Walter  Hess, 
Heinrich  Lamm  (trans.),  638 
pp.,  illus.,  Princeton,  N.J.,  D. 
Van  Nostrand  Co.,  Inc.,  1965. 

THIS  BOOK  represents  a tremen- 
dous amount  of  work  and  observa- 
tion by  an  obviously  thorough  sur- 
geon on  diagnosis  and  treatment 
of  biliary  tract  diseases.  Originally 
written  in  German,  it  reads 
smoothly,  thanks  to  a fine  transla- 
tion by  a Texas  surgeon,  Dr.  Hein- 
rich Lamm  of  Harlingen. 

The  detail  and  documentation  of 
all  phases  of  biliary  disease  and 
the  surgical  approaches  to  these 
problems  would  be  difficult  to  im- 
prove upon.  It  is  a fine  composite 
of  material  on  anatomy,  physiol- 
ogy, diagnosis,  complications,  and 


"The  way  I look  at  it,  we're  all  creatures 
of  habit." 


operative  techniques  concerned 
with  the  pancreas  and  biliary  sys- 
tem. It  is  well  illustrated,  and  the 
reproductions  of  x-rays  are  excel- 
lent. 

The  author’s  scrupulous  atten- 
tion to  detail  has  resulted  in  a 
book  that  is  not  only  valuable  for 
surgeons  but  also  for  all  practi- 
tioners interested  in  widening 
their  understanding  of  this  compli- 
cated field. 

Thomas  J.  Klug,  M.D., 
Harlingen. 

The  Pediatrician’s  Ophthalmology. 

Sumner  D.  Liebman  and  Sydney 

S.  Gellis,  eds.,  352  pp.,  illus.,  St. 

Louis,  The  C.  V.  Mosby  Co.,  1966, 

$19.50. 

THE  PEDIATRICIAN’S  Ophthal- 
mology is  highly  recommended 
for  anyone  responsible  for  the 
medical  care  of  children. 

From  this  collaborative  effort 
of  several  authors,  edited  by  an 
ophthalmologist  and  a pediatrician, 
two  obvious  results  are  noted:  The 
first  is  the  selection  by  the  pedia- 
trician of  material  most  needed  in 
his  work,  and  the  second  is  the 
translating  of  the  vocabulary  con- 
cerned with  the  eye  and  its  dis- 
orders into  an  understandable  lan- 
guage. The  latter  is  clearly  exemp- 
lified in  the  text  on  strabismus 
where  such  terms  as  heterotropia, 
heterophoria,  exophoria,  esotropia, 
incomitant  and  comitant  are  given 
a lucid  explanation,  providing  a 
background  for  the  understanding 
of  various  methods  of  treatment. 

The  growth  and  development  of 
monocular  and  binocular  vision 
and  the  methods  of  examination  of 
the  eye  are  set  forth  in  a manner 
that  will  greatly  help  the  pedia- 
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trician  and  family  doctor  in  be- 
coming adept  at  screening  tech- 
niques to  better  determine  which 
children  should  be  referred. 

The  diseases  of  the  eye,  external 
and  internal,  are  described  to- 
gether with  treatment,  providing 
the  reader  with  excellent  resource 
material  for  any  of  the  more  com- 
mon eye  conditions. 

Properly  emphasized  in  several 
chapters  is  the  fact  that  the  eye 
is  of  major  significance  to  the 
pediatrician  because  it  offers  clues 
to  the  presence  not  only  of  system- 
ic disorders  but  also  of  congenital 
and  inherited  disorders. 

Additional  chapters  worthy  of 
note  are  those  about  “Specific 
Disability  for  Reading,”  summar- 
izing current  theories  on  etiology 
and  treatment,  the  “Social  and 
Emotional  Aspects  of  Ophthalmic 
Problems,”  and  “Genetic  Applica- 
tion to  Pediatric  Ophthalmology,” 
which  provide  a thorough  review 
of  genetic  inheritance,  transmis- 
sion of  inherited  diseases,  and  clin- 
ical application  to  genetic  counsel- 
ing. 

Finally,  the  glossary  of  ophthal- 
mic terms  will  be  found  helpful. 

— P.  Clift  Price,  M.D.,  Austin. 

Pediatric  Electrocardiography. 

Warren  G.  Guntheroth,  150  pp., 

illus.,  charts,  Philadelphia,  W.  B. 

Saunders  Co.,  1965.  $7. 

DR.  GUNTHEROTH’S  book  fills 
a genuine  need  in  the  literature  on 
pediatrics  and  cardiology.  The  in- 
formation on  theory  and  interpre- 
tation of  the  pediatric  electrocar- 
diogram is  presented  concisely  and 
readably.  The  blending  of  vector 
concepts  into  scalar  interpretations 
is  well  handled. 

This  volume  would  appear  most 
suitable  for  trainees  in  pediatric 
cardiology  and  for  pediatric  resi- 
dents who  will  have  the  opportun- 
ity during  their  training  to  estab- 
lish skills  in  cardiac  diagnosis. 
However,  the  pages  of  this  volume 
cannot  be  casually  read  by  a prac- 
ticing pediatrician  with  no  back- 


ground in  cardiology.  If  one  is  to 
learn  how  to  interpret  the  pediatric 
electrocardiogram  from  this  vol- 
ume, it  must  be  done  in  the  context 
of  intensive  study,  preferably  with 
the  availability  of  a good  selection 
of  pediatric  electrocardiograms. 

— James  J.  Nora,  M.D., 
Houston. 


New  Books 
In  TMA  Library 

Flowers,  C.  E.,  Jr.:  Obstetric  An- 
algesia and  Anesthesia,  New 
York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers, 
1967. 

Klein,  K.  K.:  The  Knees:  Growth 
Development  and  Activity  In- 
fluences, Greeley,  Colo.,  All 
American  Productions  and  Pub- 
lications, 1967. 

Medical  Economics:  Medical  Mal- 
practice: Risks,  Protection,  Pre- 
vention, Howard  Hassard  (ed.), 
Oradell,  N.  J.,  Medical  Econom- 
ics Book  Division,  Inc.,  1966. 

Medical  Examination  Review  Book: 
Psychiatry  and  Neurology,  vol. 
8,  ed.  3,  P.  S.  Slosberg,  & H. 
E.  Kaye  (eds.),  Flushing,  New 
Y ork,  Medical  Examination 
Publication  Co.  Inc.,  1966. 

Medical  Dept.,  US  Army:  Radi- 
ology in  World  War  II,  Wash- 
ington, D.  C.,  US  Government 
Printing  Office,  1966. 

Walsh,  W.  B.:  Yanqui,  Come  Back! 
The  Story  of  HOPE  in  Peru, 
New  York,  E.  P.  Dutton  & Co., 
Inc.,  1966. 

White,  P.  D.,  and  Donovan,  H.: 
Hearts,  Their  Long  Follow-Up, 
Philadelphia,  W.  B.  Saunders 
Co.,  1967. 

Wells,  B.  B.,  and  Halsted,  J.  A.: 
Clinical  Pathology,  Interpreta- 
tion, and  Application,  ed.  4, 
Philadelphia,  W.  B.  Saunders 
Co.  1967. 

Who’s  Who  in  America;  a Bio- 
graphical Dictionary  of  Notable 
Living  Men  and  Women,  vol. 
34,  Chicago,  The  A.  N.  Marquis 
Co.,  Inc.,  1966-67. 


New  Film 
In  TMA  Library 

Age  Minus  60  Days — The  Low 
Birth  Weight  Infant.  Sound, 
color,  16  minutes,  1965,  Flagg 
Films,  Inc. 

A PREMATURE  INFANT  is  seen 
being  delivered  in  this  film.  The 
procedure  of  care  is  presented  in 
sequence,  including  clearing  of 
the  nasopharynx ; administration 
of  silver  nitrate  and  phytonadione; 
and  use  of  oxygen,  humidity,  and 
incubator.  The  general  manage- 
ment of  the  premature  infant  im- 
mediately after  birth  and  during 
the  initial  period  in  which  the  pa- 
tient is  evaluated  for  possible  pe- 
diatric problems  is  also  depicted. 

Respiratory  distress,  hyaline 
membrane  disease,  diarrhea,  jaun- 
dice, pneumonia,  central  nervous 
system  hemorrhage,  intestinal  ob- 
struction, and  phenylpyruvic  oligo- 
phrenia are  briefly  presented  in 
this  film,  as  are  transportation, 
transfer,  and  handling  of  the  in- 
fant. 


DR.  J.  S.  ANDERSON 

Pioneer  Brady  physician,  Dr. 
James  Siverin  Anderson,  90,  died 
March  9,  1967,  in  a local  hospital. 
Born  Jan.  8,  1877,  in  Norse,  Tex., 
the  son  of  Andrew  and  Emma  Jen- 
son Anderson,  he  went  to  Brady 
to  practice  medicine  in  1903. 

He  went  to  schools  in  Norse, 
attended  The  University  of  Texas 
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at  Austin,  and  received  his  medi- 
cal degree  from  The  University  of 
Texas  Medical  Branch  at  Galves- 
ton in  1902.  He  interned  at  John 
Sealy  Hospital  in  Galveston. 

In  1917  Dr.  Anderson  and  Dr. 
J.  G.  McCall  bought  the  Brady 
Hospital,  and  later  established  a 
school  of  nursing  there.  He  re- 
tired from  the  hospital  staff  in 
1960;  and  until  he  became  too  ill, 
he  made  rounds  at  the  hospital 
occasionally,  sometimes  in  a wheel 
chair. 

Dr.  Anderson  had  recalled  that 
in  his  early  years  as  a doctor, 
physicians  performed  surgery  in 
the  patients’  homes.  The  day  before 
surgery,  the  doctors  would  clean 
up  the  house  or  room  and  use 
available  tables  or  build  tables  out 
of  raw  lumber  and  sawhorses. 

An  honorary  member  of  Texas 
Medical  Association,  he  belonged 
to  Kimble-Mason-Menard-McCul- 
loch  Counties  Medical  Society,  and 
the  American  Medical  Association. 

Dr.  Anderson  and  Myrtle  Camp- 
bell were  married  on  Feb.  16,  1904, 
in  Brady.  She  survives  as  do  a son, 
Dr.  James  P.  Anderson  who  prac- 
ticed with  his  father  in  Brady; 
one  sister,  Mrs.  C.  H.  Vincent  of 
Brady,  five  grandchildren  and  three 
great-grandchildren.  A daughter, 
Mrs.  Carmen  Anderson  Cunyus, 
died  Sept.  9,  1960. 


DR.  H.  B.  BARR 

Beaumont  surgeon,  Dr.  Henry 
Buford  Barr,  died  on  Jan.  30,  1967, 
in  St.  Elizabeth  Hospital  in  Beau- 
mont after  a long  illness.  He  was 
65. 

A native  of  Beaumont,  he  was 
bom  Oct.  1,  1901,  the  son  of  Dr. 
Harry  Allen  Barr  and  Ida  Buford 


DR.  BARR 


Barr.  He  attended  schools  there, 
and  was  graduated  from  The  Uni- 
versity of  Texas  in  Austin  in  1923. 
In  1926  he  was  graduated  from 
The  University  of  Texas  Medical 
Branch  at  Galveston,  and  then  he 
interned  at  Scott  & White  Memo- 
rial Hospital  in  Temple.  He  began 
practice  in  Beaumont  in  1927,  and 
practiced  there  until  his  retirement 
in  1966. 

A past  president  of  Jefferson 
County  Medical  Society,  he  was 
elected  to  inactive  membership  in 
the  Texas  Medical  Association  in 
1966.  He  belonged  to  the  American 
Medical  Association,  Southern  Med- 
ical Association,  and  Postgraduate 
Medical  Assembly  of  South  Texas, 
and  was  a fellow  of  the  Interna- 
tional College  of  Surgeons. 

He  was  a longtime  member  of 
the  Downtown  Lions  Club  of  Beau- 
mont, and  served  as  a director  of 
that  organization.  He  belonged  to 
the  Beaumont  Chamber  of  Com- 
merce, East  Texas  Chamber  of 
Commerce,  and  the  United  States 
Chamber  of  Commerce. 

Dr.  Barr  was  a member  of  the 
First  Methodist  Church  in  Beau- 
mont. 

He  and  the  former  Juanita  Chap- 
man were  married  on  Sept.  18, 
1940,  in  Beaumont.  Mrs.  Barr  sur- 
vives, as  do  two  sons,  Tommy  Barr 
of  Beaumont,  and  Henry  Buford 
Barr,  Jr.,  of  Schenectady,  N.  Y.; 
one  daughter,  Ann  Barr,  a student 
at  The  University  of  Texas  at  Aus- 
tin; and  two  sisters,  Mrs.  Edward 
Bai'low  of  Austin,  and  Mrs.  Lewis 
N.  Lengnick  of  Honolulu,  Hawaii. 


DR.  G.  P.  A.  FORDE 

Dr.  George  Patrick  Alphonso 
Forde,  84,  died  March  15,  1967,  in 
St.  Elizabeth’s  Hospital,  Houston. 
He  had  been  on  the  staff  of  that 
hospital  since  it  was  opened  in 
1947. 

Born  on  the  Island  of  Barbados, 
British  West  Indies,  he  attended 
schools  there  and  received  a teach- 
er’s certificate  from  British  West 
Indies  Teachers  College  in  1902. 
He  was  graduated  from  Meharry 
Medical  College  in  Nashville,  Tenn., 


DR.  FORDE 


in  1913.  His  internship  was  served 
at  George  W.  Hubbard  Hospital  of 
Meharry  Medical  College  in  Nash- 
ville. He  did  postgraduate  work  at 
Harvard  Medical  School  in  Boston 
and  at  The  University  of  Texas 
Medical  Branch  in  Galveston.  Af- 
ter practicing  in  Malvern,  Ark., 
from  1913  to  1914,  Ashdown,  Ark., 
from  1914  to  1927,  and  Muskogee, 
Okla.,  from  1920  to  1927,  he  moved 
to  Houston  where  he  practiced  un- 
til his  retirement  on  Dec.  15,  1966. 

He  was  a member  of  the  Harris 
County  Medical  Society  and  Texas 
Medical  Association.  He  had  served 
at  the  tuberculosis  and  well  baby 
clinics  of  the  Houston  Negro  Hos- 
pital and  was  medical  advisor  to 
Selective  Service  System  Board  56 
in  Harris  County  for  many  years. 
He  was  on  the  Houston  Council  on 
Human  Relations  and  was  a past 
children’s  physician  of  the  Negro 
Child  Center.  He  was  a former 
president  and  secretary  of  the 
Houston  Medical  Forum.  He  be- 
longed to  St.  James  Episcopal 
Church. 

Survivors  include  his  widow, 
Mrs.  Adelaide  Forde;  two  daugh- 
ters, Dr.  Gladys  Inez  Forde  and 
Dr.  Dorothy  Marguerite  Forde 
Bolden,  both  of  Nashville;  and  a 
sister,  Mrs.  Ernest  Headley  of  New 
York  City. 


DR.  J.  Z.  GASTON,  JR. 

Honorary  member  of  the  Texas 
Medical  Association,  Dr.  John  Zell 
Gaston,  Jr.,  died  on  March  7,  1967, 
in  Galveston  County  Memorial 
Hospital  in  Texas  City.  He  was  71. 

Bom  July  15,  1895,  in  Houston, 
he  was  the  son  of  John  Zell  and 
Minnie  Castens  Gaston.  He  attend- 
ed Houston  public  schools  and  re- 
ceived a bachelor  of  science  degree 
from  the  University  of  Chicago  in 
1919.  He  received  his  medical  edu- 
cation at  the  University  of  Chicago 
School  of  Medicine  and  Rush  Medi- 
cal College  in  Chicago.  He  interned 
at  Presbyterian  Hospital  in  Chica- 
go, and  served  a residency  in  gen- 
eral medicine  and  surgery  at 
Grasslands  Hospital  in  Valhalla, 
N.  Y.  He  received  special  training 
in  obstetrics  and  gynecology  at 
Long  Island  College  Hospital  in 
Brooklyn,  N.  Y.,  and  served  a resi- 
dency in  that  field  at  Methodist 
Hospital,  also  in  Brooklyn. 

Dr.  Gaston  practiced  medicine  in 
Machias,  N.  Y.,  from  1925  to  1929, 
when  he  moved  to  Houston,  where 
he  practiced  obstetrics  and  gyne- 
cology until  1949.  In  1949  he  re- 
tired and  traveled  extensively. 
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During  the  air  lift  to  Korea  in 
1952  and  1953,  Dr.  Gaston  was  the 
medical  officer  for  Wake  Island  in 
the  Pacific  Ocean.  He  was  appoint- 
ed by  the  Civil  Aeronautics  Ad- 
ministration to  serve  as  aviation 
safety  representative  and  medical 
examiner  for  air  lines  overseas 
transport  pilots.  Dr.  Gaston  and 
his  wife  treated  the  injured  people 
of  Wake  Island  after  the  1952  ty- 
phoon, described  as  one  of  the 
worst  in  the  history  of  the  Pacific. 

He  was  employed  in  1954  as 
medical  director  of  the  Rust  Engi- 
neering Company  at  Oak  Ridge, 
Tenn.  He  was  a professor  of  anato- 
my at  the  University  of  Oklahoma 
from  1920  to  1922,  and  associate 
professor  of  obstetrics  at  Baylor 
University  College  of  Medicine 
from  the  time  the  college  moved  to 
Houston  until  he  retired  in  1949. 

Dr.  Gaston  was  an  honorary 
member  of  the  Harris  County  Med- 
ical Society,  a founding  member  of 
the  Postgraduate  Medical  Assem- 
bly of  South  Texas,  an  honorary 
member  of  both  the  Houston  Ob- 
stetric and  Gynecology  Association 
and  of  Texas  Association  of  Obste- 
tricians and  Gynecologists.  A diplo- 
mate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  he  was  a 
member  of  the  American  Medical 
Association,  American  Congress  of 
Physical  Medicine,  American  Asso- 
c i a t i o n of  Industrial  Physicians 
and  Surgeons,  Hawaiian  Academy 
of  Science,  Alpha  Tau  Omega  so- 
cial fraternity  and  Alpha  Kappa 
Kappa  medical  fraternity.  He  was 
on  the  board  of  directors  of  the 
Houston  Museum  of  Natural  Sci- 
ence, past  vice-president  and  chair- 
man of  medical  advisory  board  of 
Gonzales  Warm  Springs  Rehabilita- 
tion Foundation,  and  past  presi- 
dent and  on  the  board  of  directors 
of  the  Volunteers  of  America. 

Dr.  Gaston  had  been  chief  of  the 
department  of  obstetrics  at  Jeffer- 
son Davis  Hospital,  Hermann  Hos- 
pital, Methodist  Hospital,  and 
Planned  Parenthood  Center  in 
Houston. 

He  was  a member  of  the  Clear 
Lake  Presbyterian  Church,  Hous- 
ton Downtown  Rotary  Club,  Hous- 
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ton  Symphony  Society,  and  several 
other  civic  organizations.  He  was  a 
32nd  degree  Mason. 

Dr.  Gaston  and  Orissa  Knight 
were  married  on  Oct.  2,  1920,  in 
Houston.  She  survives  as  do  a son, 
the  Rev.  John  Zell  Gaston,  III, 
Houston;  three  daughters,  Mrs.  C. 
F.  Harrington  of  Fort  Worth,  Mrs. 
R.  I.  Garrett  of  Long  Beach,  Calif., 
and  Mrs.  George  Gibbons,  III,  of 
Charlotte,  N.  C. 


DR.  W.  D.  JONES 

Dr.  William  Delaney  Jones,  90, 
died  March  4,  in  Dallas  where  he 
had  practiced  since  1907.  He  spe- 
cialized in  diseases  of  the  eye,  ear, 
nose,  and  throat. 

A native  of  Harleton,  Tex.,  he 
was  bom  Nov.  29,  1876,  the  son  of 
Jessie  T.  and  Mahalah  L.  Nare- 
more  Jones.  He  attended  Marshall 
High  School  in  Marshall,  Tex.,  and 
was  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston  in  1901.  He  practiced  in 
Marshall  from  1901  to  1904,  in 
Shreveport,  La.,  in  1 9 0 5,  and 
served  a residency  at  Manhattan 
Eye,  Ear  Nose  & Throat  Hospital, 
in  New  York  City  in  1906. 

Dr.  Jones  served  in  the  US 
Army  Medical  Corps  during  World 
War  I. 

On  Oct.  21,  1908,  Dr.  Jones  mar- 
ried Carrie  Blaylock  in  Dallas.  Her 
father,  the  late  Louis  Blaylock, 
was  a former  mayor  of  Dallas.  She 
died  in  1955.  Dr.  Jones  married 
Rachael  Foote  in  1959. 

Active  in  civic  affairs,  he  had 
served  as  president  of  the  Citizens 
Charter  Association  in  1935.  He 
was  a member  of  the  First  Metho- 
dist Church  since  moving  to  Dallas, 
and  was  on  the  official  board  of 
the  church  and  honorary  president 
of  the  Board  of  Stewards.  He  had 
been  a Mason  and  a Shriner  for 
more  than  50  years. 

He  operated  his  own  hospital  for 
many  years,  and  was  a past  mem- 
ber of  the  advisory  board  to  St. 
Paul  Hospital,  in  Dallas. 

An  honorary  member  of  the  Tex- 
as Medical  Association,  he  had 
served  as  chairman  of  the  Section 


on  Ophthalmology,  Otology,  Rhi- 
nology  and  Laryngology  in  1924. 
He  was  president  of  Dallas  County 
Medical  Society  in  1925.  He  was  a 
member  of  the  American  Medical 
Association,  Dallas  Southern  Clini- 
cal Society,  Texas  Otolaryngologi- 
cal  Association  and  Dallas  Acade- 
my of  Ophthalmology  and  Otolar- 
yngology. 

Mrs.  Jones  survives,  as  do  sev- 
eral nieces  and  nephews. 


DR.  C.  R.  MILLER 

Dr.  Charles  Miller,  a physician 
in  Leander  for  41  years,  died  on 
Feb.  12,  1967,  in  a Temple  hospital. 
He  was  81. 

A native  of  Mt.  Vernon,  111.,  he 
was  born  on  Jan.  14,  1886.  His  pa- 
rents were  Francis  Marion  and 
Mary  Ellen  Foster  Miller.  He  went 
to  high  school  in  Rock  Island,  Tex., 
and  was  graduated  from  Sam 
Houston  Normal  Institute,  now 
Sam  Houston  State  College,  in 
Huntsville,  Tex.  He  received  his 
medical  degree  in  1915  from  Tu- 
lane  University  School  of  Medicine 
in  New  Orleans,  and  interned  at 
Charity  Hospital  of  Louisiana,  also 
in  New  Orleans. 

Dr.  Miller  practiced  in  the  towns 
of  Greenville  and  Priscilla,  Miss., 
and  Fayetteville,  Tex.  before  mov- 
ing to  Leander  in  1925.  He  was  a 
veteran  of  World  War  I and  served 
many  years  as  physician  for  the 
Southern  Pacific  Railroad. 

Dr.  Miller  and  Caddie  Pearl  Mc- 
Queen of  Priscilla,  Miss.,  were 
married  there  on  April  26,  1920. 

He  was  a member  of  Williamson 
County  Medical  Society,  which  he 
had  served  as  president  in  1931, 
and  Texas  Medical  Association. 

Survivors  include  his  wife,  two 
sons,  Charles  Miller,  Jr.,  of  Los 
Angeles,  Calif.,  and  Douglas  Mc- 
Queen Miller  of  Leander;  two 
daughters,  Mrs.  John  Masters  of 
Houston,  and  Mrs.  Cecil  Hulse  of 
Wichita  Falls;  one  brother,  Gilbert 
Miller  of  Columbus,  Tex.;  two  sis- 
ters, Mrs.  Flora  Pitchford  of  Nash- 
ville, 111.,  and  Miss  Fannie  Miller 
of  Brownwood,  Tex.;  and  14  grand- 
children. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
beenfirmly established. Thus, do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  J/2  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.D. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

406-6 
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Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these-  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000 

U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200 

U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.) 

0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.) 

0.5  mg. 

Vitamin  B*  (pyridoxine  HCI,  U.S.P.) 

0.5  mg. 

Niacinamide,  U.S.P. 

50  mg. 

Calcium  pantothenate,  U.S.P. 

5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate) 

5 I.U. 

Rutin 

5 mg. 

Cobalt  (from  cobalt  sulfate) 

0.033  mg. 

Molybdenum  (from  sodium  molybdate) 

0.066  mg. 

Copper  (from  copper  sulfate) 

0.33  mg. 

Manganese  (from  manganese  sulfate)  . 

0.33  mg. 

Magnesium  (from  magnesium  sulfate) 

2 mg. 

Iodine  (from  potassium  iodide) 

0.05  mg. 

Potassium  (from  potassium  sulfate) 

1.66  mg. 

Zinc  (from  zinc  sulfate) 

0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 

3.40  mg. 

Vitamin  B12  (cobalamin  concentrate,  N.F.,  as 

Stablets®) 

1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.)  . 

50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 

50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F. 

10  mg. 

Ethinyl  Estradiol,  U.S.P. 

0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride) 

50  mg. 

L-Glutamic  acid 

30  mg. 

‘Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  8.  CO..  INC. 
NEW  YORK.  N Y 10017 


Against  these  three  major  pathogens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  jj 


Beta-Hemoli 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 

MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 


Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1. 6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

— 

— 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1-0. 8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M..  New  England  J.  Med. ,269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  K.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K’  S_. 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  informatio 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,-  urti- 
caria,- and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Patients  with  a suspected  lesion  of 
syphilis  should  have  a dark-field  examination  before  receiving  penicillin 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [011867] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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San  Angelo 
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rgical  Clinic 

Pediatrics : 
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Robert  B.  Stell,  M.D. 
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C.  S.  Thompson,  M.D.,  F.A.C.S. 

General  Practice : 

Adult  and  Pediatric  Cardiology : 

Administration  : 

W.  V.  Smith,  Administrator 

Wm.  Lacey  Smith,  M.D. 

J.  L.  Read,  M.D. 

Fred  Wills,  Business  Manager 
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The  Mediatric  Age:  if 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


I 


“Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins ) may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 


“A  steroid-nutritional  compound 
(Mediatric)  was  used  in  1 00  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


“Mediatric  ( steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  12: 612  (Oct.)  1957. 


Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 

“Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone  component.  t 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 


Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 


Each  MEDIATRIC  Tablet  or  Capsule  contains: 


♦Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin 2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


♦Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  - MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  - MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

□ steroid-nutritional  compound 

AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017  • Montreal,  Canada 


Schreiner 

A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Three  programs  for  boys  whose  parents 
desire  the  highest  type  of  educational 
opportunity  for  them: 

1.  Accelerated  Honors  Program,  a 
unique  educational  opportunity  open 
to  qualified  high  school  juniors  who 
wish  to  complete  2 years  of  high 
school  and  2 years  of  college  in  3 
years. 

2.  Standard  Junior  College  Department 
offering  degree  programs  in  Engi- 
neering, Business  Administration, 
Pre-law,  Pre-medical,  and  Liberal 
Arts. 

3.  College  Preparatory  Department. 

(Grades  9-12) 

Applications  now  being  received  for  9- 
week  Summer  School  (June  7 until 
August  8)  and  school  year  beginning 
in  September. 


For  information,  write  or  phone 
The  Registrar, 


VALIUM* 

(diazepam)Roche® 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of 

Hoffmann -LaRoche  Inc. 
Nutley,  NJ.  07110 


IMPORTANT  NEW  INSIGHTS  INTO  HUMAN 
RESPONSE  TO  EMOTIONAL  STRESS: 


Impressive  new  confirmation  of  the  effectiveness  of 
Valium®  (diazepam) 


Ask  your  Roche  representative  to  arrange  a 
presentation  of  this  important  and  fascinating 
new  technique  of  research  in  emotional  stress 
in  a new  methodology... quantitative,  objective 
measurement  with  double-blind  controls. 

i Please  see  opposite  page  for  important 
prescribing  information. 


Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract  * In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 

*As  shown  by  in  vitro  studies. 

1^''u„n1d1e"-  ,Bj.  Jr-  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 

65:511  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


Vdsomisf 


(ANTIHISTAMINIC) 


HP 


Vdsomisf 


* ANTI  HI5TAMI  NIC' 

I DECOWGE5TANT  AND 
i ANTIHI8T AMtNJC 

“ !S»? 

ISttSr***  "jj»> 


MU*C0  ijSiORATORV 

AKH  TIX 


'UadomiAt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . 0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 

DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


‘7/adomiAt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  ..  .0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 
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TEXAS  MEDICINE 


MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  “A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”'  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  Va  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell1 2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief." 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight”  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  et  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC. .Milwaukee,  Wisconsin  53201 


. May,  1967 
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Thank  You,  TMA 

for  your  favorable  response  to 
our  exhibit  during  your  100th  An- 
nual Session  in  the  Memorial 
Auditorium,  Dallas. 

The  response  to  our  Permanen- 
tized  Division  and  our  Metal  Di- 
vision was  overwhelmingly  grati- 
fying. 


A subsequent  advertisement  in  the  June  issue 
will  further  elaborate  our  capabilities  and 
price  schedules.  Meanwhile,  should  you  desire 
your  certificates,  diplomas,  photographs,  etc., 
to  be  converted  into  permanent  wood-grained 
plaques,  write  directly  to  us  for  information. 


P LAQIIES  Of  P RIDE® 

INTERNATIONAL 


P.  0.  Box  1022 


Fort  Worth,  Texas  76101 


TandeariP 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 


Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions : The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in  divided 
doses  for  2 to  3 days;  300  mg.  daily  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 

(fty) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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TEXAS  MEDICINE 


Geigy 


Tandearil 

oxyphenbutazone 


helps  painful  shoulders 
move  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 

T A -5094  PC 


3 out  of  4 painful  shoulder  patients 


responded  well 


Sperling,  1 L. 

Applied  Therap  6 117, 

1964 

84.2%  of  127  patients 

Rosenbaum.  E E.,  and 

Schwarz.  G R North- 
west Med.  61  927. 1962 

81%  of  48  patients 

TA-47 


Why  these  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  The  agitated  patient. 

Anxiety— particularly  that  beyond  the 
range  of  minor  tranquilizers— fre- 
quently is  expressed  as  gross  motor 
restlessness,  fidgetiness  and  purpose- 
less movements,  and  may  erupt  into 
aggressive  behavior.  Mellaril  is  al- 
most a specific  for  those  patients 
whose  anxiety  follows  such  a pattern. 


>w. 

!.  The  psychosomatic  patient. 

The  family  physician  is  rarely  given 
he  diagnostic  luxury  of  a classic, 
extbook  “anxiety  state.’’  Most  often 
jie  must  probe  for  anxiety  masked  by 
i functional  disorder  — or  which  exac- 
t-bates a somatic  problem.  Double- 
olind  evaluations  have  demonstrated 
hat  Mellaril  can  be  a significant  ad- 
'j  unct  in’the  treatment  of  such  patients. 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated)  problems:  the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 


3.  The  patient  under 
situational  stress. 

Mellaril  helps  the  patient  deal  with 
dresses  of  everyday  life.  Nonhabitu- 
iting,  it  can  be  given  for  extended  pe- 
riods of  time.  It  does  not  “separate” 
the  patient  from  practical  problems 
and  pressures,  does  not  induce  eupho- 
ria or  a fuzziness  which  can  compro- 
mise the  ability  to  cope  with  reali- 
ties. Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worrying  about. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 

Mellaril 

(thioridazine) 


SANDOZ 


m 

Wr^ 

',7M 

Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’"  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone- 


700121 

3!w, 


Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
pealed in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  were 
characterized  by  increased  direct-reacting  bilirubin,  elevated 
alkaline  phosphatase  levels,  negative  or  weakly  positive  eephalir 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor- 
mal cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  nol 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 tc 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  anc 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  oi 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  oi 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun- 
dice was  noted.  It  was  of  interest  that  members  of  six  of  these 
patients’  families,  who  were  not  taking  the  drug,  had  episodes 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were 
determined  in  a group  of  fifty-four  adults  and  children  who  took 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  as 
rheumatic  fever  prophylaxis.  The  results  were  compared  with 
those  of  a similar  group  of  forty-four  patients  who  received  pen- 
icillin. There  were  no  cases  of  jaundice  in  either  group.  Elevation 
of  SGPTand  serum  alkaline  phosphatase  levels  during  the  course 
of  treatment  was  observed  in  one  patient  treated  with  Ilosone 
and  in  two  patients  treated  with  penicillin.  Seven  other  patients 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillin 
group  showed  elevations  in  one  of  the  tests  at  some  time  during 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were 
reported  in  102  pediatric  patients  who  received  short-term  (ten- 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec- 
tions. Results  of  liver  function  tests  in  these  patients  were  com- 
parable to  those  in  a similar  control  group  who  had  received 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ef- 
fects are  observed  in  a small  proportion  of  individuals  as  a result 
of  a local  stimulating  effect  of  the  medication  on  the  alimentary 
tract;  however,  the  normal  intestinal  gram-negative  bacterial 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria, 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  and 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro- 
mycin drugs  have  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  part 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.'  In  the  treatment  of  gonorrhea,  patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination 
before  receiving  antibiotics,  and  monthly  serologic  tests  should 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base), 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.- 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  21*7  :§ 9,  1964. 

2.  Griffith,  R.  S.,  and  Black.  H.  R. : Antibiotics  & Chemother.,  12: 398,  1962. 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  239:198,  1960. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  1+6206. 
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QUICK, 

PROLONGED 

FREEDOM 

from 


HYPERACIDITY,  ' 1 GASTRITIS 


Dicarbosil 

ANTACID  TABLETS 


Rx  or  Recommend 
Box  of  144  Tablets 
(12,  12  tablet  rolls). 


••FREO”  — Symbolizing 
freedom  from  stomach 
distress  with  Dicarbosil. 

(Sculpture  by  Saunders  Schultz) 


■ effective  neutralizing  power— Two 
tablets  in  vitro,1  provide  nearly  2 
hours’  relief  within  optimum  pH 
range  3 to  5.5. 

■ pleasanttaste— Afresh  mintflavor 
patients  continue  to  enjoy,  because 
with  Dicarbosil’s  novel*  formulation, 
chalky  aftertaste  is  not  a problem. 

■ exceptional  economy— High  neu- 
tralizing capacity,  cost  of  only  about 
If  or  less  per  tablet. 

■ convenient— medication  any- 
where, anytime  from  handy  12  tab- 
let roll  pleases  patients. 


Active  Ingredients:  Calcium 
Carbonate  Precipitated 

0. 489  Gm.,  Magnesium  Car- 
bonate 0.011  Gm.,  Magne- 
sium Trisilicate  0.006  Gm. 

1.  Schleif,  R.  H.:  J.A.PH.A., 

46:179,  1957 

*U.S.  Pat.  No.  3,062,714 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A A Division  of 

Lewis/Howe  Co. 

319  South  Fourth  Street 
St.  Louis,  Missouri/63102 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respiratory 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


aged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

Fort  Worth 


Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Claude  Williams,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R, 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
William  H.  Neil,  M.D.,  F.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
John  S.  Alexander,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 


1217  West  Cannon — ED  6-8627 

Tom  B.  Bond,  M.D.,  F.A.C.R.  Oscar  L.  Morphis,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 

100  Medical  Tower — ED  6-8681 

Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


STAFF 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Will  ms,  M.D. 

Orthopedic  Surgery : 

E.  L.  Mahon,  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 
J.  T.  Scogin,  M.D. 
Mary  A.  Bone,  M.D. 


Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 

PEDIATRICS  & PEDIATRIC  CARDIOLOGY 

BUSINESS  MANAGER 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

OWEN  G.  ELLIOTT,  M.G.M.A. 

ANDREW  L.  MEGARITY,  M.D.,  F.A.A.P.* 

SURGERY 

INTERNAL  MEDICINE 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

OPHTHALMOLOGY 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 

OBSTETRICS  & GYNECOLOGY 

DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

ROBERT  A.  LANG,  D.D.S. 

*Diplomate  of  the  American  Board 
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TEXAS  MEDICINE 


-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


-SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


-AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


NURSING  and 
RETIREMENT  HOME 
CARE  AT  ITS  FINEST! 


Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


* All  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

^'Certified  for  Medicare 


C.  B.  FRANCIS 
President 

First  Vice  President,  American  Nurs- 
ing Home  Association  and  Past 
President,  Texas  Nursing  Home  As- 
sociation. 


C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 


(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories 
Philadelphia,  Pa. 


A Space  is  available  to  TMA  members  at 
$6.50  per  column  inch  and  must  run 
six  months.  A discount  of  5%  is  allowed 
for  six  month’s  advance  payment.  Mail 
AN  Q*  copy  to  Advertising  Director,  1801  North 
* I I %i  ^ Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 

^ I IJ  C F T IJ  V line  the  25th  of  the  month  preceeding 
™ I*  I publication  month. 


Clinical  Laboratories 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  AUergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suita  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.AX.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatric  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd.;  F.A.A.C.I.A. 
Clinical  Allergy  and  Immunology 

Diplomate  of  The  American  Board  of  Clinical  Immunology 
and  Allergy 

2649  Procter  Street  Port  Arthur,  Texas 


Anesthesiology 

NERVE  BLOCK  CLINIC  FOR 
THERAPEUTIC  AND  DIAGNOSTIC  BLOCKS 
DAVID  A.  ALMEYDA,  M.D. 
Anesthesiologist 

1419  Medical  Arts  Building  Tel.  CA  8-7345 
Houston,  Texas  77022 


MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


PILCHER-SISSON  LABORATORY 

PATHOLOGY -CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  O.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  MJ). 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“ Mailing  Containers  on  Request ” 

“Office  Pickup  Service  in  Houston ” 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 


HOUSTON 
EEG  LABORATORY 
1326  Medical  Arts  Building 

PASADENA  Houston  2.  Texas  SOUTHWEST 
EEG  LABORATORY  CA  5-4139  EEG  LABORATORY 
811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena.  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories.  CA  6-5473 
Limited  to  ELECTROENCEPHALOGRAMS 
John  E.  Skogland,  M.D.,  Ph.D..  Director 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomat*  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tiasue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4463 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


ERIC  G.  COMSTOCK,  M.D. 
Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  O.  Box  2565 

Houston,  Texas  77001 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 


Anatomic  Pathology 

Surgical  Pathology 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 


John  A.  Webb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon, 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 

C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 


704  The  Medical  Towers  Houston  25,  Texas 


Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving:,  Texas 

Telephone : TA  3-6912  Telephone  : BL  3-8998 

Specimen  containers  on  request 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  As  per,  Bus.  Mgr. 


Tohn  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D.. 
F.A.C.S. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.  D.. 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gaetrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

PSYCHIATRY 

Albert  Owers,  M.D. 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 


James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds.  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D..  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D.. 
F.C.A.P. 

* 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvev.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Jack  G.  Smith,  M.D. 
Clayton  A.  Travland,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 
North  Fulton  Street 


2100 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

F.A.C.S. 

GENERAL  & THORACIC 
R.  E.  Goelzer,  M.D. 


713  LE  2-1700 

DENTISTRY 

G.  C.  Shumbera.  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 
OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 
OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

. NEUROPSYCHIATRY 

Raleigh  R.  Gleason,  M.D. 
SURGERY  BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Internal  Medicine  & Diagnosis 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
A.  B.  Cairns,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  FR  6-3700 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-4632 

R.  B.  Curry,  M.D.,  General  Practice 
Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 

SURGERY  INTERNAL  MEDICINE 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 

„ AND  THE 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Cardiovascular  Disease 

Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold.  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine.  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier.  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold.  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 


Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 

Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall.  M.D. 

J.  M.  Talbot,  Jr..  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon.  M.D. 

Hospital  Administrator 

D.  S.  Riley 


CLINIC  OF  THE  SOUTHWEST 
6437  High  Star,  Houston,  Texas  PR  4-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
James  M.  Gray,  M.  D. 


OBSTETRICS  & GYNECOLOGY 
J.  L.  Deere,  M.  D. 

Loren  B.  Goss,  M.  D. 


PEDIATRICS 
John  R.  Dunn,  Jr.  M.  D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.  D. 

UROLOGY 

Glen  E.  Lewis,  M.  D. 

DENTISTRY 

Don  K.  Hamblen,  D.D.S. 

CONSULTING  RADIOLOGIST 
Neil  B.  Longley,  M.  D. 


Esophagoscopy  Gastroscopy- 
Proctoeigmoi  doscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 


Complete  Laboratory,  X-Ray,  and 
Physical  Therapy  Facilities 


Dermatology 


BEELER-MANSKE  CLINIC 


9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713.  WI  8-8521 


Obstetrics  and  Gynecology 
G.  W.  Beeler.  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 
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WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

Eye,  Ear,  Nose,  Throat 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr.,  M.D., 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

Gastroenterology  and 
Proctology 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diploraates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3479  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

IJqIIqq  rP  PYQQ 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

CLYDE  M.  CAPERTON,  M.D. 

Dermatology 

408  West  28th  Street 

Phone  823-5511  Bryan,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

156 


TEXAS  MEDICINE 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

General  Surgery 

MILFORD  O.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CECIL  O.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S.  in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

1407  Medical  Arts  Building  Houston,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 
1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 


FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 
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BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 

JA  4-7547 

P.  0.  Box  2565  Houston,  Texas  77001 

Internal  Medicine 

Neurology/ Psychiatry 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

♦Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

‘Diplomate  American  Board  of  Psychiatry  and  Neurology 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston  Texas 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

P.  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Albert  F.  Reidel,  M.D. 

John  H.  Reitmann,  M.D. 

Dode  M.  Hanke,  M.D. 

John  F.  Hickman,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 
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MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

CHAPMAN  ISHAM,  M.D. 

Diplomat*  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Obstetrics/Gynecology 

JACK  STERN,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 

N euro- surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3694  Irving.  Texas  76060 
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Ophthalmology 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

RICHARD  S.  RUIZ,  M.  D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  JA  8-6871 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diploma  tes  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Orthopedic  Surgery 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

160 


TEXAS  MEDICINE 


Otolaryngology 

Plastic  Surgery 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

THOMAS  M.  BIGGS,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  Blvd.  JA  3-8131  Houston,  Texas  77004 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

W.  P.  ANTHONY,  M.D. 

Otology 

705  Fifth  Avenue  Fort  Worth  4,  Texas 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DONALD  N.  MATHESON,  M.D. 

Diplomats  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

DRS.  GRANT  & FINLEY 

David  A.  Grant,  M.D.  Marcus  L.  Finley,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  EDison  6-4751 

Fort  Worth,  Texas  76104 

Pediatrics 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

BYRON  P.  YORK,  M.D. 

Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT.  JR..  M.D..  D.A.B.R. 

WTT.BUR  Q RUDD.  M.D..  D A B R 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON.  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  0.  McBride,  M.D.,  F.A.C.S. 

1405  Medical  Arts  Building 

Fort  Worth,  Texas 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  MA.C.R. 
Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 

DRS.  CARLSON,  BAREKMAN  & PARNELL 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

B.  J.  Parnell,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg .RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10.  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

S02  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-8941 


WILLIAM  W.  TAYLOR,  M.  D. 
Thoracic  and  Cardiac  Surgery 
Diplomate  Board  of  Thoracic  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  1-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR..  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

JA  8-1591 

5420  Caroline  Street  Houston 


EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd. Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
25th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas. 
Moody  has  a trade  area  of  8,600.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody.  Texas. 

TRINITY,  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 
open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes.  Trinity,  Texas. 

NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 


WANTED:  PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist:  to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000 ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERALIST  URGENTLY  NEEDED  by  medical  center  in 
major  metropolitan  area,  within  two  blocks  of  large  hospital. 
No  investment,  liberal  assistance  in  getting  started.  Please  reply 
to  Box  113,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 

GENERAL  PRACTITIONER  WANTED  to  associate  with 
established  practitioner  in  small  town  serving  large  area  of 
financially  stable  people.  Clinic  facilities,  nurse,  and  supplies 
furnished.  Connected  with  modern  50-bed  hospital  approved  by 
Medicare.  Salary  and  percentage.  Contact  Administrator,  South 
Plains  Hospital-Clinic,  Amherst,  Texas.  Telephone  246-3536, 

ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in 
northeast  Dallas  for  20  years.  Members  Baylor  Medical  Center 
Staff.  Need  pediatrician  on  or  before  July  1,  1967.  Lakewood 
Medical  Center,  6331  Prospect,  Dallas,  Texas. 

WANTED  GENERAL  PRACTITIONER  to  assume  well- 
established  above  average  practice.  Located  100  miles  from  San 
Antonio  in  a trade  area  of  3,500.  Good  school,  churches,  and  a 
home  will  be  made  available.  Will  lease  or  rent.  Small  modern 
hospital  is  to  be  opened  soon.  One  other  M.D.  in  the  town  with 
his  own  clinic.  Reply  to  William  Katzenstein,  M.D.,  Junction, 
Texas. 


GENERAL  PRACTITIONERS  (SURGERY)  WANTED:  Two 
general  practice-surgery  openings  in  Carrizo  Springs,  Dimmit 
County.  One  full  time  physician  now  in  county.  Serve  county 
of  10,000  population.  Modern  27-bed  county  hospital  approved 
for  medicare.  Membership  on  hospital  staff  available  to  new 
physicians.  Chamber  of  Commerce  will  assist  in  office  and  resi- 
dence location.  Please  reply  to:  Administrator,  Dimmit  Memori- 
al Hospital,  704  Hospital  Street,  or  Manager,  Dimmit  County 
Chamber  of  Commerce,  104  4th  Street.  Carrizo  Springs,  Texas. 

WANTED  INTERNIST.  Must  be  board  eligible  or  certified. 
To  be  associated  with  well  established  expanding  group.  Start- 
ing salary  $20,000  with  partnership  after  second  year.  Uni- 
versity Medical  and  Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas. 


WANTED  RADIOLOGIST  by  well  established  and  expanding 
group  hospital  and  clinic  combination  in  Lubbock,  Texas.  Uni- 
versity city  of  170,000  population.  Financial  arrangements  open 
and  to  be  negotiated.  Please  reply  to  Ronald  E.  Lemmons,  M.D., 
University  Medical-Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas  79401. 


WANTED— INTERNIST  AND  GENERAL  PRACTITIONER 
to  associate  with  two  general  practitioners  in  established  clinic. 
Complete  laboratory  and  x-ray  facilities.  Reply  to  P.  O.  Box 
2278,  Texas  City,  Texas. 

WANTED  GENERAL  PRACTITIONER  to  practice  by  salary 
association  or  partnership  with  physicians  engaged  in  an  active 
general  practice.  Hospital  facilities  and  privileges  are  excellent. 
Odessa  is  a fine  growing  West  Texas  town  with  ample  business 
opportunities.  Write  to  Tatum  and  Loftis,  1165  East  42nd  Street, 
Odessa,  Texas  79760. 

INTERNIST  OR  GENERAL  PRACTITIONER  interested  in 
rehabilitation  medicine.  Salary  negotiable,  depending  on  training 
and  experience.  Texas  license  required.  No  investment  necessary. 
Contact  Robert  M.  Izard,  Jr.,  M.D.,  Medical  Director,  P.  O.  Box 
58,  Gonzales.  Texas  78629. 

GENERAL  PRACTITIONER  WANTED.  Join  group  of  three 
in  West  Texas  town  of  10,000.  Clinic  and  hospital  facilities 
available  with  excellent  opportunity  for  growth.  Must  be  young, 
top-notch  man  to  take  advantage  of  this  exceptional  opportunity. 
Write  Box  142,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED  : ONE  INTERNIST  to  join  established  multi-spe- 
cialty group  in  community  of  250,000  population,  at  least  two 
years  of  residency  training  completed,  with  or  able  to  secure  a 
Texas  license.  Salary  open,  depending  on  training.  Partnership 
in  two  years  possible.  Group  operates  own  fully  accredited 
hospital.  Anyone  interested  apply  to  Box  141,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST — to  join  multi-specialty  group.  Three  open  staff 
hospitals  nearby.  Excellent  public  schools.  Write  or  call  A.  R. 
Best,  M.D.,  The  Gilbert  Medical  and  Surgical  Clinic,  101  South 
O’Connor  Road,  Irving,  Texas.  Telephone:  Blackburn  4-6153. 
Call  collect. 


OPPORTUNITY:  GENERALIST  OR  SURGEON  to  associate 
with  established  general  practitioner  in  rapidly  growing  resi- 
dential and  industrial  area  southwest  Dallas  County.  Presently 
am  only  M.D.  in  community  of  12,000.  Ample  office  space,  fully 
equipped,  with  x-ray  and  laboratory.  No  investment  needed. 
Excellent  fringe  benefits.  Two  miles  to  Oak  Cliff  Country  Club. 
Income  limited  only  by  your  need  for  rest.  Hospital  privileges 
available  in  Oak  Cliff.  Reply  to  Allen  Maurice  Fain,  M.D.,  621 
Hustead  and  Fain,  Duncanville,  Texas  75116. 

GENERALIST — for  practice  of  general  and  industrial  medi- 
cine with  multi-specialty  group.  Three  open-staff  hospitals 
nearby.  Excellent  public  schools.  Write  or  call  A.  R.  Best,  M.D., 
The  Gilbert  Medical  and  Surgical  Clinic,  101  South  O’Connor 
Road,  Irving,  Texas.  Telephone:  Blackburn  4-6153.  Call  collect. 

INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

WANTED— OBSTETRICIAN  AND  GYNECOLOGIST.  Board 
eligible  or  certified  to  be  associated  with  well  established  13-man 
specialty  group.  Salary  open,  no  investment,  early  partnership. 
Progressive  city  of  35,000  in  Central  Texas  with  fine  churches, 
schools,  and  recreation  facilities.  Write  J.  D.  Wilson,  M.D., 
King’s  Daughters  Clinic,  304  South  22  Street,  Temple,  Texas. 

DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  GENERAL  PRACTITIONER  to  assume  well 
established  practice  in  outskirts  of  Port  Arthur,  Texas.  Fully 
equipped,  no  money  necessary.  Reason  for  leaving,  retiring  be- 
cause of  health.  Contact  Dr.  David  Shapiro,  P.  O.  Box  5126, 
Port  Arthur,  Texas.  PE  6-2811. 
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OPPORTUNITIES  IN  TEXAS 

ANESTHESIOLOGY:  W/special  trng  cardio-vasc  ones;  outstndg 
multi-sp  grp;  area  $30,000. 

GENERAL  PRACTICE:  (y)  Qual  do  S;  prtnrshp  grp;  shld  net  $30,000 
1st  year;  exc  twn.  (z)  Cl  est  25  yrs;  own  hsp;  8 well  qual  men; 
$24,000;  early  partner. 

INTERNAL  MEDICINE:  (u)  Only  spec  grp  in  area  300,000;  13  spec 
maj  cert;  $25,000;  prtnr  sevl  yrs;  intrvu  exp  pd.  (v)  Assn;  6- 
man  grp,  2 cert,  own  hsp,  coll  twn;  $24,000  & poss  prtnrshp 

later,  (w)  8-man  spec  grp  w/lge  expnsn  prog;  1 IM  in  dept; 
$22,000;  full  prtnr  2nd  yr;  cty  150,000;  good  colleges. 

OALR:  (e)  Opth;  Assn  long  est  multi-sp  grp  expndg  to  18  men; 
1 cert  in  dept;  exc  facil;  oppor  bid  fine  pract;  $25,000;  prtnr 

2nd  yr;  coll  twn  160,000.  (f)  Oto;  Cl  est  22  yrs;  9 cert  spec; 
new  facil;  serves  area  300,000;  substntl  sal;  jr  prtnr  2 yrs,  full 
prtnr  5 yrs;  intervu  exp  pd  for  self  & wife. 

OB-GYN:  Well  est  grp  w/own  hsp;  new  cl  bldg;  serves  Ige  area; 
$24,000;  oppor  build  fine  pract  in  nice  coll  twn. 

ORTHOPEDICS:  (c)  Assn  2 cert  orthos;  active  hsp,  ofc  pract;  cert 
or  elig;  $21 -$24,000,  incrsg  to  full  prtnr  3rd  yr,  nettg  $50-$60,000; 
agcy  fee  pd;  coll  cty  300,000;  area  900,000.  (d)  Assn  w/20  cert 
sp;  oppor  bid  substntl  pract;  prtnr  3rd  yr. 

PEDIATRICS:  (x)  Chief;  small  hghly  regrded  grp  w/exc  facil;  est 
20  yrs  in  impor  med  schl  cty;  sal  1st  yr,  then  prtnr.  (y)  Assn 

w/2  cert  peds;  very  active  pract  in  rapidly  expndg  twn  over 

100,000;  financial  arrangmts  open  but  will  be  very  good. 

SURGERY:  Assn  w/cert  GS,  FACS,  Vanderbilt  grad;  long-est,  hghly 
regrd'd,  fairly  Ige  multi-sp  grp;  Houston  area. 

UROLOGY:  (a)  Fairly  Ige,  long-est  multi-sp  grp;  reqs  cert  U;  to 
$25,000;  later  prtnrshp.  (b)  Chief;  long-est  multi-sp  grp,  expndg 
to  20-men;  exc  cl  & hsp  facil;  $22,000;  prtnrshp  2nd  yr;  oppor 
bid  exceptional  pract  in  rapidly  expndg  coll  cty  200,000. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE. 

STRICTLY  CONFIDENTIAL 


WANTED— GENERAL  PRACTITIONER.  Are  you  interested 
in  a medium  large  city  suburban  practice?  Are  you  interested 
in  a considerably  more  than  average  income?  Do  you  want  the 
advantage  of  coverage  time  for  days  off,  weekends,  and  vaca- 
tions without  the  liability  of  partnership  practice?  If  so,  a three 
man  group  is  interested  in  talking  with  you.  Our  ages  are 
from  28  to  38  years.  Full  privileges  available  in  all  hospitals. 
Guaranteed  minimum  income  with  no  immediate  investment 
offered  with  early  association  to  a practitioner  with  these  re- 
quirements: (1)  Willingness  to  be  active,  (2)  A compatible 
personality,  (3)  Professional  integrity,  (4)  A desire  to  have  an 
active  general  practice  (family  practice).  Reply  to  Box  144, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


WONDERFUL  OPPORTUNITY  for  one,  preferably  two, 
general  practitioners ; no  doctor  since  October,  1966 ; suitable 
hospital  closed.  5,000  all  white  potential  patients.  Free  office 
facilities.  An  ideal  set-up.  Financial  aid  available.  Please  write 
or  call  collect : W.  E.  Tyler,  President,  Rising  Star  Hospital, 
Rising  Star,  Texas. 


SEEKING  FULL  TIME  PHYSICIAN.  VA  Outpatient  Clinic, 
Waco,  Texas.  General  practice  with  interest  in  chest  and 
heart.  Forty  hours  a week.  No  night  or  weekend  duty.  Salary 
adjusted  to  training  and  experience.  Please  phone  collect  or 
address  inquiries  to : Chief  of  Outpatient  Clinic,  Veterans  Ad- 
ministration, 1400  North  Valley  Mills  Drive,  Waco,  Texas 
76710. 


WANTED:  GENERAL  PRACTITIONER-SURGEON.  Im- 
mediately available:  large  practice  of  general  medicine  and 
industrial  surgery  of  deceased  physician-surgeon.  New  luxuri- 
ous seven  room  office,  Nix  Professional  Building,  completely 
equipped  and  furnished,  four  exam  rooms,  x-ray  room.  Large 
enough  for  one  or  two  doctors.  Personnel  and  records  remain. 
Contact  Mrs.  John  Parsons,  230  Paseo  Encinal,  San  Antonio, 
Texas,  TA  2-5711. 


For  Sale  or  For  Rent 


_ UNUSUAL  OPPORTUNITY  to  begin  active  practice  in  exclu- 
sive Oak  Cliff  Red  Bird  industrial-residential  area  located  in 
the  largest  industrial  sector  in  Dallas  County.  Rapidly  increas- 
ing population  and  industry  provides  a ready  made  practice 
and  demand  for  all  specialties  and  dentistry  in  the  first  and 
only  medical-surgical-dental  professional  building.  Located  op- 
posite the  new  Army  PX  building  with  1,200  employees,  adjacent 
to  new  150  room  motel,  and  one  block  from  the  Maryland  Cup 
Industries  with  2,000  proposed  employees  near  Loop  12,  Cockrell 
Hill,  Ledbetter,  and  Walton  Walker  Loop;  just  two  miles  from 
Methodist  Hospital  Satellite  160  bed  unit.  Office  available  to 
M.D.’s,  D.D.S.’s  on/or  about  November  1,  1967,  in  spacious 
professional  building  with  lab,  x-ray,  and  pharmacy  facilities. 
Unique  central  telephone  secretary  services  available.  Ample 
parking.  Suites  built  to  your  specifications  if  provided  before 
June  1,  1967.  Reasonable  lease  rental  with  maintenance  and 
utilities.  Temporary  facilities  and  office  space  available  earlier 
in  nearby  clinic  if  desired  for  limited  number.  Reply  to  Allen 
Maurice  Fain,  M.D.,  Red  Bird  Industrial  Clinic,  621  Hustead 
and  Fain,  Duncanville,  Texas  75116. 

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  Burgeon.  Patients  records  and  gome 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic.  P.  O.  Box  2005,  Laredo.  Texas. 

AVAILABLE,  spacious  doctors  office.  Landscaped  profession- 
al patio,  regional  shopping  center.  Now  occupied  by  general 
practitioner.  Reasonable.  Contact  W.  H.  Smith,  P.  O.  Box 
28294,  Dallas.  DA  1-6431  collect. 

FOR  SALE : Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606, 

WANTED — exposed  x-ray  film.  Reconditioned  physician’s 
equipment  bought,  sold,  traded.  Write  today  to  TeX-RAY  Co., 
3305  Bryan,  Dallas,  Texas  75204. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  6200 
Cedar,  Bellaire.  Texas. 

FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 
feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney.  Box 
330,  Edinburg,  Texas.  . 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


FOR  SALE:  Your  greatest  opportunity.  Two  story  clinic, 
brick  building,  completely  equipped  and  furnished.  X-ray,  Ekg, 
etc.  Year  round  heating  and  air  condition.  Put  your  jacket  on 
and  see  30  to  60  patients  daily.  Collections  are  good.  $250,000 
value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms  and  6 
upper  rooms  plus  2 bath  rooms.  Same  location  35  years.  Desire 
immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Methvin 
Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 


GENERAL  PRACTITIONER  WANTED:  Excellent  location 
and  office  in  town  of  over  5,000  population,  county  seat  of 
area  serving  12,000  in  Texas  mid-gulf  coast.  Suitable  for  one 
or  two  physicians.  Will  rent  or  lease  this  centrally  air-condi- 
tioned brick  clinic  building  reasonably.  Please  reply  to  Box 
147,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  PRACTITIONER  WANTED  for  association  with 
growing  clinic  in  southwest  Houston,  choicest  suburban  area. 
Opportunities  unlimited.  Please  reply  to  Box  133,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SALE,  LEASE,  RENT  OR  SUBLET  all  or  part  of  4,500 
square  foot  office  space  with  all,  part  or  no  equipment,  with 
records.  Modern.  Across  from  70-bed  county  hospital.  Industrial 
and  general  center  for  20,000  population  of  Dumas,  45  miles 
north  of  Amarillo,  Texas.  Owner  retired.  Please  contact  O.  J. 
Richardson,  M.D.,  2516  11th  Avenue,  Canyon,  Texas.  OL  5-4068. 


OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  640  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building.  Please  contact  James  R.  Phillips,  M.D.,  308  N.W.  2nd, 
Grand  Prairie.  Texas. 
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FOR  SALE  OR  FOR  LEASE — Port  Lavaca,  Texas.  Clinic 
fully  equipped  with  x-ray  and  laboratory,  for  two  G.P.’s,  next 
to  hospital.  Fastest  growing:  town  in  Texas.  Please  write  Rt.  2, 
Box  4,  Port  Lavaca,  Texas,  or  call  524-4592. 


FOR  SALE : General  practitioner’s  medical  equipment,  in- 
cluding x-ray  and  laboratory.  Most  of  the  equipment  is  less  than 
ten  years  old  and  is  in  excellent  condition.  Write  or  call  Mrs. 
Barney  G.  Graf  a,  Jr.,  2804  Lockheed,  Midland,  Texas,  79701. 
Telephone  OX  4-6123. 


LEASING  MEDICAL  SUITES  serving  entire  southeast  sector 
of  Houston,  NASA  and  adjacent  areas  in  new  Southeast  Profes- 
sional Building.  Ample  parking  space.  Adjacent  to  Memorial 
Baptist  Hospital,  Southeast  and  new  Golden  Age  Manor.  Ex- 
cellent opportunity  for  specialists  and  general  practitioners. 
Contact:  Southeast  Professional  Corporation,  7647  Bellfort, 
Houston,  Texas  77017.  MI  4-2281. 


FOR  SALE.  Three  drawer  x-ray  file  with  locks — $75.  Keleket 
wall  cassette  holder — $15.00.  22”  wood  letters,  redwood,  painted 
white,  reading  MEDICAL.  Also  OFFICES,  12”  on  boards  with 
stainless  brackets — $150.00.  Write  Dr.  R.  Bernard  Pomerantz, 
6601  Blanco,  San  Antonio,  Texas,  or  call  DI  1-1371. 


FOR  SALE:  GE  200  M.A.  100  K.V.P.  X-Ray,  and  complete 
dark  room.  Call  MO  7-6661,  or  write  2259  West  Holcombe 
Blvd.,  Houston,  Texas  77025. 


FOR  SALE : Modern  one  story  13  room  medical  building 
containing  laboratory,  x-rays  surgical  suite,  air  conditioned. 
Convenient  to  city  and  hospital  on  beautiful  tree  shaded  lot. 
Winner  of  architectural  merit.  Excellent  professional  relation- 
ships. Priced  to  sell  ; financing,  terms  or  leasing  may  be  con- 
sidered. Shown  by  appointment.  Doctor  plans  change.  Box  581, 
Gonzales,  Texas  78629.  AC  512,  672-2824. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe,  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 


MEDICAL  EQUIPMENT  reconditioned  and  guaranteed:  300 
MA  140  KV  Keleket  Radiographic  and  Fluoro  X-ray,  90-45 
table  Shultz  spot  film.  Suction  units,  cysto  table  with  re- 
ciprocating bucky,  EKGs,  Whirlpool  bath,  cassettes,  developing 
tanks,  film  driers,  boiling  instrument  sterlizers.  V.  Lannou, 
8222  Jennings,  Houston,  Texas  77017.  MI  5-0751. 


FOR  SALE : One  B & L Keratometer  and  Contactomer, 
good  condition,  $450.,  carriage  collect.  Poser  Slit  Lamp  with 
deep  vitreous  attachment,  good  condition,  $450.,  carriage  charge 
collect.  A.  O.  Lensometer,  model  M6038,  good  condition,  $250., 
carriage  charge  collect.  American  Academy  of  Ophthalmology 
and  Otolaryngology  Transactions,  volumes  45  through  64. 
American  Journal  of  Obstetrics  and  Gynecology,  volumes  1 
through  30  bound,  31  through  63,  complete.  American  Journal 
of  Ophthalmology,  volume  1 through  27,  36  through  50,  com- 
plete. American  Journal  of  Surgery,  volume  1 through  88, 
lacks  one  number.  Annuals  of  Internal  Medicine,  volume  28 
through  49,  complete.  Annuals  of  Otology,  Rhinology,  and 
Laryngology,  volumes  7,  12,  14,  16,  18  through  68,  lacks  three 
numbers.  Archives  of  Ophthalmology,  volumes  18  through  22, 
38  through  64,  complete.  Archives  of  Otolaryngology,  volumes 
26  through  72,  lacks  one  number.  American  Gynecological  and 
Obstetrical  Journal,  volumes  4 through  18,  complete.  American 
Journal  of  Medicine,  volume  1 through  4,  complete.  American 
Journal  of  Obstetrics  and  Diseases  of  Women  and  Children, 
volumes  15  through  80,  complete.  Archives  of  Pathology,  volumes 
37  through  44,  complete,  and  69  complete.  G.P.,  volumes  1 
through  21,  complete.  The  Heart  Bulletin,  volumes  1 through 
9,  complete.  Index  Catalogue  of  the  Library  of  the  Surgeon- 
General’s  Office,  Fourth  Series,  volumes  2 through  10.  Journal 
of  the  American  Medical  Association,  volumes  94  through  172, 
complete.  Journal  of  Obstetrics  and  Gynecology  of  the  British 
Empire,  volumes  52  through  58,  lacks  one  number.  Archives 
of  Internal  Medicine,  volumes  1 through  96,  lacks  four  numbers. 
Journal  of  Urology,  volumes  47  through  52,  complete.  Laryngo- 
scope, volumes  57  through  70,  and  55  complete.  Medical  Clinics 
of  North  America,  volumes  27  and  29  through  38,  complete, 
lacks  one  number.  Obstetrical  and  Gynecological  Survey,  volumes 
1 and  2 complete.  Post-Graduate  Medicine,  volumes  7 and  8, 
14  through  20,  22,  23,  and  25  complete.  Quarterly  Cumulative 
Index  Medicus,  volumes  1 through  50.  Southern  Medical  Journal, 
volumes  28  through  52,  complete.  Surgery,  volumes  1 through  27, 
and  29  through  35,  complete.  Surgery,  Gynecology,  and  Ob- 
stetrics, volumes  4 through  107,  complete.  Surgery  of  Ophthal- 
mology, volumes  1 through  4,  complete.  Texas  Cancer  Bulletin, 
volumes  1 and  2,  complete.  Texas  Reports  on  Biology  and  Medi- 
cine, volumes  1 through  16  complete.  Texas  State  Journal  of 
Medicine,  volumes  31  through  56,  complete.  Transactions  of  the 
Obstetrics  Society  of  London,  volumes  1 through  10,  12  through 
32.  United  States  Armed  Forces  Medical  Journal,  volumes  1 
through  9,  complete.  For  further  information  regarding  the 
journals  and  the  prices,  please  send  a long,  stamped,  self- 
addressed  envelope  and  indicate  which  items  interest  you.  C.  R. 
Sutton,  Jr.,  M.D.,  126  West  Oak,  Uvalde,  Texas. 


FOR  LEASE  medical  and  dental  center,  beautifully  located 
at  3911  South  First  Street,  one  half  block  off  Ben  White  Boule- 
vard, Austin.  Space  available  for  two  physicians.  For  additional 
information  please  write  Oscar  Glendening,  5604  Libyan  Circle, 
Austin  78745,  or  call  HI  4-4575. 


Situations  Wanted 


SEEKING  POSITION.  Middle  age  physician  seeks  position 
with  private  group  or  state  mental  hospital.  Two  years  formal 
pediatric  residency.  Cook  County  Childrens  Hospital.  Five  years 
clinical  experience  with  mentally  retarded  children.  Six  years 
experience  in  VA  psychiatric  hospitals,  three  years  of  which 
were  spent  in  a teaching  hospital.  Have  Texas  license.  Write  to 
Dr.  Martin  L.  Schwartz,  1535  Sheridan  Road,  Highland  Park, 
Illinios. 

ADMINISTRATOR  AVAILABLE  for  private  hospital.  Would 
consider  unit  planned  or  under  construction.  Can  offer  out- 
standing background  for  lucrative  position.  Write  Box  146, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  DESIRES  work  in  hospital  or  nursing  home  on 
a salary  basis.  Either  general  practice  or  psychiatry.  Graduate 
of  S.W.  Medical  School,  1944.  Will  work  in  Austin  or  Austin 
area.  Please  write  Dr.  William  J.  B.  Smith,  201  Sheraton 
Avenue,  Austin,  Texas  or  call  HI  2-7022.  


Miscellaneous 


WANTED— REGISTERED  NURSE  ANESTHETIST,  regis- 
tered medical  technologist,  also  RN’s  and  LVN’s.  120  bed  hos- 
pital. Excellent  salaries  plus  fringe  benefits.  Contact  Clyde 
Dodd,  P & S Hospital,  Alice,  Texas.  Telephone  MO  4-4376. 


We  are  exclusive  distributors  of  the 

McGIVNEY  HEMORRHOIDAL  LIGATOR 


*jozd  cfrixon 
Company 

P.  0.  Box  35704 

Dallas,  Texas  75235  Phone:  ME  1-1932 


( Phenylketonuria) 


Testing  is  indicated  on  every  child  be- 
fore the  age  of  eight  weeks.  This  may 
be  done  by  using  the  ferric  chloride, 
dipstick,  or  Guthrie  tests  at  the  proper 
times.  If  the  test  is  positive  a serum 
phenylalanine  level  will  confirm  the  di- 
agnosis. Treatment  consists  of  a spe- 
cial diet  which  prevents  development 
of  mental  retardation. 

Committee  on  Public  Health 
Texas  Medical  Association 
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TEXAS  MEDICINE 


ABBOTT  LABORATORIES  9-12,16-18 

AMERICAN  TOBACCO  COMPANY  14 

AMES  COMPANY  18-19 

ARCH  LABORATORIES  145 

AYERST  LABORATORIES  31,132-133 

BEVERLY  HILLS  HOSPITAL  125 

BLUE  CROSS-BLUE  SHIELD  OF  TEXAS  5 

BOND  RADIOLOGICAL  GROUP  148 

BRAYTEN  PHARMACEUTICAL  COMPANY  46 

BRISTOL  LABORATORIES  84-85 

THE  BROWN  PHARMACEUTICAL  COMPANY  13 

BURROUGHS  WELLCOME  AND  COMPANY  118 

DALLAS  MEDICAL  AND  SURGICAL  CLINIC  2nd  Cover 

FORD  DIXON  COMPANY  166 

DORSEY  LABORATORIES  103-106 

DUNCAN  MEMORIAL  HOSPITAL  148 

CHARLES  O.  FINLEY  AND  COMPANY  50 

FIRST  TEXAS  PHARMACEUTICALS,  INC 46 

C.  B.  FRANCIS  NURSING  HOMES  149 

GEIGY  26-28,115,138-139 

HOMESTEAD  CHILD  PLACEMENT  AGENCY  148 

HUMCO  LABORATORY  136 

HYNSON,  WESTCOTT  AND  DUNNING,  INC 55 

KING'S  DAUGHTERS  CLINIC  Back  Cover 

LAKESIDE  LABORATORIES  48,137,168 

LEDERLE  LABORATORIES  8,21,116-117,126 

ELI  LILLY  AND  COMPANY  36,  128-130,  142-144 

MARTIN  X-RAY  AND  RADIUM  CLINIC  167 

MEDICAL  ARTS  CLINIC,  CORSICANA  148 

MEDICAL  PROTECTIVE  COMPANY  44 

MENNINGER  CLINIC,  CHILDREN'S  DIVISION  13 

WM.  S.  MERRELL  COMPANY  6-7 

PARKE,  DAVIS  AND  COMPANY  3rd  Cover 

PHILIPS  ROXANE  LABORATORIES  146-147 

PITMAN-MOORE  35 

PLAQUES  OF  PRIDE  INTERNATIONAL  138 

WM.  P.  POYTHRESS  19 

A.  H.  ROBINS  ■ 34 

ROCHE  LABORATORIES  15,22-23,134-135 

J.  B.  ROERIG  127 

WILLIAM  H.  RORER,  INC 136 

SAN  ANGELO  MEDICAL  AND  SURGICAL  CLINIC  131 

SAN  DO Z 140-141 

SCHREINER  JUNIOR  COLLEGE  AND  HIGH  SCHOOL  134 

SCOTT  AND  WHITE  CLINIC  Back  Cover 

G.  D.  SEARLE  24-25 

SOUTHERN  CLINIC  131 

SOUTHWEST  CLINIC  ASSOCIATION  131 

STUART  COMPANY  20 

SYNTEX  LABORATORIES,  INC 93-101 

TERRELL'S  LABORATORIES  AND  MEDICAL  GROUP  1 

TIMBERLAWN  PSYCHIATRIC  CENTER  44 

TORBETT,  HUTCHINGS,  SMITH  MEMORIAL 

HOSPITAL  2nd  Cover 

TRAVIS  CLINIC  AND  NAN  TRAVIS  MEMORIAL 

HOSPITAL  148 

TURNER'S  CLINICAL  & X-RAY  LABORATORIES  131 

WALKER  LABORATORIES  30 

WARNER-CHILCOTT  32-33 

WICHITA  FALLS  CLINIC  AND  HOSPITAL  167 

WINTHROP  LABORATORIES  2 

WOODWARD  MEDICAL  PERSONNEL  165 

WYETH  LABORATORIES  150-151 

WYNN  PHARMACEUTICALS,  INC 29,42 


PHYSICIANS'  DIRECTORY  152-163 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump.  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D..  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker.  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


"7/te  MaSitin  X-Ray  and 
Radium  Clinic 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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NORPRAMIN 

(desipramine  hydrochloride) 

ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressiveor  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 


1000. 
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(Enrbett,  memorial  Sfospital 

Attb  (ftorbstt  Cltnlr 


306  Coleman  Street  fRarliit  ©pxas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D.,  F.A.C.S.*** 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett.  M.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D..  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr..  M.D. 
Thomas  Gardner,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison.  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 
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THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 

*Wm.  H.  Potts,  B.A.,  M.D.,  F.A.C.P.,  Internal  Medicine 

Sydney  S Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & Bron- 
choscopy 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gvnecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 

Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate  Ameri- 
can Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics. 

Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 


John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 
Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 

Livius  L.  Lankford,  M.D.,  D.A.B.O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D..  Pediatrics,  Diplomate 
American  Board  Pediatrics 
John  W.  Geibel.  Jr..  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U..  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O..  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
John  L.  Bost,  D.D.S.,  General  Dentistry 
Terrv  D.  Allen,  M.D.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S..  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Miss  Billve  J.  Norris,  R.N..  Superintendent  of  Nurses 
T.  K.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager  . 
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T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.  - DIRECTOR 


FORT  WORTH,  TEXAS 
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DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P, 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 

V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 

H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
James  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 

PATHOLOGY,  CLINICAL  PATHOLOGY  & VETERINARY  PATHOLOGY— 
Bacteriology  - Parasitology  - Hematology  - Histology  - Chemistry 
TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
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★ORGANIZATIONAL  PLAQUES  ARE  OUR  SPECIALTY 
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DOCTORS 
LAWYERS 
TEACHERS 
ACCOUNTANTS 
ENGINEERS 
BUSINESS  MEN 
‘COMPANIES 


HIGH  SCHOOLS 
COLLEGES 
UNIVERSITIES 
ALUMNI  GROUPS 
ATHLETIC  GROUPS 
‘CIVIC  GROUPS 
‘ORGANIZATIONS 


PERMANENTIZING  is  a controlled  heat  sealing  process  by 
which  printed  matter  is  enclosed  within  layers  of  plastic. 

PERMANENTIZED  Diplomas,  Certificates,  Maps,  Licenses,  Pho- 
tographs, Lithographic  Prints,  Drawings,  etc.,  are  made  100% 
resistant  to  penetration  by  air,  moisture,  grease  or  dust  and 
are  preserved  and  protected  in  beauty  by  completely  trans- 
parent and  durable  plastic. 


Premium  quality  permanentizing  of  the  SUB- 
JECT matter  onto  a firm  backing  of  %" 
hardboard,  edges  beveled  and  trimmed  in 
gold  or  polished,  effects  eye  catching  beauty 
and  insures  longer  life,  lavish  and  expensive 
appearance. 


MAXIMUM  SIZE:  23-3/4”  x 23-3/4” 

BORDERS:  Natural  or  Ebony,  or  Wood 
Grains  of  Walnut,  Light  Oak  or 
Mahogany. 

FINISH:  Smooth,  or  Canvas.  Gloss  or 

Matte  (nonglare) 

‘NOTE:  Sheepskin  Diplomas  cannot  be  per- 
manentized,  but  can  be  photostated,  then 
permanentized.  An  additional  charge  of  $1.50 
thus  results. 

YOUR  COMPLETE  SATISFACTION  IS  OUR 
GUARANTEE  . . . 


Allow  15  days  for  delivery  ...  All  orders  re- 
turned to  originating  address  unless  other- 
wise specified.  Other  addresses:  750  per  unit. 
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This  price  schedule  is  furnished  at  the  request  of  a number  of  TMA 
members  persuant  to  our  exhibit  at  the  TMA  Annual  Session  in  Dallas 
Again,  WE  THANK  THE  DOCTORS  WHO  VISITED  WITH  PO  P YOUR  EN- 
THUSIASTIC RESPONSE  WAS  GRATIFYING. 


HOW  TO  COMPUTE  PERMANENTIZING  COSTS:  Measure  length  times  width  to  compute  square  inches.  If  a border 
is  desired,  as  in  most  instances,  add  size  of  border  to  each  of  the  sides,  viz;  Subject  matter  size  8”  x 10”  totals 
80  square  inches.  If  a one  inch  border  is  desired,  the  width  becomes  10”  and  the  length  12”,  total  120  square 
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11—25  less  5%;  26—50  less  10%;  51—75  less  15%;  76—100  less  20%;  Over  100  less  25%. 
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TEXAS  MEDICINE 


What  they  don’t  know 
does  hurt  them  - and  all  of  us 


All  of  us  in  the  health-care  field  by  now 
have  been  scared,  if  not  scarred,  by  the  com- 
plaints of  patients  and  the  public,  caused  by 
a lack  of  understanding  of  the  rising  costs 
of  hospital-medical  care. 

What  can  we  do  about  this? 

Blue  Cross/Blue  Shield  believes  this  is  no 
time  for  the  health-care  industry  to  go  on 
the  defense;  rather,  the  glorious  story  of 
what  today’s  hospital-medical  care  is  doing 
to  save  and  rebuild  lives,  must  be  told. 

When  the  public  understands  the  value, 


they  will  accept  the  price. 

Telling  this  story  is  the  basic  theme  of 
Blue  Cross/Blue  Shield  of  Texas’  advertising 
in  1967,  perhaps  far  beyond;  through  a 
Texas-wide  radio  news  network,  and  maga- 
zines which  reach  and  influence  decision- 
makers of  all  types.  If  you  have  not  seen  this 
advertising,  reprints  are  yours  for  the  asking. 


BLUE  CROSS 

GROUP  HOSPITAL  SERVICE,  INC.  ^ 

BLUE  SHIELD 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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MERCUHYDRIM 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  VS  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell2  has  stated:  “The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  ef  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC. .Milwaukee,  Wisconsin  53201 
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TEXAS  MEDICINE 


For  people  who  eat 
more  than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak  activ- 
ity at  mealtime,  when  it  is  needed  most.  Reminds 
patients  to  eataccordingto  your  prescribed  diet  plan. 

t.i.d./Plegine 

Phendimetrazine  oltartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of  exces- 
sive appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been  re- 
ported. However,  as  is  true  for  all  medications  of  this  type, 
Plegine  (Phendimetrazine  bitartrate)  is  not  recommended 
for  patients  with  coronary  disease,  severe  hypertension, 
or  thyrotoxicosis,  and  should  be  used  with  caution  in 
highly  nervous  or  agitated  individuals. 

Side  Effects:  There  have  been  occasional  reports  of  insom- 
nia and  nervousness.  Rare  instances  of  mouth  dryness, 
nausea,  blurring  of  vision,  dizziness,  constipation,  and 
stomach  pain  have  been  noted. 

AYERST  LABORATORIES  NewYork,  N.Y.  10017  • Montreal,  Canada 


670$ 


When  eating  fads 
of  teens  or  tots 
Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

* Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (!4  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

!*ecti.n (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


Tandearir 

oxyphenbutazone 


Therapeutic  Effects.  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg,  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil*  helps  osteoarthritic 

oxyphenbutazone  joints  move  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 


TA-4919  PC 


Sperling,  I L : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6 1 17,  1964 
Watts.  T W , Jr  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin  Med  73:65,  1966. 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


76.9%  of  407  patients 
84.6%  of  39  patients 


Why  these  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  The  agitated  patient. 

Anxiety-particularly  that  beyond  the 
range  of  minor  tranquilizers— fre- 
quently is  expressed  as  gross  motor 
restlessness,  fidgetiness  and  purpose- 
less movements,  and  may  erupt  into 
aggressive  behavior.  Mellaril  is  al- 
most a specific  for  those  patients 
whose  anxiety  follows  such  a pattern. 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated  ) problems:  the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 


The  psychosomatic  patient. 

The  family  physician  is  rarely  given 
the  diagnostic  luxury  of  a classic, 
textbook  “anxiety  state.”  Most  often 
he  must  probe  for  anxiety  masked  by 
a functional  disorder  — or  which  exac- 
erbates a somatic  problem.  Double- 
blind evaluations  have  demonstrated 
that  Mellaril  can  be  a significant  ad- 
j unct  in  the  treatment  of  such  patients. 


3.  The  patient  under 
sitpational  stress. 

Mellaril  helps  the  patient  deal  with 
stresses  of  everyday  life.  Nonhabitu- 
ating, it  can  be  given  for  extended  pe- 
riods of  time.  It  does  not  “separate” 
the  patient  from  practical  problems 
and  pressures,  does  not  induce  eupho- 
ria or  a fuzziness  which  can  compro- 
mise the  ability  to  cope  with  reali- 
ties. Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worrying  about. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 

Mellaril 

(thioridazine) 


SANDOZ 


Prostate  gland 


seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 


SEARLE 


Research  in  the  Service  of  Medicine 


Did  Dorothy  Larson  show  you 
her  ankles  in  private? 

Now  she  shows  them  in  public 


Your  office  examination  would  have  confirmed 
that  Mrs.  Larson  was  up  to  her  knees  in  edema.  Her 
heart  was  beginning  to  fail.  And  her  ankles  had 
disappeared  underan  inch  of  salty  water. 


Along  with  digitalis,  you  might  have  prescribed 
Hygroton.  To  get  rid  of  the  edema.  And  to  keep  it 
from  coming  back.  And  you  prescribe  Hygroton  the 
same  way  you  usually  prescribe  digitalis:  just  once 
a day. 


Tabletfor  tablet,  Hygroton  is  just  aboutthe  most 
effective  diuretic  going.  And  it  costs  a fraction  of 
what  Mrs.  Larson  would  have  to  spend  for  equiva- 
lent therapy  with  short-acting  diuretics. 


In  fact,  Hygroton  is  an  awfully  nice  way  to  treat  the 
Mrs.  Larsons  in  your  practice.  Just  tell  them  you 
can  get  their  ankles  back  at  half  price. 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 
Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 


Warning:  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 


tensive agents  by  at  least  one -half.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electrot 
imbalance  and  potassium  depletion  may  occur:  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  d i set 


Hygroton* 

chlorthalidone 


and  in  patients  receiving  corticosteroids.  ACTH,  or  digi- 
talis. Salt  restriction  is  not  recommended. 

Side  Effects:  Dizziness,  weakness,  nausea,  vomiting, 
hyperglycemia,  hyperuricemia,  headache,  muscle  cramps. 


postural  hypotension,  constipation,  leukopenia,  throm- 
bocytopenia. agranulocytosis,  impotence,  dysuria.  tran 
sient  myopia,  skin  reactions,  including  urticaria  and 
purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 


Average  Dosage  One  tablet  (100  mg  ) with  breakfast 


daily  or  every  other  day. 

Availability:  Tablets  of  1 00  mg.  6524-V(8) 

For  full  details,  see  prescribing  information. 


...so  you  might  say 
Hygroton 

is  good  public  relations 
for  Mrs.  Larson 


Because  it  gets  her  out  in  public  in  the  first  place. 

At  43,  Mrs.  Larson  worries  about  appearances  and 
swollen  ankles  don't  help. 

But  Hygroton's  cosmetic  effect  is  only  half  the 
story.  Hygroton  and  digitalis  therapy  helps  her  get 
back  in  the  swing  of  things.  Gives  her  a second 
wind.  Gets  rid  of  the  extra  pillowshe  needed  fora 
good  night's  sleep.  Now  she  even  likes  to  take 
walks.  Justforthefun  of  it! 

When  hertroubles  began,  Mrs.  Larson  thoughtthey 
were  the  signs  of  the  change  of  life.  It's  a change 
all  right,  but  one  you  can  treat.  And  you  can  count 
on  Hygroton  to  help  keep  her  in  public  instead  of 
in  the  hospital. 

See  preceding  pages  for  brief  summary 
of  prescribing  information. 


Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


PROBLEM 


Soyalac  solves  the 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 


...and  BABY  APPROVES  ! 

Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 


oJoee  'SmAHit  and  ^wynpleA 
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(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . 0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 

DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


'UcuomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl 0.25% 

Phenylpropanolamine  Hcl  0.60% 

Chlorobutanol  0.15% 

In  Isotonic  Solution 


One  of  hundreds 
of  TOWN  E 

QUALITY  GENERICS. 


THINK 


when  you  think 

GENERICS 

In  medicine  and  in  pharmacy  only  the  BEST 
is  good  enough.  When  you  prescribe  generically 
specify  the  manufacturer’s  name. 

Play  it  safe  . . . Specify  iuwnjt. 

So  your  patient  will  consistently  receive 
the  highest  quality  and  uniformity. 


£(jwn&. 


Product  List  available  0}i  recjuesl. 


iorurrJL 


PRESCRIPTION  PRODUCTS  DIVISION 


Towne,  Paulsen  & Company,  Inc. 


Pharmaceutical  Chemists  Monrovia,  California 
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who  can’t  sleep 


rememberthe 
extra  tablet  at  bedtime 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenance  dosage  is  established;  driving 
during  therapy  not  recommended-.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation', sleep  disturbances,  hallucinations);  changes  in 
EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


(diazepam) 

Roche9 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

N utley,  N.J.  07110 


P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


x; 

581aWs  • No.  8380 


ERYTHROCir-Sulfas 

Chewable 


ERYIHROMYClN 
I IHYl  SUCCINAIf 
JRI&UUAPYRIMIOINtS 
CHtWABtf  ! ABUTS 

Ciulion  IVlnU  USA 

law  (wobibitt  dupenstng 


E RYTH  ROCI N - SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


E RYTH  ROCI N - SULFAS 

GranillGS  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


87  patients  were  treated1,2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


Brief 

Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


Soh.rein.er 

A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Three  programs  for  boys  whose  parents 
desire  the  highest  type  of  educational 
opportunity  for  them: 

1.  Accelerated  Honors  Program,  a 
unique  educational  opportunity  open 
to  qualified  high  school  juniors  who 
wish  to  complete  2 years  of  high 
school  and  2 years  of  college  in  3 
years. 

2.  Standard  Junior  College  Department 
offering  degree  programs  in  Engi- 
neering, Business  Administration, 
Pre-law,  Pre-medical,  and  Liberal 
Arts. 

3.  College  Preparatory  Department. 

(Grades  9-12) 

Applications  now  being  received  for  9- 
week  Summer  School  (June  7 until 
August  8)  and  school  year  beginning 
in  September. 

For  information,  write  or  phone 
The  Registrar, 


Box  TM,  Kerrville,  Texas  78028. 
Telephone:  (512)  CLearwater  7-8412. 
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Look  how  many  ways 

Thorazine 

brand  of 

chiorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

+ 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• _ 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine*  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include;  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 


Volume  63,  June,  1967 
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THE  DICARBOSIL"  MONOGRAPH  ON  MODERN  ART 

Number  One  of  a series  you  are  invited  to  peruse. 


"The  Basket  ol  Apples,"  Cezanne  (1839-1906) 


Courtesy  ol  the  Art  Institute  ol  Chicago 
Helen  Birch  Bartlett  Memorial  Collection 


Modern  art,  characterized  by  works  which  interpret,  express  or  recreate  worldly  sub- 
jects, is  distinct  from  art  of  the  19th  Century  and  earlier,  most  of  which  imitated  or 
narrated  reality.  Modern  painting,  it  is  said,  paints  itself.  Rather  than  a realistic  render- 
ing, it  is  that  complex  of  actions  and  decisions  usually  made  while  painting,  and  mani- 
fested in  the  artist's  idiom,  which  also  distinguishes  modern  art. 

Modern  painting  is  considered  to  have  begun  with  the  Post-impressionists  of  the 
late  19th  Century.  This  art  includes  the  more  significant  movements  of  Fauvism,  Cubism, 
Expressionism,  Abstract,  Surrealism,  the  School  of  Paris,  and  contemporary  art. 

Paul  Cezanne  is  recognized  as  the  father  of  modern  art  since  he  liberated  painting 
from  narration.  Cezanne's  concept  of  the  true  nature  of  painting,  in  differing  from  that 
of  imitating  reality,  was  unique.  His  was  “painting  for  its  own  sake.” 


Watch  for  the  next  in  the  series — Fauvism. 


for  the  best  taste  in  the  art  of  antacid  therapy 

Dicarbosil 


ANTACID 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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When  relief  means  so  much  in  keeping  your  G.U.  patient  comfortable 


CDNAL 


Clinically 
effective 
for  G.  U.  Therapy 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 
Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  0.03  mg. 
Methanamine  40.8  mg. 


Methylene  Blue  . 5.4  mg 
Phenyl  Salicylate  18.1  mg 
Benzoic  Acid  4.5  mg 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


CDNAL 


ARMACEUTICALS.  INC 
ICAGO,  ILLINOIS  60640 


MANUFACTURERS  OF  URICEUTICA L®  SPECIALTIES 

• CYSTOSPAZ®.  URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 


PRINTED 


U.  S. A. 


FEB  1967 


“ When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Posed  by  professional  model 


I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias — 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Eouanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Eouanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 

A quality  controlled  product  of 

Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 
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Cell  Fusion  of  Mice, 
Men,  und  Molecules 


THAT  WE  ARE  living  in  the  vortex  of  a scientific 
typhoon  becomes  increasingly  and  almost  frighten- 
ingly obvious.  The  winds  of  scientific  discovery  in 
the  past  10  to  15  years  have  been  of  hurricane 
velocity  and  show  no  signs  of  abating.  Indeed,  they 
may  be  intensifying.  Though  space  exploration  and 
nuclear  development  have  claimed  the  lion’s  share 
of  public  and  budgetary  attention,  the  quickening 
advances  in  molecular  biology  may  yet  win  the  day 
as  the  great  scientific  nova  of  the  20th  century. 

In  recent  years  investigators  have  used  many  in- 
genious techniques  to  unravel  the  marvelous  cellular 
mysteries  of  biology.  The  implications  of  these  en- 
deavors by  biochemists,  geneticists,  microbiologists, 
and  others  is  only  now  being  realized.  As  a conse- 
quence, we  have  ascended  into  the  era  of  DNA 
(deoxyribonucleic  acid)  and  RNA  (ribonucleic  acid) . 
All  previous  knowledge  as  well  as  all  contemporary 
information  about  cell  biology  (and  hence  about 
organ,  animal,  and  human  biology)  is  being  studied 
or  restudied  in  the  mirror  of  DNA-RNA  relation- 
ships. 

This  molecular  examination  of  the  viscera  of  the 
cell  has  prodigious  import  for  us  all.  The  ability  to 
understand  how  the  cell  functions  at  a molecular 
level,  the  ability  to  recognize  the  kinetics  of  cellular 
aberrations,  and  perhaps  ultimately  the  capacity  to 
selectively  induce  changes  in  the  biology  of  a cell 
are  feats  of  the  first  magnitude.  By  applying  our 
current  knowledge  of  the  genetic  code  we  are  al- 
ready well  on  the  way  to  such  accomplishments.  In- 
deed, some  geneticists  of  late  have  begun  to  speculate 
in  public  on  the  feasibility  of  aiding  the  evolution 
of  man  by  selective  breeding  or  DNA  alteration. 

Such  science  fiction  tricks  may  be  a bit  premature, 
but  the  fall-out  from  cellular  research  has  had 
other  immediate,  dramatic,  and  often  practical  ap- 
plications. Our  approaches  to  genetic  disorders,  drug 


Volume  63,  June,  1967 


33 


therapy,  metabolic  diseases,  bacterial  and 
viral  infections,  oncogenesis,  for  examples, 
have  been  drastically  influenced  by  analyz- 
ing these  states  in  terms  of  the  DNA-RNA 
reactions  involved. 

Despite  the  great  milestones  already 
placed,  new  techniques  and  new  knowledge 
are  evolving  daily.  One  of  the  more  exciting 
and  yet  lesser  known  tools  currently  being 
used  on  the  experimental  cellular  front  is 
that  of  “hybridization  of  cells.”  Researchers 
such  as  Henry  Harris,  Klaus  Bayreuther, 
Boris  Ephrussi,  and  Georges  Barski,  have 
been  prime  cooks  of  these  unique  tissue  cul- 
ture broths. 

“Hybrid,”  one  derivation  of  which  comes 
from  the  Greek  word  meaning  “lewdness,” 
usually  denotes  an  animal  or  plant  bred  from 
two  species.  Hybrid  cells  thus  commonly 
represent  cells  from  two  species  that  have 
fused.  However,  the  term  is  also  used  to 
describe  the  somatic  union  of  any  two  dis- 
similar cells  even  within  the  same  species. 

Such  hybrid  cells  have  now  been  developed 
in  tissue  culture,  not  only  between  the  cells 
of  man  and  other  species,  such  as  monkeys, 
hamsters,  rats,  and  mice  and  with  verte- 
brates such  as  chickens,  but  also  in  combina- 
tion with  frog  cells.  These  mouse-man,  chick- 
en-man, and  similar  combinations  are  pro- 
duced in  vitro  under  the  influence  of  certain 
viruses.  Even  dead  viruses  may  effect  such  a 
fusion.  Clumping  of  the  cells  leads  to  a dis- 
solution of  cell  membranes  at  the  point  of 
contact  and  results  in  the  coalescence  of  the 
cytoplasm  and/or  nuclei  of  two  or  more  cells. 
These  hybrid  nuclei  may  persist  either  as 
nuclear  sets  or  as  fused  nuclei.  When  nuclear 
fusion  does  occur,  giant  multinuclear  cells 
or  cells  with  a single  large  nucleus  may  re- 
main. 

Remarkably,  some  of  these  hybrid  cells 
(from  the  two  or  three  cell  composites)  di- 
vide, multiply ; and,  consequently,  can  be 


kept  in  long-term  tissue  cultures.  It  is  these 
happy  “mixed-up”  progeny  that  provide  a 
new  and  unique  research  utensil.  Ephrussi 
has  pursued  genetic  mapping  experiments 
with  hybrid  cells  while  Henry  Harris  has 
focused  on  the  study  of  mechanisms  which 
control  genetic  activity  at  the  cellular  level.1’2 

Harris’s  experiments  depend  on  the  fact 
that  certain  cells  of  different  species  have 
distinctive  internal  kinetics.  Some  species 
have  cells  that  normally  produce  RNA  alone 
(such  as  rabbit  macrophages  or  rat  lympho- 
cytes). Other  animal  cells  usually  synthesize 
RNA  and  DNA  (that  is,  HeLa  cells — a cell 
line  of  human  origin).  And,  cells  of  a third 
species  ordinarily  may  lack  DNA  and  RNA 
in  appreciable  amounts  (that  is,  nucleated 
hen  erythrocytes).  By  experimentally  com- 
bining these  cells  in  vitro,  specific  questions 
regarding  the  cellular  and  genetic  controls 
can  be  asked  and  answered.  This  can  only 
be  done  because  it  has  been  established  that, 
once  fused,  hybrid  cells  are  compatible  and  do 
not  recognize  the  incorporated  parts  as  for- 
eign. Too,  the  hybrid  cells  are  known  to  func- 
tion in  an  integrated  rather  than  in  a dis- 
organized way.  Messages  (RNA)  sent  out 
by  the  genes  (DNA)  of  one  species’  origin 
are  not  mistranslated  by  either  species’  cyto- 
plasmic components.  Indeed,  there  is  evidence 
that  the  reverse  situation  is  also  true.  Signals 
from  the  cytoplasm  to  the  nuclei  of  hybrid 
cells  may  be  “read”  by  the  genes  of  either 
species.  This  suggests  that  this  type  of  intra- 
cellular communication  is  not  species  specific. 

Further  examples  of  some  of  the  funda- 
mental implications  from  Henry  Harris’s  ex- 
periments are  cited  herein.  Most  scientists 
consider  the  nucleus  to  be  the  control  center 
for  the  activity  of  a cell,  and  that  genes 
(DNA)  in  the  nucleus  of  a cell  are  turned  on 
and  off  by  specific  proteins  sent  out  by  the 
cytoplasm.  These  proteins  are  called  “re- 
pressors” and  supposedly  attach  themselves 
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to  specific  “regulator”  genes  which  in  turn 
are  responsible  for  regulating  other  genes. 
When  the  repressor  substance  is  fixed  to  the 
gene,  the  DNA  is  turned  off.  When  the  “re- 
pressor” is  released,  the  gene  becomes  active 
and  again  exerts  its  influence.  Some  of 
Harris’s  experiments  with  hybrid  cells  sug- 
gest that  this  type  of  concept  may  not  be 
completely  valid  or  universal.  His  results  in- 
dicate that  genes  may  also  be  governed  by 
an  “activator”  process  rather  than  merely  by 
the  removal  of  an  inhibitory  substance.  His 
work  also  suggests  that  other  non-nuclear 
controls  may  be  important.  In  fact,  he  specu- 
lates that  the  nuclear  genetic  control  may 
provide  only  a coarse  control  mechanism, 
while  the  cytoplasm  of  a cell  may  provide 
the  highly  specific  and  discriminate  form  of 
regulation. 

In  any  event,  the  creation  of  such  in  vitro 
hybrid  cell  models  is  one  more  exciting  gift 
of  the  experimental  biologist.  It  has  brought 
rich  rewards  with  its  earliest  usage.  There 
will  be  many  more  intriguing  applications 
for  such  an  innovation.  The  pessimists 
among  us  may  warn  us  away.  As  many  have 
claimed  for  research  into  nuclear  power  and 
viruses,  “hybrid  cells”  may  be  merely  another 
key  to  Pandora’s  Box  of  self-destruction. 
With  such  experiments,  joining  mouse  to 
man,  one  does  have  the  feeling  that  even 
now  we  are  wandering  past  some  of  the 
fringes  of  Huxley’s  Brave  Neiv  World  to 
the  late,  late  world  beyond.  Whether  it  will 
be  a world  full  of  life,  love,  or  “lewdness,” 
no  man  can  foretell.  At  this  stage  one  can 
only  hope  and  go  forward,  for  surely  we  can- 
not turn  back. 

— David  M.  Mumford,  M.D.,  Houston. 
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Precautions  Needed 
In  Hnndling  of  Radium 

RADIUM,  the  first  and  most  widely  used 
radioactive  material  in  medical  therapy,  still 
causes  more  than  its  share  of  problems. 

It  is,  microcurie  for  microcurie,  more 
hazardous  than  cobalt  60,  iodine  131,  phos- 
phorus 32,  and  even  the  much-talked-about 
strontium  90. 

Records  of  the  Texas  State  Department  of 
Health  show  that  sealed  sources  of  radium 
are  more  likely  to  leak  and  cause  contamina- 
tion than  those  of  any  other  radioactive 
material. 

As  the  result  of  one  broken  radium  tube 
at  a Georgia  hospital,  the  cost  of  decontami- 
nation was  in  excess  of  $100,000. 

Within  the  last  few  months,  three  physi- 
cians in  widely  separated  cities  in  Texas 
have  reported  a total  of  14  lost  radium 
sources.  Public  health  officials  have  found 
13  of  the  sources  at  the  garbage  disposal 
sites.  The  sources  apparently  left  the  hospi- 
tals in  the  normal  refuse.  Probable  cause  of 
the  losses  was  the  lack  of  strict  inventory 
procedures. 

Because  it  is  not  a “by-product”  of  nuclear 
reactors,  the  US  Atomic  Energy  Commission 
has  no  regulatory  control  of  radium. 

In  1963,  when  the  Texas  State  Depart- 
ment of  Health  assumed  authority  to  license 
and  regulate  “by-product”  material  from  the 
Atomic  Energy  Commission,  the  use  of  radi- 
um was  included  by  the  state  just  as  if  it 
were  a “by-product”  material. 
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If  you  possess,  lease,  borrow,  rent  or  oth- 
erwise use  radium,  you  are  required  by  the 
Texas  Radiation  Control  Act  to  have  a li- 
cense from  the  Texas  State  Department  of 
Health.  If  you  use  radium  and  do  not  have 
a license,  you  should  write  without  delay  the 
Texas  State  Department  of  Health  at  1100 
W.  49th  St.,  Austin,  for  further  information. 

The  Texas  Radiation  Control  Act  also  re- 
quires that  all  x-ray  units  be  registered  with 
the  Texas  State  Department  of  Health.  A 
radiation  safety  survey  of  x-ray  installations 
can  be  made  by  that  Department,  without 
charge,  upon  your  request. 

— Elbert  DeCoursey,  M.D., 
San  Antonio. 


Relation  of  Masses  in  Neck 
To  Respiratory  Disease 

ANY  MASS  occurring  in  the  neck  always 
presents  a diagnostic  problem.  While  the 
mass  may  be  inflammatory,  cystic,  or  a solid 
tumor,  the  differentiation  must  be  made  so 
as  to  proceed  in  an  orderly  manner.  Unless 
the  differentiation  can  be  made  with  a rea- 
sonable degree  of  accuracy,  the  mass  should 
always  be  suspected  of  being  a metastatic  tu- 
mor. Thus  the  neck  mass  is  of  secondary  im- 
portance; and  the  location  of  the  primary 
malignancy  is  of  first  concern,  even  before 
any  thought  of  a biopsy  of  the  neck  mass  is 
considered. 

Some  malignant  tumors  arising  in  the  up- 
per respiratory  system,  as  well  as  some  in 
the  lower  respiratory  system  and  in  the  up- 
per portion  of  the  alimentary  tract,  will  me- 
tastasize in  many  instances  to  lymph  nodes 
of  the  neck.  The  metastatic  tumor  is  often 


the  first  sign  to  the  patient  of  a disease  proc- 
ess of  this  nature  being  present.  The  doctor, 
in  the  absence  of  other  symptoms  referable 
to  the  respiratory  system  or  to  the  alimen- 
tary tract,  hastens  to  make  a diagnosis  of 
the  neck  mass  before  he  has  had  a chance  to 
completely  examine  these  areas. 

On  many  occasions  a biopsy  of  the  neck 
mass  which  is  a metastatic  lesion  compro- 
mises more  definitive  surgery  at  a later  date 
by  spreading  the  tumor  cells  over  the  con- 
nective tissue  plane  of  the  local  site.  It  is  for 
this  reason  that  a biopsy  of  a lymph  node  or 
mass  in  the  neck  should  be  reserved  for  the 
final  procedure.  In  the  absence  of  a primary 
disease  in  the  area  of  the  respiratory  system, 
the  upper  alimentary  tract,  or  other  areas  of 
the  body,  a squamous  cell  carcinoma  should 
be  treated  by  a radical  neck  dissection  at  the 
time  of  the  biopsy. 

Though  some  investigators  have  reported 
metastatic  carcinoma  of  the  neck  without 
evidence  of  a primary  carcinoma  elsewhere, 
such  experiences  have  been  most  unusual. 
Almost  without  exception  the  primary  loca- 
tion has  been  found  when  metastatic  tumor 
has  been  found  in  the  neck.  Needle  or  punch 
biopsies  in  some  instances  are  a valuable  aid 
in  making  a diagnosis.  However,  this  type 
often  is  so  unreliable  that  only  selected 
cases  should  have  this  procedure  done;  and 
a negative  result  is  certainly  not  conclusive. 

Masses  according  to  location  comprise  two 
groups,  m i d 1 i n e masses  and  lateral  neck 
masses.  Midline  masses  are  usually  benign 
tumors  frequently  of  embryonal  origin  such 
as  inclusion  epithelial  cysts  or  thyroglossal 
duct  cysts,  and  sometimes  an  adenoma 
of  the  isthmus  of  the  thyroid  gland  may  be 
found.  Occasionally  a large  carci- 
noma of  the  endolarynx  will  erode  through 
the  thyroid  cartilage,  thus  giving  a mass  to 
the  thyroid  cartilage  area;  and  an  epiglottic 
lesion  will  involve  the  pre-epiglottic  space, 
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producing  a mass  in  the  region  of  the  thyro- 
hyoid membrane. 

Lateral  neck  masses  are  usually  divided 
into  five  types  of  tumors:  (1)  inflammatory 
(cellulitis  and/or  specific  or  nonspecific 
lymphadenopathy),  (2)  cystic  masses,  (3) 
benign  tumors,  (4)  malignant  primary 
tumors,  and  (5)  malignant  secondary  or 
lymph  node  metastasis. 

Infections  in  the  neck  are  often  nonspecif- 
ic, though  occasionally  a metastatic  area  may 
be  complicated  by  infection.  Specific  or  non- 
specific lymphadenopathy  is  frequently  chal- 
lenging since  it  often  does  not  present  symp- 
toms of  acute  inflammation  and  may  be  con- 
fused with  primary  or  secondary  carcinoma 
of  a lymph  node. 

Cystic  masses  are  usually  not  difficult  to 
diagnose  because  of  the  fluctuant  character- 
istics of  the  mass.  Occasionally  this  is  com- 
plicated by  a low-grade  infection  without 
tenderness  which  causes  confusion  because  of 
the  reaction  in  the  vicinity  of  the  cyst  pro- 
ducing indurated  walls. 

Benign  lesions,  or  those  arising  in  the 
salivary  glands  or  in  the  thyroid  gland, 
neurogenic  tumors,  fibromas,  and  fatty  tu- 
mors, are  sometimes  confusing  because  a 
specific  diagnosis  cannot  be  made  until  the 
tissue  is  submitted  for  microscopic  examina- 
tion after  it  has  been  removed.  All  of  the 
foregoing  masses  in  the  neck  are  presumed 
to  be  benign  at  the  time  of  surgery  since 
each  of  these  patients  has  had  a thorough 
examination. 

The  small  group  of  primary  malignant 
tumors  in  the  neck,  such  as  the  lymphoma 
group,  thyroid  malignancies,  and  salivary 
gland  tumors  sometimes  with  metastatic 
nodes  in  the  neck,  presents  quite  a problem 
to  the  surgeon.  It  is  for  this  reason  that  he 
must  be  prepared  to  move  immediately  to- 
ward definitive  surgery  if  indicated  when 


the  diagnosis  is  established  by  biopsy.  He 
should  be  able  to  proceed  with  a total  thy- 
roidectomy, especially  if  a papillary  adeno- 
carcinoma is  found  in  one  of  the  lymph 
nodes ; a total  parotidectomy  and  radical 
neck  dissection  if  a primary  malignancy  ex- 
ists in  the  parotid  itself;  and  a radical  neck 
dissection  if  a malignancy  is  present  in  the 
submaxillary  gland.  Certainly,  the  lympho- 
ma group  needs  only  a pathological  diagnosis 
since  future  treatment  rests  with  the  radia- 
tion therapist. 

Metastatic  nodes  found  in  the  neck  from 
primary  cancer  of  the  respiratory  system  or 
upper  alimentary  tract  present  the  greatest 
challenge.  Usually  lymph  node  metastasis  oc- 
curs on  the  ipsilateral  side  of  the  lesion 
though  in  approximately  20  percent  of  all 
cases  the  first  sign  of  metastasis  may  be  on 
the  contralateral  side.  If  the  primary  lesion 
can  be  operated  upon  and  removed  at  the 
time  of  the  radical  neck  dissection,  then  the 
chances  of  a cure  are  greater.  When  a meta- 
static tumor  in  the  neck  is  suspected,  a 
complete  examination  to  the  point  of  whole 
organ  biopsy  is  sometimes  indicated.  The 
tonsils  and  adenoids,  if  suspected,  should  be 
removed.  Certainly,  biopsies  of  the  naso- 
pharynx, tonsils,  and  tongue  base  should  be 
done  rather  carefully  in  suspected  areas  espe- 
cially when  the  lymph  node  is  in  the  upper 
neck.  When  in  the  midportion  of  the  neck, 
the  lower  pharynx  and  larynx  are  suspected 
areas  and  in  the  lower  neck,  a peripheral  or 
apical  lesion  of  the  upper  lobe  of  the  lung 
must  be  suspected.  Sometimes  on  the  left 
side  a carcinoma  of  the  esophagus  or  of  the 
stomach  may  be  suspected  when  a tumor  im- 
plants in  the  lymph  nodes  about  the  thoracic 
duct. 

Unless  a reasonably  accurate  diagnosis 
can  be  made  on  physical  examination,  a re- 
moval of  the  mass  in  the  neck  must  be  de- 
ferred until  all  the  suspected  organs  or  areas 
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that  might  be  a primary  location  of  a malig- 
nancy have  been  closely  examined. 

When  a neck  biopsy  is  done  for  a suspect- 
ed metastatic  tumor  and  the  primary  tumor 
has  not  been  located  by  adequate  methods  of 
examination,  then  the  surgeon  should  be 
prepared  to  proceed  with  radical  surgery  for 
the  eradication  of  known  disease. 

— Herbert  H.  Harris,  M.D.,  Houston. 


Plastics  Prove  Valuable  Aid 
To  Paralyzed  Vocal  Cord 

MOST  DEVELOPMENTS  in  industry,  even 
the  solid  state  circuit  or  sophisticated  syn- 
thetics, rub  off  on  some  phase  of  medicine. 
In  fact,  some  surgical  specialties  were  de- 
veloped as  a consequence  of  the  development 
of  synthetic  materials  to  work  with,  as  well 
as  the  electronic  devices  used  in  diagnosis. 

While  many  materials  have  been  used  in 
the  past  for  tissue  support  and  the  filling  of 
cavities,  they  could  not  be  guaranteed  against 
extrusion  or  absorption.  Even  autogenous 
bone  and  cartilage  have  a high  rate  of  ab- 
sorption and  loss  of  volume.  For  these  rea- 
sons, synthetics,  with  their  almost  perfect 
tissue  tolerance,  are  being  used  for  the  re- 
placement of  major  blood  vessels,  for  skull 
defects,  and  for  cosmetic  surgery. 

An  example  of  such  a medically  useful 
synthetic  is  Teflon.  We  have  for  several 
years  used  Teflon  as  an  implant  in  otology 
and  rhinology,  but  now  we  are  beginning 
the  use  of  Teflon  in  the  larynx  to  correct 
hoarseness.  The  type  of  dysphonia  amenable 
to  this  form  of  treatment  results  from  the 
inability  of  the  vocal  cords  to  approximate 
sufficiently  for  acceptable  speech.  The  most 


common  and  most  dramatically  corrected  is 
the  paralyzed  vocal  cord,  whether  it  be  idio- 
pathic or  iatrogenic  in  origin.  Other  in- 
stances range  from  a simple  bowing  of  a 
cord  in  myasthenia  laryngis  to  a cordectomy 
for  removal  of  a malignancy. 

This  type  of  dysphonia  is  a major  handi- 
cap to  salesmen  and  women.  They  not  only 
tire  easily  on  consistent  vocal  effort  but  de- 
velop pain  and  soreness  in  the  excessively 
worked  muscles.  An  enclosable  glottis  leads 
to  an  ineffectual  cough,  difficulty  in  weight 
lifting,  and  straining  at  stool.  These  can  pre- 
sent problems.  Needless  to  say,  these  people 
are  indeed  happy  to  end  a real  handicap  in 
communication  and  elimination. 

The  injectable  material  is  in  the  form  of 
a paste  made  of  fine  Teflon  particles  sus- 
pended, equal  parts  by  weight  in  glycerin. 
Being  somewhat  resistant,  it  requires  a spe- 
cial syringe  to  force  it  through  a 20  cm.  18 
gauge  needle.  Exposure  is  adequate  through 
a laryngoscope,  and  the  amount  of  medial 
movement  of  the  cord  can  be  determined  be- 
fore ending  the  process.  Teflon  is  perfectly 
inert  and  causes  no  tissue  reaction,  and  the 
paste  form  is  composed  of  such  fine  parti- 
cles that  there  can  be  no  drift  or  extrusion. 
No  appreciable  complications  have  developed 
in  two  years  of  use  with  some  25  vocal  cords 
being  treated. 

Successful  accomplishments  in  this  field 
have  naturally  led  to  the  use  of  synthetics 
in  correction  of  cosmetic  deformities.  Silas- 
tic, a silicone,  is  being  used  very  successfully 
as  a cosmetic  implant  in  deformities  of  the 
face  and  head  and  in  the  nasal  cavity  in 
treatment  of  ozena.  Where  the  soft  palate 
is  inadequate  to  close  the  nasopharynx  in 
speech  and  deglutition,  Teflon  paste  may  in 
most  instances  be  injected  into  the  posterior 
wall  to  lessen  the  space. 

— Claude  D.  Winborn,  M.D., 

Dallas. 
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Time-Saver  for  Doctors: 

New  Underwriting  Form 

MOST  PHYSICIANS  are  familiar  with  the 
work  of  the  Texas  Medical  Association  in  de- 
veloping standardized  insurance  claim 
forms.  Another  step  has  been  made  in  the 
endorsement  of  a standard  form,  the  “At- 
tending Physician’s  Statement- Underwrit- 
ing Information.” 

For  an  insurance  company  to  offer  insur- 
ance coverage,  the  company  must  be  able  to 
elicit  and  evaluate  information  concerning 
both  the  present  physical  condition  of  the 
applicant  for  insurance  and  the  applicant’s 
health  history.  Without  this  information  the 
company  might  well  not  be  able  to  offer  your 
patients  insurance  or  would  have  to  offer  in- 
surance only  at  substantially  higher  rates. 
The  availability  of  this  type  of  information 
makes  it  possible  for  the  insurance  company 
to  more  closely  evaluate  their  risks,  usually 
to  the  benefit  of  the  insured  persons.  The 
natural  result  has  been  the  development  by 
each  insurance  company  of  forms  to  develop 
health  histories. 

The  Health  Insurance  Council,  working 
with  the  Council  on  Medical  Service  of  the 
American  Medical  Association,  has  devel- 
oped a standardized  form  for  use  in  getting 
the  needed  health  information.  Forms  were 
collected  from  many  insurance  companies; 
the  number  of  questions  on  these  forms  were 
reduced  to  the  absolute  essentials;  and  the 
resulting  questions  were  standardized. 

The  result  of  this  program  was  a form 
containing  five  questions  which  many  phy- 
sicians have  commended  as  being  direct, 
easily  understood  and  not  too  difficult  to  an- 
swer. This  form,  the  “Attending  Physician’s 
Statement-Underwriting  Information,”  was 
then  submitted  to  the  AMA  Council  on  Med- 
ical Service,  as  well  as  to  a representative 
group  of  insurance  underwriters. 

The  form,  after  having  received  accept- 
ance by  knowledgeable  insurance  underwrit- 
ers and  having  been  approved  by  the  AMA 
Council  on  Medical  Service,  was  distributed 


to  the  Health  Insurance  Council  which  rep- 
resents companies  which  issue  90  percent  of 
the  health  insurance  coverage  underwritten 
by  all  companies  in  the  insurance  business. 

A survey  of  companies  was  made  for  the 
purpose  of  determining  the  extent  of  the 
form’s  use  and  its  effectiveness.  It  was  re- 
vealed that  most  companies  represented  by 
the  Health  Insurance  Council  (as  well  as 
many  others)  were  using  the  form. 

Since  the  form’s  development,  it  has  been 
periodically  reevaluated,  and  slight  modifi- 
cations have  been  adopted.  For  example,  one 
concession  seemed  necessary:  the  change 
gives  the  underwriters  permission  to  type  in 
requests  for  specific  information  concerning 
specific  conditions.  It  has  been  found  that 
this  alteration  has  improved  the  insurance 
companies’  acceptance  of  the  form  consider- 
ably, at  the  same  time  helping  physicians 
provide  the  most  helpful  information. 

Most  insurers  are  either  using  the  form 
currently  or  are  committed  to  adopting  the 
form  as  soon  as  orderly  transition  can  be 
made. 

The  standardization  of  this  form  is  of  sub- 
stantial importance  to  Texas  physicians.  The 
“Attending  Physician’s  Statement  - Under- 
writing Information”  will  simplify  the  fur- 
nishing of  information  without  which  pa- 
tients might  not  be  able  to  obtain  life  or 
health  insurance. 

— Jack  R.  Wahlquist,  Dallas, 
Executive  Vice-President  and  Secretary, 
Great  National  Life  Insurance  Company. 

Editor’ s Note:  The  House  of  Delegates  of  the  Texas 
Medical  Association,  meeting  in  May,  took  action  on 
two  insurance  forms  as  recommended  by  the  Council 
on  Medical  Service  and  Insurance. 

One  form  is  primarily  designed  for  the  use  of  un- 
derwriters and  the  other  for  health  insurance  claims. 

The  delegates’  statements  follow: 

“In  regard  to  insurance  forms  [underwriting  for 
life  insurance]  ...  a letter  was  read  from  the  Ameri- 
can Medical  Association  stating  that  it  preferred  the 
UND  Form  1.  The  Council  agreed  that  this  form  was 
acceptable  and  the  insurance  companies  agreed  that 
it  was  acceptable,  with  the  stipulation  that  narrative 
reports  instead  were  also  acceptable.  It  was  recom- 
mended that  the  membership  of  Texas  Medical  As- 
sociation be  so  advised  by  letter  and  through  the 
journal.” 

The  delegates  also  approved  the  following  state- 
ment regarding  the  IRP  form  for  claims  use: 

“The  Individual  Responsibility  Program  as  ap- 
proved in  principle  by  the  House  of  Delegates  in 
April,  1966,  was  brought  to  the  attention  of  the 
Council.  The  Council  reaffirms  its  position  as  en- 
dorsing direct  billing  as  approved  by  the  House  of 
Delegates  of  the  AMA.” 

Further  information  on  IRP  forms  may  be  found 
on  page  44. 
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hen  the  road  back  to  good 
health  is  long  and  expensive... 

Your 

Texas  Medical  Association 
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JOHN  S.  CARLETON,  clinical 
instructor  in  otolaryngology 
at  Baylor  University  College 
of  Medicine,  presents  Closed 
Wound  Suction  in  Radical 
Neck  Surgery,  p.  50. 


JOHN  L.  DOYLE,  San  An- 
tonio surgeon,  describes  the 
Undescended  Laryngeal 
Nerve,  p.  53. 


JOHN  R.  PONTIUS,  now  at 

the  VA  Hospital  in  Temple, 
reports  a case  from  the  sur- 
gical services  of  the  VA  Hos- 
pital, Kerrville,  and  Robert 
B.  Green  Hospital,  San  An- 
tonio. Intrathoracic  Tumor 
with  Hypoglycemia,  p.  57. 


WILLIAM  K.  WRIGHT,  Hous- 
ton otolaryngologist,  believes 
that  a person  who  has  a 
malformed  nose  should  have 
the  same  measure  of  sym- 
pathy and  treatment  that  is 
given  for  other  correctable 
physical  deformities.  Cos- 
metic Rhinoplasty,  p.  63. 


ERIC  G.  COMSTOCK,  Hous- 
ton, is  in  private  practice 
limited  to  diagnosis  and 
treatment  of  poisoning. 
LAURA  BICKEL  and  ROBERT 
A.  McCORMICK,  JR.,  are 
with  Baylor’s  Department  of 
Pediatrics.  Acute  Ethion  Poi- 
soning, p.  71. 


HAROLD  E.  HUNT,  Paris, 
president  of  the  Texas  Oph- 
thalmological  Association  in 
1965-66,  surveys  Ophthal- 
mology in  Texas,  p.  67. 


SLOAN  LEONARD  is  a sec- 
ond year  resident  in  path- 
ology at  Parkland  Memorial 
Hospital  in  Dallas.  He  was 
graduated  from  The  Univer- 
sity of  Texas  Southwestern 
Medical  School  in  1965.  He 
presents  the  pathological 
findings  in  this  month’s 
Clinicopathologic  Conference, 
p.  76. 
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We,  as  today's  doctors,  are  the  direct  and  indirect  result  of 
the  accumulated  history  of  medicine.  We  are  influenced  by  the 
past  discoveries  and  actions  of  many  men  we  have  never  heard  of 
or  even  knew  existed.  In  early  history,  the  priest  and  the  medi- 
cine man  were  one.  Slowly  the  two  were  separated,  and  the  priest 
became  the  healer  of  the  spirit  and  the  medicine  man  became  the 
healer  of  the  body. 

All  of  us  are  familiar  with  the  ancient  Greek  doctor  Hippocrates 
of  Cos  and  his  famous  Hippocratic  oath  which  embodies  the  code 
of  medical  ethics.  Other  names  stand  out.  Galen,  the  great  Roman 
surgeon  who  dissected  and  studied  the  anatomy  of  animals,  rec- 
ognized the  important  principle  that  every  alteration  of  func- 
tion corresponds  to  a lesion  in  an  organ;  and,  conversely,  every 
lesion  of  an  organ  results  in  a change  of  function. 

Andreas  Vesalius  (1514-64),  a Fleming  of  German  origin,  began 
to  describe  human  anatomy  as  it  is.  Vesalius'  great  textbook, 
De  Human i Corporis  Fabrica,  was  published  in  1543  while  he  was 
teaching  at  the  University  of  Padua. 

John  Hunter  (1728-93)  from  Long  Calderwood,  Scotland,  went  to 
London  to  gain  his  fame.  He  became  surgeon  to  two  English  kings. 
He  boldly  operated  for  popliteal  aneurysm  by  ligating  the  prox- 
imal artery  and  thus  cured  many  of  his  patients — this  in  a time 
when  there  was  no  anesthesia  or  aseptic  technique.  Hunter  found 
surgery  a mere  mechanical  art.  He  left  it  a beautiful  science. 

Joseph,  Lord  Lister  (1827-1912),  the  founder  of  aseptic  surgery, 
taught  us  to  stop  sharpening  our  scalpel  on  the  sole  of  our  boot, 
to  wash  our  hands,  to  clean  our  fingernails,  and  to  use  clean 
dressings  on  wounds.  No  longer  do  we  consider  "laudable  pus"  as 
a normal  process  in  healing. 

These  are  but  a few  of  the  great  ones  who  have  gone  before  us. 
We,  also,  must  do  our  best  to  make  the  practice  of  medicine  better 
for  future  generations  of  patients  and  doctors. 

Let  us  begin  now. 


Sincerely, 


Howard  R.  Dudgeon,  Jr.,  M.D., 

President , 
Texas  Medical  Association. 
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ASSOCIATION  NEWS 


60th  Texas  Legislature  Ends  Session: 
Action  Taken  on  Medical  interest  Bills 


The  60th  Texas  Legislature  ad- 
journed after  its  meeting  on  May 
29.  Many  bills  affecting  directly  and 
indirectly  the  practice  of  medicine 
had  been  introduced.  Several  of 
these  bills  received  decisive  action. 
Others  were  not  acted  upon  by  the 
legislative  bodies. 

Medical  interest  bills  to  receive 
action  in  the  60th  Texas  Legislature 
were  as  follows: 

A Senate  Joint  Resolution  6 pro- 
posed an  amendment  to  the  Texas 
Constitution.  The  resolution  pro- 
posed that  counties  pay  all  medical 
expenses,  doctor  bills,  and  hospital 
bills  for  law  enforcement  officials 
injured,  hospitalized,  or  incapacitat- 
ed while  performing  official  duties. 
The  Senate  amendment  defining 
medical  expenses  and  doctor  bills  to 
include  bills  of  chiropractors  was  re- 
moved. Passed  by  the  Legislature. 

The  Medical  Assistance  Act  of  1967 
(Title  XIX — "Medicaid”)  provides  for 
the  payment  of  usual  and  customary 
physicians’  fees  by  a fiscal  inter- 
mediary for  medically  indigent  par- 
sons. Passed  and  moneys  appro- 
priated. 

A major  medical  issue  facing  the 
recent  Legislature  was  the  licensing 
proposals  for  registered  nurses.  A 
compromise  bill  redefined  nursing 
and  applied  to  registered  nurses 
only.  At  Texas  Medicine  press  time, 
passed  and  awaiting  the  signature 
of  the  governor. 

S.B.  301  attempted  to  amend  and 
modernize  the  Medical  Practice  Act. 
A provision  requiring  that  "no  school 
of  medicine  shall  have  a majority” 
on  the  Texas  State  Board  of  Medical 
Examiners  was  removed  so  that 
membership  on  the  board  may  be 
more  representative.  Previously  an 
equal  number  of  osteopathic,  eclec- 
tic, and  homeopathic  physicians  were 
required  on  the  board.  The  new  bill 
would  allow  the  governor  to  make 
appointments  regardless  of  school. 
A second  change  allows  the  Texas 
State  Board  of  Medical  Examiners 
to  “probate”  its  order  to  revoke, 
cancel,  or  suspend  a practitioner’s 
license.  Passed. 


A third  change  in  the  Medical 
Practice  Act  was  the  House  Amend- 
ment to  Senate  Bill  301  which  pro- 
vided for  strengthening  of  medical 
examiners’  board  rulings.  A physi- 
cian who  loses  his  license  must, 
under  this  bill,  appeal  in  a court  to 
reinstate  his  license.  A physician 
must  assume  the  burden  of  having 
his  case  tried  in  court;  dismissal  of 
the  case  will  not  reinstate  the  li- 
cense. The  trial  in  the  district  court 
will  be  treated  as  an  appeal  case, 
and  the  evidence  presented  before 
the  board  will  be  reviewed.  Passed. 

A bill  was  introduced  in  the  Sen- 
ate which  would  amend  the  Hospital 
Licensing  Act  to  require  that  "any 
hospital  render  emergency  first  aid 
service  to  any  person  brought  to 
the  hospital  in  an  emergency  condi- 
tion regardless  of  the  financial  sit- 
uation of  the  person.”  A House  bill 
required  the  hospital  to  provide 
“emergency  medical,  surgical  or  ob- 


stetrical care.”  A Senate  Concurrent 
Resolution  was  passed  and  an  in- 
terim study  committee  created  to 
study  emergency  room  care  needs. 
TMA  will  be  a participant  in  the 
hearings  to  be  scheduled. 

The  therapeutic  abortion  bill  pro- 
vided for  the  legalization  of  abortion 
in  certain  enumerated  circum- 
stances. Not  acted  upon  by  the 
Legislature. 

House  Bill  1120  would  have  es- 
tablished a board  for  physical  ther- 
apists with  the  power  of  licensure. 
Died  in  committee. 

House  Bill  580  sought  to  expand 
the  Texas  State  Board  of  Health 
from  9 to  12  members.  Died  in 
committee. 

An  amendment  to  the  Business 
and  Commerce  Code  exempted  the 
furnishing  of  human  blood  from  the 
provisions  of  that  portion  of  the 
code  which  sets  out  that  products 
to  be  used  for  human  consumption 


Governor  John  Connally  signs  the  Medical  Assistance  Act  of  1967,  which  will 
make  Title  19  of  the  Medicare  Law  effective  in  Texas  beginning  Sept.  1.  Some 
of  the  persons  who  were  active  in  securing  passage  of  the  act  are,  left  to  right, 
Mr.  Horace  Cardwell,  Texas  Hospital  Association;  Elmer  Baum,  D.O.,  Texas  Asso- 
ciation of  Osteopathic  Physicians  and  Surgeons;  Mr.  Burton  G.  Hackney,  com- 
missioner of  the  Texas  State  Department  of  Public  Welfare;  Dr.  David  Wade,  Texas 
Medical  Association;  Kenneth  E.  Tiemann,  R.Ph.,  Texas  Pharmaceutical  Associa- 
tion; James  E.  Baurle,  D.D.S.,  Texas  Dental  Association;  Rep.  W.  S.  Heatly,  author 
of  the  House  version  of  the  bill;  Mr.  Arthur  Taylor,  Texas  Nursing  Home  Associa- 
tion; Mr.  Herbert  C.  Wilson,  assistant  commissioner  of  the  Texas  State  Department 
of  Public  Welfare;  and  James  J.  Riley,  Jr.,  O.D.,  Texas  Optometric  Association. 
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shall  have  implied  warranties  of  fit- 
ness and  purity.  Passed. 

A driver  safety  and  motor  vehicle 
bill  enabled  the  Texas  State  Depart- 
ment of  Health  to  recommend  poli- 
cies relating  to  medical  aspects  of 
driver  licensing,  traffic  safety,  and 
accident  investigation  to  the  Depart- 
ment of  Public  Safety.  Passed. 

Another  bill  authorized  a physi- 
cian to  withdraw  blood  from  a sus- 
pected intoxicated  driver,  establish- 
ed by  law  an  “implied  consent”  for 
such  a withdrawal,  and  provided 
for  a uniform  chemical  test  for  in- 
toxication. Received  no  action. 

A House  Concurrent  Resolution 
established  a special  interim  com- 
mittee of  the  Texas  Legislature  to 
study  the  possible  conflict  of  in- 
terest in  physician  ownership  or  in- 
terest in  pharmaceutical  corpora- 
tions and  drug  stores  and  the  pre- 
scribing of  drugs  by  trademark.  The 
committee  would  also  study  rising 
medical  costs  in  general.  Died  in 
committee. 

In  other  legislation  of  medical  in- 
terest, the  Legislature  created  the 
Texas  State  Commission  for  the 
Deaf,  defined  the  term  “crippled 
child”  to  include  children  with  bone 
defects,  directed  the  Department  of 
Health  to  provide  psychological  and 
audiological  tests  to  deaf  or  hard 
of  hearing  persons,  included  LSD 
and  other  hallucinogens  under  the 
Dangerous  Drug  Act,  and  authorized 
the  Department  of  Mental  Health 
and  Mental  Retardation  to  operate 
half-way  houses  and  community 
centers. 


Messrs.  Philip  R.  Overton,  LL.B.,  and 
Sam  V.  Stone,  Jr.,  LL.B.,  Austin,  legal 
counselors  for  Texas  Medical  Association, 
will  comment  editorially  on  actions  by  the 
60th  Texas  Legislature  in  the  July  issue 
of  Texas  Medicine. 

CONSTITUTION  CHANGES 
VOTED  BY  TMA  HOUSE 

At  the  1967  Annual  Session,  del- 
egates acted  on  several  items  which 
will  affect  the  TMA  Constitution  and 
By-Laws. 

Responding  to  a request  from  the 
Board  of  Trustees,  the  House  of  Del- 
egates approved  By-Laws  changes 
which  in  effect  eliminate  allocation 
of  a specific  amount  of  dues  for  sub- 
scription to  Texas  Medicine. 

Actions  involving  provisional 
members  include  a By-Laws  change 
which  will  prohibit  a provisional 


member  from  voting  on  his  own,  or 
another  provisional  member’s,  eleva- 
tion to  regular  membership.  Another 
item  approved  by  the  House  pro- 
vides that  regular  members,  if 
placed  on  probation  by  the  Texas 
State  Board  of  Medical  Examiners, 
shall  automatically  revert  to  the 
status  of  provisional  members  of 
their  local  medical  societies  unless 
the  societies  take  other  action. 

A constitutional  change,  present- 
ed in  1966  and  approved  in  1967, 
confers  membership  in  the  House 
of  Delegates  upon  the  immediate 
Past  President. 

The  Council  on  Constitution  and 
By-Laws  has  spent  considerable  time 
studying  the  various  aspects  of  mili- 
tary membership,  and  its  recom- 
mendations, approved  by  the  Refer- 
ence  Committee  on  Constitution 
and  By-Laws  and  by  the  House  of 
Delegates,  are  as  follows: 

1.  Amend  the  By-Laws,  Chapter 
X,  Section  10  (f)  to  read:  “Military. 
— Doctors  of  medicine  who  are  serv- 
ing in  the  armed  forces  of  the  Unit- 
ed States  of  America  within  the  geo- 
graphical jurisdiction  of  the  com- 
ponent county  medical  society  con- 
cerned, except  as  provided  in  Chap- 
ter X,  Section  10  (h),  shall  be  eligi- 
ble for  election  to  military  member- 
ship. Military  members  shall  not  be 
required  to  attend  orientation  pro- 
grams, shall  not  hold  elective  office, 
shall  not  endorse  applications  for 
membership,  nor  serve  as  delegate 
or  alternate  delegate  to  the  Texas 
Medical  Association.  They  shall  not 
be  included  in  the  number  of  mem- 
bers of  the  county  medical  society 
when  calculating  the  number  of  del- 
egates to  the  Texas  Medical  Asso- 
ciation (as  provided  in  Chapter  VI, 
Section  2).  Such  membership  shall 
terminate  when  the  military  member 
is  transferred  from  the  jurisdiction 
of  the  county  medical  society  con- 
cerned, or  when  his  tour  of  active 
duty  terminates.” 

2.  Amend  the  By-Laws,  Chapter 
XIV,  Section  3,  to  read:  "Military 
members  as  defined  in  these  By- 
Laws  [Chapter  X,  Section  10  (f)] 
shall  pay  only  token  dues  as  deter- 
mined by  the  Board  of  Trustees, 
and  may  subscribe  to  Texas  Medi- 
cine.” 

Another  By-Laws  change  adopted 
by  the  House  outlines  the  succes- 


sion of  the  Vice-President  to  the  of- 
fice of  President,  particularly  if  the 
President  becomes  disabled,  and 
gives  the  Board  of  Trustees  the  au- 
thority to  decide  whether  or  not 
succession  is  necessary. 

DELEGATES  APPROVE 
IRP  PRINCIPLE,  FORM 

The  principle  of  the  Individual  Re- 
sponsibility Program  (IRP)  as  well  as 
a standard  form  for  its  implementa- 
tion, were  approved  and  endorsed  by 
the  Texas  Medical  Association  House 
of  Delegates  at  the  1967  Annual  Ses- 
sion. 

The  purpose  of  IRP  is  to  place 
in  proper  perspective  the  relation- 
ships between  the  patient,  the  physi- 
cian, and  the  insurance  company  in 
regard  to  their  respective  responsi- 
bilities in  obtaining,  providing,  and 
paying  for  medical  care.  The  physi- 
cian is  directly  responsible  to  the  pa- 
tient for  all  aspects  of  rendering 
medical  care  to  the  best  of  his  abili- 
ty and  for  providing  to  the  patient 
any  information  reasonably  required 
for  claim  settlement  which  the  pa- 
tient cannot  furnish  by  the  exercise 
of  ordinary  intelligence.  The  patient 
is  responsible  for  settling  his  claim 
with  his  insurance  company,  and  for 
payment  of  his  physician’s  fee.  The 
insurance  company  is  responsible  to 
the  patient  according  to  contract. 

Standard  IRP  forms  (attending 
physician’s  statement),  to  be  com- 
pleted without  charge  and  given  to 
the  patient  for  his  insurance  claim 
are  available  from  The  Steck  Com- 
pany in  Austin.  The  price  is  $13.80 
per  500  sets,  and  $22.80  per  1,000 
sets;  there  are  also  price  breaks  at 
quantities  of  3,000,  5,000,  and  10, 
000. 

In  ordering,  physicians  should 
specify  form  #H-481  (revised  May, 
1967).  Orders  may  be  mailed  to  Mr. 
Alvin  Jones,  The  Steck  Company, 
Hospital  Sales,  P.  O.  Box  968,  Aus- 
tin, Texas  78767.  The  Steck  Com- 
pany also  has  representatives  in 
most  major  Texas  cities  and  orders 
may  be  placed  with  them  by  tele- 
phone. 

A mailing  has  been  sent  to  the 
presidents  of  all  county  medical  so- 
cieties soliciting  materials  which  can 
be  used  in  a program  to  educate  the 
members  of  the  Texas  Medical  As- 
sociation concerning  the  principles 
of  IRP. 
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JUDGE  ANTIBIOTIC 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


why  wonder  about  a drug 

when  you  know 

DECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE 

produces  l-2“extra”days’  activity 

Days  1 2 3 4 5 

duration  of  therapy,  tetracycline 


duration  of  activity  tetracycline  0116  300  Hlg  t^MCt  b.LCL 


duration  of  therapy 

DECLOMYCIN  demethylchlortetracycline 

or 

duration  of  activity 

DECLOMYCIN  demethylchlortetracycline 

one  150  mg  capsule  q.i.d 

1-2  “extra”  days’  activity 

after  the  last  dose  to  protect  against  relapse 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 
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For  he’s  a jolly  good  fellow 


But  what  does  he  think? 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate:  in 
hyperexcitobility  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia,-  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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CLOSED  WOUND  SUCTION 
IN  RADICAL 
NECK  SURGERY 


JOHN  S.  CARLETON,  M.D. 

Clinical  Medicine:  The  author  describes 
the  use  of  portable  wound  suction  in 
head  and  neck  surgery  in  a series  of 
twelve  cases.  Descriptions  of  treatment, 
results  of  treatment,  and  management 
of  associated  problems  are  included. 

THE  INTRODUCTION  of  closed  wound  suction  drain- 
age by  Raffl1  in  1952  provided  the  surgeon  with  an 
effective  means  of  maintaining  large  skin  flaps  in  good 
approximation  to  the  underlying  bed.  Numerous  arti- 
cles2-8 have  been  written  since  that  time  advocating 
this  type  of  wound  drainage,  but  this  procedure  has 
not  been  universally  accepted  as  a primary  means  of 
treatment.  Recent  impetus  has  been  given  to  this 
mode  of  treatment  by  the  introduction  of  portable 
disposable  suction  units.  This  article  describes  the  au- 
thor’s experience  in  a small  series  of  cases  utilizing 
the  portable  unit,  some  of  the  technical  difficulties 
encountered,  and  the  solution  of  these  difficulties. 

Primary  healing  of  large  neck  flaps  in  minimal  time 
requires  that  there  be  good  approximation  of  the  skin 
flaps  to  the  underlying  bed,  that  any  collections  of 
fluid  beneath  the  flaps  be  adequately  removed,  that 
there  be  no  compromise  of  circulation  to  the  distal 
portion  of  the  flap  and  that  precautions  be  taken  to 
prevent  or  at  least  minimize  the  contamination  and 
subsequent  infection  of  the  wound. 

The  adoption  of  a change  in  established  methods  of 
treatment  is  justifiable  only  if  it  possesses  a significant 
advantage  over  previously  utilized  methods  which 
have  been  proven  by  experience  to  be  safe  and  effec- 
tive. New  methods  are  justified  and  should  be  used  if 


they  improve  the  efficiency  of  treatment,  shorten  the 
patient’s  convalescence,  and  add  to  the  patient’s 
comfort  in  the  postoperative  period.  Von  Ledens  has 
aptly  enumerated  the  advantages  of  portable  closed 
wound  suction,  and  these  advantages  will  not  be  re- 
peated here  except  to  comment  later  on  some  of  the 
points  mentioned. 

Twelve  consecutive  patients  undergoing  radical 
neck  surgery  with  or  without  excision  of  a primary 
lesion  were  treated  with  the  portable  wound  suction 
utilizing  a standardized  technique.  No  occlusive  dress- 
ings were  utilized  in  any  of  the  cases.  The  following 
technique  is  used: 

After  the  removal  of  the  surgical  specimen,  the 
wound  is  thoroughly  irrigated  with  distilled  water  and 
all  bleeders  are  either  ligated  or  cauterized.  One  of 
the  plastic  drains  is  then  inserted  laterally  on  the 
shoulder  in  an  area  that  has  not  been  undermined, 
at  least  2 cm.  distal  to  the  edges  of  the  skin  flap 
(Fig.  1). 

The  proximal  holes  are  positioned  at  least  2 cm. 
from  the  point  of  entrance  of  the  catheter.  This  cath- 
eter is  then  tacked  into  the  depths  of  the  supraclav- 
icular space  by  means  of  a plain  catgut  suture  to 
maintain  its  position  deep  within  the  sulcus.  The  re- 
maining portion  of  the  catheter  is  placed  anterior  to 
the  trapezius  extending  to  the  mastoid  tip  and  curved 
anteriorly  toward  the  posterior  belly  of  the  digastric 
muscle.  Another  tacking  suture  is  used  at  the  distal 
end  to  hold  it  in  position,  if  necessary. 

The  other  catheter  is  inserted  in  the  medial  aspect 
of  the  wound,  again  in  an  area  which  has  not  been 
undermined,  brought  over  the  clavicle  to  the  sub- 
mental  area  and  turned  laterally  beneath  the  mandible. 
Neither  catheter  is  permitted  to  cross  the  carotid  ar- 


50 


TEXAS  MEDICINE 


tery.  Any  additional  bleeding  is  then  controlled,  and 
the  wound  flaps  are  closed  in  two  layers  to  assure 
good  approximation  without  leakage.  The  suction 
tubes  are  connected  to  wall  suction  in  order  to  bring 
the  flaps  into  good  approximation.  Any  gaps  in  the 
wound  allowing  air  leakage  are  remedied,  and  the 
wound  is  sprayed  with  an  occlusive  plastic  film.  No 
dressing  is  applied.  A clamp  is  temporarily  applied 
to  the  suction  tubing  prior  to  switching  from  the  wall 
suction  to  the  portable  unit.  The  unit  is  compressed, 
and  the  clamp  is  released. 

The  patient  is  then  removed  to  the  recovery  room. 
Specific  instructions  are  given  to  the  nurse  in  the  re- 
covery room  and  on  the  ward  that  the  portable  suc- 
tion unit  is  to  be  recompressed  when  it  is  half  ex- 
panded in  order  to  maintain  adequate  suction.  The 
nurse  is  instructed  to  notify  the  surgeon  if  any  bleed- 
ing through  the  wound  or  fluid  accumulation  beneath 
the  flaps  is  observed.  The  amount  of  drainage  is  re- 
corded in  the  chart,  and  the  Hemo-Vac  drainage  is 
discontinued  only  when  there  is  less  than  25  cc. 
drainage  over  a 24-hour  period.  This  usually  occurs 
within  three  to  five  days. 

Results:  Of  the  12  patients  who  underwent  surgery 
utilizing  this  method  of  treatment,  8 healed  without 
incident.  Two  of  the  patients  had  undergone  neck  dis- 
section on  the  contralateral  side,  and  they  commented 
on  the  increased  comfort  that  occurred  postoperative- 
ly.  They  had  been  treated  with  soft  tissue  drains  and 
bulky  pressure  dressings  during  their  previous  surgi- 
cal experience.  One  patient  developed  stoppage  of 
one  of  the  drain  tubes  approximately  six  hours  post- 
operatively  with  resultant  bleeding  from  the  wound 
margins.  This  was  treated  by  aseptically  disconnecting 
this  drain  at  the  V connection  and  irrigating  the  tube 
with  sterile  saline  which  re-established  patency.  One 


Fig.  1.  Approximate  positioning  of  the 
catheters  with  the  drain  sutured  in  the 
floor  of  the  supraclavicular  space. 
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patient  had  a partial  wound  disruption  after  falling 
from  bed  on  the  third  postoperative  day,  and  the  suc- 
tion unit  was  removed.  Skin  necrosis  of  the  corners 
of  the  flaps  occurred  in  one  patient  who  had  a pre- 
vious full  tumor  dose  of  X-radiation  in  this  area. 
There  was  no  collection  of  fluid.  A split-thickness  skin 
graft  was  applied  to  the  defect.  The  only  patient  who 
developed  fluid  accumulation  had  a leak  of  chylous 
fluid  following  removal  of  the  drain.  This  was  treated 
by  a pressure  dressing  over  the  supraclavicular  area 
and  subsided  within  three  days. 

Discussion:  Effective  wound  suction  requires:  (1) 
maintenance  of  continuous  suction  in  the  postopera- 
tive period,  (2)  maintenance  of  the  patency  of  the  suc- 
tion tubes,  (3)  proper  placement  of  the  drains  to  as- 
sure collection  of  transudate  in  dependent  areas,  and 
(4)  air-tight  closure  of  the  wound. 

These  goals  can  be  adequately  accomplished  using 
portable  closed  wound  suction  units  without  the  ne- 
cessity for  bulky  dressings.  There  are  several  com- 
ments which  should  be  made  relative  to  closed  wound 
suction.  Other  authors'"7  have  claimed  a decreased 
incidence  of  infection  and  a decreased  scarring  of  ex- 
posed surfaces.  This  author  makes  no  such  claim  in 
this  small  series,  although  one  might  expect  a de- 
creased incidence  of  infection  with  the  elimination  of 
the  soilage  and  contamination  that  frequently  occurs 
with  pressure  dressings.  It  has  been  stated  that  com- 
plete immobilization  of  the  neck  flaps  is  mandatory 
for  proper  approximation  and  healing  of  the  wound. 
This  was  found  not  to  be  necessary  as  the  skin  ap- 
proximation was  adequate  and  there  was  no  increased 
amount  of  drainage  evident  in  these  patients. 

Combined  use  of  closed  wound  suction  plus  pres- 
sure dressings  may  compromise  the  efficiency  of  the 
suction  due  to  extrinsic  compression  of  the  soft  tis- 
sues into  the  catheter  openings.  Although  placement 
of  the  catheters  across  major  vessels  has  been  ex- 
perimentally determined  to  be  safe,  this  has  been 
avoided  as  a precautionary  measure  and  placement 
across  major  vessels  has  not  been  necessary. 


The  primary  advantage  from  the  author’s  experience 
is  the  elimination  of  bulky  dressings  with  the  resultant: 
(1)  absence  of  soilage  and  odor,  (2)  increased  com- 
fort to  the  patient,  (3)  reduction  of  postoperative 
care,  and  (4)  early  ambulation. 

These  advantages  are  sufficient  to  warrant  the  use 
of  these  devices;  that  is,  the  use  of  bulky  dressings 
with  or  without  suction  is  a superfluous  measure 
which  merely  serves  to  increase  the  work  load  on  the 
surgeon  and  the  nursing  staff  and  prolongs  the  post- 
operative morbidity  of  the  patient. 

Summary:  The  use  of  portable  wound  suction  in  head 
and  neck  surgery  in  a series  of  12  cases  is  presented, 
along  with  the  results  of  such  treatment  and  manage- 
ment of  the  associated  problems.  From  this  experi- 
ence it  is  felt  that  the  method  of  treatment  is  satis- 
factory and  that  the  use  of  pressure  dressings  is  not 
required.  The  primary  advantages  are  increased  com- 
fort to  the  patient  and  decreased  postoperative  care 
for  the  surgical  staff.  No  claim  is  intended  that  there 
is  a decreased  incidence  of  wound  infection  or  that 
there  is  improvement  in  appearance  or  final  results 
relative  to  scar  formation. 
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UNDESCENDED 
LARYNGEAL  NERVE 


JOHN  L.  DOYLE,  M.D.;  CAPT.  HARRY  0.  WATKINS,  MC,  USAF;  AND  DAVID  S.  HALBERT,  M.D. 


CASE  REPORT:  An  unusual  position  of 
the  right  recurrent  laryngeal  nerve  is 
described.  The  recurrent  nerves’  normal 
positions  are  dependent  as  a whole  on 
the  embryonic  development  of  each 
fourth  primitive  aortic  arch.  Surgeons 
working  in  the  neck  must  be  cognizant 
of  this  anomaly  to  avoid  nerve  injury  and 
resultant  vocal  cord  paralysis. 


WHILE  PERFORMING  A TOTAL  thyroidectomy  on  a 
young  man  who  had  follicular  carcinoma,  we  found  the 
right  recurrent  laryngeal  nerve  in  an  unusual  aberrant 
location  where  it  could  easily  have  been  injured  dur- 
ing excision  of  the  right  thyroid  lobe.  The  nerve  was 
quite  large  in  diameter.  It  was  readily  traced  su- 
periorly, and  arose  from  the  cervical  trunk  of  the 
vagus  nerve  opposite  the  superior  pole  of  the  right 
thyroid  lobe.  (Fig.  1).  The  left  recurrent  laryngeal 
nerve  was  normal  in  diameter,  course,  and  origin. 
Both  superior  laryngeal  nerves  were  in  their  usual  lo- 
cations— parallel  and  medial  to  the  superior  thyroidal 


Fig.  1.  a.  Undescended  nerve  loops  beneath  thyroid  capsule,  b.  Right 
thyroid  lobe  removed,  showing  nerve  disappearing  beneath  inferior  pole 
of  thyroid  cartilage. 


arteries.  The  course  of  the  right  subclavian  artery  was 
normal. 

Because  of  the  rarity  of  such  an  anomalous  origin 
of  the  right  recurrent  laryngeal  nerve,  we  were  inter- 
ested in  learning  if  it  was  described  in  standard  sur- 
gical textbooks,  and  reported  in  the  literature.  Four 
standard  textbooks  of  surgery  do  not  mention  this 
anomaly. 

As  early  as  1823,  Stedman1  demonstrated  nerves 
that  arose  from  the  right  vagus  nerve,  passing  directly 
to  the  larynx.  This  case  was  associated  with  the 
anomalous  situation  where  the  right  subclavian  artery 
arose  from  the  aortic  arch  and  passed  posterior  to 
the  esophagus.  Similar  cases  were  reported  before 
the  turn  of  the  century.2-6 


Fig.  2.  Embryological  development 
of  the  major  vessels. 


Illustration  from  "Developmental  Anatomy"  by  L B Arey  W B 
Saunders  Company,  Philadelphia,  publisher. 


In  1932,  Pemberton6  and  Beaver  presented  anoth- 
er such  case,  and  a review  of  the  findings  up  to  that 
date. 

Work'  in  1941  reported  another  unusual  position  of 
the  right  recurrent  laryngeal  nerve  associated  with  a 
vascular  abnormality,  and  gave  an  excellent  review  of 
the  then  reported  literature.  He  emphasized  the  con- 
sistent finding  of  right  subclavian  artery  anomaly, 
originating  from  the  arch  of  the  aorta. 

Anomalous  origin  of  the  right  recurrent  laryngeal 
nerve  is  relatively  infrequent,  and  has  been  lost  sight 
of  in  recent  literature. 

The  motor  fibers  of  the  vagus  proper  innervate  most 
muscles  of  the  pharynx  and  larynx.  All  of  these  are 
derivatives  of  the  fourth  and  fifth  pairs  of  branchial 
arches.  Embryologically,  the  recurrent  laryngeal  nerves 
are  associated  with  the  development  of  the  large  ves- 
sels of  the  thorax.  Of  the  six  paired  primitive  aortic 
arches,  the  fourth  on  each  side  remains  (Fig.  3). 
Normally,  the  right  persists  as  the  developing  right 
subclavian  artery,  and  the  left  remains  as  the  aortic 
arch.  As  the  embryo  elongates,  and  the  thoracic  or- 
gans descend,  the  nerves  assume  their  recurrent 
courses.  The  right  recurrent  nerve  is  impinged  beneath 
the  right  subclavian  artery,  and  the  left  is  impinged 
beneath  the  aortic  arch.8 

During  his  early  training,  the  surgeon  is  taught  to 
avoid  injury  to  the  inferior  laryngeal  nerves  during 
thyroid  surgery.  However,  little  stress  is  placed  on 
injury  to  the  superior  laryngeal  nerve  during  dissec- 
tion of  the  superior  thyroidal  artery.  These  nerves  can 
be  traumatized  by  devascularization,  ligation,  or  even 
during  manipulation  of  the  upper  thyroidal  arteries. 

The  superior  laryngeal  nerves  commence  at  the 
ganglion  nodosum  of  each  vagus  nerve  and  descend 
in  close  relation  to  the  superior  thyroidal  arteries  bi- 
laterally, finally  dividing  into  an  internal  and  external 
branch. 

The  internal  branch  reaches  the  laryngeal  mucosa 
through  the  thyrohyoid  membrane  and  mediates  the 
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exquisite  sensibility  of  the  larynx  and  epiglottis.  It  has 
now  been  demonstrated  that  without  a doubt  the  fi- 
bers of  the  internal  brancn  do  not  supply  motor  im- 
pulses to  any  muscle  of  the  larynx. 

The  external  branch  passes  still  closer  to  the  upper 
pole  of  the  thyroid,  has  a very  fine  calibre,  and  inner- 
vates the  cricothyroid  muscle.  The  cricothyroid  mus- 
cles maintain  tension  of  the  vocal  cords  during  phona- 
tion  by  tilting  the  cricoid  cartilage  and  thus  add  ten- 
sion and  adduction  of  the  vocal  cords  (Fig.  4).  The 
superior  laryngeal  nerve  therefore  is  the  “tuning” 
nerve  of  the  larynx.  Trauma  to  the  internal  branch 
alone  will  result  in  persistent  postdeglutition  cough, 
but  phonation  will  be  normal.  Injury  to  the  external 
branch  results  in  paralysis  of  the  cricothyroid  muscle 
with  the  consequential  disturbance  of  the  tension  and 
adduction  of  the  vocal  cord.  The  voice  may  become 
shallow  and  tire  easily.  There  will  be  no  cough.  If  the 
entire  superior  laryngeal  nerve  is  traumatized,  degluti- 
tion, especially  of  liquids  is  disturbed.  During  swal- 
lowing, fluids  will  enter  the  larynx  and  persistent 
cough  results.  The  fatiguing  speech  is  a result  of  loss 
of  adducting  powers  of  the  cricothyroid  muscle  and 
less  adduction  of  the  cords  with  greater  loss  of  air 
volume  sooner  as  compared  to  normal  air  column. 

The  recurrent  laryngeal  nerves,  left  and  right,  sup- 
ply all  of  the  muscles  of  the  larynx  except  the  crico- 
thyroid muscles.  The  usual  course  of  the  recurrent 
laryngeal  nerve  differs  in  the  two  sides  of  the  neck. 
The  two  nerves  arise  from  the  vagus  in  the  superior 
part  of  the  thorax.  The  right  nerve  passes  from  front 
to  back  around  the  right  subclavian  artery.  The  left 
recurrent  nerve  hooks  around  the  arch  of  the  aorta; 
it  reaches  the  tracheo  esophageal  sulcus  more  quickly, 
ascends  more  vertically  and  lies  generally  more  pos- 
terior or  deeper  in  the  sulcus  than  does  the  right  re- 
current nerve.  Both  nerves  enter  the  larynx  at  the 
cricothyroid  articulation  through  the  fibers  of  the  in- 
ferior constrictor  muscles  of  the  pharynx  (Fig.  5). 

If  the  nerves  are  sought,  particularly  the  right  re- 


Pull  of 
cricothyroid 
muscle  tilts 
the  thyroid 
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downward 
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pull  of 
cricothyroid 
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a 


Fig.  3.  a.  Cricothyroid  muscle  without 
tension,  b.  Cricothyroid  muscle,  contracted. 


b 
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Anterior  View 

Fig.  4.  Usual  anatomy  of  the  recurrent 
laryngeal  nerves. 


current  laryngeal  nerve,  and  not  found,  the  vagus 
should  be  investigated.  If  an  aberrant  course  is  de- 
tected, the  nerve  can  be  protected  from  injury. 

Knowledge  of  the  anatomy  of  the  nerves,  their 
anomalies,  and  the  thyroid  arteries  are  indispensable 
to  the  thyroid  surgeon. 

The  surgeon  cannot  look  at  the  neck  of  an  individ- 
ual and  divine  whether  the  recurrent  laryngeal  nerve 
follows  its  usual  course  or  takes  an  anomalous  path. 
If  he  approaches  the  operation  with  a real  apprecia- 
tion of  the  normal  or  anomalous  anatomy,  he  will 
proceed  with  dexterity  and  watchfulness. 
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INTRATHORACIC  TUMOR 
WITH  HYPOGLYCEMIA 
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JOE  PRUD’HOMME,  M.D.;  AND  JOHN  P.  HEANEY,  M.D. 


Case  Report/ Review:  The  patient  was 
hospitalized  f o r hypoglycemia,  and  a 
large  tumor  was  found  and  removed  from 
the  left  lobe  of  his  lung.  After  surgery, 
his  glucose  metabolism  was  normal.  The 
cellular  nature  of  the  tumor  and  mechan- 
ism of  production  of  the  hypoglycemic 
state  are  discussed. 

IN  THE  PAST  SEVERAL  decades,  a number  of  cases  of 
severe  hypoglycemia  associated  with  nonpancreatic 
chest  or  abdominal  tumor  have  been  reported.  This 
relationship  is  more  than  a chance  one,  for  the  pre- 
senting endocrine  signs,  symptoms,  and  chemical  ab- 
normalities disappeared  after  removal  of  the  tumor. 
Each  tumor  was  composed  primarily  of  spindle-shaped 
cells,  apparently  of  mesodermal  origin,  but  opinions 
differ  in  regard  to  the  precise  classification.  Further, 
there  has  been  speculation  about  the  method  of  pro- 
duction of  the  hypoglycemia. 

Case  Report:  History:  A 52-year-old  man  had  been 
given  a reducing  diet  in  July,  1964,  when  he  weighed 
220  lb.  In  October,  1964,  he  noted  the  onset  of  early 
morning  sweats,  nervousness,  irritability,  and  weak- 
ness relieved  by  food  intake.  On  July  12,  1965,  at 
about  5:30  a.m.  he  could  not  be  aroused  and  was 


taken  to  the  hospital;  after  he  was  given  glucose  in- 
travenously, he  responded  immediately.  He  had  a sim- 
ilar episode  the  following  morning.  He  was  admitted 
to  Veterans  Administration  Hospital,  Kerrville,  on  July 
14,  1965. 

He  had  noted  occasional  edema  of  the  feet  in  the 
summer  of  1964;  this  had  recurred  intermittently  dur- 
ing the  few  months  prior  to  his  admission  to  the  hos- 
pital. There  had  been  exertional  dyspnea  for  nine 
months  with  recent  onset  of  orthopnea.  There  was  no 
chest  pain,  cough,  or  hemoptysis. 

Physical  Examination:  The  patient  was  a robust  man 
with  a florid  complexion.  He  weighed  200  lb.  and  was 
6 ft.  tall.  There  was  moderate  cyanosis  about  the  lips 
and  nail  beds  without  clubbing.  Neck  veins  were  not 
distended  in  recumbent  position;  no  hepatojugular 
reflux  was  noted.  The  trachea  was  in  the  midline,  and 
the  chest  was  symmetrical  although  it  was  thought 
that  the  left  side  of  the  diaphragm  was  elevated  or 
that  there  was  a pleural  effusion  on  the  left  side.  The 
heart  was  normal  as  were  peripheral  pulses.  The  ab- 
domen showed  no  abnormal  viscera  or  masses. 

Laboratory  Data:  Blood  glucose  on  admission  was 
57  mg.  per  100  ml.  The  following  day,  a fasting  blood 
glucose  at  7 a.m.,  after  the  patient  had  been  given 
25  gm.  of  glucose  at  2 a.m.,  was  58  mg.  per  100  ml. 
A diet  of  4,600  calories,  divided  into  five  feedings 
over  24  hours  with  the  last  feeding  at  4:30  a.m.,  was 
prescribed;  blood  glucose  taken  at  7 a.m.  on  two  sue- 
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Fig.  1.  A mass  is  seen  in  the  left  lower 
anterior  hemithorax. 


cessive  days  was  41  mg.  per  100  ml.  Results  of  ex- 
tensive laboratory  studies,  including  tests  for  thyroid, 
liver,  pancreatic,  pituitary,  renal  and  adrenal  function, 
were  normal. 

Electrocardiogram:  The  electrocardiogram  showed 
changes  compatible  with  pulmonary  hypertension. 

Roentgenologic  Studies:  The  initial  chest  film 
showed  the  right  lung  to  be  clear,  although  there  was 
a right  mediastinal  shift.  The  left  lung  pattern  was 
obscured  by  a large  mass  in  the  left  lower  anterior 
hemithorax  (Fig.  1).  Tomograms  of  the  carina  and  left 
lower  lobe  of  the  lung  revealed  a shift  of  the  carina 
toward  the  right,  with  patent  bronchi  bilaterally.  A 
large  area  of  increased  density  was  present  in  the 
periphery  of  left  lower  hemithorax.  It  extended  pos- 
teriorly to  the  level  of  the  carina  and  much  further 
anteriorly;  the  density  of  the  mass  was  greater  than 
the  density  of  the  heart.  Barium  given  orally  showed 
the  intrinsically  normal  esophagus  displaced  to  the 
right  (Fig.  2).  The  stomach,  duodenum,  and  duodenal 
loop  were  normal.  Films  of  the  skull  revealed  a normal 
sella  turcica. 

Operation:  A thoracotomy  through  the  left  seventh 
interspace  was  performed  on  July  27,  1965.  A tumor 
extended  from  the  lateral  chest  wall  anteromedially 
across  the  anterior  mediastinum  in  front  of  the  heart, 
and  vertically  from  the  diaphragm  to  the  arch  of 
the  aorta.  Blood  supply  and  broad  zones  of  attach- 
ment to  the  tumor  mass  were  found  on  the  dia- 
phragm, pericardium,  and  chest  wall.  The  tumor  was 
freed  from  the  region  of  the  pericardium  and  arch  of 
the  aorta  by  blunt  dissection  and  from  the  upper  lobe 
by  partial  lingulectomy.  Bleeding  was  profuse.  Fol- 
lowing removal  of  the  mass,  the  pleural  space  and 
structures  of  the  mediastinum  were  inspected;  no 
other  neoplastic  tissue  was  recognized. 

Pathology:  The  2,500  gm.  tumor  was  lobulated,  en- 
capsulated, gray  and  firm  (Fig.  3).  It  measured  24  by 
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17  by  10  cm.  It  was  believed  to  have  arisen  from  the 
parietal  pleura. 

The  tumor  was  made  up  of  elongated,  spindle- 
shaped  cells  resembling  fibroblasts  (Fig.  4).  They  had 
moderately  chromatic,  round  or  oval  and,  at  times 
elongated,  nuclei  which  occasionally  had  a wavy  ap- 
pearance. The  cytoplasm  of  the  cells  was  eosinophilic 
and  granular.  There  was  moderate  variation  in  size 
and  slight  variation  in  shape  of  these  cells.  An  occa- 
sional mitotic  figure  was  found.  There  was  an  inter- 
digitating  and  sometimes  haphazard  cellular  pattern. 
A moderate  amount  of  collagen  existed  between  tumor 
and  cells.  The  surface  of  the  tumor  was  ulcerated  and 
showed  inflammatory  cells  and  some  necrosis. 

In  differential  diagnosis,  fibrous  mesothelioma,  fib- 
roma and  fibrosarcoma  were  considered.  After  care- 
ful study  of  both  routine  and  special  stains,  the  final 
diagnosis  was  mesothelioma. 

Follow-up  Report:  The  most  recent  posteroanterior 
and  left  lateral  roentgenograms  of  the  chest  (18 
months  after  surgery)  showed  no  abnormalities  except 
postsurgery  scarring,  some  elevation  of  the  left  leaf  of 
the  diaphragm,  and  somewhat  prominent  markings  in 
the  medial  portion  of  the  lower  left  lobe  of  the  lung. 
The  appearance  of  the  chest  was  the  same  as  it  had 
been  when  roentgenograms  were  made  six  months 
earlier;  there  was  no  evidence  of  recurrence  or  exten- 
sion of  neoplastic  disease. 

Discussion:  Even  today,  the  possible  association  of 
these  large  lesions  of  the  chest  with  hypoglycemia  is 
not  generally  appreciated.  In  fact,  numbers  of  these 
patients  have  had  contraindicated  operations  upon 
the  pancreas. 

The  clinical  syndrome  which  results  from  hypogly- 
cemia is  well  known  and  produces  symptoms  primar- 
ily neurological  in  character.  The  patient  may  have 
changes  in  behavior  which  at  first  are  subclinical  but 
later  become  clinical  with  personality  change  and  ulti- 
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Fig.  2.  The  esophagus  is  displaced 
toward  the  right. 


mately  either  maniacal  tendency  or  coma  or  both. 
Many  of  these  patients  are  first  seen  in  neuropsychi- 
atric institutes,  suspected  of  having  central  nervous 
system  disease. 

That  this  syndrome  may  be  associated  with  extra- 
pancreatic,  organic,  and  functional  causes  has  been 
well  documented.  Organic  neoplastic  lesions  (other 
than  pancreatic  islet  cell  tumors)  which  may  produce 
hypoglycemia  fall  into  four  categories:*  (1)  Adrenal 
cortical  malignancies;  (2)  Gastrointestinal  carcinomas; 
(3)  Malignant  hepatomas;  (4)  Large  spindle-cell  tu- 
mors, believed  to  be  mesotheliomas. 

As  early  as  1930,  Doege-  reported  a case  of  right 
pleural  fibrosarcoma  associated  with  episodes  of  char- 
acter deviation  which  varied  from  simple  nervousness 
to  a frankly  maniacal  state.  The  patient’s  central 
nervous  system  symptoms  were  relieved  by  removal 
of  the  chest  tumor.  There  were  no  blood  sugar  levels 
to  explain  the  maniacal  episodes.  Later  the  tumor 
recurred,  along  with  the  maniacal  manifestations,  at 
which  time  hypoglycemia  was  documented.  The  pa- 
tient succumbed  without  additional  operative  inter- 
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Fig.  3.  The  tumor  was  lobulated , encapsulated,  gray  and  firm. 
It  weighed  2,500  gm. 


Fig.  4.  Tumor  sections  show  spindle  cells  with  some  variation  in  size 
and  shape;  nuclei  were  moderately  chromatic  and  round,  oval  or 
elongated. 
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vention.  At  autopsy,  a recurrent  tumor  was  present  in 
the  mediastinum;  the  pancreas  was  normal. 

Howard3  reported  the  case  of  a 16-year-old  girl 
found  to  have  a left  upper  abdominal  mass  associated 
with  hypoglycemia.  Removal  of  the  mass  relieved  the 
patient  of  both  symptoms  and  chemical  abnormalities. 
Three  years  later,  both  the  tumor  and  hypoglycemia 
recurred  simultaneously.  At  autopsy,  serial  sections  of 
the  recurrent  tumor  showed  nothing  which  resembled 
pancreatic  tissue,  and  the  pancreas,  also  sectioned 
serially,  was  normal. 

Paulson1  reported  a similar  case  in  1959.  His  pa- 
tient was  a 72-year-old  man  who,  because  of  hypo- 
glycemia, had  had  a “resection  of  four-fifths  of  the 
pancreas”;  the  hypoglycemic  episodes  continued.  The 
resected  pancreatic  tissue  revealed  no  islet  cell  tumor. 
Studies  ruled  out  diseases  of  the  liver,  pituitary,  thy- 
roid, and  adrenal  cortex.  An  exploratory  laparotomy 
was’  again  performed,  and  the  remaining  pancreatic 
fragment  and  bowel  were  palpated  for  abnormal  or 
aberrant  pancreatic  tissue;  none  were  found.  The  pa- 
tient died  three  days  after  the  second  procedure. 
Postmortem  examination  revealed  a solid,  grayish 
white  tumor  of  the  left  pleural  space  which  weighed 
2,150  gm.  Microscopically  it  showed  interlacing  and 
parallel  bundles  of  spindle-shaped  cells.  It  was  classi- 
fied by  the  Armed  Forces  Institute  of  Pathology  as  a 
malignant  fibrous  mesothelioma  of  the  pleura.  There 
were  no  pathologic  changes  in  the  liver,  thyroid, 
adrenals,  peritoneum,  or  pancreas. 

Maier  reported  a case  of  hypoglycemia  associated 
with  a large  right  intrathoracic  tumor  in  a 62-year-old 
woman.  At  thoracotomy  a large,  lobulated,  dark  red, 
extremely  vascular  tumor  was  encountered  which  ex- 
tended from  the  diaphragm  to  the  apex  of  the  pleural 
space;  it  weighed  860  gm.  It  was  attached  to  the 
parietal  pleura  and  right  upper  lobe,  but  90  percent  of 
its  surface  was  free  in  the  pleural  space.  Its  blood 
supply  was  derived  in  major  part  from  an  intercostal 
vessel.  It  was  removed. 

Because  of  a second  mass  in  the  abdomen,  a 


laparotomy  was  performed.  A large  parovarian  cyst 
arising  in  the  right  adnexal  region  was  found;  the  pan- 
creas, peritoneum,  and  other  structures  were  normal. 
The  author  submitted  sections  of  the  chest  tumor  to 
the  Department  of  Surgical  Pathology  at  Columbia- 
Presbyterian  Medical  Center  for  tissue  culture  and  his- 
tologic study.  The  cultured  features  of  the  tumor 
were  unusual  and  had  been  seen  only  once  before  in 
an  explant  of  a mesothelioma.  Special  studies  failed 
to  reveal  beta  cell  granules  in  either  the  original  sec- 
tions or  the  cultured  tissues. 

In  a comprehensive  review,  Maier-  analyzed  45 
cases  of  nonpancreatic  tumors  associated  with  hypo- 
glycemia, excluding  hepatic  and  adrenal  neoplasms. 
In  15  patients  the  tumor  was  within  the  chest.  There 
were  nine  women  and  six  men  in  the  intrathoracic 
group;  their  ages  ranged  from  42  to  82  years  with 
the  greatest  incidence  in  the  sixth  decade  of  life.  Nine 
patients  presented  symptoms  of  hypoglycemia  rang- 
ing from  weakness  and  sweating  through  abnormal 
behavior,  mental  confusion,  and  aphasia  to  convul- 
sions and  coma;  the  symptoms  frequently  appeared 
at  night  or  in  the  early  morning  hours  and  were  re- 
lieved by  food  intake.  Some  of  the  patients  had  been 
admitted  initially  to  the  neuropsychiatric  service  and 
later  transferred  to  the  appropriate  service  after  hypo- 
glycemia was  discovered.  Six  of  the  15  presented 
symptoms  attributable  to  the  space-occupying  tumor 
and  only  later  developed  symptoms  of  hypoglycemia. 
The  duration  of  the  hypoglycemic  symptoms  was  gen- 
erally short,  even  though  the  tumors  in  all  instances 
were  large.  The  mass  weights,  which  were  recorded 
in  12  patients,  ranged  from  860  to  3,500  gm. 

In  most  of  these  patients,  physical  signs  of  an  in- 
trathoracic mass  were  demonstrable.  Clubbing  of  the 
fingers  was  noted  in  three  patients.  In  all  15  patients, 
a mass  was  seen  on  roentgenograms  of  the  chest.  In 
five  of  these,  chest  films  showed  the  tumor  one  to  12 
years  prior  to  the  onset  of  hypoglycemia.  In  one  pa- 
tient a tumor  of  the  diaphragm  had  been  removed 
seven  years  before  the  onset  of  hypoglycemia,  when 
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a huge  local  recurrence,  demonstrable  by  x-ray,  was 
present.  In  several  instances  the  infrapulmonary  loca- 
tion and  contour  of  the  tumor  led  to  confusion  be- 
tween a high  diaphragm  and  a neoplasm. 

Attempts  to  control  the  hypoglycemic  reaction  by 
diet  and  parenteral  glucose  resulted  in  limited  suc- 
cess. Partial  pancreatectomy  had  been  carried  out  in 
four  patients  and  biopsy  of  the  pancreas  in  one;  all 
without  benefit.  Three  of  these  patients  then  under- 
went thoracotomy  with  removal  of  the  tumor. 

Recurrence  of  the  neoplasm  with  fatal  hypogly- 
cemia occurred  in  one  patient  after  three  years.  Eight 
patients  were  apparently  well,  but  the  periods  of  fol- 
low-up were  comparatively  short,  less  than  one  year 
in  six  patients  and  less  than  three  years  in  the  other 
two  cases.  Postoperative  glucose  studies  showed  re- 
version to  normal  levels. 

Twelve  neoplasms  were  considered  to  be  pleural 
tumors  arising  from  the  diaphragm,  mediastinum,  or 
chest  wall,  while  three  were  thought  to  have  arisen 
from  the  lung. 

August6  reported  a case  of  hypoglycemia  secondary 
to  an  intrathoracic  tumor  with  insulin-like  activity  in 
an  82-year-old  woman.  The  tumor  weighed  1,370  gm„ 
and  an  insulin  assay  by  the  rat-hemidiaphragm  meth- 
od of  Vallance-Owen7  showed  insulin  activity  equal 
to  0.5  units  of  insulin  per  gm.  of  tissue.  From  this 
assay,  the  total  activity  of  the  tumor  was  calculated 
to  be  equivalent  to  about  600  units  of  insulin.  Histo- 
logical examination  of  this  mass  revealed  it  to  be  com- 
posed of  spindle-shaped  cells. 

There  is  divergence  of  opinion  about  the  mechanism 
for  production  of  the  hypoglycemia.  Does  the  tumor 
secrete  insulin  or  an  insulin-like  substance?  Does  it 
elaborate  a product  which  stimulates  the  pancreatic 
islet  cells  to  heightened  activity,  or  does  the  tumor 
simply  devour  and  destroy  glucose  with  extra  zeal? 

Only  one  step  remains  to  fulfill  the  spirit  of  Koch’s 
postulates,  paraphrased  to  fit  this  situation. 

1.  The  hypoglycemic  syndrome  has  been  found  in 
association  with  these  tumors. 

2.  The  deranged  metabolic  changes  have  reverted 
to  normal  on  removal  of  the  tumor. 


3.  Simultaneous  recurrence  of  the  tumor  and  de- 
ranged metabolic  syndrome  have  been  observed. 

4.  Extracts  of  the  tumor  produce  an  insulin-like 
effect  under  experimental  conditions. 

5.  So  far  as  we  know,  an  extract  of  one  of  these 
tumors  has  not  been  re-injected  into  the  cured  patient 
or  a normal  volunteer  with  production  of  hypogly- 
cemia. It  seems  that  this  step  alone  remains  to  dis- 
pel any  doubt  concerning  the  mechanism  of  produc- 
tion of  the  abnormal  glucose  level. 
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COSMETIC 

RHINOPLASTY 


WILLIAM  K.  WRIGHT,  M.D. 

Review:  Most  physicians  are  gratified 
when  restoration  of  nasal  function  also 
improves  appearance,  but  some  are  re- 
luctant to  recommend  rhinoplasty  entire- 
ly for  cosmetic  purposes.  However,  a 
cosmetic  operation  usually  can  be  of 
great  psychologic  benefit,  and  the  desire 
to  have  it  performed  is  not  “neurotic.” 
Presurgical  consultation  and  planning, 
operative  procedure,  and  psychiatric  in- 
dications are  described. 

RECONSTRUCTIVE  SURGERY  of  the  nose  emerged 
rather  early  as  a medical  specialty.  Ancient  Indian  and 
Egyptian  manuscripts  and  writings  of  pre-Christian 
Romans  refer  to  such  operations,  and  in  the  first  mil- 
lennium A.D.,  victims  of  war  and  violence  provided  am- 
ple subjects,  although  the  operation  more  often  than 
not  meant  replacing  the  entire  nose.  While  the  tech- 
niques were  limited  and  the  ratio  of  failures  was  high, 
the  records  nevertheless  show  that  there  were  many 
successes. 

Modern  rhinoplasty  owes  little  to  these  first  at- 
tempts. It  is  now  a sophisticated  means  of  reconstruc- 
tion using  hidden  intranasal  incisions.  The  original 
techniques  were  conceived  and  perfected  by  a New 
York  otolaryngologist,  Roe,1  who  wrote  extensively  on 
the  subject  between  1887  and  1915.  Joseph2  de- 
scribed intranasal  hump  removal  17  years  later  and 
mentioned  Roe’s  work.  During  this  pre-antibiotic  pe- 
riod, a few  otolaryngologists  (Gillies,  Smith,  and  oth- 
ers) contributed  to  rhinoplasty,  but  most  were  pri- 


marily involved  in  lifesaving  sinus  and  mastoid  sur- 
gery. However,  the  otolaryngologist  has  ideal  qualifi- 
cations for  reconstructive  surgery.  He  has  a detailed 
knowledge  of  nasal  anatomy  and  physiology,  and  the 
ability  to  see  and  operate  visually  through  small  open- 
ings. Therefore,  with  the  introduction  of  antibiotics 
some  25  years  ago,  otolaryngologists  naturally  re- 
newed their  interest  in  rhinoplasty,  and  today  they 
are  an  important  factor  in  the  increasing  popularity 
and  development  of  this  subject. 

The  commonly  known  functions  of  the  nose  are  to 
warm  and  humidify  the  inspired  air  and  to  differen- 
tiate and  distinguish  inhaled  odors.  A less  well-known 
function  is  to  provide  the  proper  amount  of  airway 
for  breathing.  An  inadequate  airway  can  become 
highly  distressing,  and  Ogura-1  has  shown  that  it  also 
affects  the  pulmonary  compliance.  On  the  other  hand, 
too  much  airway  produces  dryness  and  crusting,  and 
eventually,  various  degrees  of  atrophic  rhinitis.  Such 
conditions  are  brought  about  by  deformities  of  the  ex- 
ternal nose  and  septum  due  to  trauma,  birth  defects, 
infections,  and  inherent  genetic  factors.  Otolaryngolo- 
gists have  become  proficient  in  normalizing  these 
nasal  structures  and  functions. 

Many  of  these  corrections  also  improve  the  pa- 
tient’s appearance.  A wide  nose  in  a patient  with 
atrophic  rhinitis  becomes  more  delicate  and  refined 
after  the  narrowing  process  (Fig.  la).  Correction  of 
saddle  deformity  produces,  in  addition  to  much  bet- 
ter breathing,  a considerably  improved  appearance 
(Fig.  lb).  Straightening  a crooked  nose  produces  cos- 
metic as  well  as  functional  improvement  (Fig.  lc). 
As  long  as  better  cosmetic  appearance  is  concurrent 
with  improved  nasal  function,  physicians  feel  com- 
fortable. However,  many  doctors  continue  to  question 


Volume  63,  June,  1967 


63 


Fig.  1.  Physiologic  correction  of  nasal 
abnormalities  often  produces  coincidental 
improvement  in  appearance,  a.  Wide  air 
spaces  with  atrophic  rhinitis,  b.  Crushed 
saddle  nose  with  obstruction,  c.  Deviated 
nose  and  septum  with  obstructed  breathing 


the  indications  for  cosmetic  nasal  surgery  when  the 
nose  functions  normally.  These  misgivings  are  difficult 
to  understand.  It  is  certainly  not  a question  of  ability. 
The  nasal  structures  are  usually  symmetrical  and  as- 
sociated with  a straight  septum,  thus  the  operation  is 
simpler  and  the  results  more  dependable  than  when 
structural  abnormalities  exist. 

Hesitancy  apparently  stems  from  an  erroneous  con- 
cept that  cosmetic  surgery  is  the  work  of  a beauti- 
cian and,  therefore,  beneath  the  dignity  of  a physi- 
cian. There  is  also  fear  that  everyone  is  being  made 
to  look  alike,  and  that  patients  who  seek  cosmetic 
surgery  are  all  neurotic  and  might  better  seek  psy- 
chiatric consultation.  These  views  are  not  in  keeping 
with  the  widespread  acceptance  of  orthodontic  sur- 
gery and  the  therapy  for  disfiguring  skin  conditions 
such  as  acne  and  rhinophyma. 

In  defense  of  cosmetic  surgery,  the  following  illus- 
trative comments  are  offered:  (1)  Fig.  2 shows  the 
surgical  correction  of  nasal  hump  deformity.  Outside 
of  some  refinement  in  appearance,  the  patients  are 
not  made  to  “look  alike.”  While  only  three  cases  are 
illustrated,  this  observation  is  apparently  always  true 
of  this  type  of  cosmetic  surgery.  (2)  Every  physician 
is  continually  applying  nonpsychiatric  methods  in  the 
care  of  psychogenic  or  neurotic  problems.  Possibly  60 
percent  or  more  of  those  seeking  medical  consultation 
are  found  to  have  no  organic  disease.  Many  such 
symptoms  are  caused  by  anxiety  or  tension  associated 
with  low  self-esteem.  Research  has  established  the  re- 
lationship between  lowered  self-esteem  and  an  inferior 
body  image  in  the  mind  of  the  patient.  Ju4  believes 
that  a patient  frequently  rejects  his  own  body  image 
because  of  derogation  by  others.  He  then  develops  de- 
fense mechanisms  which  may  pattern  his  personality 
toward  self  effacement  and  ridicule,  pugnaciousness, 
or  complete  withdrawal.  Ju4  thinks  that  surgical  cor- 
rection done  in  time  can  reverse  or  prevent  develop- 
ment of  these  problems.  When  an  inferior  body  image 
has  a basis  in  a genuine  but  correctable  physical  de- 
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Fig.  2.  After  correction  of  nasal  hump 
deformity  there  is  improved  appearance, 
but  individual  facial  characteristics  are 
retained. 


feet  of  structures  such  as  the  nose,  ears,  chin,  or 
teeth,  cosmetic  surgery  can  achieve  a profound 
change  which  might  take  months  or  years  of  psy- 
chiatric therapy.  In  many  cases  it  can  also  be  used 
as  an  adjunct  to  psychotherapy. 

The  physician  should  recommend  cosmetic  rhino- 
plasty when  a malformed  nose  interferes  with  the  de 
velopment  of  true  personality.  In  our  society,  a pa- 
tient’s unhappiness  with  his  appearance  should  not 
be  shrugged  off  lightly.  There  are  social  and  economic 
pressures  mounting  for  presentation  of  an  acceptable 
face — to  remain  attractive — in  the  social  world  and 
at  work.  Although  these  achievements  are  possible 
through  cosmetic  rhinoplasty,  what  should  be  empha- 
sized is  the  psychological  improvement  which  fre- 
quently follows  the  operation. 

Even  so,  cosmetic  rhinoplasty  is  not  a panacea  for 
deep  and  fixed  psychiatric  disturbances.  The  physi- 
cian must  probe  the  patient’s  expectation  of  what  the 
operation  will  accomplish.  Many  personal  problems 
may  be  deeply  involved  with  his  deformity.  Should 
the  deformity  be  blamed  for  all  personal  failures,  if 
perfection  in  every  detail  and  a solution  to  all  prob- 
lems is  the  expectation,  disappointment  in  the  result 


Fig.  3.  Preoperative  sketches  with  facial  analysis 
allow  the  surgeon  to  harmonize  the  new  profile 
with  the  rest  of  the  face,  and  enable  the  patient 
to  be  more  realistic  in  his  expectations  regarding 
the  results  of  surgery. 
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of  the  operation  is  unavoidable.  The  surgeon  must 
look  for  emotionalism,  immaturity  and  exaggerated 
expectation.  He  must  then  present  realism  through 
objective  evaluation,  discussing  his  preoperative  and 
postoperative  routines,  and  making  sketches  of  what 
he  will  attempt,  but  not  promise,  to  achieve  (Fig.  3). 

In  this  discussion  it  should  be  emphasized  that  the 
object  of  surgery  is  not  to  make  a nose  like  Grace 
Kelly’s  or  Elizabeth  Taylor’s,  but  to  create  one  that 
will  harmonize  with  the  patient’s  own  face.  Basic  ob- 
servations on  esthetics  of  the  face  have  been  well 
known  for  years.  In  fact,  many  were  originally  de- 
scribed in  the  15th  century  by  Leonardo  da  Vinci.5 

In  essence,  it  is  only  by  adherence  to  strict  realism 
that  the  surgeon  is  in  a position  to  benefit  his  pa- 
tients physiologically,  psychologically  and  physically. 

Procedure:  Once  surgery  has  been  decided  upon,  and 
all  of  the  ramifications  have  been  discussed,  the  pre- 
operative routine  is  started.  For  a week  before  surgery, 
the  patient  receives  medications  to  induce  hemostasis 
and  to  minimize  edema  and  ecchymosis.  On  the  eve- 
ning before  the  operation,  the  patient  is  admitted  to 
the  hospital;  36  hours  later  he  is  home  again.  Cos- 
metic rhinoplasty  is  no  more  formidable,  and  is  con- 
siderably less  painful,  than  a tonsillectomy.  Local 
anesthesia  is  used  after  premedication  with  an  atarac- 
tic-barbiturate combination.  The  surgeon  generally  re- 
moves the  hump,  narrows  and  shortens  the  nose, 
and  refashions  the  nasal  tip;  and  may  implant  bone 
or  cartilage  to  correct  saddle  deformity.  Management 
of  the  nasal  septum  is  a major  factor  in  the  func- 
tional outcome.  Since  septal  deformities  and  abnor- 
malities of  the  nasal  aperture  and  valves  are  best 
corrected  simultaneously  with  rhinoplasty,  the  surgeon 
must  use  his  training  in  rhinology  and  nasal  physiol- 
ogy to  harmonize  all  nasal  components.  There  are  no 
visible  scars  unless  it  is  necessary  to  narrow  the  nos- 


trils, in  which  case  it  is  possible  to  place  the  incisions 
so  that  the  scars  are  virtually  invisible. 

The  patient  must  be  well  prepared  for  the  removal 
of  the  dressing,  approximately  seven  days  after  the 
operation.  He  must  understand  that  the  nose  will  not 
have  taken  its  final  shape,  and  that  the  acute  swell- 
ing is  sometimes  ten  days  to  two  weeks  in  subsiding. 
He  should  understand  that  the  last  of  the  swelling 
may  persist  for  several  months,  even  though  he  is  not 
really  aware  of  its  presence,  and  merely  notices  that 
his  nose  gradually  tends  to  improve  in  appearance.  In 
certain  situations,  such  as  in  patients  with  particularly 
oily  skin,  final  healing  may  take  as  long  as  two  years. 

Summary:  The  objective  of  cosmetic  rhinoplasty  is 
creation  of  a normal  nose  that  will  harmonize  with 
the  other  facial  features.  Such  reconstruction  is  gen- 
erally of  great  psychological  benefit  to  the  patient. 

Finally,  those  who  believe  that  cosmetic  rhinoplasty 
makes  all  people  look  alike  should  observe  groups  of 
patients  who  have  undergone  the  operation.  These  pa- 
tients do  not  look  alike  either  before  or  after  the  op- 
eration, but  retain  their  individual  characteristics. 
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OPHTHALMOLOGY 
IN  TEXAS 


HAROLD  E.  HUNT,  M.D. 

Review:  Ophthalmology  is  a growing  and 
developing  specialty  in  Texas.  Two 
branches  of  the  military  service  even  do 
most  of  their  main  eye  research  within 
the  state.  However,  many  areas  of  Texas 
are  still  without  specialists  to  take  care 
of  the  people’s  eye  needs. 

IN  THE  CURRENT  Membership  Directory  of  the  Texas 
Medical  Association  released  in  January,  1966,  there 
are  281  ophthalmologic  listings  and  125  oto-ophthal- 
mologic  listings,  making  a total  of  403.  There  are  a 
number  of  errors  in  these  listings;  nevertheless,  there 
are  approximately  400  people  in  the  Texas  Medical 
Association  engaged  in  the  practice  of  ophthalmology 
and/or  eye,  ear,  nose  and  throat  medicine. 

The  Texas  Ophthalmological  Association,  estab- 
lished in  1956,  is  only  about  ten  years  old.  It  has  at 
present  a membership  of  220. 

To  be  a member  of  the  association,  one  must  have 
practiced  ophthalmology  five  years,  and/or  have  board 
certification.  He  must  be  a regular  member  of  his 
county  medical  society,  having  practiced  in  his  county 
of  residence  three  years.  He  must  also  maintain  good 
moral  conduct.  There  are  limitations  to  this  organiza- 
tion. For  example,  some  ophthalmologists  are  ineligi- 
ble because  of  time,  because  of  transfer  of  member- 
ship from  one  county  or  state  to  another,  or  because 
of  newness  in  the  profession.  Nevertheless,  there  is  a 
great  potential. 

The  latest  supplement  and  Directory  of  the  Ameri- 

Presented  as  the  President's  Address  at  the  May,  1966 
meeting  of  the  Texas  Ophthalmological  Association,  Austin. 


can  Board  of  Ophthalmology  contains  ten  new  listings 
for  Texas.  This  coupled  with  the  previous  directory  of 
220,  gives  a total  of  230  certified  ophthalmologists  in 
Texas. 

Also,  there  are  now  50  certified  ophthalmologists 
in  Houston,  33  in  Dallas,  19  in  San  Antonio,  and  13 
in  Fort  Worth. 

The  size  of  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology  is  indicated  by  Nov.  18,  1965, 
figures,  which  show  6,161  active  members;  1,468  life 
fellows;  25  honorary  members;  139  inactive  mem- 
bers; 21  associate  fellows;  with  a total  of  7,814.  These 
figures  include,  however,  otolaryngologists  and  some 
others  in  related  fields  because  of  special  classifica- 
tions. 

The  state  is  well  represented  in  the  major  popula- 
tion centers  by  ophthalmological  associations.  There 
is,  for  instance,  an  eye,  ear,  nose,  and  throat  society 
in  Nueces  County;  an  ophthalmological  society  in 
Houston;  a society  of  ophthalmology  and  otolaryngol- 
ogy in  San  Antonio;  an  eye,  ear,  nose,  and  throat  so- 
ciety in  Fort  Worth;  an  academy  of  ophthalmology 
and  otolaryngology  in  Dallas;  and  a restricted  mem- 
bership organization  that  has  a social  as  well  as  sci- 
entific aspect  and  is  made  up  of  eye,  ear,  nose,  and 
throat  specialists.  This  last  organization  is  the  Texas 
Society  of  Ophthalmology  and  Otolaryngology  with 
187  members.  This  organization  has  no  economic,  po- 
litical, or  continuous  program  in  the  state  other  than 
its  annual  meeting  in  December.  Finally,  there  is  also 
an  active  Society  for  the  Prevention  of  Blindness, 
Texas  Section,  which  is  headquartered  in  Houston. 

Texas  has  had  an  impressive  background  in  pharma- 
ceutical companies  catering  to  the  eye.  The  oldest  ex- 
clusive eye  preparation  firm  in  the  United  States  was 
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established  in  1947  in  Fort  Worth  by  two  pharmacists, 
William  C.  Conner  and  Robert  D.  Alexander.  This  firm, 
now  known  as  Alcon  Laboratories,  Inc.,  first  produced 
Zincfrin,  a sterile  alkaline  ophthalmic  solution,  and 
now  produces  61  ophthalmic  products  and  employs 
over  70  scientific  personnel.  It  sells  in  50  states  and 
in  more  than  63  countries. 

Alcon  brought  forth  such  interesting  things  as  the 
first  Drop-Tainer  dispenser  in  1953.  In  April,  1961,  a 
new  three-building  facility  was  dedicated. 

Another  outstanding  pharmaceutical  company  of 
Texas  is  Professional  Pharmacal  Company,  Inc.,  of 
San  Antonio.  This  has  been  a specialty  company  that 
is  well  represented  in  the  exhibits  at  the  academy  and 
at  other  professional  meetings. 

There  are  many  other  companies  with  branches  in 
Texas  that  deal  in  the  pharmaceutical  field  of  oph- 
thalmology. 

Postgraduate  Training:  The  Postgraduate  Medical  As- 
sembly of  South  Texas,  Houston,  presents  each  sum- 
mer an  outstanding  ophthalmologic  program  with  two 
visiting  ophthalmologists.  Dallas  Southern  Clinical  So- 
ciety has  another  program  with  two  out-of-state  oph- 
thalmologists, holding  their  session  in  early  spring. 
The  Dallas  Society  presents  the  oldest  postgraduate 
program  in  the  state.  The  International  Medical  As- 
sembly of  Southwest  Texas  meets  every  year  in  San 
Antonio.  The  San  Antonio  Society  of  Ophthalmology 
and  Otolaryngology  presents  an  annual  program.  The 
Texas  Ophthalmological  Association  presents  an  an- 
nual program  in  conjunction  with  the  Section  on  Oph- 
thalmology at  the  Annual  Session  of  the  Texas  Medical 
Association.  In  addition,  several  medical  conventions 
in  the  state  annually  have  programs  of  interest  to 
ophthalmologists. 

Research:  Eye  Banks  are  well  represented  in  Texas 
with  pioneer  banks  at  Dallas,  Houston,  Tyler,  El  Paso, 


Amarillo,  Corpus  Christi,  and  San  Antonio.  This  is  a 
growing  field  due  to  the  need  of  vitreous,  scleral, 
corneal,  and  research  material. 

Within  the  last  three  years,  two  outstanding  books 
have  been  published  by  Texas  ophthalmologists:  Ocu- 
lar and  Adnexal  Tumors,  New  and  Controversial  As- 
pects (International  Symposium  on  Ocular  Tumors) 
edited  by  Milton  Boniuk,  published  by  the  C.V.  Mosby 
Company  in  1964;  and  Corneal  Contact  Lenses,  July, 
1964,  also  published  by  the  C.V.  Mosby  Company, 
edited  by  Louis  J.  Girard  in  association  with  Whitney 
G.  Sampson  and  Joseph  W.  Soper. 

Baylor  University  College  of  Medicine  is  giving  a 
training  course  for  ophthalmic  nurses,  a six-weeks 
course  given  four  times  a year  on  a Public  Health 
Service  Grant  by  the  US  Department  of  Health,  Educa- 
tion, and  Welfare.  The  College  has  also  pioneered  in 
giving  contact  lens  courses. 

Such  outstanding  research  organizations  and  phil- 
anthropic organizations  as  Houston  Endowment,  Inc.; 
Research  to  Prevent  Blindness,  Inc.;  Moody  Founda- 
tion; Eyes  of  Texas,  Inc.;  Sight  Foundation;  and  the 
Fondren  Association  have  provided  facilities  such  as 
the  tissue  culture  laboratory  at  Baylor;  the  biochem- 
istry laboratory;  and  equipment  for  laser  coagulation, 
electron  microscopy  and  cinemaphotomicrography, 
electrophysiology  and  electroretinographs. 

The  American  Academy  of  Ophthalmology  and  Oto- 
laryngology has  sponsored  a uveitis  survey  in  Texas. 
Contact  lens  research  and  courses  have  been  given. 

In  orthoptics,  a 1,000-patient  analysis  of  in  and  out 
patients  is  being  done  in  a new  series  at  Methodist 
Hospital,  Houston,  where  work-ups  are  being  done  on 
an  intensive  outpatient  series.  Also  a very  interesting 
research  item  has  been  brought  forth  on  congenital 
language  disorders  and  amblyopic  study  series. 

In  Galveston,  study  of  congenital  cataracts  and 
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basic  research  on  fibrinolytic  agents  have  been  done. 
In  Temple,  at  Scott  and  White  Memorial  Hospital  in- 
tensive research  has  been  done  on  herpes  simplex 
keratitis.  Also,  research  has  been  done  on  electropho- 
resis, early  cataracts,  and  traumatic  hyphema  in  ani- 
mals and  in  clinical  problems.  The  United  States  Air 
Force  School  of  Aerospace  Medicine  is  centered  in  San 
Antonio.  Lt.  Col.  James  F.  Culver  reports  that  re- 
sources are  used  in  three  major  ways:  (1)  education 
(300  hours  of  formal  teaching  per  year,  6 research 
papers  given  at  professional  symposia);  (2)  patient 
evaluation  for  space  program  candidates  (clinical  eval- 
uation for  flight  surgeons  and  ophthalmologists  in  the 
Air  Force  for  continuation  of  flight  training  and  flight 
work  among  their  officers);  and  (3)  research  (on  glau- 
coma, contact  lenses,  stereopsis,  space  and  optical 
aids  for  flyers,  and  color  vision).  It  is  interesting  to 
note  that  much  of  the  space  program,  ophthalmo- 
logically,  is  derived  from  work  done  in  Texas. 

Education:  The  training  offered  beginning  young  oph- 
thalmologists in  Texas  is  available  at  the  state’s  main 
medical  centers. 

In  Dallas,  Southwestern  Medical  School  obtained  its 
first  full-time  professor  of  ophthalmology,  assistant 
professor  John  R.  Lynn,  in  September,  1963;  a sec- 
ond, Dr.  Snyder,  who  specializes  in  treating  retinal 
detachment,  in  1966;  and  a third,  Dr.  Sexton, 
who  specializes  in  infections  and  immunologic  dis- 
eases, in  September,  1966.  This  eye  department  has 
a three-year  intensive  residency  program  through 
Parkland  Memorial  Hospital,  Children’s  Medical  Cen- 
ter, and  the  Veteran’s  Administration  Hospital.  There 
are  now  nine  residents. 

Southwestern  plans  to  increase  its  ophthalmic  clinic 
to  8,000  square  feet.  The  school  has  an  outstanding 
eye  bank,  an  eye  pathology  laboratory,  and  outpatient 
eye  department.  Surgery  done  in  1965  included  300 
procedures  by  residents  at  Parkland,  300  at  Veteran’s 


Administration,  and  60  at  Children’s  Hospitals.  The 
basic  science  course  is  either  given  at  Maine  or  at 
Harvard.  The  long-range  plan  is  to  replace  this  with  a 
local  course. 

Wilford  B.  Hall  US  Air  Force  Hospital  at  Lackland 
Air  Force  Base  at  San  Antonio  is  the  central  Air  Force 
hospital  and  has  the  only  resident  training  program  in 
ophthalmology  in  the  Air  Force.  It  is  the  central  eye 
bank  of  the  Air  Force  and  trains  six  residents  there.  It 
is  the  retinal  detachment  treatment  center  and  has  a 
photocoagulator.  Robert  B.  Green  Memorial  Hospital 
of  San  Antonio  has  positions  for  three  civilian  resi- 
dents, and  the  third-year  resident  at  Brooke  Army 
Hospital  rotates  through  the  program  at  Robert  B. 
Green. 

Santa  Rosa  Medical  Center  in  San  Antonio  cooper- 
ates with  the  Wilford  Hall  US  Air  Force  Hospital  with 
its  eight  teaching  ophthalmologic  members.  Brooke 
Army  Hospital’s  eye  service  was  begun  by  Dr.  Rex 
House  now  of  Corpus  Christi  and  John  L.  Matthews 
and  Alfred  Nisbet,  both  of  San  Antonio.  There  are  two 
full-time  ophthalmologists  here  and  it  is  planned  by 
1968  to  have  three  men  in  each  year  of  a three-year 
residency  program.  Robert  B.  Green  Hospital  does 
part  of  its  work  through  the  San  Antonio  State  Hos- 
pital. Also,  in  San  Antonio,  Baptist  Memorial  Hospital, 
a 486  bed  general  hospital,  has  a tonographic  station, 
a photocoagulator  and  a full-time  eye  section. 

An  exciting  future  is  planned  for  Southwestern  Med- 
ical Center  in  Dallas.  By  1975  there  will  be  ten  full- 
time ophthalmologists  in  a department  with  total 
personnel  of  70.  There  will  be  35,000  square  feet  of 
space  in  the  department  with  15,000  square  feet  de- 
voted to  research.  A total  annual  budget  will  be  $600,- 
000  to  $800,000;  whereas  the  department  is  now 
spending  $97,500  plus  a US  Public  Health  Service 
Grant  of  $38,000,  that  will  increase  to  $55,000  over 
the  next  five  years. 
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Also,  in  the  future  is  the  expansion  of  the  South 
Texas  Medical  School  which  is  predicted  by  Dr.  Carter 
Pannill,  dean,  to  have  eight  to  ten  eye  residents.  In 
eight  to  ten  years,  the  school  plans  to  have  a full- 
time head  for  the  department. 

Baylor  University  College  of  Medicine  conducts  its 
program  through  the  Veterans  Administration  Hospi- 
tal, Ben  Taub  General,  Methodist,  and  Texas  Children’s 
Hospitals.  Baylor  has  a three-year  residency  program, 
with  15  residents  and  four  teaching  fellows.  Also,  the 
graduate  program  is  progressing  towards  an  M.S. 
degree  in  ophthalmology.  There  are  six  full-time  oph- 
thalmologists on  the  Baylor  staff,  two  part-time  ones, 
and  18  on  the  teaching  staff.  Sixty-five  beds  are  cur- 
rently allotted  to  eye  patients,  with  12,000  square  feet 
given  to  research  space  and  $300,000  to  the  budget. 

Hermann  Hospital  in  Houston  is  affiliated  with  The 
University  of  Texas  M.D.  Anderson  Hospital  and  Tumor 
Institute  and  Southern  Pacific  Hospital  and  has  an 
ophthalmologic  teaching  staff  of  18  with  six  residents, 
two  per  year  for  a total  of  three  years. 

Galveston  has  a burgeoning  new  program  of  a 
three-year  residency  in  ophthalmology,  two  residents 
in  each  year,  making  a total  of  six.  The  first-year 
basic  science  course  is  given  at  Harvard.  The  average 
resident  performs  over  200  procedures  there.  There 
are  5,000  to  6,000  outpatient  department  visits  per 
year  and  400  to  500  hospital  admissions. 

Scott  and  White  Memorial  Hospital  is  affiliated  with 
the  Gulf,  Colorado,  and  Santa  Fe  Hospital,  the  Vet- 
erans Administration  Center  at  Temple  and  the  US 
Army  Hospital  at  Fort  Hood.  It  has  three  residents  in 
a three-year  program,  one  per  year,  and  a three- 
month  basic  science  course  at  Maine  is  given  at  the 
end  of  the  second  year.  There  will  be  available,  in 
1968,  57  residency  positions  in  Texas.  This  will  mean 


that  each  year  there  will  be  16  residents  ready  to  go 
out  in  the  practice  of  ophthalmology  on  a private, 
academic,  or  military  basis. 

These  figures,  of  course,  do  not  include  other  en- 
largements that  will  be  made  soon.  They  do  not 
count  the  new  South  Texas  Medical  School  and  its 
possibilities. 

These  figures  also  do  not  count  a growing  number 
of  fellows  in  such  institutions  as  Baylor  and  the  grow- 
ing program  in  the  masters  of  ophthalmology  that  will 
be  offered  at  that  institution. 

With  this  very  bright  picture,  there  are  still  areas  of 
the  state  that  are  not  covered  adequately.  For  the 
young  man  there  is  an  unlimited  opportunity  to  be  a 
pioneer  to  extend  ophthalmology  to  all  the  sections 
of  Texas.  There  is  a great  and  growing  field  in  aca- 
demic ophthalmology  and  research  in  this  state.  Re- 
search problems  and  research  programs  barely  have 
gotten  off  the  ground.  There  is  a growing  field  for  ur- 
ban ophthalmologists,  as  our  cities  continue  to  grow 
and  their  suburban  areas  continue  to  grow  even 
faster. 

Texas  has  more  standard  metropolitan  areas  than 
any  other  state.  We  have  a fine,  growing  State  Com- 
mission for  the  Blind  geared  now  to  rehabilitate  600 
persons  per  year,  and  soon  1,000.  An  excellent  Texas 
State  School  for  the  Blind  exists  with  numerous  pre- 
school and  public  school  programs  for  the  blind  and 
partially  seeing. 

Probably  it  would  be  safe  to  predict  a phenomenal 
growth  for  ophthalmology  in  this  state.  It  is  hoped  that 
the  Texas  Ophthalmological  Association,  an  infant  or- 
ganization itself,  will  be  in  the  forefront  of  this  growth. 

Dr.  Hunt,  150  Eighth  Street,  S.E.,  Paris  75460. 
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ETHION  POISONING 

ERIC  G.  COMSTOCK,  M.D.;  LAURA  BICKEL,  M.D.;  AND  ROBERT  A.  McCORMICK,  JR.,  M.D. 


Case  Report:  Ethion  poisoning  in  a six- 
month-old  boy  was  successfully  treated 
with  atropine  and  Protopam.  The  oral 
dose  of  ethion  was  15.7  mg.  per  kg.  of 
body  weight.  Symptoms  appeared  one 
hour  after  ingestion,  and  effects  persist- 
ed for  five  days.  Recovery  was  complete. 
The  clinical  management  and  choice  of 
drugs  is  discussed.  Ethion  was  recovered 
from  vomitus,  lavage  fluid,  and  stool.  The 
pattern  of  excretion  of  organic-ex- 
tractable phosphorus  in  the  urine  is 
presented. 

THE  ORGANIC  PHOSPHATE  ester  insecticides  are 
among  the  numerous  toxic  substances  available  to 
children  in  and  about  the  home.  The  best  known  is 
parathion  which,  as  a consequence  of  its  early  discov- 
ery and  use,  its  persisting  efficacy  as  an  economic 
poison,  and  its  extreme  potency,  has  become  a clini- 
cal prototype  for  this  group  of  toxic  substances.  Cau- 
tion must  be  used  in  applying  the  laboratory  and  clini- 
cal data  on  parathion  directly  to  other  phosphate 
esters,  since  the  variation  in  toxicity  of  members  of 
this  group  is  considerable.  In  poisoning  by  any  organic 
phosphate  ester,  the  rate  of  onset  and  duration  of 
clinical  manifestations  are  functions  of  the  insecticide 
involved,  of  the  route  of  administration,  and  of  the 
chemical  and  physical  characteristics  of  the  carrier. 

This  article  presents  the  first  published  case  of 
acute  intoxication  due  to  ingestion  of  ethion,  an  or- 
ganic phosphate  ester  insecticide,  and  introduces  lab- 
oratory methods  which  allow  identification  of  ethion 
in  gastric  lavage  fluid  in  less  than  one  hour. 

Ethion  has  the  structural  formula: 

C2H5O  S /OC2Hs 

Y Y 

/ \ / \ 

C2HsO  S-CHrS  OC.Hs 

The  chemical  name  is  0,  0,  O’O’-tetraethyl  S,  S’methy- 


lene bisphosphorodithioate.  Other  names  are  Niagara 
1240  and  Nialate.  Ethion  is  a general  insecticide  and 
ovacide,  and  is  effective  for  control  of  phytophagous 
mites  and  scale.  The  oral  lethal  dose  for  50  percent 
of  exposed  rats  is  208  mg.  per  kg.  of  body  weight 
(pure)  and  96  mg.  per  kg.  of  body  weight  (technical). 
Acute  dermal  toxicity  for  rats  is  915  mg.  per  kg.1 

Laboratory  Methods:  These  methods  were  developed 
for  use  in  this  case.  Most  have  general  application  to 
clinical  problems  in  the  diagnosis  and  management  of 
phosphate  ester  insecticide  poisoning. 

Ethion:  Detection  and  semiquantitation  of  ethion  in 
gastric  lavage  fluid  may  be  performed  in  less  than 
15  minutes  by  a technician  with  usual  clinical  labora- 
tory skills  using  a newly-developed  method  of  thin 
layer  chromatography.  Direct  application  to  the  chro- 
matographic plate  is  possible  when  the  concentration 
of  ethion  in  the  original  material  is  1 mg.  per  100  ml. 
or  more.- 

Organic  Extractable  Phosphorus:  The  acidic  inter- 
mediate products  of  ethion  hydrolysis  which  contain 
phosphorus  and  are  excreted  in  the  urine  can  be  ex- 
tracted with  organic  solvents  and  measured  as  total 
extractable  phosphorus.3 

Case  Report:  At  2 p.m.,  four  hours  prior  to  admission, 
a six-months-old  child  received  six  ounces  of  milk 
from  an  eight-ounce  bottle  used  previously  to  mea- 
sure a concentrated  solution  of  ethion  in  kerosene.  Af- 
ter sleeping  one  hour,  the  child  awakened  crying  and 
choking  on  frothy  saliva.  He  appeared  unable  to  con- 
trol his  head  and  limbs.  One-half  hour  later,  he  had  a 
watery  bowel  movement  and  became  limp.  Occasional 
twitching  movements  were  noted  in  the  hands  and 
around  the  mouth. 

At  6 p.m.  examination  revealed  a well-nourished, 
well-developed,  slightly  cyanotic  six-months-old  white 
boy  in  acute  distress,  with  a pulse  rate  of  200  per 
minute,  respiratory  rate  of  60  per  minute,  and  rectal 
temperature  of  99  F.  There  was  generalized  flaccid 
paralysis  and  areflexia.  Pain  evoked  a high-pitched  cry. 
Excessive  lacrimation  was  not  evident.  Pupils  were  pin- 
point and  nonreactive  to  light.  Eye  movements  were 
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purposeless;  salivation  was  excessive  but  not  copious. 
Respiration  was  entirely  diaphragmatic,  respiratory 
excursions  were  shallow,  and  intercostal  retraction 
was  noted.  Auscultation  revealed  generalized  rales  and 
ronchi  and  inspiratory  and  expiratory  wheezes.  There 
were  no  abnormal  heart  sounds.  The  liver  edge  was 
palpable  2 cm.  below  the  right  costal  margin  and  the 
lower  pole  of  the  spleen  was  palpable.  Bowel  sounds 
were  hyperactive. 

Results  of  laboratory  and  roentgenologic  studies 
are  shown  in  Table  1. 

Intravenous  administration  of  5 percent  dextrose 
in  quarter-normal  saline  facilitated  intravenous  injec- 
tions. Atropine  sulfate,  0.8  mg.,  was  administered  in- 
travenously and  was  followed  by  750  mg.  of  Protopam. 
Within  five  minutes  intercostal  respiration  was  re- 
sumed and  ventilation  improved;  pupils  dilated  slight- 
ly and  became  reactive  to  light;  pulmonary  rales  and 
wheezes  decreased;  and  spontaneous  movement  of 
the  extremities  was  noted.  The  level  of  consciousness 
improved.  The  patient  was  transferred  to  medical  in- 
tensive care.  At  7:05  p.m.  flaccid  paralysis  recurred 
and  the  level  of  consciousness  was  depressed.  Re- 
sponse was  obtained  from  0.4  mg.  of  atropine  and 
250  mg.  of  Protopam.  An  anesthesiologist  was  alerted, 
positive  pressure  respiratory  equipment  was  assem- 
bled, and  continuous  cardiac  monitoring  was  begun. 

At  7:25  p.m.,  respiration  again  became  predominant- 
ly diaphragmatic  and  pulmonary  rales  and  ronchi  in- 
creased. Intravenous  injection  of  atropine  was  inter- 
rupted at  0.3  mg.  by  respiratory  arrest.  Ventilation 
was  restored  through  an  endotracheal  tube  with  a 
Bird  respirator.  Only  transient  cyanosis  developed  dur- 
ing intubation.  Additional  1.2  mg.  of  atropine  was  ad- 
ministered followed  by  500  mg.  of  Protopam.  Immedi- 
ately after  the  Protopam,  emesis  occurred  producing 
100  ml.  of  milky  fluid  which  smelled  strongly  of  kero- 
sene. When  emesis  ceased,  gastric  lavage  was  per- 
formed. Over  the  next  two  hours  there  was  a gradual 
return  of  spontaneous  respiration,  reflexes,  and  con- 
sciousness. At  10  p.m.,  because  of  the  resistance  to 
positive  pressure  respiration  and  the  appearance  of  a 
gag  reflex,  the  endotracheal  tube  was  withdrawn. 

At  11  p.m.,  the  patient  was  responsive  and  actively 
sucking.  He  was  transferred  to  the  surgical  recovery 
room  because  of  the  greater  ease  in  management  of 
respiratory  emergencies.  Intravenous  atropine  admin- 


istration was  continued  at  hourly  intervals  with  the 
amount  determined  by  clinical  manifestations.  Intra- 
venous Protopam  administration  was  established  on  a 
schedule  of  250  mg.  every  six  hours.  At  midnight  pul- 
monary auscultatory  findings  were  near  normal,  and 
the  overall  clinical  status  was  good.  At  3 p.m.,  there 
was  a period  of  apnea  which  resolved  with  reposition- 
ing. A harsh  croupy  cough  first  was  noticed  at  this 
time;  an  oxygen  tent  with  continuous  mist  was  in- 
stalled. During  the  morning  it  was  apparent  that  0.2 
mg.  atropine  each  hour  was  not  adequate,  but  admin- 
istration of  two  consecutive  hourly  doses  of  0.4  mg. 
resulted  in  prompt  increase  of  temperature,  pulse,  and 
respiration  without  peripheral  vasodilation. 

During  the  entire  first  24  hours,  vital  signs  and  con- 
sciousness were  extremely  labile.  Near  midnight  of  the 
second  day,  a single  dose  of  atropine  was  omitted  be- 
cause the  patient  had  temperature  of  103.4  F.,  pulse 
rate  of  200,  respiration  of  60,  and  peripheral  dilata- 
tion. All  of  these  extremes  decreased  before  the  next 
hourly  dose  was  due  and  did  not  recur  although  0.4 
mg.  of  atropine  administration  was  administered  regu- 
larly, an  amount  which  earlier  was  not  tolerated  with- 
out obvious  signs  of  over-atropinization. 


May  31 

Later  Results 

X-rays: 

Skull 

Normal 

Chest 

Normal 

Atelectasis,  right  upper 
lobe,  June  2-4;  shown  to 
be  resolving  on  June  6. 

CSF 

Urine: 

Normal 

Sp.  gr. 

1.024 

Protein 

10  mg./24  hr. 

Sugar 

Negative 

Acetone 

Moderate  + 

PH 

5.5 

RBC 

0-1/h.p.f. 

WBC 

Blood: 

Hct.,  Hgb., 

2-3/h.p.f. 

RBC,  platelets 

Normal 

WBC 

SGPT,  SGOT, 

17,500 

Normal  on  June  2 

LDH 

Normal 

Glucose/100  ml. 

160  mg. 

90  mg.  after  24  hr. 

Serum  electrolytes 

Normal  through- 
out course 

Table  1.  Results  of  roentgenologic  and 
laboratory  studies. 


72 


TEXAS  MEDICINE 


Forty-eight  hours  after  ingestion  the  clinical  status 
was  stable  with  normal  vital  signs  and  eyes  slightly 
dilated  and  reacting  slowly  to  light.  Atropine  adminis- 
tration was  discontinued.  This  was  tolerated  well  for 
five  hours,  but  by  six  hours  it  was  evident  from  in- 
creasing salivation  and  decreasing  pupil  size  that 
atropine  had  to  be  resumed.  Atropine,  0.2  mg.  per 
hour,  was  given,  and  clinical  stability  was  attained 
without  evidence  of  over-atropinization.  After  21  more 
hourly  doses,  and  80  hours  after  ingestion,  the  atro- 
pine was  again  discontinued,  but  within  four  hours, 
pulmonary  rales  and  salivation  recurred.  Reestablish- 
ment of  atropine  at  0.4  mg.  per  hour  resulted  in  good 
clinical  control,  but  evidence  of  atropine  excess  devel- 
oped. Prior  to  injection,  the  patient’s  pupils  were 
dilated  but  reacted  slowly  to  light  and  peripheral  vaso- 
dilation was  normal.  Within  five  minutes  after  receiv- 
ing 0.4  mg.  of  atropine,  his  pupils  were  dilated  and 
fixed,  and  vasodilation  was  obvious  though  not  ex- 


treme. At  106  hours  after  ingestion  the  atropine  dos- 
age was  reduced  to  0.2  mg.  per  hour.  Evidence  of 
overatropinization  at  this  level  resulted  in  omitting  the 
hourly  dosage  intermittently  and  finally  discontinuing 
atropine  and  Protopam  126  hours  after  ingestion. 

Fig.  1 shows  the  course  of  vital  signs,  correlated 
with  atropine  administration,  during  the  first  seven 
hospital  days.  Urinary  excretion  of  extractable  phos- 
phorus is  shown  in  Fig.  2. 

The  infant  remained  under  clinical  surveillance  for 
two  days  after  the  medication  was  discontinued,  and 
he  showed  no  abnormalities  or  evidence  of  persisting 
injury.  He  was  discharged  nine  days  after  ingestion. 
Follow-up  examinations  after  one  week,  after  one 
month,  and  after  one  year  revealed  a child  with  nor- 
mal growth  and  development  for  his  age. 

Discussion:  This  case  exemplifies  one  of  the  hazards 
encountered  in  the  use  of  concentrated  economic 
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pesticides  in  the  home.'  Four  days  before  the  poison- 
ing occurred,  a concentrated  insecticide  containing 
14.28  percent  ethion  was  diluted  for  use.  A baby  bot- 
tle, conveniently  graduated  in  ounces,  was  used  to 
measure  the  concentrate.  After  the  bottle  was  emp- 
tied, it  was  set  down  in  the  garage;  at  some  later  time 
another  member  of  the  family  found  the  bottle  and 
returned  it  to  the  kitchen  where  it  was  used  for  feed- 
ing milk  to  the  child  without  removal  of  the  residue 
of  ethion. 

Management  of  Organo-phospiiate  Ester  Insecticide 
Poisoning:  Atropine,  as  a blocking  agent  for  the  mus- 
carinic effects  of  acetylcholine,  and  a reactivating 
agent  such  as  pralidoxime  chloride,  which  is  effective 
against  the  nicotinic  effects  of  acetylcholine,  are  both 
essential  elements  in  the  clinical  management  of  or- 
ganic phosphate  ester  insecticide  poisoning,  Omission 
or  inadequate  amounts  of  either  will  complicate  and 
prolong  the  symptomatic  interval.  Inadequate 
amounts  of  atropine  result  in  persistent  pulmonary 
congestion,  excessive  secretions  and  depressed  con- 
sciousness. Inadequate  amounts  of  reactivating  agent 
result  in  persistent  paralysis  and  prolong  the  need  for 
mechanical  ventilation. 

Criteria  for  Administration  of  Atropine:  In  treatment 
of  the  hypercholinergic  crisis,  atropine  is  administered 
for  one  purpose  only — to  attain  atropinization.  The 
attending  physician  should  not  allow  himself  to  be 
intimidated  by  the  size  of  dose  which  is  required.  In 
the  treatment  of  phosphate  ester  insecticide  poison- 
ing, the  criteria  we  used  for  omitting  atropine  dosage 
were  (1)  temperature  over  103,  (2)  pulse  rate  over 
200  per  minute,  (3)  respiration  over  60,  or  (4)  atro- 
pine “flush”  persisting  five  to  ten  minutes.  When  not 
in  continuous  attendance,  we  instructed  that  a sched- 
uled dose  of  atropine  should  be  omitted  pending  re- 
evaluation  of  atropine  dosage  when  any  one  of  the 
preceding  circumstances  occurred. 

Preservatives  in  Drug  Preparations:  Careful  attention 
should  be  given  to  the  formulations  of  pharmaceuti- 
cals used  in  the  treatment  of  intoxication  in  general 
and  insecticide  poisoning  in  particular.  Many  drugs 
include  preservatives.  Where  a choice  exists,  drugs 
containing  chlorinated  hydrocarbons  or  phenols  as 
preservatives  should  be  avoided.  In  one  case  not  yet 
reported,  the  volume  of  atropine  containing  0.5  per- 
cent chlorobutanol  as  a preservative  was  so  large  that 
serious  depression  may  have  occurred  as  the  result  of 
overdosage  of  chlorobutanol.  In  many  cases,  the  ex- 
act nature  of  the  toxic  substances  involved  is  not 
known  at  the  time  therapy  is  instigated;  the  use  of 


chlorinated  hydrocarbons  in  the  therapeutic  drugs  se- 
riously interferes  with  the  laboratory  procedures  re- 
quired to  identify  the  etiologic  basis  for  intoxication. 

Contraindicated  Drugs:  A number  of  drugs  used  in 
symptomatic  management  are  best  avoided  when 
treating  phosphate  ester  poisoning.  Potentiation  of 
anticholinesterase  effects  of  these  insecticides  occurs 
with  theophylline  and  aminophylline5  and  with  the 
phenothiazine  derivatives.6 

The  cardiac  glycosides,  morphine  and  pressor 
amines  also  should  be  avoided.  Salicylates  should  not 
be  used  for  control  of  temperature.  Our  own  experi- 
ence has  indicated  that  signs  of  salicylate  intoxica- 
tion appear  at  blood  levels  which  ordinarily  are  well 
tolerated. 

Toxicity  of  Ethion:  The  ethion  concentration  in  the 
milk  remaining  in  the  bottle  was  0.8  mg.  per  ml.  With 
the  ingestion  of  six  ounces  of  milk,  the  oral  dose  must 
have  been  144  mg.  The  ethion  recovered  in  the  col- 
lected vomitus  and  gastric  lavage  fluid  was  22.4  mg. 
reducing  the  maximum  dose  to  about  121  mg.  As- 
suming the  infant's  weight  to  be  17  lb.  or  7.7  kg., 
this  represents  a dose  of  15.7  mg.  per  kg.  The  con- 
sensus of  attending  physicians  in  this  case  is  that 
the  child  would  have  died  without  treatment. 

In  order  to  obtain  an  approximate  check  on  these 


Fig.  2.  Urinary  excretion  of  organic  phosphorus. 
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calculations,  the  exposure  situation  was  reproduced. 
The  original  concentrate  was  used  to  fill  an  eight-ounce 
baby  bottle.  The  concentrate  was  then  poured  out, 
and  the  adhering  film  was  collected  by  prolonged 
draining  into  a volumetric  cylinder.  The  volume  recov- 
ered on  repeated  trials  averaged  1.3  ml.  From  the 
stated  concentration  of  14.28  percent  ethion,  this 
can  be  calculated  to  represent  186  mg.  The  analysis 
of  ethion  content  of  the  milk  remaining  in  the  bottle 
was  0.8  mg.  per  ml.  or  192  mg.  in  the  original  eight 
ounces  of  milk. 

Incubation  Period  and  Duration  of  Effects  of  Ethion. 
The  delay  between  the  ingestion  of  ethion  and  man- 
ifestation of  the  clinically  significant  symptoms  was 
one  hour.  The  duration  of  effects  was  between  four 
and  five  days.  Attempts  to  discontinue  atropine  80 
hours  after  ingestion  resulted  in  the  development  of 
symptoms  within  four  hours.  If  tolerance  for  atropine 
is  a criterion  of  intensity  of  insecticide  effect,  then  not 
only  is  the  duration  of  action  of  ethion  prolonged 
(five  days),  but  the  maximum  effect  also  is  delayed 
several  days  after  ingestion.  The  greatest  tolerance 
for  atropine  was  on  the  fourth  day  (see  Fig.  1). 

The  prolonged  requirement  for  atropine  in  this  case 
of  ethion  poisoning  is  in  sharp  contrast  with  re- 
sponses reported  in  cases  of  parathion  poisoning. 
Quinby  (1961)7  reported  a case  of  parathion  poison- 
ing in  a two-year-old  boy  where  atropine  totalling  5.1 
mg.  was  administered  within  the  first  eight  hours; 
while  response  to  atropine  occurred,  it  was  transient. 
The  administration  of  250  mg.  of  2-PAM  resulted  in 
prompt  response  with  recovery  requiring  no  further 
medication. 

In  a second  case  of  parathion  intoxication  reported 
by  Quinby  (1963), 8 atropine  was  given  during  the  two 
hours  after  ingestion,  but  satisfactory  clinical  response 
occurred  only  after  administration  of  2-PAM  was  start- 
ed six  and  one-half  hours  after  the  onset  of  symptoms. 
Three  and  one-half  hours  later,  the  clinical  status  was 
good  and  no  further  therapy  was  required. 

Kopel  and  associates  (1962)°  reported  a case  of 
parathion  poisoning  in  an  18-month-old  girl  where  a 
total  dose  of  1.9  mg.  of  atropine  during  the  first  four 
hours  resulted  in  transient  improvements;  satisfactory 
clinical  response  followed  the  use  of  2-PAM,  150  mg. 
at  3.5  hours  and  250  mg.  at  11  hours.  A final  dose  of 
250  mg.  was  administered  at  36  hours.  While  the  final 
result  was  satisfactory,  more  vigorous  use  of  atropine 
with  the  2-PAM  might  have  shortened  the  sympto- 
matic interval. 

In  contrast,  the  treatment  of  malathion  intoxication 


with  atropine  and  2-PAM  in  a 46-year-old  woman  was 
reported  by  Richards.10  This  patient  became  uncon- 
scious when  atropine  was  withheld  as  late  as  four  and 
one-half  days  after  ingestion  of  malathion.  The  total 
interval  of  atropine  therapy  was  eight  and  one-half 
days,  with  a total  dose  of  850  mg.  Recovery  appeared 
to  be  complete  and  the  patient  was  discharged  from 
the  hospital  23  days  after  the  onset  of  poisoning. 

Ethion  in  its  original  form  is  not  excreted  in  the 
urine.  The  organic  phosphate  could  be  extracted  only 
after  the  specimens  were  made  acid  with  sulfuric  acid. 

As  yet  there  is  no  conclusive  proof  that  the  phos- 
phate measured  was  derived  from  the  ethion  ingested. 
Thin-layer  chromatographic  separation  of  the  acid  ex- 
tractable material,  however,  yields  numerous  sub- 
stances which  contain  organic  phosphorus  and  also 
are  positive  for  tests  for  organic  sulfur.  It  is  believed 
that  these  acidic  organic-extractable  substances 
which  contain  both  phosphorus  and  sulfur  represent 
partial-hydrolysis  products  of  ethion.  Their  chemical 
structure  is  being  investigated. 

There  is  chromatographic  evidence  of  abnormal  ex- 
cretion of  amino  acids  in  the  urine  throughout  the 
clinical  course.  Whether  this  relates  to  the  principal 
disease  or  is  secondary  to  starvation  or  other  non- 
specific effects  is  not  certain. 
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CLINICOPATHOLOGIC 

CONFERENCE 


SLOAN  LEONARD,  M.D.;  DICK  NORGAARD,  M.D 
FLOYD  RECTOR,  M.D.;  LEONARD  MADISON,  M 
EDWIN  EIGENBRODT,  M.D. 

A man,  62,  had  periods  of  confusion  for 
two  weeks  and  fainted  11  times  the  day 
before  he  was  brought,  unconscious,  to 
the  hospital.  History  included  a stroke 
with  hemiparesis  nine  years  earlier,  and 
alcoholism  until,  but  not  since,  1957.  On 
admission,  his  CSF  was  normal,  and  phy- 
sical and  neurological  findings  were  un- 
remarkable. He  had  severe  acidosis  and 
hypokalemia;  tachycardia  developed,  and 
the  patient  died. 

Dr.  Norgaard:  This  62-year-old  Negro  man  was  in 
an  unresponsive  state  when  admitted  to  Parkland 
Memorial  Hospital  for  the  second  and  last  time  at  2 
a.m.,  Aug.  14,  1966.  He  had  been  well  until  two  weeks 
prior  to  admission,  during  which  time  his  wife  noted 
recurrent  episodes  of  confusion  and  garbled  speech. 
The  day  before  admission,  the  patient’s  gait  became 
extremely  unsteady,  and  he  fell  11  times  during  the 
day.  No  history  of  seizures  was  elicited,  but  the  pa- 
tient was  incontinent  of  urine.  He  was  more  difficult  to 
arouse  after  each  fall,  and  was  finally  carried  to  his 
bed  because  of  unresponsiveness.  His  condition  failed 
to  improve  after  several  hours  of  bed  rest,  and  he  was 
brought  to  the  emergency  room. 

Pertinent  past  history  included  a previous  admis- 
sion to  Parkland  Memorial  Hospital  in  1957  for  hyper- 
tension, subarachnoid  hemorrhage,  and  right  hemi- 

This  is  the  twelfth  in  a series  of  clinicopathologic  confer- 
ences from  The  University  of  Texas  Southwestern  Medical 
School  and  Parkland  Memorial  Hospital  in  Dallas.  Guest  editor 
for  the  series  is  Dr.  Bruce  D.  Fallis,  professor  of  pathology. 
Participants  this  month  are  Drs.  Sloan  Leonard,  resident  in 
pathology;  Dick  Norgaard,  resident  in  internal  medicine;  Dan 
Foster,  assistant  professor  in  internal  medicine;  Norman 
Carter,  associate  professor  in  internal  medicine;  Floyd  Rector, 
associate  professor  in  internal  medicine;  Leonard  Madison, 
professor  in  internal  medicine;  John  Baum,  assistant  professor 
in  internal  medicine;  and  Edwin  Eigenbrodt,  assistant  pro- 
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paresis.  He  had  been  lost  to  follow-up  since  1964. 
There  was  a history  of  heavy  alcoholic  intake  prior  to 
1957,  with  sharp  curtailment  since.  No  history  of  re- 
cent intake  of  alcohol  could  be  elicited. 

Physical  examination  showed  a well-developed,  well- 
nourished,  unkempt  elderly  Negro  man  who  was  es- 
sentially unresponsive  to  external  stimuli.  Blood  pres- 
sure was  180/120  mm.  of  mercury,  pulse  60  and 
regular,  and  respirations  20  and  unlabored.  Skin  tur- 
gor was  good.  There  were  numerous  old  scars,  but 
there  was  no  external  evidence  of  recent  head 
trauma.  The  pupils  were  equal  and  reactive  to  light. 
Funduscopic  examination  revealed  clear  disc  margins, 
arteriolar  narrowing  with  increased  light  reflex,  and 
numerous  old  exudates.  Examination  of  the  mouth  re- 
vealed a lacerated  gum,  and  fresh  blood  was  present 
in  the  oral  cavity.  The  neck  was  supple.  The  lungs 
were  clear  except  for  coarse  rhonchi  which  obscured 
the  heart  sounds.  The  liver  was  palpable  two  finger- 
breadths  below  the  right  costal  margin.  Examination 
of  the  hands  and  feet  revealed  clubbing  without 
cyanosis;  the  clubbing  had  been  present  on  his  pre- 
vious admission  and  probably  for  most  of  his  life. 
The  neurological  examination  revealed  intact  corneal 
reflexes  and  no  facial  asymmetry.  The  deep  tendon 
reflexes  were  generally  hypoactive.  No  pathologic  re- 
flexes were  elicited. 

Initial  laboratory  studies  showed  the  following  val- 
ues: hemoglobin,  13  gm.  per  100  ml.;  hematocrit,  42 
percent;  and  white  blood  cell  count,  8,600  per  cu. 
mm.  The  urine  was  hazy  with  specific  gravity  1.008 
and  pH  5.5;  it  showed  no  albumin,  sugar,  or  acetone. 
Blood  chemistry  values  are  given  in  Table  1.  Lumbar 
puncture  produced  clear  cerebrospinal  fluid  with  an 
opening  pressure  of  210  mm.  of  water;  the  fluid  con- 
tained no  leukocytes,  20  erythrocytes  per  cu.  mm., 
glucose  60  mg.  per  100  ml.,  and  protein  30  mg.  per 
100  ml.  Roentgenograms  of  the  chest  and  skull  re- 
vealed no  abnormalities  except  for  slight  cardio- 
megaly.  jWSp 
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At  8 a.m.  the  patient  had  deep,  rapid  respiration, 
and  his  blood  pressure  was  130/80.  The  deep  tendon 
reflexes  were  absent.  Shortly  thereafter  the  patient 
had  a generalized  tonic-clonic  seizure  and  became 
hypotensive  and  cyanotic.  Electrocardiograms  revealed 
a bizarre  supraventricular  tachycardia  which  rapidly 
changed  to  ventricular  tachycardia.  Pronestyl,  250 
mg.,  was  given  intravenously,  and  the  tachycardia 
was  abolished.  The  patient  also  received  Dilantin, 
100  mg.,  and  phenobarbital,  100  mg.,  intramuscular- 
ly. An  Aramine  infusion  was  begun  in  an  attempt  to 
raise  his  blood  pressure.  Arterial  blood  pH  at  this  time 
was  6.85,  and  serum  lactate  was  64  mg.  per  100 
ml.  (normal,  5-15  mg.).  Intermittent  positive  pressure 
breathing  via  an  endotracheal  tube  was  begun.  One 
ampule  of  sodium  bicarbonate  was  given  intravenous- 
ly, and  another  added  to  his  intravenous  fluid.  Blood 
pressure  remained  low  despite  Aramine  and  Isuprel, 
and  an  intravenous  Levophed  drip  was  begun.  A re- 
peat arterial  pH  after  six  ampules  of  bicarbonate  was 
below  6.5.  Over  the  next  few  hours  the  patient  had 
several  focal  seizures  with  no  change  in  his  blood 
pressure  or  general  condition. 

The  arterial  pH  at  2:45  p.m.,  after  approximately 
15  ampules  of  bicarbonate,  was  7.02.  The  patient’s 
respiration  had  become  ineffective,  and  automatic 
cycling  of  the  respirator  was  necessary.  The  blood 
pressure  remained  undetectable  despite  palpable  fem- 
oral pulses.  Central  venous  pressure  was  zero.  Intra- 
venous bicarbonate  and  Levophed  were  continued. 
The  pupils  were  dilated  and  fixed.  Shortly  before  mid- 
night the  patient  had  another  run  of  ventricular  tachy- 
cardia which  progressed  rapidly  to  asystole.  He  died 
at  12:10  a.m. 


Clinical  Discussion:  Dr.  Dan  Foster:  This  man  pre- 
sumably had  cerebral  atherosclerosis  which  was 
first  manifested  in  1957  by  a stroke  with  subarach- 
noid hemorrhage  and  right  hemiparesis.  For  two 
weeks  prior  to  his  last  admission,  he  had  episodes 
of  confusion  and  garbled  speech,  which  I would  also 
interpret  to  be  the  result  of  cerebral  atherosclerosis. 
On  the  day  before  admission  he  apparently  fainted  at 
least  11  times  before  lapsing  into  unconsciousness. 
Neurologic  exam  revealed  no  localizing  signs,  and  his 
cerebrospinal  fluid  was  essentially  normal.  Six  hours 
after  admission  he  developed  deep  and  rapid  respira- 
tion accompanied  by  laboratory  data  indicative  of  se- 
vere metabolic  acidosis.  At  this  time,  or  shortly  there- 
after, he  presumably  developed  ventricular  tachy- 
cardia. 

I believe  the  patient  had  generalized  cerebral 
atherosclerosis  with  major  involvement  of  the  verte- 
bral-basilar system  to  account  for  the  loss  of  con- 
sciousness without  localizing  neurologic  signs.  It  is 
possible,  however,  that  cerebral  atherosclerosis  was 
not  his  only  disease.  The  multiple  episodes  of  confu- 
sion and  the  fainting  spells  could  have  represented 
Stokes-Adams  attacks  caused  by  episodes  of  ventricu- 
lar tachycardia  occurring  on  a background  of  coronary 
artery  disease.  His  final  unconsciousness,  then,  might 
have  resulted  from  a more  severe  and  sustained  car- 
diac arrhythmia  with  prolonged  cerebrovascular  in- 
sufficiency and  tissue  necrosis.  The  episodes  of  tachy- 
cardia were  presumably  episodic  initially,  because  no 
arrhythmia  was  present  on  admission.  Recurrence  of 
the  ventricular  tachycardia  shortly  after  admission 
could  have  led  to  hypotension  and  vascular  collapse. 


Time  

Blood  urea  nitrogen 
mg./lOO  ml. 

Glucose,  mg./lOO  ml. 

C02  content,  mEq./liter 
Cl,  mEq./liter 
Na,  mEq./liter 
K,  mEq./liter 
arterial  pH 


Table  1.  Laboratory  Data. 


3 a.m. 

9 a.m. 

10:30  a.m.  12:30  p.m. 

12:45  p.m.  2:45  p.m. 

7:30  p.m. 

11:15  | 
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13 
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99 
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85 

138 
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144 
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1.9 

2.6 

6.85  <6.5  7.02 
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As  a consequence  of  inadequate  perfusion  of  the  tis- 
sues, activation  of  glycolysis  would  have  occurred  with 
the  development  of  the  severe  lactic  acidosis  with 
which  he  died.  My  impression  would  be,  then,  that 
the  patient  had  cerebral  and  coronary  atherosclerosis, 
and  that  an  episode  of  ventricular  tachycardia  caused 
both  the  coma  and  shock  leading  to  terminal  sec- 
ondary lactic  acidosis. 

One  other  point  should  be  made.  The  patient  had 
clubbing  of  the  fingers.  If  this  clubbing  had  been  of 
recent  development,  one  would  have  to  think  about 
more  bizarre  possibilities  for  the  clinical  picture,  for 
example,  the  development  of  a lung  tumor  with  me- 
tastasis to  the  brain  stem.  Since  in  this  case  the 
clubbing  was  apparently  present  for  most  of  the  pa- 
tient’s life,  it  probably  represents  the  familial  Marie- 
Bamberger  syndrome  and  cannot  be  taken  as  a clue 
to  his  fatal  illness.  The  familial  form  of  clubbing  ap- 
pears at  about  the  age  of  10  years,  soon  becomes 
stationary,  and  is  not  associated  with  cardiac  or  pul- 
monary disease. 

Dr.  Carter:  I agree  with  Dr.  Foster’s  final  conclu- 
sion. The  patient  apparently  had  a potassium  defi- 
ciency on  admission,  and  this  suggests  the  possibil- 
ity of  an  acute  intra-abdominal  crisis  with  formation 
of  copious  exudate.  In  a chronic  alcoholic  the  possi- 
bility of  acute  pancreatitis  should  be  considered.  We 
do  not  have  a serum  amylase  value,  and  I see  no 
way  to  establish  or  exclude  such  a diagnosis. 

With  regard  to  treatment,  this  patient  had  extreme- 
ly severe  acidosis.  Data  from  laboratory  animals  indi- 
cate that  acidosis  of  sufficient  severity  produces  irre- 
versible tissue  injury;  although  no  precise  figures  are 
available,  irreversible  injury  probably  occurs  at  an  ar- 
terial pH  somewhat  less  than  6.8.  Our  patient  ob- 
viously was  at  or  below  that  point.  In  severe  acidosis, 
hypotension  cannot  be  corrected  by  vasopressors,  in- 
cluding angiotensin.  This  patient  was  given  some  660 
mEq.  of  sodium  bicarbonate,  or  roughly  4 liters  of 
isotonic  bicarbonate  solution,  and  it  is  doubtful  if 
more  rapid  administration  of  bicarbonate  could  have 
been  done  without  injury  of  the  heart  and  lungs.  In 
such  extreme  cases  of  acidosis,  peritoneal  dialysis 
with  bicarbonate  solutions  might  be  co^  ' n an 

attempt  to  break  the  vicious  cycle  of  sf  ,ac- 

tic  acidosis.  In  our  experience  such  di”1  not 

been  successful,  but  it  probably  she  in 

extreme  cases  such  as  this  or 

Dr.  Rector:  It  is  obvious  the  e 

■ -rl  „ ...  * 

lactic  acidosis.  In  general,  I. 


suspected  when  acidosis  occurs  in  association  with 
severe  tissue  hypoxia.  Such  tissue  hypoxia  may  be 
caused  by  severe  anemia,  pulmonary  disease,  or  poor 
circulation.  Lactic  acidosis  should  also  be  suspected 
whenever  the  carbon  dioxide  content  is  extremely 
low,  and  the  serum  sodium  and  chloride  levels  are 
relatively  normal.  Such  values  indicate  a large  body 
of  unexplained  anions.  If  renal  failure  manifested  by 
azotemia  and  elevated  creatinine  is  absent,  you  should 
immediately  suspect  that  the  unexplained  axions  are 
organic  acids.  If  by  testing  the  urine  and  blood  for 
ketone  bodies  you  can  exclude  ketoacidosis,  the  pre- 
sumptive diagnosis  is  lactic  acidosis. 

If  the  cause  of  lactic  acidosis  can  be  removed  by 
establishing  adequate  tissue  oxygenation,  the  acidosis 
disappears  spontaneously  with  amazing  rapidity  as 
the  lactic  acid  is  oxidized.  Several  years  ago  we  saw  a 
woman  whose  hemoglobin  level  was  approximately  1 
gm.  per  100  ml.  and  whose  carbon  dioxide  content 
was  less  than  3 mEq.  per  liter.  She  was  placed  at  bed 
rest  and  given  oxygen  by  mask,  and  within  an  hour 
and  a half  her  carbon  dioxide  content  had  risen  to 
20  mEq.  per  liter  without  any  other  treatment.  On 
the  other  hand,  if  tissue  hypoxia  cannot  be  corrected, 
continued  production  of  lactic  acid  makes  the  acidosis 
difficult  to  correct.  This  was  seen  in  our  present  case. 
Altogether  this  patient  was  given  at  least  600  mEq. 
of  sodium  bicarbonate.  If  the  volume  of  distribution 
of  bicarbonate  is  calculated  on  the  basis  of  total  body 
water,  this  treatment  should  have  increased  the  car- 
bon dioxide  content  by  20-25  mEq.  per  liter.  Yet  there 
was  no  response,  indicating  a high  rate  of  continued 
acid  production.  Diabetic  ketoacidosis  and  lactic  aci- 
dosis are  the  only  circumstances  where  this  would 
occur.  Since  ketoacidosis  can  be  excluded  by  simple 
tests  of  blood  and  urine,  the  presumptive  diagnosis 
of  lactic  acidosis  can  be  made  even  though  you  may 
not  have  a determination  of  serum  lactic  acid. 

As  Dr.  Carter  mentioned,  this  patient  had  potas- 
sium deficiency.  The  initial  level  of  serum  potassium 
was  4.5  mEq.  per  liter,  when  the  carbon  dioxide  con- 
tent was  only  12,  and  this  would  make  you  susdp''+ 
that  there  was  at  least  mild  potassium  def’’ 
However,  later  the  serum  potassii 
per  liter  at  the  time  the  blood  p 
indicates  severe  potassium  deficient 
the  serum  pH  by  0.1  pH  ■ -it  raises  t 
sium  concentration  by  ee  .5  to  1 . 

If  pH  is  raised,  potassium  is  lowered  in  the  same  pro- 
3/tion.  Our  patient  had  severe  acidosis  with  a p’ 
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value  about  0.5  units  less  than  normal.  Correcting 
this  acidosis  would  lower  serum  potassium  concen- 
tration several  milliequivalents  per  liter  and  would  pre- 
cipitate severe  hypokalemia  with  a potentially  lethal 
cardiac  arrhythmia.  This  apparently  did  occur;  when 
the  pH  reached  7.02,  the  serum  potassium  had  fallen 
to  2.8  mEq.  per  liter,  presumably  due  to  a massive 
shift  of  potassium  back  into  the  cells.  Acute  hypo- 
kalemia with  cardiac  arrhythmia,  therefore,  probably 
was  the  cause  of  death. 

Dr.  Madison:  The  patient  had  a lactate  concentra- 
tion of  7 mEq.  per  liter.  Although  this  is  certainly  an 
elevated  lactate  level,  it  does  not  seem  high  enough 
to  account  for  his  extraordinarily  severe  and  unrelent- 
ing acidosis.  The  patient  was  an  alcoholic,  and  the 
possibility  of  methyl  alcohol  poisoning  should  be 
considered.  Methyl  alcohol  poisoning  also  produces 
severe  acidosis  with  apparent  anion  deficit. 

Dr.  Baum:  Although  most  of  the  discussion  has 
centered  on  electrolyte  disturbances,  it  should  be 
pointed  out  that  the  patient’s  neurological  symptoms 
apparently  started  two  weeks  before  admission.  When 
you  deal  with  a chronic  alcoholic  patient,  you  have 
to  assume  that  the  history  is  likely  to  be  incomplete. 
I think  that  a chronic  subdural  hematoma  might  have 
been  present  and  produced  the  early  neurologic  symp- 
toms. 

Pathological  Findings:  Drs.  Leonard  and  Eigenbrodt: 
The  gross  findings  at  necropsy  included  car- 
diac hypertrophy  (predominately  left  ventricular), 
acute  bronchitis  and  focal  bronchopneumonia,  severe 
pulmonary  congestion  and  edema,  petechiae  and  mi- 
nute erosions  of  the  gastric  mucosa,  and  acute  con- 
gestion of  the  brain  and  kidneys.  The  brain  weighed 
1,350  gm.,  and  multiple  sections  revealed  only  acute 
congestion  and  small  old  infarcts  involving  the  left 
global  pallidus  and  the  dorsal  part  of  the  pons.  The 
gross  lesions  gave  no  clue  as  to  the  nature  of  the 
terminal  disease. 

Microscopic  study  of  the  kidneys  revealed  that 
many  of  the  renal  tubules  contained  birefringent  crys- 
tals of  various  shapes — rhomboids,  splinters,  and 
sheaves.  These  crystals  lay  within  the  tubules,  and 
'a r epithelial  cells  were  normal  by  light  mi- 
•i  ?.).  Otherwise,  the  kidneys  were 
crystals  had  the  typical  struc- 
late  crystals,  and  this  composition 
histocher  al  means.3  Deparaffin- 
o a expos  a dilute  acetic  acid  to 
move  dicarboxylic  acids  other  than  oxaiic  acid  and 


were  then  heated  for  a short  time  to  convert  any 
oxalate  present  to  carbonate.  The  presence  of  car- 
bonates was  determined  by  placing  a drop  of  con- 
centrated sulfuric  acid  at  the  edge  of  a cover  slip  and 
observing  the  formation  of  bubbles  of  carbon  dioxide. 
Oxalic  acid  alone  among  the  dicarboxylic  acids  will 
give  a positive  result  with  this  procedure,  and  the  re- 
sult was  strongly  positive  in  the  present  case.  Small 
numbers  of  oxalate  crystals  were  also  present  micro- 
scopically in  the  heart  and  brain,  especially  in  the 
walls  of  small  blood  vessels  (Fig.  3).  Small  numbers 
of  neutrophilic  leukocytes  were  present  around  the  ox- 
alate crystals  in  the  interstitial  spaces  of  the  myocar- 
dium, in  the  perivascular  spaces  of  the  brain,  and  in 
the  subarachnoid  space,  but  neither  the  myocardial 
fibers  nor  the  neurons  sfiowed  any  structural  ab- 
normalities. A few  oxalate  crystals  were  present  with- 
in thyroid  follicles. 

Although  occasional  oxalate  crystals  can  be  found 
in  the  kidneys  in  a variety  of  diseases,  large  deposits 
of  oxalate  crystals  in  the  kidneys  occur  in  only  two 
known  conditions,  primary  oxalosis  and  ingestion  of 
ethylene  glycol.  Primary  oxalosis  is  mainly  a disease 
of  childhood  and  is  characterized  by  large  intratubular 
and  interstitial  oxalate  deposits  in  the  kidneys  with  re- 
sultant interstitial  inflammation  and  fibrosis,  and  slow- 
ly progressive  renal  failure.1  Clearly  the  present  case  is 
not  an  example  of  primary  oxalosis. 

Ethylene  glycol  (1,2-ethanediol,  HOCH.CH.OH)  is  a 
colorless,  odorless  liquid  and  has  a pleasant,  bitter- 
sweet taste  which  imparts  a warm  sensation  similar 
to  vodka  after  ingestion.  It  is  a component  of  most 
commercial  antifreeze  compounds  and  constitutes 
close  to  100  percent  by  volume  of  some  permanent- 
type  antifreeze  compounds.  It  is  promptly  absorbed 
after  ingestion  and  is  metabolized  through  several 
stages  to  glyoxylic  acid.  Most  of  the  glyoxylic  acid  is 
completely  oxidized  and  excreted  through  the  lungs 
as  carbon  dioxide.  A small  proportion  of  the  glyoxylic 
acid  is  converted  to  oxalic  acid,  which  is  excreted  in 
the  urine. 

Most  cases  of  ethylene  glycol  poisoning  have  re- 
sulted from  its  accidental  ingestion  by  a chronic  alco- 
holic, a notable  exception  being  the  death  of  ten  sol- 
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tern  and  are  probably  caused  by  the  ethylene  glycol 
itself  or  an  early  metabolic  intermediate.  Confusion 
and  convulsions  may  occur,  and  coma  quickly  super- 
venes. Other  clinical  features  include  oliguria,  costo- 
vertebral angle  tenderness,  dyspnea  and  other  pulmo- 
nary symptoms,  and  the  early  development  of  pro- 
found metabolic  acidosis  which  is  resistant  to  treat- 
ment. In  fatal  cases  death  usually  occurs  within  the 
first  48  hours.  The  lesions  found  at  necropsy  are  the 
same  as  those  in  the  present  case,  the  major  ana- 
tomic change  being  the  presence  of  doubly  refractile 
calcium  oxalate  crystals  in  the  renal  tubules,  some- 
times associated  with  tubular  dilatation  and  vacuoli- 
zation of  the  tubular  epithelial  cells.4 

After  the  necropsy  findings  were  available,  we  ques- 
tioned the  patient’s  wife  further.  She  stated  that  the 
patient  had  marginal  intelligence  and  had  been  a 
chronic  alcoholic  most  of  his  life.  During  the  year 
prior  to  his  death,  he  had  remained  at  home,  while 
his  wife  worked,  and  had  spent  the  greater  part  of  the 
day  in  his  car  listening  to  the  radio.  His  wife  further 
divulged  that  she  had  not  given  him  money  for  whis- 


key for  several  months,  but  recalled  that  she  had 
stored  some  permanent-type  antifreeze  compound 
(Prestone),  unused  from  the  previous  winter,  in  a Coca 
Cola  bottle  in  the  back  seat  of  the  car. 

In  summary,  this  man  had  the  characteristic  clinical 
and  pathological  findings  of  acute  ethylene  glycol  in- 
toxication, presumably  the  result  of  drinking  an  anti- 
freeze compound. 
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Fig.  1.  Photomicrograph  of  kidney,  low 
magnification.  Crystals  of  calcium  oxalate 
are  present  in  tubular  lumens. 

Fig.  2.  Photomicrograph  of  kidney,  low 
magnification,  partly  polarized  light,  same 
field  as  Fig.  7.  The  calcium  oxalate  crystals 
appear  bright. 


Fig.  3.  Photomicrograph  of  brain,  low 
magnification  partly  polarized  light.  Bright 
calcium  oxalate  crystals  are  seen  in  a 
small  blood  vessel , and  a few  neutrophils 
are  present  in  the  perivascular  space. 
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TEXAS  MEDICINE 


FACT  C.  LEGEND 


CHARLES 

DICKENS 


in  Pickwick  Papers 

IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DR.  C.  SIDNEY  BUR  WELL  COINED  THE 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 


Obese  Epitaph 

in  English  graveyard 


T^Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY  ( 
\ ONE-HALF  THAT  OF  I 
X OTHER  LEADING  \ 
" \ APPETITE 
^ SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


AmbarNo  2 
Extentabs 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety.. .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  id-H-nflRI 

RICHMOND,  VA.  23220  **  I U 1 1 * J 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 
Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph.  Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 

MIC  (meg. /ml .)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 


Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1-0. 8 

— 

— 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein.  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269: 101 9,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R : Current  Ther.  Res.,  6 253,  1964. 


V-Cillin 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  informatioi 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100,  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units) , in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Texas  Medical  Related  Organizations 
Select  Officers  for  1967-1968  Term 


During  meetings  in  May,  1967, 
the  following  new  officers  of  related 
organizations  were  elected: 

Conference  of  City  and  County 
Health  Officers:  Dr.  J.  E.  Peavy,  Aus- 
tin, chairman. 

Texas  Air-Medics  Association:  Drs. 
David  McCullough,  San  Antonio, 
president;  Robert  C.  Miller,  Lake 
Jackson,  vice-president  and  presi- 
dent-elect; and  C.  F.  Miller,  Waco, 
secretary-treasurer. 

Texas  Association  of  Public  Health 
Physicians:  Drs.  Francine  Jensen, 
Houston,  president;  Charles  M. 
Parker,  Wichita  Falls,  president-elect; 
Santino  J.  Lerro,  LaMarque,  vice- 
president;  and  G.  Mason  Kahn,  Ama- 
rillo, secretary-treasurer. 

Texas  Chapter,  American  Academy 
of  Pediatrics:  Drs.  Clarence  E.  Gil- 
more, Paris,  chairman;  George  Wi lie- 
ford,  Harlingen,  alternate  chairman; 
and  Robert  L.  Mathis,  Houston,  sec- 
retary-treasurer. 

Texas  Chapter,  American  College 
of  Chest  Physicians:  Drs.  John  P. 
McGovern,  Houston,  president; 
George  O.  Hutcheson,  Fort  Worth, 
first  vice-president;  Paul  L.  Rich- 
burg,  Dallas,  second  vice-president; 
and  Watts  R.  Webb,  Dallas,  secre- 
tary-treasurer and  program  chair- 
man. 

Texas  Chapter,  Flying  Physicians 
Association:  Drs.  Richard  L.  Gilkey, 
Clarendon,  president;  William  C. 
Nowlin,  Littlefield,  vice-president; 
and  William  H.  Kolter,  Houston,  sec- 
retary-treasurer. 

Texas  Dermatological  Society:  Drs. 
William  E.  Flood,  Fort  Worth,  presi- 
dent; J.  B.  Richardson,  Houston, 
vice-president;  Arthur  C.  Ressman, 
San  Antonio,  secretary-treasurer; 
and  Robert  G.  Freeman,  Houston, 
program  chairman. 

Texas  Diabetes  Association:  Drs. 
Leonard  R.  Robbins,  Houston,  presi- 
dent; and  Holbrooke  S.  Seltzer,  Dal- 


las, secretary-treasurer  and  program 
chairman. 

Texas  District  Branch,  American 
Psychiatric  Association:  Drs.  James  K. 
Peden,  Dallas,  president;  Alexander 
J.  Bankhead,  Tyler,  president-elect; 
T.  Paschal  Clarke,  Houston;  vice- 
president;  and  Irvin  M.  Cohen, 
Houston,  secretary-treasurer. 

Texas  Division,  American  Cancer 
Society:  Dr.  John  F.  Thomas,  Aus- 
tin, president. 

Texas  Heart  Association:  Dr.  Saul 
B.  Appel,  El  Paso,  president;  and 
Robert  H.  Mitchell,  Plainview,  chair- 
man of  scientific  sessions  sub-com- 
mittee. 

Texas  Industrial  Medical  Associa- 
tion: Drs.  Lee  Lloyd  Pickett,  Hous- 
ton, president;  James  K.  Stewart, 
Beaumont,  president-elect  and  pro- 
gram chairman;  E.  Lowell  Berry,  Dal- 
las, vice-president;  and  Charles  O. 
Bruce,  Port  Neches,  secretary-treas- 
urer. 

T e x a s Ophthalmological  Associa- 
tion: Drs.  Harl  D.  Mansur,  Jr.,  Wich- 
ita Falls,  president;  James  L.  Mims, 
Jr.,  San  Antonio,  president-elect  and 
program  chairman;  John  C.  Kuppin- 
ger,  Harlingen,  secretary;  and  Joe 
L.  Bussey,  Fort  Worth,  treasurer. 

Texas  Orthopaedic  Association: 
Drs.  Frank  F.  Parrish,  Houston,  pres- 
ident; Phillip  L.  Day,  San  Antonio, 
president-elect;  Michael  M.  Dono- 
van, Houston,  vice-president  and 
program  chairman;  and  L.  Ray  Law- 
son,  Dallas,  secretary-treasurer. 

Texas  Otolaryngological  Associa- 
tion: Drs.  Thomas  W.  Folbre,  San 
Antonio,  president;  Lloyd  A.  Storrs, 
Lubbock,  president-elect;  H.  Edward 
Maddox,  ill,  Houston,  vice-presi- 
dent; Charles  F.  Engelking,  San  An- 
gelo, secretary;  Jesse  D.  Gomillion, 
Midland,  treasurer;  and  Edward  A. 
Newell,  Dallas,  program  chairman. 

Texas  Pediatric  Society:  Drs.  Fred 
S.  Brooksaler,  Dallas,  president; 


Ben  B.  Shaver,  San  Antonio,  presi- 
dent-elect; Don  W.  Freeman,  Deni- 
son, vice-president;  Clarence  E.  Gil- 
more, Paris,  secretary;  Donald  H. 
McDonald,  Abilene,  treasurer;  and 
Raymond  Cohen,  Houston,  program 
chairman. 

Texas  Physical  Medicine  and  Re- 
habilitation Society:  Drs.  Charles  R. 
Peterson,  Houston,  president;  Rich- 
ard D.  Burk,  Dallas,  vice-presi- 
dent; and  John  R.  Shull,  Dallas, 
secretary. 

Texas  Proctologic  Society:  Drs.  W. 
Truett  Melton,  Houston,  president 
and  program  chairman;  and  James 
Hampton,  Houston,  secretary-treas- 
urer. 

Texas  Society  of  Anesthesiologists: 

Drs.  Fred  P.  Thomas,  Houston,  pres- 
ident; Robert  B.  Krause,  San  Anto- 
nio, president-elect;  Richard  C.  Hay, 
Houston,  vice-president  and  pro- 
gram chairman;  and  Gerald  G.  Mul- 
likin,  Longview,  secretary-treasurer. 

Texas  Society  of  Athletic  Team 
Physicians:  Drs.  Dan  Spivey,  Lufkin, 
president;  W.  Cone  Johnson,  Tem- 
ple, president-elect;  Arthur  Jansa, 
Houston,  vice-president  and  pro- 
gram chairman;  and  Stonie  R.  Cot- 
ten,  Dallas,  sec retary-trea surer. 

Texas  Society  of  Pathologists,  Inc.: 
Drs.  Norman  H.  Jacob,  Jr.,  San  An- 
tonio, president;  William  T.  Hill, 
Houston,  president-elect;  George  J. 
Race,  Dallas,  vice-president;  Jack  L. 
Smith,  Beaumont,  secretary-treasur- 
er; and  F.  Lamont  Jennings,  Gal- 
veston, program  chairman. 

Texas  Society  of  Plastic  Surgeons: 
Drs.  John  P.  Gannon,  Houston, 
president;  Mark  L.  Lemmon,  Dallas, 
vice-president;  J.  R.  Smith,  San  An- 
tonio,  secretary-treasurer;  and  E. 
Frank  Dun  ton,  Dallas,  program 
chairman. 

Texas  Traumatic  Surgical  Society: 

Drs.  Louis  W.  Breck,  El  Paso,  presi- 
dent; John  C.  Long,  Plainview,  vice- 
president;  and  C.  M.  Ashmore,  Bel- 
laire,  secretary-treasurer. 
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CANTIL 


(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED;  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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TEXAS  MEDICINE 


PEDIATRICIANS  DECLARE 
TESTING  LAWS  UNNECESSARY 

In  a “Statement  on  Compulsory 
Testing  of  Newborn  Infants  for  He- 
reditary Metabolic  Disorders,”  the 
American  Academy  of  Pediatrics  em- 
phasizes that  at  the  present  time, 
no  further  legislation  in  that  area 
is  required. 

The  statement,  published  in  the 
April,  1967,  issue  of  Pediatrics, 
clearly  establishes  the  AAP’s  posi- 
tion on  compulsory  testing.  It  speci- 
fies five  guiding  principles  for  future 
programs  based  on  medical  and 
scientific  knowledge  and  on  experi- 
ence gained  from  current  programs 
for  detecting  phenylketonuria: 

1.  Distinguishing  clearly  and  con- 
cisely between  interpretation  of  sci- 
entific research,  and  evaluation  and 
formulation  of  public  policy. 

2.  Supporting  legislation  with  a 
sizable  body  of  scientific  fact  “ob- 
tained through  well-designed  experi- 
ment, suitable  numbers  of  observa- 
tions, critical  scientific  evaluation, 
and  general  acceptance  of  the  re- 
sults by  the  scientific  community.” 

3.  Consideration  in  compulsory 
screening  programs  of  the  availabil- 
ity of  adequate  techniques  and  fa- 
cilities to  confirm  the  diagnosis,  and 
for  therapy. 

4.  Considering  the  effect  of 
screening  laws  on  the  utilization  of 
available  scientific  and  community 
resources. 

5.  Allowing  research  in  metabolic 
disease  programs  to  proceed  freely, 
unhampered  by  legislation. 

The  statement  stresses  that  eval- 
uation of  present  PKU  testing  pro- 
grams may  ultimately  justify  current 
legislation,  and  may  provide  future 
guidelines.  It  emphasizes,  however, 
that  no  other  diseases  currently  be- 
ing studied  “warrant  similar  legisla- 
tion.” 

YOUNG  PARENTS'  DEATHS 
LEAVE  MANY  ORPHANS 

Despite  the  recent  relatively  low 
death  rates  among  adults  of  child- 
rearing  ages,  orphanhood  remains  a 
problem  of  considerable  magnitude 
in  the  United  States,  according  to 
statisticians  of  Metropolitan  Life  In- 
surance Company.  Estimates  by  the 
Social  Security  Administration  indi- 
cate there  were  3,400,000  orphans 
under  18  years  of  age  in  January, 
1966.  This  represents  nearly  five 
percent  of  the  country’s  total  child 
population. 

The  burden  of  orphanhood  usual- 

/ 


ly  is  borne  by  women,  who  generally 
outlive  their  husbands.  Of  all  orph- 
ans today,  about  71  percent  have 
lost  their  fathers  only.  About  26.5 
percent  have  lost  their  mothers  only. 
In  addition,  about  80,000  children, 
or  less  than  2.5  percent  of  all  or- 
phans, have  lost  both  parents. 

In  1964  about  845,000  families 
were  broken  by  the  death  of  a hus- 
band or  wife,  orphaning  over  420, 
000  children  under  age  18.  Although 
the  current  chances  of  death  at  the 
early  adult  ages  are  relatively  small, 
some  119,000  children  lost  fathers 
who  were  under  45  years  of  age.  It 
also  is  significant  that  more  than 
93,000  children  under  18  survived 
fathers  who  died  at  ages  45-54, 
while  70,000  were  orphaned  by  the 
death  of  older  fathers. 

The  number  of  children  under  18 
orphaned  by  the  death  of  a mother 
was  only  half  those  who  lost  a fa- 
ther. In  1964  there  were  141,000 
children  who  lost  mothers  and  about 
half  of  these,  or  69,000,  were  left 
in  the  care  of  fathers  under  age  45. 

Metropolitan’s  statisticians  point 
out  that  the  greater  risk  of  the  pre- 
mature death  of  the  father  reflects 
the  fact  that  mortality  is  higher 
among  husbands  than  among  wives 
at  every  age,  and  the  husband  is 
usually  a few  years  older  than  his 
mate. 

The  chances  are  46  in  1,000  that 
a child  born  to  a father  25  years  of 
age  will  be  a paternal  orphan  before 
reaching  18.  The  chances  are  more 
than  twice  as  great — 101  in  1,000 — 
when  the  father  is  35  at  the  birth  of 
the  child.  Moreover,  almost  one  in 
four  children  born  to  fathers  45 
years  of  age  will  be  a paternal 
orphan. 

SOLVENT  SNIFFING 
STILL  A PROBLEM 

Sniffing  such  products  as  glues, 
paint  thinner,  fingernail  polish  re- 
mover, cleaning  and  lighter  fluid,  al- 
though not  the  fad  of  recent  years, 
has  become  a permanent  and  rela- 
tively common  form  of  abnormal 
childhood  behavior,  which  can  lead 
to  accidents,  violence,  and  antiso- 
cial acts. 

The  relative  inexpensiveness, 
ease  of  concealment,  and  ease  of 
procurement  explain  the  popularity 
of  solvent  sniffing  among  youngsters 
today,  according  to  an  article  in  the 
April,  1967,  issue  of  Pediatrics. 

“The  result  is  the  development  of 
dependence  or  habituation  of  young- 
sters at  a far  younger  age  than 
would  otherwise  be  likely.” 


Studies  conducted  to  character- 
ize solvent  sniffers,  and  to  assess 
the  importance,  potential  dangers, 
and  effectiveness  of  various  control 
measures,  indicate  that  most  sol- 
vent sniffers  are  in  their  early  teens. 
Many  more  boys  than  girls  become 
addicted,  and  sniffers  usually  have 
prior  histories  of  scholastic  under- 
achievement, but  intelligence  per  se 
has  little  positive  relation  to  the 
adoption  of  the  habit.  A definite  re- 
lationship to  other  modes  of  delin- 
quency is  indicated,  and  emotional 
deprivation  seems  to  be  the  chief 
psychosocial  factor  which  may  con- 
tribute to  the  habit. 

As  how  best  to  overcome  solvent 
addiction,  the  authors  indicate  that 
supportive  psychotherapy  individual- 
ized to  treat  problems  existing  in 
the  psychological  make-up  of  the  in- 
dividual or  in  his  environment  has 
proved  successful.  Group  therapy 
and  improving  family  interrelation- 
ships and  the  child’s  self-image  are 
also  helpful.  Forcing  abstinence 
from  the  habit  by  institutionalizing 
continuing  offenders  is  of  no  lasting 
value. 

Questioned  is  the  effectiveness  of 
adopted  or  proposed  legislation  to 
control  the  problem;  statutes  aimed 
at  restricting  distribution  rather  than 
abuse  of  solvents  may  not  be  effec- 
tive because  of  the  many  sub- 
stances suitable  for  producing  intox- 
icating effects. 

Legislation  restricting  distribution 
of  one  particular  product  may  force 
the  use  of  alternate  substances 
which  are  potentially  more  danger- 
ous. 

OKLAHOMA  CITY  CENTER 
STUDYING  SKIN  DISORDER 

A continuing  study  of  epidermoly- 
sis bullosa  fetalis,  including  therapy 
in  newborns  with  the  fatal  disorder, 
is  being  conducted  by  the  Pediatric 
Pharmacology  Unit  and  the  Birth 
Defects  Center  at  Children’s  Memo- 
rial Hospital,  University  of  Oklahoma 
Medical  Center  in  Oklahoma  City. 

Doctors  are  being  asked  to  refer 
patients  with  this  disorder  to  the 
center.  In  most  cases,  arrangement 
can  be  made  for  hospitalization 
without  cost  to  the  family. 

Physicians  interested  in  having 
patients  considered  for  study  may 
write  to  Dr.  Arthur  W.  Nunnery,  Pe- 
ri ia  trie  Pharmacology  Unit,  Chil- 
dren's Memorial  Hospital,  University 
of  Oklahoma  Medical  Center,  800 
N.  E.  13th  St.,  Oklahoma  City,  Okla. 
73104.  Physicians  may  also  have 
patients  considered  by  telephoning 
CE  6-1366,  ext.  670,  area  code  405. 
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neo  Bromth®  (Bromaleate) 

scientifically 

designed 

for 


desired  diuretic  action— vascular  decongestant- 
mild  sedative 


Each  tablet  contains: 

2-amino-2-methyl-l  -propanol 

8-bromotheophyllinate  (Pam- 

abrom*)  

Pyrilamine  Maleate  

COMPOSITION:  Bromaleate  is  a mixture  containinq  a ratio  of 
approximately  2 molecular  weights  of  the  compound  Pamabrom 
(2-amino-2-methyl-1  -propanol  8-bromotheophyllinate)  to  1 mo- 
lecular weight  of  pyrilamine  maleate. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

ACTION  AND  USES:  This  improved  product  was  developed  by 
Brayten  specifically  for  the  control  of  premenstrual  tension.  This 

*U.S.  Patent  2711411; 

Patented  1955,  Canada 


condition  is  characterized  by  nervousness,  irritability,  weight 
gain,  breast  tenderness,  backache,  etc.,  during  the  premenstrual 
period. 

ADMINISTRATION  AND  DOSAGE:  In  premenstrual  tension,  2 
tablets  twice  daily  (morning  and  night)  beginning  when  symp- 
toms are  expected  . I . usually  5 to  7 days  before  menstruation. 
Stop  medication  at  onset  of  flow. 

In  edemas  of  pregnancy,  2 tablets  three  or.  four  times  daily  be- 
ginning with  the  first  signs  of  water  retention  (abnormal  weight 
gain,  pitting).  Note:  although  Bromaleate  may  help  prevent 
the  development  of  eclampsia  by  controlling  edema,  it  has  yet 
been  untried  and  unproven  in  treating  the  frankly  eclamptic 
patient. 

SIDE  EFFECTS:  Clinical  investigation  has  shown  Bromaleate, 
when  taken  in  proper  dosage,  to  be  remarkably  free  from  side 
effects.  However,  if  drowsiness  or  dizziness  is  reported,  reduce 
dosage.  Caution  hypersensitive  patients  against  driving  an  auto- 
mobile or  operating  dangerous  machinery  on  the  days  medi- 
cation is  taken. 

HOW  SUPPLIED:  Bottles  of  100  (light  blue)  Tablets. 

PHARMACEUTICAL  COMPANY 

Division  of  Chattem  Drug  & Chemical  Company 

1715  W.  38TH  STREET,  CHATTANOOGA,  TENN.  37409 


NOW! 

HIGHLY  TOLERATED 
BRONCHODILATION 


INDICATIONS:  GLYNAZAN  is  indi- 
cated in  the  symptomatic  manage- 
ment of  bronchial  asthma,  bronchitis, 
and  pulmonary  emphysema. 

SIDE  EFFECTS:  Theophylline  may  cause 
central  nervous  system  stimulation  such 
as  insomnia,  restlessness,  or  irritability. 
Theophylline  can  cause  gastric  irrita- 
tion with  nausea  and  vomiting. 

PRECAUTIONS:  Should  not  be  used 
more  than  every  4 to  6 hours.  Should 
not  be  given  within  12  hours  follow- 
ing rectal  administration  of  theophyl- 
line or  aminophylline.  Do  not  use  when 
cough  preparations  containing  theo- 
phylline or  aminophylline  are  being 
administered.  Because  of  the  diuretic 


effect  of  Theophylline,  children  under 
four  years  of  age  should  be  watched 
for  signs  of  dehydration.  Caution  is  in- 
dicated in  patients  with  severe  renal 
and  hepatic  disease,  myocardial  dam- 
age, hyperthyroidism,  and  glaucoma. 

DOSAGE:  The  size,  frequency,  and  dur- 
ation of  dosage  must  be  determined 
by  the  physician  in  each  individual 
case.  Clinical  data  lead  to  suggested 
doses  as  follows: 

GLYNAZAN  TABLETS,  uncoated,  5 
grains  (equal  to  2/2  grains  Theophyl- 
line N.F.);  Adult  dose — 1 to  3 tablets 
every  4 to  6 hours;  preferably  admin- 
istered with  water  after  meals. 


GLYNAZAN  ELIXIR  (contains  alcohol 
15%):  A palatable  elixir  containinq 
Glynazan  5 grains  (equivalent  to  2'A 
grains  Theophylline  N.F.)  per  5 cc. 
teaspoonful. 

Children  over  12  years:  ]/i  +o  V/i  tea- 
spoonfuls every  4 to  6 hours.  • 6 to 
12  years:  ]/i  to  1 teaspoonful  every  4 
to  6 hours.  • 3 to  6 years:  V2  tea- 
spoonful every  4 to  6 hours.  • 1 to  3 
years:  1/4  to  V2  teaspoonful  every  4 to 
6 hours.  • Adult  dose:  1 to  2 tea- 
spoonfuls every  4 to  6 hours. 

HOW  SUPPLIED:  Tablets— Bottles  of 
100  and  1000,  Elixir — Pint  and  gallon 
bottles. 


Need  Product  from  First  Texas  & tic.  /DALLAS 


Miss  Wanda  Turman,  15,  of  Lubbock,  receives  an  award  of  merit  from  Dr.  Dwight 
L.  Wilbur,  San  Francisco,  AMA  Trustee,  for  her  exhibit  on  "Physiology  of  Ciliary 
Action”  at  the  International  Science  Fair  held  May  1013  in  San  Francisco. 


TEXAS  GIRL  RECEIVES 
SCIENCE  FAIR  AWARD 

Miss  Wanda  Turman,  15-year-old 
sophomore  at  Roosevelt  High 
School  in  Lubbock,  won  an  award 
of  merit  presented  by  the  American 
Medical  Association  for  her  exhibit 
at  the  18th  International  Science 
Fair  in  San  Francisco  last  month. 

Miss  Turman’s  study,  “Physiology 
of  Ciliary  Action,”  shows  the  effects 
of  ciliary  streaming  and  how  ciga- 
rette smoke  decreases  the  action  of 
the  cilia  by  almost  half,  thus  inhibit- 
ing the  cleansing  of  the  trachea. 

A finalist  in  the  South  Plains  Re- 
gional Science  Fair  in  Lubbock,  Miss 
Turman  was  one  of  425  students 
from  229  regional  fairs  in  46  states 
and  the  District  of  Columbia,  and 
ten  foreign  countries  who  entered 
the  international  competition. 

Winners  were  selected  by  a spe- 
cial AMA  judging  committee  made 
up  of  members  of  the  AMA  Council 
on  Scientific  Assembly,  of  which  Dr. 
Lee  E.  Farr  of  Houston  was  chair- 
man. Dr.  C.  D.  Bussey,  Dallas,  also 
was  among  the  judges. 

Dr.  Dwight  L.  Wilbur,  San  Fran- 
cisco, member  of  the  AMA  Board 
of  Trustees,  presented  the  citation 
at  a Health  Awards  Banquet. 

NEW  VA  PROCEDURE 
CUTS  M.D.  PAPERWORK 

Beginning  July  1,  1967,  the  Vet- 
erans Administration  will  implement 
a simplified  procedure  for  authoriz- 
ing outpatient  care  for  eligible  vet- 
erans by  private  doctors. 

Under  the  new  program,  VA  will 
issue  an  identification  card  to  vet- 
erans who  require  outpatient  treat- 
ment, and  each  patient  may  receive 
treatment,  from  a doctor  of  his 
choice,  for  the  medical  condition 
stated  on  his  card. 

Tests  of  the  new  system — con- 
ducted in  Indiana,  Colorado,  and 
Alabama  — demonstrated  that  ad- 
ministrative costs  of  providing  out- 
patient treatment  were  reduced  sig- 
nificantly. 

Both  the  patient  and  the  doctor 
also  benefit  by  the  new  plan.  The 
patient  can  visit  the  doctor  of  his 
choice  as  often  as  his  physician 
considers  necessary.  The  doctor  is 
relieved  of  much  paper  work:  In- 
stead of  preparing  a medical  report 
and  a claim  form,  he  merely  files  an 
itemized  bill  on  his  own  letterhead, 


just  as  he  does  for  his  other  pa- 
tients. Medical  reports  to  the  VA 
are  filed  by  the  doctor  only  when 
there  is  a significant  change  in  the 
veteran’s  service-connected  condi- 
tion. 

Additional  details  on  the  program 
can  be  obtained  from  directors  of 
VA  clinics. 

TEXAS  DOCTORS  TO  GIVE 
MEDICOLEGAL  LECTURES 

Eight  Texas  physicians  will  partici- 
pate in  a Law-Science  Academy  of 
America  summer  instructional  pro- 
gram in  July  and  August. 

The  program,  “Legal  Medicine 
and  Elements  of  Medicolegal  Litiga- 
tion,” for  trial  lawyers  concerned 
with  medical  evidence  in  civil  or 
criminal  cases  will  take  place  at 
Crested  Butte,  Colo.,  for  six  inde- 
pendent, self-contained  weeks  be- 
tween July  10  and  Aug.  18. 

Texas  physicians  who  will  be  lec- 
turing at  various  times  during  the 
instructional  program  are  Drs.  Arthur 
Grollman,  Ruth  Jackson,  and  Earl  F. 
Rose,  all  of  Dallas;  A.  0.  Singleton, 
Jr.,  Joe  Tupin,  William  Ainsworth, 
and  John  Lynch,  all  of  Galveston; 
and  Dr.  Lewis  M.  Heifer  of  San 
Antonio. 


UT  REGENTS  APPROVE 
NURSE  TRAINING  PROGRAM 

The  University  of  Texas  System 
Board  of  Regents  has  approved  a 
new  four-year  baccalaureate  nursing 
program  for  the  University’s  El  Paso 
campus,  subject  to  a feasibility 
study  and  approval  by  the  Coordi- 
nating Board.  Texas  College  and 
University  System. 

The  regents  also  approved 
changes  in  the  nursing  program  on 
the  UT  Austin  campus  as  previously 
proposed  by  the  Coordinating 
Board.  Under  the  plan,  the  Austin 
campus  will  offer  a four-year  bacca- 
laureate program  in  clinical  nursing, 
as  well  as  a three-semester  graduate 
program  leading  to  the  master’s  de- 
gree. 

Currently  on  the  Austin  campus, 
two  years  of  the  nursing  program 
are  offered,  with  students  transfer- 
ring to  the  UT  Medical  Branch  at 
Galveston  for  the  final  two  years. 

The  new  program,  to  be  developed 
in  the  next  two  years,  will  allow  stu- 
dents in  the  program  at  the  Univer- 
sity in  Austin  to  be  assigned  either 
to  the  Austin  campus  or  to  the  Med- 
ical Branch  for  the  last  two  years 
of  their  studies. 

In  the  graduate  program,  approval 
was  granted  to  make  available  to 
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students  the  opportunity  to  com- 
plete all  three  semesters  of  their 
work  at  Austin.  Previously,  two  se- 
mesters of  studies  were  conducted 
in  Austin,  with  the  students  spend- 
ing their  last  semester  at  Galves- 
ton. 

The  regents  also  adopted,  subject 
to  Coordinating  Board  approval,  a 
clinical  nursing  program  to  be  of- 
fered in  San  Antonio. 

REHABILITATION  PROGRAM 
AIDED  BY  TEXAS  DOCTORS 

Seven  Texas  physicians  are 
among  31  persons  conducting  a 
statewide  vocational  rehabilitation 
planning  study. 

Three  are  chairmen  of  one  each 
of  20  regional  coordinating  commit- 
tees. These  20  committees  will  ini- 
tiate community-oriented  studies  of 
local  needs,  presently  existing  re- 
sources, and  resources  not  available, 
and  will  propose  methods  of  meet- 
ing handicapped  persons’  needs  for 
employment  and  personal  independ- 
ence. The  three  physician  chairmen 
are  Dr.  Leo  Cigarroa  of  Laredo,  Har- 
lingen region;  Dr.  Mclver  Furman  of 
Corpus  Christi,  Corpus  Christi  re- 
gion; and  Dr.  Porter  Bailes  of  Tyler, 
Tyler  region. 

Four  other  Texas  physicians  are 
serving  with  the  regional  chairmen 
on  a 31-member  Citizens’  Advisory 
Board.  These  four  doctors  are  Dr. 
Moody  Bettis  of  Houston,  Dr.  Rich- 
ard D.  Burk  of  Dallas,  Dr.  Edward 
Krusen  of  Dallas,  and  Dr.  William 
Spencer  of  Houston. 

Mr.  C.  Lincoln  Williston,  executive 
secretary  of  Texas  Medical  Associa- 
tion, and  Dr.  James  E.  Peavy,  Texas 
State  Commissioner  of  Health,  are 
members  of  the  policy  board  for  the 
statewide  planning  for  vocational  re- 
habilitation program. 

Amendments  in  1965  to  the  Vo- 
cational Rehabilitation  Act  and  the 
Social  Security  Act  made  available 
to  public  and  private  nonprofit  re- 
habilitation agencies  new  resources 
which  may  result  in  increased  abil- 
ity to  provide  services.  Among  other 
provisions,  two-year  grants  are  given 
to  states  for  studies  leading  to  the 
development  of  vocational  rehabilita- 
tion services  over  the  next  decade. 
Specifically,  the  grants  are  for  pay- 
ing the  cost  of  planning  of  the  de- 
velopment of  a comprehensive  vo- 
cational rehabilitation  program  in 
each  state,  including  the  orderly  de- 
velopment of  services  and  resources, 
both  public  and  nonprofit. 


EXTENDED  CARE  GETS 
GOOD  TEXAS  RECEPTION 

Reception  of  the  Extended  Care 
portion  of  the  Medicare  Law  has 
been  favorable  in  Texas,  according 
to  Mr.  Carroll  W.  Gregory,  director 
of  the  Texas  State  Department  of 
Health  Division  of  Certification  and 
Consultation  in  the  Medical  Care 
Administration  Services  Section. 

In  a speech  before  the  March  27- 
29  meeting  of  the  Texas  Nursing 
Home  Association  in  Austin,  Mr. 
Gregory  quoted  several  statistics  re- 
lating to  the  numbers  of  facilities 
which  have  been  certified  under 
Medicare. 

On  Dec.  31,  1966,  there  were 
6,667  United  States  hospitals,  rep- 
resenting 1,154,411  beds,  that  had 
been  certified.  Of  this  number,  551 
hospitals  (8.25  percent  of  the  na- 
tional figure),  representing  47,662 
beds,  were  certified  in  Texas. 

There  have  been  1,526  home 
health  agencies  certified  ■ nationally, 
and  23  of  them  are  in  Texas.  Also, 
150  independent  laboratories  have 
been  certified  nationally,  with  38  of 
them  being  in  Texas.  The  expected 
total  of  certified  laboratories  in  Tex- 
as is  expected  to  reach  235. 

Approximately  90  percent  of  the 
extended  care  facilities  in  Texas 
exist  in  nursing  homes.  There  have 
been  3,478  extended  care  facilities 
certified  nationally  and  186  in  Tex- 
as, representing  14,690  beds  or 
5.35  percent  of  the  national  total. 

Since  Jan.  1 there  have  been  ap- 
proximately 32,000  admissions  re- 
ported in  extended  care  facilities 
(official  figure  as  of  March  1).  No 
records  are  available  of  previous  ad- 
missions, but  because  of  the  neces- 
sary method  of  transferral  into  ex- 


"Could  you  run  over  the  diet  some  other 
time?  I'm  going  to  be  late  for  lunch.” 


tended  care  facilities,  these  new  fig- 
ures indicate  that  communities  and 
hospitals  are  aware  of  the  existence 
of  extended  care  benefits  and  that 
a cooperative  attitude  is  being  dis- 
played, Mr.  Gregory  said.  Hospitals 
are  willingly  transferring  patients  to 
extended  care  facilities  in  accord- 
ance with  the  new  benefits. 


PAMPHLETS 

Standards  of  Child  Health  Care,  a 
manual  designed  to  assist  both 
practicing  pediatricians  and  all  per- 
sons involved  in  planning  or  admin- 
istering child  health  programs,  re- 
views changes  in  pediatrics,  ex- 
plains social  and  economic  develop- 
ments affecting  delivery  of  child 
health  care,  and  defines  this  care  in 
relation  to  different  influencing  fac- 
tors. Information  includes  perinatal 
and  neonatal  care,  preventive  and 
therapeutic  care,  necessary  equip- 
ment and  facilities,  use  of  allied 
health  personnel,  records,  educa- 
tion, community  responsibilities, 
consultation  and  referral,  and  pe- 
diatric manpower.  Single  copies,  $2, 
are  available  from  the  American 
Academy  of  Pediatrics,  1801  Hin- 
man  Ave.,  Evanston,  III.  60204. 


POSTGRADUATE  COURSES 

Obstetrics-Gynecology 

The  University  of  Texas  Medical 
Branch  at  Galveston  will  sponsor  a 
postgraduate  course  in  obstetrics 
and  gynecology  Aug.  2-5  on  the  Med- 
ical Branch  campus  in  Galveston. 

Speakers  will  include  Drs.  Irwin 
Kaiser  of  the  University  of  Utah; 
Jack  Pritchard  of  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas,  and  David  Hall  of  the 
University  of  Missouri,  and  Capt. 
James  Semmens  of  the  United 
States  Navy. 

The  course  is  acceptable  for  15 
hours  accreditation.  Further  infor- 
mation is  available  from  Dr.  Stephen 
R.  Lewis,  Postgraduate  Education 
Department,  The  University  of  Texas 
Medical  Branch,  Galveston  77550. 

Pediatrics 

The  Department  of  Pediatrics  and 
the  Office  of  Postgraduate  Medical 
Education  of  the  University  of  Colo- 
rado School  of  Medicine  will  present 
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the  tenth  annual  postgraduate  course 
in  pediatrics  designed  specifically 
for  the  practicing  pediatrician  on 
July  31-Aug.  4. 

The  five-day  course  will  be  held 
at  the  Stanley  Hotel  in  Estes  Park, 
Colo.  Tuition  will  be  $80.  Further 
information  is  available  from  The 
Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School 
of  Medicine,  4200  E.  Ninth  Ave., 
Denver,  Colo.  80220. 

Cardiology 

A.  training  program  in  cardiology  will 
be  offered  by  the  full  time  staff  of 
the  Institute  for  Cardiovascular  Dis- 
eases, Good  Samaritan  Hospital, 
Phoenix,  Ariz. 

Fellows  will  be  trained  specifical- 
ly in  the  areas  of  clinical  care,  in- 
tensive coronary  care  unit,  elec- 
trocardiography, vectorcardiography, 
phonocardiography,  apex  cardiogra- 
phy, cardiovascular  pathology,  car- 
diovascular surgery,  cardiac  cathe- 
terization, selective  angiography,  and 
clinical  investigation.  Experimental 
cardiovascular  physiology,  medical 
electronics,  and  statistics  are  also 
part  of  the  program  on  an  elective 
basis. 

Stipends  are  $7,000.  For  further 
information,  contact  Dr.  A.  Benchi- 
mol,  Director,  Institute  for  Cardio- 
vascular Diseases,  Good  Samaritan 
Hospital,  1033  East  McDowell  Rd., 
Phoenix  85002. 

Sports  Medicine 

The  American  Academy  of  Ortho- 
paedic Surgeons  will  present  a post- 


graduate course  on  sports  medicine 
Aug.  14-16  at  the  Skirvin  Hotel, 
Oklahoma  City.  The  course  is  spon- 
sored by  the  academy’s  committee 
on  sports  medicine  in  cooperation 
with  the  United  States  Olympic 
Medical  and  Training  Services  Com- 
mittee and  the  Department  of  Ortho- 
paedic and  Fracture  Surgery,  Uni- 
versity of  Oklahoma  School  of  Med- 
icine, Oklahoma  City. 

Various  aspects  of  treatment  of 
the  athlete  will  be  discussed  by 
lecturers,  one  of  whom  is  Dr.  Joe 
W.  King  of  Houston,  head  of  ortho- 
pedic surgery,  Baylor  University  Col- 
lege of  Medicine.  Those  invited  to 
attend  include  orthopedic  surgeons, 
general  physicians,  high  school  and 
college  team  physicians,  and  others 
with  a medical  interest  in  the  care 
of  the  athlete. 

Further  information  is  available 
from  Dr.  Don  H.  O’Donoghue,  111 
N.  Lee  St.,  Oklahoma  City  73103. 

Microbiology 

The  Laboratory  Improvement  Pro- 
gram of  the  National  Communicable 
Disease  Center,  US  Public  Health 
Service,  Atlanta,  Ga.,  will  present  a 
series  of  courses  in  special  subdivi- 
sions of  microbiology  during  the 
period  between  Aug.  7,  1967,  and 
June  28,  1968. 

For  a schedule  of  courses,  appli- 
cation forms,  and  other  information, 
write  to  the  Training  Office,  Labora- 
tory Improvement  Program,  Nation- 
al Communicable  Disease  Center, 
Atlanta,  Ga.  30333. 


PERSONALS 

Dr.  Truman  G.  Blocker,  Jr.,  of 

Galveston  has  been  elected  first  vice- 
president  of  the  American  Surgical 
Association.  Dr.  Blocker  will  partici- 
pate in  the  affairs  of  the  associa- 
tion’s council  and  preside  at  the 
next  meeting. 

Air  Force  Reserve  Lt.  Col.  John  H. 

Grimm  of  Houston  and  Air  Force 
Maj.  Richard  A.  Pollard,  San  Anto- 
nio, were  among  385  medical  per- 
sonnel who  attended  the  Continen- 
tal Air  Command’s  fourth  annual 
medical  reserve  symposium  in 
Washington,  D.C.,  held  in  conjunc- 
tion with  the  38th  annual  scientific 
meeting  of  the  Aerospace  Medical 
Association  in  April. 

Dr.  Jay  P.  Sanford  of  Dallas,  pro- 
fessor of  medicine  at  the  University 
of  Texas  Southwestern  Medical 
School,  is  the  new  president-elect  of 
the  American  Federation  for  Clinical 
Research.  He  was  elected  at  the 
federation’s  annual  meeting  in  April. 

Dr.  Joe  D.  Heath  of  Kermit  left 
June  2 to  serve  two  months’  volun- 
teer duty  providing  medical  care  for 
the  civilian  population  of  South  Viet- 
nam. Dr.  Heath  joins  a growing 
number  of  Texas  physicians  who 
have  served  under  this  American 
Medical  Association  Volunteer  Physi- 
cians for  Vietnam  program. 

Dr.  Milford  O.  Rouse  of  Dallas  re- 
ceived an  honorary  doctor  of  laws 
degree  from  Baylor  University  dur- 
ing Baylor’s  School  of  Dentistry 
commencement  exercises  May  29 
in  Dallas. 

Dr.  Robert  Leon  of  Dallas  has 
been  named  chairman  and  profes- 
sor of  the  Department  of  Psychiatry 
at  The  University  of  Texas  Medical 
School  at  San  Antonio.  Dr.  Benjamin 
DeWitt  Fremming  of  Washington, 
D.  C.,  has  been  appointed  director 
of  the  Animal  Care  Center  and  pro- 
fessor of  pathology  at  the  medical 
school. 

Dr.  Denton  Cooley,  Houston, 
spoke  at  dedication  ceremonies  in 
May  for  the  Caney  Valley  Memorial 
Hospital  and  Outlar-Blair  Clinic  in 
Wharton. 

Dr.  William  K.  Wright  of  Houston 
has  been  elected  southern  vice-pres- 
ident of  the  American  Academy  of 
Facial  Plastic  and  Reconstructive 
Surgery,  Inc. 


President  Abner  V.  McCall  of  Baylor  University  (left),  confers  the  honorary  Doctor 
of  Laws  degree  upon  Dr.  Milford  O.  Rouse,  now  President  of  the  American  Medical 
Association,  during  commencement  exercises  of  Baylor  University  College  of 
Dentistry  in  Dallas. 
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Aminophylline  dura-tabs 

J prolonged  -medication  tablets  4 Vz  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn't  disturb  the  stomach— nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  . to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.,  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE*  DURA-TABS® 

(QUINIDINE  GLUCONATE  5 Gr.) 


CONFERENCE  ON  EMERGENCY  ROOM  CARE 

Texas  Medical  Association  and  Texas  Hospital  Association  will 
sponsor  an  all-day  Conference  on  Emergency  Room  Care  on 
Saturday,  July  29,  at  the  Villa  Capri  Moter  Hotel  in  Austin. 
Five  guest  speakers  will  participate  on  the  morning  program  of 
the  conference.  A luncheon  program  wall  feature  still  another 
speaker,  and  the  afternoon  sessions  wall  bring  a presentation  of 
emergency  service  case  histories  and  workshop  discussions. 
Program  speakers  will  be  Dr.  Donald  Kozoll,  director  of  admit- 
ting services  and  medical  records  at  Cook  County  Hospital  in 
Chicago;  Dr.  Richard  R.  Manegold,  director  of  the  Department 
of  Hospitals  and  Medical  Facilities  of  the  American  Medical 
Association;  Mr.  Steven  Sreverts,  associate  executive  director  of 
the  Hospital  Planning  Association  of  Allegheny  County  (Pitts- 
burgh), Pa.;  Dr.  Walter  W.  Carroll,  member  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals;  Dr.  Robert  Mayo  Tenery, 
Past  President  of  TMA;  and  Mr.  Philip  R.  Overton,  general 
counsel  to  TMA.  State  Sen.  Chet  Brooks  will  be  luncheon 
speaker. 

Texas  physicians  and  hospital  administrators  who  have  been  con- 
fronted with  difficult  emergency  room  problems  and  who  have 
successfully  solved  these  problems  wall  present  case  histories 
of  these  successful  solutions.  Workshops,  broken  down  according 
to  speakers  topics,  will  give  the  conference  registrants  an  op- 
portunity to  ask  any  questions  and  to  participate  in  the  program. 
Workshop  sessions  wall  cover  such  topics  as  quality  care,  medical 
ethics,  staffing,  and  public  relations  in  the  emergency  room. 
Registration  fee  will  be  $15  for  each  hospital  represented  with 
a charge  of  $5  for  each  hospital  representative  in  addition  to 
one.  Although  all  members  of  both  TMA  and  THA  will  acquire 
valuable  information  at  the  conference,  hospital  administrators, 
chiefs  of  medical  staffs,  supervisors  of  emergency  services,  and 
nursing  supervisors  of  emergency  services  will  find  the  con- 
ference of  particular  interest. 

TEXAS  REHABILITATION  ASSOCIATION 

A joint  meeting  of  the  National  Rehabilitation  Association 
Region  VII  and  the  Texas  Rehabilitation  Association  wall  be 
held  in  Dallas  on  July  25-27  at  the  Baker  Hotel.  Dr.  Milford 
0.  Rouse  of  Dallas,  newly-inaugurated  President  of  the  Ameri- 
can Medical  Association,  will  be  one  of  the  featured  speakers. 
Other  speakers  will  include  Dr.  Charles  E.  Palmer  (Ph.D.), 
Northwestern  State  College  of  Louisiana,  Natchitoches,  La.; 
Dr.  E.  R.  Tichauer  (Sc.D),  Texas  Technological  College, 
Lubbock;  and  Mr.  James  H.  Sears,  Du  Pont  Company,  Wilming- 
ton, Del.  The  theme  of  the  meeting  will  be  “Innovations  in 
Rehabilitation.” 

Contact:  Mr.  Bill  Russell,  c/o  Easter  Seal  Society  for  Crippled 
Children  and  Adults,  4429  N.  Central  Expressway,  Dallas  75205. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE 

Denver,  Colo.,  will  be  the  site  of  the  21st  Annual  Rocky  Moun- 
tain Cancer  Conference,  planned  for  July  14-15,  at  the  Brown 
Palace-West  Hotel. 

Dr.  Milford  O.  Rouse,  President  of  the  AMA;  Dr.  Ashbel  C. 
Williams,  president  of  the  American  Cancer  Society;  and  Dr. 
William  0.  Russell,  chief  of  pathology  at  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tumor  Institute,  will  be 
among  conference  participants. 

Contact:  Rocky  Mountain  Cancer  Conference,  1809  18th  Ave., 
Denver,  Colo.  80218. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


POSTGRADUATE  MEDICAL  ASSEMBLY 
OF  SOUTH  TEXAS  will  meet  in  Houston 
July  17-19,  at  the  Shamrock  Hilton  Hotel. 
The  program  will  include  lectures  and 
panel  discussions  on  scientific  develop- 
ments presented  by  guest  speakers  from 
US  medical  centers.  Five  major  sections 
will  be  featured : general  practice,  internal 
medicine,  surgery,  obstetrics  and  gynecolo- 
gy, and  ophthalmology  and  otolaryngology. 
Exhibits,  both  technical  and  scientific,  will 
also  be  featured  along  with  continuous 
showings  of  medical  motion  pictures.  Three 
luncheon  speakers  will  participate  in  ad- 
dition to  scientific  speakers. 

Seventeen  out-of-state  speakers  and  two 
Texas  physicians  will  address  the  scientific 
assembly.  Speakers  will  include  Drs.  A.  H. 
Giesecke,  Jr.,  and  Paul  C.  MacDonald, 
both  of  Dallas  : G.  T.  Jansen,  Little  Rock, 
Ark.  ; Paul  D.  Hoeprich  of  Salt  Lake  City, 
Utah  ; Eddy  D.  Palmer,  East  Orange,  N.J.  ; 
Gerald  T.  Perkoff,  St.  Louis ; Heinz  W. 
Berendes,  Bethesda,  Md.  ; William  H.  Rob- 
ertson, Birmingham,  Ala.  ; Harold  F.  Falls, 
Ann  Arbor,  Mich.  ; Edward  W.  D.  Norton, 
Miami,  Fla.  : David  D.  DeWeese,  Portland, 
Ore.  ; George  F.  Reed,  Syracuse,  N.Y. ; 
Leonard  F.  Peltier,  Kansas  City,  Kan.  ; 
John  H.  Githens,  Denver,  Colo.  ; Stonewall 
B.  Stickney,  Pittsburgh,  Pa.  ; B.  M.  Black, 
Rochester,  Minn.  ; Richard  C.  Lillehei, 
Minneapolis,  Minn.  : Charles  G.  Rob,  Ro- 
chester, N.Y.  ; and  Donald  C.  Martin,  Los 
Angeles,  Calif. 

Mrs.  W.  H.  Dahme,  209  Jesse  H.  Jones 
Library  Building,  Houston  77025,  is  execu- 
tive secretary  of  the  medical  assembly. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


1967  SAN  DIEGO  BIOMEDICAL  ENGI- 
NEERING SYMPOSIUM  will  take  place 
June  19-21  at  the  Hilton  Inn  in  San  Diego, 
Calif.  The  theme  of  the  meeting  will  be 
“Biomedical  Engineering  and  the  Govern- 
ment.” Drs.  William  A.  Spencer  and  David 
G.  Simons,  both  of  Houston,  are  scheduled 
to  participate  on  the  symposium  program. 
Registration  fee  for  the  symposium  is  $15. 
Preceding  the  symposium  on  June  12-15, 
the  American  Nuclear  Society  will  hold  its 
1967  national  meeting  at  the  El  Cortez 
Hotel  in  San  Diego.  On  Friday,  June  16, 
a one-day  symposium  on  research  reactors 
will  be  held  at  General  Atomic,  Division  of 
General  Dynamics  Corporaton,  in  San 
Diego.  Mr.  Roy  Tandy,  8229  Hurlbut  St., 
San  Diego,  Calif.,  92123  is  registration 
chairman  for  the  symposium. 


TEXAS  STATE  BOARD  OF  MEDICAL 
EXAMINERS,  Fort  Worth,  June  19-21, 
1967.  Dr.  M.  H.  Crabb,  1714  Medical  Arts 
Bldg.,  Fort  Worth  76102,  Sec. 


AUGUST 

AMERICAN  CONGRESS  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Miami  Beach,  Fla.,  Aug.  27- 
Sept.  1,  1967.  Mr.  Creston  C.  Herold,  30  N.  Michigan, 
Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
21-24,  1967.  Mr.  James  E.  Hague,  840  N.  Lake  Shore 
Dr.,  Chicago  60611,  Sec. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION  (Public  Relations 
Conference),  Austin,  Sept.  30,  1967.  Mr.  C.  Lincoln 
Williston,  1801  North  Lamar  Blvd.,  Austin  78701,  Exec. 
Sec. 

TEXAS  HEART  ASSOCIATION,  Dallas,  Sept.  22-24, 
1967.  Mr.  Ernest  T.  Guy,  P.  O.  Box  25041,  Houston 
77005,  Exec.  Dir. 

TEXAS  PEDIATRIC  SOCIETY,  Houston,  Sept.  28-30, 
1967.  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris  75460,  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Dallas,  Sept.  15-23,  1967.  Mr.  M.  F.  Cahal,  Volker  Blvd. 
at  Brookside,  Kansas  City,  Mo.,  64112,  Exec.  Sec. 

BLACKFORD  MEMORIAL  LECTURES,  Sherman,  Sept. 
9-10,  1967.  Dr.  Fred  W.  Shelton,  600  N.  Highland  Ave., 
Sherman  75090,  Chairman. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS,  Hot  Springs,  Va.,  Sept.  7-9, 
1967.  Dr.  R.  B.  Wilson,  200  First  St.  S.  W.,  Rochester, 
Minn.,  65902,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Las 
Vegas,  Sept.  30-Oct.  4,  1967.  Mr.  J.  W.  Andes,  615  Busse 
Highway,  Park  Ridge,  111.,  60608,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Chicago,  Sept.  22-30,  1967.  Dr.  William  D.  Dolan,  5129 
N.  16th  St.,  Arlington,  Va.,  22205,  Sec.-Treas. 


OCTOBER 

TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH,  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 

TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES  (Examinations),  Austin,  October, 
1967.  Mrs.  Betty  J.  Anderson,  201  E.  14th  St.,  Austin 
78701,  Exec.  Sec. 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres,  Box  2276, 
Amarillo  79105,  Acting  Exec.  Sec. 

THIRD  DISTRICT  SOCIETY,  Lubbock,  Oct.  14,  1967. 
Dr.  Louis  Devanney,  2209  W.  7th,  Amarillo  79106,  Sec. 
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PROFESSIONAL  LIABILITY  INSURANCE 


> en/cce 


IN 


i&  a Licjli  marl ? oj^  distinction 


Professional  Protection  Exclusively  since  1899 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 


Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Bermuda, 
Oct.  1-3.  1967.  Dr.  Mark  A.  Griffin,  Jr.,  Appalachian 
Hall,  Asheville,  N.C.,  28803,  Sec.-Treas. 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  16  Second  St.  S.  W.,  Rochester,  Minn. 
66901,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Oct.  18-20,  1967.  Mr.  Charles  R.  Ebersol,  219  E.  42nd 
St.,  New  York  10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Los 
Angeles,  Oct.  29-Nov.  1,  1967.  Daniel  Weiss,  33  W.  60th 
St.,  New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec. 
Sec. 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
2-6,  1967.  Dr.  Samuel  P.  Harbison,  55  E.  Erie  St.,  Chi- 
cago, 111.  60611. 

AMERICAN  HEART  ASSOCIATION,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10010,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  INC., 
Miami  Beach,  Fla.,  Oct.  23-27,  1967.  Dr.  B.  F.  Mattison, 
1790  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Houston,  Oct.  5-7,  1967.  Mr.  H.  E. 
Northam,  185  N.  Wabash,  Chicago  60601,  Exec.  Dir. 


NOVEMBER 

TEXAS  NURSING  HOME  ASSOCIATION,  Houston,  Nov. 
8-10.  John  M.  Crawford,  Jr.,  6225  Highway  290  E., 
Austin  78723,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
Birmingham,  Ala.  35205. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  INC., 
Atlanta,  Ga.,  Nov.  29-Dec.  3,  1967.  Mrs.  Gertrude  F. 
Conroy,  1740  Broadway,  New  York,  N.Y.  10019,  Exec. 
Dir. 

GASTROENTEROLOGY  RESEARCH  GROUP  (forum). 
Chicago,  Nov.  3,  1967.  Dr.  George  Hallenbeck,  Mayo 
Clinic,  Rochester,  Minn.  55901,  Sec. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier,  1744 
S.  58th  St.,  Lincoln,  Neb.,  68104,  Sec. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  December  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77550,  Sec. 

TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
Dec.  1,  1967.  Dr.  Earle  Scharff,  Jr.,  800  Fifth  Ave.,  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin,  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 


SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 


JANUARY 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  27, 
1968.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale  St., 
Fort  Worth  76104,  Sec. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view 75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76501, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192, 
Austin  78703,  Sec.-Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago. 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  18-20,  1968.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE, 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 


APRIL 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  INC., 
Dorado  Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.  55901,  Sec. 

MAY 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 
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after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 
Vitamin  62  (Riboflavin)  10  mg 

Vitamin  B&  (Pyridoxine  HCI)  2 mg 

Vitamin  B)2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627- 6-3613 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . , Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1  3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1-  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  were 
characterized  by  increased  direct-reacting  bilirubin,  elevated 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor- 
mal cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  of 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  of 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun- 
dice was  noted.  It  was  of  interest  that  members  of  six  of  these 
patients’  families,  who  were  not  taking  the  drug,  had  episodes 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were 
determined  in  a group  of  fifty-four  adults  and  children  who  took 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  as 
rheumatic  fever  prophylaxis.  The  results  were  compared  with 
those  of  a similar  group  of  forty-four  patients  who  received  pen- 
icillin. There  were  no  cases  of  jaundice  in  either  group.  Elevation 
of  SGPTand  serum  alkaline  phosphatase  levels  during  the  course 
of  treatment  was  observed  in  one  patient  treated  with  Ilosone 
and  in  two  patients  treated  with  penicillin.  Seven  other  patients 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillin 
group  showed  elevations  in  one  of  the  tests  at  some  time  during 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were 
reported  in  102  pediatric  patients  who  received  short-term  (ten- 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec- 
tions. Results  of  liver  function  tests  in  these  patients  were  com- 
parable to  those  in  a similar  control  group  who  had  received 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ef- 
fects are  observed  in  a small  proportion  of  individuals  as  a result 
of  a local  stimulating  effect  of  the  medication  on  the  alimentary 
tract;  however,  the  normal  intestinal  gram-negative  bacterial 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria, 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  and 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro- 
mycin drugs  have  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  part 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.’  In  the  treatment  of  gonorrhea,  patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination 
before  receiving  antibiotics,  and  monthly  serologic  tests  should 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base), 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.- 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent 
to  base)  per  5-ec.  teaspoonful,  in  60  and  150-cc.-size  packages. 

References:  1.  Griffith.  R.  S.,  and  Black.  H.  R. : Am.  J.  M.  Sc..  2-47:69,  1964. 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  12:398,  1962. 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland.  M.:  Am.  J.  M.  Sc.,  239:198,  i960. 
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MEDICINE  AND  THE  LAW 


Emergency  Room  Care  Requirements 
Listed  for  Physicians  and  Hospitals 


Proposed  legislation  which  would 
have  required  all  hospitals  to  op- 
erate emergency  rooms  was  intro- 
duced into  the  recent  session  of  the 
Texas  Legislature.  Also,  sensational 
newspaper  stories  have  recently  told 
of  tragedies  resulting  from  alleged 
mistreatment  of  emergency  room 
patients.  In  view  of  these  conditions, 
it  might  be  well  for  the  physicians  of 
Texas  to  review  the  present  applica- 
ble statute  and  case  law  relating  to 
emergency  room  care. 

First,  under  the  hospital  licensing 
act  of  Texas,  no  hospital  is  required 
to  equip,  operate,  or  staff  an  emer- 
gency department.  However,  if  the 
hospital  determines  that  it  will  op- 
erate an  emergency  room,  then  cer- 
tain legal  requirements  are  placed 
on  the  hospital  emergency  depart- 
ment. 

Second,  under  the  Texas  Medical 
Practice  Act  a hospital  is  prohibited 
from  hiring  a physician  or  physi- 
cians to  provide  professional  medi- 
cal service  to  patients.  This  prohibi- 
tion applies  to  emergency  depart- 
ments just  as  it  applies  to  obstetri- 
cal and  surgical  departments.  With- 
out changes  in  the  Medical  Practice 
Act  to  allow  the  corporate  practice 
of  medicine,  which  few  responsible 
physicians  would  approve,  the  bur- 
den of  staffing  the  emergency  room 
goes  with  the  privilege  of  member- 
ship on  the  medical  staff  of  a 
hospital. 

In  Texas,  as  in  the  majority  of 
the  other  states  in  the  nation,  the 
hospital’s  function  has  been  and  is 
presently  that  of  providing  a well- 
equipped  plant,  staffed  with  trained 
nurses  and  other  medical  assist- 
ants, for  the  care,  convalescence, 
treatment,  diagnosis,  or  surgery  for 
the  benefit  of  the  individual  patient. 
Such  medical  care  is  under  the  di- 
rection and  supervision  of  that  pa- 
tient’s attending  physician  or  physi- 
cians. 

As  has  been  stated  many  times. 


the  hospital  may  employ  salaried 
physicians  to  set  up,  supervise,  and 
direct  administrative  functions  of 
the  hospital;  but,  as  the  law  stands 
today,  a hospital  is  prohibited  from 
hiring  a physician  to  staff  its  emer- 
gency room.  The  one  exception  to 
this  prohibition  is  that  hospitals  are 
permitted  to  allow  the  interns  and 
residents,  who  are  on  salary,  to 
work  in  the  emergency  room  under 
the  direction  of  a medical  staff 
member. 

Certain  principles  become  evident 
when  one  looks  at  these  provisions 
from  the  hospital  licensing  act  and 
the  Medical  Practice  Act  together. 
For  example,  as  noted  previously,  a 
hospital  is  not  required  to  operate 
an  emergency  room;  but  once  the 
hospital  decides  to  do  so,  that  hos- 
pital must  staff  the  emergency  room 
with  members  of  its  medical  staff 
and  is  prohibited  from  hiring  physi- 
cians to  fulfill  this  function.  Further, 
once  the  hospital  has  determined  to 
operate  an  emergency  room,  then, 
generally,  that  hospital  waives  its 
right  to  “pick  and  choose”  among 
those  it  will  accept  for  care. 

As  a general  rule,  a hospital,  like 
a physician,  is  not  required  to  admit 
any  patient  to  its  regular  care.  How- 
ever, when  any  person  is  brought  to 
the  hospital’s  emergency  room  and 
the  patient’s  condition  is,  in  fact,  a 
true  emergency,  then  the  hospital  is 


required  to  admit  the  patient  to  its 
emergency  care  department.  The 
hospital  must  assume  the  neces- 
sary hospital  care  for  that  patient 
until  he  is  properly  released  by  the 
attending  physician.  The  attending 
physician  may  become  the  physi- 
cian who  sees  and  treats  the  patient 
in  the  emergency  room  if  no  other 
physician  is  willing  to  accept  this 
patient. 

A physician  on  emergency  room 
duty  has  no  legal  obligation  to  treat 
every  person  who  presents  himself 
for  treatment  if  the  physician  de- 
termines that  no  true  emergency 
exists.  However,  since  the  physician 
stands  legally  liable  for  this  decision 
of  the  existence  of  a true  emer- 
gency, most  physicians  on  emergen- 
cy room  service  resolve  doubtful  sit- 
uations in  “favor”  of  an  emergency. 
When  the  physician  determines  that 
the  patient  does  have  an  emergency 
condition,  he  is  obligated  to  treat 
that  patient  with  the  same  skill  and 
care  with  which  he  treats  his  pri- 
vate patients  and  to  call  in  other 
qualified  physicians  if  the  patient’s 
illness  or  injury  is  one  that  the  phy- 
sician on  duty  is  not  qualified  to 
treat. 

Unless  there  is  a specific  agree- 
ment between  the  emergency  pa- 
tient and  the  physician,  the  doctor- 
patient  relationship  begins  with  the 
treatment  of  that  patient  in  the 
emergency  room.  The  relationship 
may  be  terminated  only  by  mutual 
consent,  by  the  patient's  discharg- 
ing of  the  physician,  by  the  doctor’s 
discharging  of  the  patient  because 
no  further  treatment  is  necessary, 
or  by  the  doctor’s  withdrawing  from 
the  case  after  giving  adequate  no- 
tice to  the  patient  to  secure  a com- 
petent replacement  and  allowing  a 
reasonable  time  for  this  new  physi- 
cian to  take  over. 

What  guidelines  does  the  law  im- 
pose upon  the  physician  and  hospi- 
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TEXAS  MEDICINE 


tal  with  regard  to  the  type  and  qual- 
ity of  treatment  the  emergency 
room  patient  must  receive?  There 
are  no  Texas  statutes  relating  di- 
rectly to  this  problem,  nor  are  there 
any  Texas  court  decisions  setting 
out  such  requirements.  However,  a 
study  of  legal  and  medical  literature 
in  this  field  shows  that  general  prin- 
ciples have  emerged  as  applicable  to 
the  hospital’s  emergency  room  op- 
eration and  the  physician’s  emer- 
gency professional  service. 

In  determining  the  applicability 
of  the  general  rules  from  other  jur- 
isdictions, one  should  recognize  that 
presently  in  this  state,  the  rule  of 
charitable  immunity  persists.  Under 
this  rule  charitable  hospitals  will  not 
be  liable  for  the  negligent  acts  of 
their  employees  unless  such  institu- 
tions were  negligent  in  the  hiring  of 
the  employees  and  should  have 
known  they  were  incompetent  at 
the  time  of  employment.  Our  Texas 
Supreme  Court  has,  however, 
served  notice  that  the  rule  of  char- 
itable immunity  may  well  be  abol- 
ished the  next  time  a case  raising 
this  doctrine  as  a defense  to  liabil- 
ity comes  before  that  court. 

Also,  the  rule  of  sovereign  immu- 
nity (which  was  being  debated  by 
the  Texas  Legislature  at  the  time  of 
this  writing)  provides  a defense  for 
the  negligent  actions  of  employees 
of  those  hospitals  operated  by  any 
governmental  agency,  that  is  hospi- 
tal district,  city,  county,  state,  and 
federal  government.  Thus,  in  Texas 
today,  hospital  liability  for  emer- 
gency room  care  is  generally  limited 
to  private  hospitals,  though  the  fol- 
lowing rules  may  someday  be  ap- 
plicable to  all  hospitals. 

The  Supreme  Court  of  Delaware  in 
Wilmington  General  Hospital  vs. 
Manlove,  174  A.  2d  135,  1961, 
enunciated  the  general  principle 
that  a hospital  operating  an  emer- 
gency room  must  accept  for  treat- 
ment the  patient  with  an  unmistak- 
able emergency.  In  this  case  a grad- 
uate nurse  at  the  admitting  desk  of 
the  emergency  room  had  refused  to 
admit  a four-month  old  infant  who 
died  several  hours  later  with  bran- 
ch i a I pneumonia.  The  Delaware 
court  did,  however,  recognize  a dif- 
ference between  an  emergency  aris- 
ing out  of  an  injury  and  one  arising 
out  of  a disease. 

After  admission  to  the  emergency 
department,  the  hospital  assumes 


the  duty  to  give  that  patient  reason- 
able care.  The  hospital  cannot  with 
impunity  neglect  or  ignore  the  pa- 
tient while  nurses  and  technical  as- 
sistants fail  to  give  aid.  While  nurses 
are  not  authorized  to  practice  medi- 
cine, courts  have  recognized  that  in 
cases  of  true  emergency  every  per- 
son is  authorized  to  render  first  aid 
in  order  to  save  or  protect  the  life 
of  the  patient.  Thus,  in  the  case  of 
New  Biloxi  Hospital  v.  Frazier,  146 
So.  2d  882,  1962,  the  Mississippi 
Supreme  Court  held  that  where  evi 
dence  showed  that  the  sole  cause 
of  death  was  from  hemorrhage  and 
resultant  shock,  the  hospital  was 
liable  for  the  acts  of  its  employees. 
In  the  case  a man  was  brought  into 
an  emergency  room  bleeding  pro- 
fusely from  a gunshot  wound,  and 
no  person  undertook  to  stop  the 
bleeding,  even  though  on  two  occa- 
sions nurses  entered  the  emergency 
room  and  saw  the  patient’s  condi- 
tion. The  court  ruled  that  hospital 
personnel  had  the  duty  to  take 
steps  to  protect  the  life  of  the  pa- 
tient. 

The  standard  of  care  in  the  emer- 
gency department  has  been  deter- 
mined to  be  that  of  “reasonable 
care.”  In  general,  reasonable  care 
is  that  degree  of  skill  and  care  which 
commonly  prevails  in  the  commu- 
nity in  similar  circumstances.  The 
emergency  room  situation,  in  itself, 
affects  the  standard  of  care  since 
an  emergency  does  not  permit  the 
degree  of  preparation  that  is  possi- 
ble for  a scheduled  procedure  and 
requires  quick  decisions  and  snap 
judgments  which  might  have  been 
different  had  the  situation  not  been 
an  emergency. 

Such  a rule  is  set  out  by  the 
Court  of  Appeals  of  Ohio  in  Rush  v. 
Akron  General  Hospital,  171  NE  2d 
378,  1960.  In  that  case,  the  patient 
was  pushed  through  a glass  door 
and  suffered  cuts  on  his  shoulder 
and  arm  and  a puncture  wound  on 
his  chest.  At  the  emergency  room, 
an  intern  closed  the  wounds  in  the 
patient’s  chest  without  probing  that 
area  for  broken  glass.  Later,  two 
pieces  of  glass  were  found  in  the 
chest.  The  appellate  court  in  Ohio, 
reviewing  a lower  court  judgment 
held  that  it  would  be  unreasonable 
to  expect  an  intern,  doing  emergen- 
cy work  in  a hospital,  to  possess  the 
skill  and  training  and  exercise  the 
judgment  of  a skilled  surgeon  who 


was  acting  in  a non-emergency  sit- 
uation. 

Cases  from  other  jurisdictions 
have  held  that  even  if  there  is  a 
failure  to  conform  to  the  appropri- 
ate standard  of  "reasonable  care,” 
liability  does  not  necessarily  follow 
unless  the  failure  to  meet  the  stan- 
dard is  the  “proximate  cause”  of 
injury  to  the  patient.  Thus,  a delay 
in  diagnosis  or  a delay  in  a treat- 
ment or  a procedure,  which  was  lat- 
er found  to  be  necessary  for  the  pa- 
tient's recovery,  will  not,  in  and  of 
itself,  place  liability  on  the  hospital 
or  the  physician  in  charge  unless 
such  a delay  was  found  to  be  the 
probable  (not  possible)  proximate 
cause  of  the  plaintiff's  injury  or 
death. 

Considering  the  vast  number  of 
emergency  cases  treated  hourly  in 
the  hospitals  of  this  state  and  na- 
tion, it  is  surprising  that  so  few  law- 
suits arise  out  of  emergency  room 
care. 

Though  much  of  this  lack  of  liti- 
gation may  be  laid  to  the  rules  of 
charitable  immunity  and  sovereign 
immunity  and  also  to  the  fact  that 
the  injury  most  often  treated  in  the 
emergency  room  is  the  result  of 
negligence  outside  the  hospital,  it  is 
nevertheless  a credit  to  the  high  de- 
gree of  care  afforded  to  emergency 
room  patients  in  general.  In  modern 
society,  where  tragic  accidental  in- 
jury to  people  is  increasingly  com- 
mon, the  medical  profession  must 
recognize  the  absolute  necessity  of 
adequate  emergency  care  depart- 
ments in  hospitals. 

—PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 


CORRECTION:  ADDITION 

The  editors  apologize  to  Dr.  John 
McGivney  of  Galveston,  whose  by- 
line on  page  56  of  the  May  issue 
appeared  without  the  “M.D.”  Dr. 
McGivney  accepted  his  temporary 
divestment  with  the  grace  befitting 
a descendant  of  knights  (he  is)  and 
the  humor  of  one  who  must  some- 
times convince  people  that  he  is  not 
actor  Fred  McMurray.  He  is  a doc- 
tor of  medicine,  and  was  graduated 
from  the  University  of  Texas  Medi- 
cal Branch  in  1938. 
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ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


IN  BRIEF: 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 
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MEDICINE  IN  LITERATURE 


Reference  Works  on  Orthopedic  Surgery 
Describe  Treatment,  Unscramble  Semantics 


Current  Practice  in  Orthopaedic  Sur- 
gery, vol.  2,  John  P.  Adams,  ed., 

231  pp.,  illus.,  St.  Louis,  C.  V. 

Mosby  Co.,  1964.  $13.50. 

THIS  IS  the  second  of  an  expected 
series  of  current  works  in  orthopedic 
surgery.  Dr.  Adams,  a professor  of 
orthopedic  surgery  and  chairman  of 
the  Orthopaedic  Section  of  George 
Washington  University  has  compiled 
and  edited  this  very  useful  collec- 
tion of  orthopedic  works. 

This  edition,  like  the  first,  has  one 
section  devoted  to  orthopedic  arti- 
cles, one  of  the  best  of  which  is  a 
series  of  procedures  for  the  paralytic 
hand  by  Dr.  Daniel  C.  Riordan.  Sec- 
tion two,  on  fractures  and  trauma, 
includes  articles  by  both  foreign 
and  American  authors  which  seem 
to  be  all  too  brief  considering  the 
great  importance  of  the  subject 
matter.  Contributions  of  the  editor 
and  his  associates  in  this  section  on 
fractures  and  dislocation  of  the  el- 
bow in  children  alone  make  the  pub- 
lication of  this  volume  justifiable. 

Of  great  interest  currently  to  the 
orthopedic  surgeon  is  the  treatment 
of  acute  vascular  injuries  of  the  ex- 
tremities. Drs.  Paul  F.  Gryska,  Jr., 
R.  Clement  Darlings,  Jr.,  and  Rob- 
ert R.  Linton  have  a good  thorough 
article  on  this  topic  for  the  ortho- 
pedist. The  miscellaneous  section 
contains  some  rather  esoteric  arti- 
cles which  are  of  value  to  the  re- 
searcher and  seem  to  occupy  an  in- 
ordinate amount  of  space,  out  of 
proportion  to  their  general  interest 
and  usefulness.  An  article  on  com- 
parative biology  of  mineral  deposi- 
tion reviews  the  subject  throughout 
the  phyla,  dwelling  at  length  on  the 
physical  chemistry  and  metabolism 
of  minerals  with  low  forms  of  life 
which  are  of  basic  interest,  but 
hardly  worthy  of  approximately  20 
percent  of  the  pages  of  this  edition. 

A chapter  on  a correlation  of  psy- 
chological characteristics  associated 
with  orthopedic  complaints  by  Dr. 
E.  Lakin  Phillips  (Ph.D.),  is  very 
readable,  informative,  and  useful  to 
the  practicing  orthopedist. 


Current  Practice  in  Orthopaedic 

Surgery  is  a worthy  effort,  and  the 
authors  are  to  be  congratulated  on 
this  second  volume.  For  the  most 
part,  its  articles  are  solid  and  meaty 
with  some  being  classics  in  ortho- 
pedic literature. 

— STONIE  R.  COTTEN,  M.D., 
Dallas. 


Orthotics  Etcetera.  Sidney  Licht, 
and  Herman  L.  Kamenetz,  774 
pp.,  illus.,  New  Haven,  Conn., 
Elizabeth  Licht,  Publisher,  1966, 
$24. 

EDITOR-CONTRIBUTOR  Licht’s  book 
is  an  essential  reference  for  all  inter- 
ested in  rehabilitation.  The  author 
does  an  excellent  job  of  unscram- 
bling the  difficult  semantics  of  this 
field;  hence,  the  suffix  “etcetera.” 
The  preface,  Dr.  Edwin  Smith’s  ex- 
cellent chapter  on  the  mechanics  of 
bracing,  as  well  as  the  five  follow- 
ing chapters  on  various  appliance 
construction  materials,  furnishes  the 
reader  a course  of  pertinent  infor- 
mation to  help  him  understand  the 
rationale  for  various  appliance  pre- 
scriptions. 

By  “orthotics,”  these  authors  re- 
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fer  to  all  manner  of  appliances  used 
to  improve  function.  Chapters  on 
children's  shoes  by  J.  H.  Kite,  spinal 
bracing  by  Donald  Lucas  and  brac- 
ing for  scoliosis  by  Walter  Blount  are 
informative,  and  chapters  on  upper 
limb  bracing  and  lower  limb  bracing 
by  Charles  Long  and  George  Deaver, 
respectively,  contain  a great  deal  of 
basic  information.  This  is  necessary 
material  for  the  physician  who  pre- 
scribes braces  and  other  orthopedic 
appliances.  Too  many  physicians, 
orthopedists  included,  through  lack 
of  interest  or  knowledge,  are  incapa- 
ble of  writing  a suitable  appliance 
prescription.  This  text  will  make  that 
task  much  easier  and  more  inter- 
esting. 

A portion  of  the  book  deals  with 
rather  simple  items  that  can  make  a 
disabled  person’s  life  much  more 
tolerable;  hence  chapters  on  various 
utensils,  clothing,  walking  aids,  even 
automobile  modifications  for  the  dis- 
abled, are  included.  There  is  an  in- 
formative chapter  on  the  use  of  res- 
pirators, by  Clarence  Dail. 

I have  found  one  of  the  most 
useful  features  of  the  book  to  be  a 
chapter  on  eponyms.  I know  of  no 
other  single  source  where  one  can 
find  listed  most  of  the  common  and 
little-known  orthotic  devices  named. 
Current  and  comprehensive,  this 
book  will  prove  useful  to  all  who 
use,  prescribe,  design  or  construct 
orthopedic  appliances. 

—JOSEPH  M.  ABELL,  JR.,  M.D., 

Austin. 


Ciba  Foundation  Symposium;  The 
Thymus:  Experimental  and  Clini- 
cal Studies.  G.  E.  W.  Wolsten- 
holme  and  Ruth  Porter  (eds.), 
538  pp.,  illus.,  Boston,  Little, 
Brown  and  Co.,  1966,  $15. 

DEVELOPMENTS  in  immunology  in 
the  last  ten  years  have  contributed 
to  the  recognition  of  the  function  of 
the  lymphocyte  and  the  importance 
of  the  thymus  in  the  immunization 
process.  The  question  of  the  con- 
nection between  the  two  has  be- 
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General  Surgery : 

C.  A.  Kunath,  M.D..  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 
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Internal  Medicine  and  Cardiology : 
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The  Williams  & Wilkins  Co.,  Balti- 
more, 1966. 

Montgomery,  H.:  Dcrmatopathology, 
2 vols.,  New  York,  Hoeber  Medi- 
cal Division,  Harper  & Row,  Pub- 
lisher, 1967. 

Myerson,  R.  M.,  and  Pastor,  B.  H.: 
Congestive  Heart  Failure,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1967. 

Schmitt,  G.  F.:  Diabetes  for  Diabet- 
ics. A Practical  Guide,  Miami,  Dia- 
betes Press  of  America,  Inc., 

1965. 

Who’s  Who  in  Library  Service:  A Bio- 
graphical Directory  of  Professional 
Librarians  in  the  United  States 
and  Canada:  ed.  4,  Lee  Ash  (ed.), 
Hamden,  Conn.,  The  Shoe  String 
Press,  1966. 

Williams,  R.  E.  0.:  Hospital  Infec- 
tion: Causes  and  Prevention,  ed. 
2,  Chicago,  Year  Book  Medical 
Publishers,  Inc.,  1966. 


Deaths 


becca  Grossman.  He  came  to  the 
United  States  and  Corpus  Christi  in 
1922,  and  was  graduated  from  the 
old  Corpus  Christi  High  School.  A 
graduate  of  The  University  of  Texas, 
he  received  his  medical  degree  from 
The  University  of  Texas  Medical 
Branch  in  1936.  He  interned  at 
Menorah  Medical  Center  in  Kansas 
City,  Mo.,  and  served  as  physician 
for  a construction  company  in  Kan- 
sas City  from  1937  to  1938.  He 
returned  to  Corpus  Christi  in  1939. 
He  was  on  the  staffs  of  Spohn  and 
Memorial  Hospitals. 

Dr.  Grossman  served  in  the  US 
Army  from  1942  to  1946,  attaining 
the  rank  of  captain. 

He  belonged  to  the  Nueces  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  and  American  Medical 
Association.  He  was  a director  of 
the  Southwestern  Bankers  Life  In- 
surance Co.,  of  the  local  Goodwill 
Industries  of  America,  and  of  the 
Jewish  Community  Council. 

Dr.  Grossman  was  a member  of 
Temple  Beth  El,  B’nai  Israel  Syna- 
gogue, B’nai  B’rith  Lodge,  Masonic 
Lodge  189  AF  & AM,  and  of  the 
Eagles  Lodge. 

He  married  Doris  Rose  Kridel  of 
Fort  Wayne,  Ind.,  on  Nov.  5,  1939, 
in  Corpus  Christi.  She  survives,  as 
do  a son,  Myron  B.  Grossman,  and 
two  daughters,  Ruth  Miriam  and 
Beverly  Ann  Grossman,  all  of  Corpus 
Christi;  two  sisters,  Mrs.  Ida  Cohen 
and  Mrs.  Tillie  Sheinberg;  four  broth- 
ers, Simon  Grossman,  Ed  Grossman, 
Henry  Grossman,  and  Dr.  Saul 
Grossman,  all  of  Corpus  Christi;  and 
one  grandchild. 


come  a matter  of  crucial  speculation 
rather  than  experimentation. 

This  symposium  attempts  to  es- 
tablish different  points  of  view  and 
to  suggest  new  lines  of  work  for 
the  future.  The  discussions  center 
around  the  population  dynamics  of 
thymus  cells,  their  origin  and  en- 
try, their  changes  within  the  thymus 
and  their  disappearance  from  it. 

The  results  of  this  Melbourne, 
Australia,  symposium  contribute 
greatly  to  the  understanding  of  pro- 
fessional teaching  in  general  medi- 
cal sciences  as  well  as  to  the  un- 
derstanding researchers. 

Condition  Critical:  Our  Hospital  Cri- 
sis. Edwin  P.  Hoyt,  264  pp.,  New 
York,  Holt,  Rinehart  and  Winston, 

1966,  $5.95. 

CONDITION  CRITICAL  is  the  full 
and  shocking  story  of  the  whole  na- 
tion’s dilemma.  The  book  is  based 
on  information  gathered  by  the  au- 
thor from  confidential  questionnaires 
sent  out  to  more  than  300  hospi- 
tals and  on  his  own  research. 

Hoyt  defines  and  compares  the 
three  types  of  hospitals  in  this  coun- 
try today — voluntary,  government, 
and  proprietary  or  profitmaking.  The 
author  analyzes  methods  of  accred- 
itation, explores  inherent  weakness- 
es in  our  current  system,  and  re- 
veals the  conflict  between  doctors 
and  reform-minded  administrators. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Beckman,  H.:  Dilemmas  in  Drug 
Therapy,  Philadelphia,  W.B.  Saun- 
ders Co.,  1967. 

Eisele,  C.  W.:  The  Medical  Staff  in 
the  Modern  Hospital,  New  York, 
McGraw-Hill  Book  Co.,  1967. 
Fasanella,  R.  M.:  Modern  Advances 
in  Cataract  Surgery,  Philadelphia, 
J.  B.  Lippincott  Co.,  1963. 

Hsia,  D.  Y.:  Inborn  Errors  of  Metabo- 
lism, part  1,  Clinical  Aspects,  ed. 
2,  Chicago,  Year  Book  Medical 
Publishers,  Inc.,  1966. 

Lewis  G.  M.  and  Wheeler,  C.  E.,  Jr.: 
Practical  Dermatology,  ed.  3,  Phila- 
delphia, W.  B.  Saunders  Co., 

1967. 

Manson-Bahr,  P.  H.:  Manson’s  Tropi- 
cal Diseases,  A Manual  of  the 
Diseases  of  Warm  Climates,  ed.  16, 


DR.  D.  N.  GROSSMAN 

Corpus  Christi  general  practition- 
er, Dr.  David  N.  Grossman,  60,  died 
on  March  31,  1967,  in  a hospital 
there.  He  had  been  ill  for  a long 
time. 

Born  on  Sept.  15,  1906,  in  Kiev, 
Russia,  in  the  Russian  Ukraine,  he 
was  the  son  of  Nathaniel  and  Re- 


DR. GROSSMAN 


DR.  E B HAY 

Dr.  Elliott  Byron  Hay,  54,  died  of 
a heart  attack  on  March  12,  1967, 
in  a Houston  hospital.  He  had  prac- 
ticed surgery  in  Houston  since  1946. 

Chairman  of  the  governing  board 
of  Northshore  Hospital,  he  also 
served  as  publicity  chairman  of  the 
Northeast  Chamber  of  Commerce 


Volume  63,  June,  1967 


107 


and  chairman  of  the  Houston  area 
People-to-People  Sports  Committee, 
which  works  in  conjunction  with  the 
US  Information  Agency. 

A native  of  McComb,  Miss.,  he 
was  born  Nov.  27,  1912.  He  was 
graduated  from  high  school  at  Mc- 
Comb, from  Tulane  University,  and 
from  Tulane  University  College  of 
Medicine.  He  interned  at  Hillman 
Hospital  in  Birmingham,  Ala.,  and 
served  surgical  residencies  at  Bir- 
mingham Baptist  Hospital;  Lankenau 
Hospital  in  Philadelphia,  Pa.;  and 
Southern  Pacific  Hospital,  in  Hous- 
ton. 

During  World  War  II,  he  was  a 
combat  zone  surgeon  in  the  Euro- 
pean theater  of  operations.  Later 
he  served  as  a consultant  surgeon 
to  the  US  Army  Surgeon  General 
and  to  the  Atomic  Energy  Commis- 
sion at  Oak  Ridge  Institute  of  Nu- 
clear Studies  at  Oak  Ridge,  Tenn. 
In  1949  Dr.  Hay,  then  an  associate 
professor  of  surgery  at  Baylor  Uni- 
versity College  of  Medicine,  was  one 
of  six  specialists  selected  by  the 
American  Medical  Association  to 
give  lectures  on  the  latest  tech- 
niques and  advancements  in  medi- 
cine at  Anchorage,  Alaska. 

A member  of  Harris  County  Medi- 
cal Society,  he  also  belonged  to  the 
Texas  Medical  Association,  American 
Medical  Association,  Southwestern 
Surgical  Congress,  American  College 
of  Surgeons,  International  College  of 
Surgeons,  and  Texas  Traumatic  Sur- 
gical Society. 

Dr.  Hay  was  a founder  of  the 
Bellaire  Methodist  Church  in  Bellaire, 
Tex.,  in  1946. 

He  is  survived  by  his  wife,  Mig- 
nhon;  his  mother,  Mrs.  Maude  Hay, 
and  a sister,  Miss  Olive  Hay,  both 
of  McComb,  Miss. 


DR,  B.  W.  MILLER 

Dr.  Bradford  W.  Miller,  65,  died 
on  April  4,  1967,  in  his  office  in 
Vernon.  Cause  of  death  was  a heart 
attack  due  to  coronary  atheroscle- 
rotic heart  disease. 

Born  Feb.  1,  1902,  in  Omaha, 
Neb.,  he  was  the  son  of  Benjamin 
and  Sarah  Ritter  Miller.  He  attended 
schools  in  Omaha,  University  of 
Omaha  and  Creighton  University, 
both  in  Omaha,  and  was  graduated 
from  University  of  Nebraska  College 
of  Medicine  in  Omaha  in  1926.  An 
internship  was  served  at  University 
Hospital  in  Oklahoma  City,  and  resi- 
dencies at  Columbia  University  Col- 


lege of  Physicians  and  Surgeons  in 
New  York  City,  and  Tulane  Univer- 
sity School  of  Medicine,  in  New 
Orleans,  La. 

He  practiced  in  Bowlegs,  Okla., 
and  in  Oklahoma  City.  In  1931  he 
was  appointed  by  the  federal  gov- 
ernment as  general  practitioner  and 
surgeon  in  the  Indian  Service  and 
served  in  Indian  hospitals  in  Tohat- 
chi,  N.M.,  and  Fort  Defiance,  Ariz. 
He  began  practice  as  an  eye,  ear, 
nose,  and  throat  specialist  in  Odes- 
sa in  1936.  In  1939  he  moved  to 
Vernon,  where  he  practiced  until  his 
death. 

A past  president  and  secretary 
of  Wilbarger  County  Medical  Society, 
he  belonged  to  the  Texas  Medical 
Association,  the  American  Medical 
Association,  and  Phi  Beta  Pi  medi- 
cal fraternity. 

He  was  a member  of  the  First 
Methodist  Church  in  Vernon.  Dr. 
Miller  enjoyed  the  hobbies  of  fish- 
ing, botany,  and  barbecue  and  out- 
door cooking. 

On  October  18,  1933,  Dr.  Miller 
and  Marguerite  Nancy  Warren  of 
Ardmore,  Okla.,  were  married  in 
Ardmore. 

Mrs.  Miller  survives,  as  do  a son, 
Maj.  Donald  B.  Miller,  stationed  in 
the  Air  Force  in  Ewa,  Hawaii;  two 
sisters,  Mrs.  Walter  Conrey  of  Oma- 
ha, and  Mrs.  Joe  Benge  of  Ander- 
son, Ind.;  a brother,  William  J.  Miller 
of  Burke,  S.D.;  and  three  grand- 
children. 


DR,  J.  G,  JENKINS 

Retired  head  of  the  physical  med- 
icine department  at  Scott  and  White 
Clinic,  Dr.  Jesse  G.  Jenkins,  79,  died 
on  March  30,  1967,  in  a Temple 
hospital,  following  a long  illness. 

Born  on  May  7,  1887,  in  Bethel, 
Tex.,  he  was  graduated  from  Hub- 
bard High  School  in  1905.  He  at- 
tended The  University  of  Texas  and 
taught  for  two  years  in  a country 
school.  In  1914,  he  received  his 


doctor  of  medicine  degree  from 
Vanderbilt  University  School  of  Med- 
icine, and  that  same  year,  joined  the 
staff  of  Scott  and  White  Clinic. 

He  served  in  the  US  Army  Medi- 
cal Corps  during  World  War  I and 
attained  the  rank  of  captain.  On  his 
return  he  entered  private  practice 
in  association  with  Scott  and  White 
and  the  Santa  Fe  Hospitals  until 
1936  when  he  became  the  head  of 
the  physical  medicine  department 
at  Scott  and  White.  He  held  this 
position  until  his  retirement  in  1952. 

On  June  25,  1921,  Dr.  Jenkins 
married  Verda  Lumpkin.  She  died  on 
Aug.  20,  1950. 

Dr.  Jenkins  was  a member  of 
Grace  Presbyterian  Church  in 
Temple. 

An  honorary  member  of  the  Texas 
Medical  Association  and  the  Ameri- 
can Congress  of  Physical  Medicine 
and  Rehabilitation,  he  belonged  to 
Bell  County  Medical  Society  and  the 
American  Medical  Association.  In 
1964,  he  received  the  Vanderbilt 
“Quink”  award,  highest  honor  given 
to  graduates  of  the  school. 

He  was  a past  grand  master  of 
Knob  Creek  Lodge  401,  AF&AM,  re- 
ceived a 50-year  certificate  and  pin 
from  the  lodge  and  was  a com- 
mander of  the  Knights  Templar 
Commandery.  He  also  belonged  to 
the  Lions  Club. 

He  received  many  awards  for  his 
work  with  Boy  Scouts.  He  was  full- 
time camp  physician  at  Camp  Ta- 
huaya,  the  Heart  O'Texas  Council 
Boy  Scout  camp,  from  1952  until  he 
became  ill.  He  donated  land  ad- 
joining the  camp  to  the  council  in 
1961  to  make  possible  five  addition- 
al outpost  campsites.  He  was  on 
the  Health  and  Safety  Committee 
of  the  Chisholm  Trail  District  before 
he  became  camp  physician.  He  was 
a member  of  the  executive  board, 
and  a member  of  the  sectional  staff 
for  the  national  Scout  Jamborees  in 
1957,  1960,  and  1964.  He  accom- 
panied the  Heart  O'Texas  scouts  to 
the  jamborees  at  Valley  Forge,  Pa., 
and  Colorado  Springs,  Colo.,  and 
served  as  sectional  doctor. 

He  was  presented  a Scout  statu- 
ette in  1955  and  1958,  and  the 
Eagle  Class  and  Eagle  Recognition 
Dinner  were  named  for  him  in  1960. 
He  received  the  Silver  Beaver 
Award,  the  highest  scouting  honor 
paid  an  adult,  at  the  annual  Heart 
O’Texas  Council  banquet  in  Waco 
in  1962. 

Survivors  include  two  sisters,  Miss 
Mary  Jenkins  and  Miss  Winnie  Jen- 
kins, both  of  Dallas;  two  nieces;  and 
two  nephews. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 

New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D, 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CHsOH 

l 


Hydrocortisone 


CHs0H 

i=o 


Fluocinolone  Acetonide 
(Synalar) 

O a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 

17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1"4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


« m t 

0m  a ** 


ABC 

The  Antigranuloma  Assay1"4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay.,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

^Complete  bibliography  on  request.  (Expressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEX  E3 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid,  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Iflpl 


Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  Bj)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  BL>)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  B6),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol,!  100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 


‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1 . Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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ImferorT 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb / 100  cc.  of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses.  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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TEXAS  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN  Gradumet0 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  a 15  mg.  a 

DESBUTAL0 10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  FI  SIDE  1 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  Fj  SIDE  j 

,v  gggp  ; JP 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


COIMTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora / dose. 
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THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 

of 


controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 


Uu* 


There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 

1 701  nfiQ 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


In  peptic  ulcer. 

antacid 
therapy 

a 


new 


benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg. ; aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Wounds,  abscess,  cellulitis 


...and  the 
complications 
of  staph. 


Staph  reliably 
controlled  with 
specific  therapy 


A suitable  dosage  form  for  every  staph  situation 


From  time  of  birth,  the  child  is  exposed  to  a whole 
range  of  potential  staph  infections:  wounds;  secon- 
darily infected  dermatoses;  primary  lesions,  such  as 
deep  impetigo  (ecthyma),  boils  and  felons;  and  more 
serious  conditions  such  as  osteomyelitis,  staph  pneu- 
monia and  staph  meningitis. 

Bactericidal 

Hardly  a staph  organism  can  resist  the  bactericidal 
action  of  Prostaphlin®  (sodium  oxacillin),  as  shown 
by  a 34-month  in  vitro  study.  Of  all  staph  isolates 
tested,  99.5%  were  sensitive  to  oxacillin.1 

Clinically  Proven 

There  is  a high  correlation  between  these  in  vitro 
findings  and  clinical  results.  Of  610  patients  treated 
with  Prostaphlin  (sodium  oxacillin),  89.8%  were  re- 
ported cured  or  improved,  including  those  with  staph 
infections  resistant  to  penicillin  G.2  And  since  resist- 
ance does  not  appear  to  develop  in  vivo,  therapy  with 
oxacillin  can  be  extended  when  necessary. 
Outstanding  Safety  Record 

Besides  being  staph-specific  and  rapidly  absorbed— 
Prostaphlin  (sodium  oxacillin)  has  established  an  out- 
standing record  of  safety  during  five  years  of  wide- 
spread clinical  use.  Continuous  high  blood  levels  of 
oxacillin  have  not  produced  toxic  effects  on  kidney 
function,  assuring  a significant  margin  of  safety.  How- 
ever, as  with  all  penicillins,  the  possibility  of  allergic 
response  should  be  considered. 

Capsules,  Oral  Suspension  and  Injectable 
Prostaphlin  (sodium  oxacillin)  is  available  in  three 
flexible  dosage  forms  to  suit  the  age  of  the  patient 
and  severity  of  infection— an  oral  solution  for  pedi- 
atric use,  capsules,  and  multi-dose  vials  for  injection. 

PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications: 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  q.  4 or  q.  6 h.  Children:  50  mg./ 
Kg./day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  q.  4 or  q.  6 It.  Chil- 
dren: 50  mg. /Kg. /day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules— 
250  and  500  mg.  in  bottles  of  48.  Injectable— 250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  I.M./I.V.  use.  For  Oral  Solution— 100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY  8:12.16 

References:  1.  Abstracted  from  Antibiotic  Sensitivity  of  Staphylococci  Studied 
from  November  1962  through  August  1965,  reported  by 
Griffith,  L.J.,  Staphylococcus  Reference  Laboratory,  V.  A. 

Hospital,  Batavia,  N.Y.  2.  Data  on  file,  Bristol  Laboratories. 

BRISTOL  LABORATORIES/Division  of  Bristol-Myers  Co.,  Syracuse,  N.Y. 

Whenever  you 
suspect  staph 

PROSTAPHLIN0 

SODIUM  OXACILLIN 


BRISTOL 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  core  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

Fort  Worth 


Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Claude  Williams,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
William  H.  Neil,  M.D.,  F.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
John  S.  Alexander,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 


1217  West  Cannon — ED  6-8627 

Tom  B.  Bond,  M.D.,  F.A.C.R.  Oscar  L.  Morphis,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 

100  Medical  Tower — ED  6-8681 

Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery : 

L.  L.  Travis,  M.D. 
J.  S.  O'Hare,  M.D. 
R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 


STAFF 

Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 
L.  W.  Ralston,  M.D. 


E.  L.  Mahon.  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr„  M.D. 


Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 

PEDIATRICS  & PEDIATRIC  CARDIOLOGY 

BUSINESS  MANAGER 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

OWEN  G.  ELLIOTT,  M.G.M.A. 

INTERNAL  MEDICINE 

SURGERY 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

OPHTHALMOLOGY 

CHARLES  1.  B1LTZ,  M.D. 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 

OBSTETRICS  & GYNECOLOGY 

DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

ROBERT  A.  LANG,  D.D.S. 

*Diplomate  of  the  American  Board 
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Complete  Serological  Screening  Tests  For  Syphilis . . . 


The  RPR  Card  Tests  make  use  of  a specially  prepared,  carbon-con- 
taining RPR  Card  antigen.  The  particle  size  and  other  characteristics  of 
the  carbon  is  such  that  when  a reactive  specimen  is  encountered,  floccula- 
tion occurs,  and  there  is  a coagglutination  which  is  readily  visible  to  the 
naked  eye.  Individual  tests,  including  the  collection  of  blood  and  separa- 
tion of  plasma  can  be  performed  in  7 to  8 minutes. 

Confirming  earlier  findings  with  the  RPR  Card  Test1"10  Reed11  in 
reporting  on  63,800  specimens  had  an  overall  agreement  of  98.5%  in 
a recent  comparative  study  with  other  routine  screening  procedures. 

The  RPR  Card  Tests,  with  their  low  cost,  ease  of  performance,  high 
sensitivity  and  specificity,  are  without  peer  in  situations  that  demand 
rapid  testing  of  patients,  enabling  the  physician  to  initiate  prompt  treat- 
ment of  early  infectious  syphilis. 

Specify  the  RPR  Card  Test  as  the  screening  procedure  on  serum  or 
plasma  samples  submitted  to  your  State  Approved  Laboratory. 

(1)  Portnoy,  J.;  Brewer,  J.  and  Harris,  A.:  PUBLIC  HEALTH  REPORTS.  ”7:645-652,  August  1962.  (2) 
Joseph,  J.  M.  and  Warner,  G.  S.:  A WORKSHOP  MANUAL.  Md.  State  Dept.  Health.  Bureau  of  Lab.,  Balto., 
Md.,  September  1962.  (3)  Wollenweber,  H.  L.:  OFF.  PATH.,  2,  February  5,  1963.  (4)  Portnoy.  J.:  MILIT. 

MED.,  128: 414-417,  May  1963.  (5)  Portnoy  J.:  THE  AMER.  JOUR.  OF  CLIN.  PATH.,  40:473-479,  November 

1963.  (6)  Buck,  A.  A.  and  Mayer,  H.:  THE  AMER.  JOUR.  OF  HYG.,  80: 85-90,  July  1964.  (7)  Brown, 

W.  J.;  Donohue,  J.  F.  and  Price,  E.  V.:  PUBLIC  HEALTH  REPORTS.  73:496-500,  June  1964.  (8)  Clayton. 

J.  L.;  Lindhardt,  E.  M.  and  Fraser,  R.  S.:  PUBLIC  HEALTH  LAB.,  22:206-207,  November  1964.  (9)  Luca- 

torto,  F.  M.;  Katz,  B.  D.  and  Toto,  P.  D.:  THE  J.A.D.A..  6,9:697-699,  December  1964.  (10)  Portnoy, -J.: 

PUBLICHEALTH  LAB.,  23:43,  March  1965.  (ll)Reed,  E.  L.:  PUBLIC  HEALTH  LAB.,  23:96-103.  May  1965. 
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HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


. C 


removes  the  mental  blur 


that  clouds  vision 


SOLFOTON 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  CiP">) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets ) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Give  them 
a Faith 
to  live  by 


Worship  this  week 


RELIGION  IN  AMERICAN  LIFE 


st*' 


The  advertising  in 

TEXAS  MEDICINE 

keeps  you  informed 
and  pays  for 
publishing  costs! 

When  the  local 
representative  calls, 
tell  him  you  saw 
his  company’s  ad  in 
your  journal. 
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HOW'S  YOUR  PRO,  DOCTOR? 


PRQ  stands  for  "Patient  Relations  Quotient." 

Surveys  show  that  the  public's  opinion  of  physi- 
cians is  not  as  high  as  it  once  was.  There  are 
areas  that  physicians  can  work  on  to  improve  the 
time-honored  physician-patient  relationship. 

Here  is  a simple  test  that  will  help  you  deter- 
mine how  you  handle  10  sensitive  areas  in  the 
physician-patient  relationship: 

T F 

1.  My  patients  usually  consider  me  a friend  and  □ □ 

confident,  as  well  as  the  technician  who  cures 

their  ills. 

2.  I always  give  my  patients  time  to  talk  to  me  □ □ 

about  their  ills;  I listen  attentively,  and  I take 

the  time  to  explain  diagnosis  and  therapy  in 
terms  they  can  understand. 

3.  I take  the  time  to  explain  tactfully  when  I am  []  □ 

unable  to  make  a house  call. 

4.  I am  concerned  about  my  patients'  problems  in  []  □ 

paying  for  health  care;  I usually  have  a frank 
discussion  of  fees;  I have  a fee  plaque  (avail- 
able from  the  AMA — see  page  120,  this  issue) 

on  my  wall  inviting  discussion. 

5.  I always  itemize  my  bills  so  that  my  patients  □ Q 
will  know  exactly  what  the  charges  are;  I try 

to  work  tactfully  with  my  patients  to  help  them 
catch  up  on  unpaid  bills. 

6.  I train  my  office  staff  to  schedule  appoint-  □ □ 

ments  so  that  I do  not  keep  patients  waiting 

more  than  a few  minutes  past  the  appointed 
time. 

7.  My  reception  room  is  bright  and  cheery,  with  □ □ 
up-to-date  magazines;  a rack  of  health  educa- 
tion pamphlets;  comfortable  chairs,  furniture 

and  equipment;  good  lighting. 

8.  My  receptionist  is  neat,  cheerful,  friendly;  she  □ □ 

handles  telephone  calls  with  a pleasant  voice 

and  interested  manner;  she  greets  patients 
graciously  and  explains  to  them  the  reason  for 
my  delay  in  keeping  their  appointment,  if  a 
delay  is  unavoidable. 

9.  I often  meet  my  patients  outside  the  office,  Q □ 
through  my  participation  in  civic  affairs,  such 

as  serving  on  the  school  board,  joining  a service 
club,  working  with  the  chamber  of  commerce, 
and  generally  conducting  myself  as  a good 
citizen  as  well  as  a physician. 

10.  I keep  abreast  of  new  developments  in  medicine  □ □ 

in  my  community  by  regular  participation  in  the 
affairs  of  my  county  medical  society,  thus  en- 
abling me  to  give  better  care  to  my  patients. 


If  you  answered  "true"  to  all  10,  you're  practically  a saint. 
If  you  answered  "true"  to  7,  your  score  is  good,  but  could 
stand  improvement.  If  you  answered  "true"  to  5 to  7,  you 
would  be  wise  to  improve  your  manners.  If  you  answered 
"true"  to  less  than  three,  you'd  better  look  out  in  your 
waiting  room — it  may  be  empty! 


mucUiaae 

-/or 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


& 


Each  tablet  contains: 

Potassium  Iodide ] 95  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Clinical  Laboratories 

Allergy 

MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  166,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77026 

JA  6-3281 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

PILCHER-SISSON  LABORATORY 

PATHOLOGY -CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  O.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  MD. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“ Mailing  Containers  on  Request” 

“ Office  Pickup  Service  in  Houston" 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatric  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd.;  F.A.A.C.I.A. 
Clinical  Allergy  and  Immunology 

Diplomate  of  The  American  Board  of  Clinical  Immunology 
and  Allergy 

2649  Procter  Street  Port  Arthur,  Texas 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

Anesthesiology 

NERVE  BLOCK  CLINIC  FOR 
THERAPEUTIC  AND  DIAGNOSTIC  BLOCKS 
DAVID  A.  ALMEYDA,  M.D. 
Anesthesiologist 

1419  Medical  Arts  Building  Tel.  CA  8-7345 

Houston,  Texas  77022 

HOUSTON 

EEG  LABORATORY 

1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 

EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 

811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories,  CA  5-6473 

Limited  to  ELECTROENCEPHALOGRAMS 

John  E.  Skogland,  M.D.,  Ph.D.,  Director 
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TEXAS  MEDICINE 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diploma te  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology.  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in : 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 


Anatomic  Pathology 

Surgical  Pathology 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 


John  A.  Webb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


704  The  Medical  Towers  Houston  25,  Texas 


ERIC  G.  COMSTOCK,  M.D. 
Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  0.  Box  2565 

Houston,  Texas  77001 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 

Pn/i  lot  ri 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone : TA  3-6912  Telephone : BL  3-8998 

Specimen  containers  on  request 


lohn  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


THE  JOHNS  CLINIC  & HOSPITAL 

720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


OTO-LARYNGOLOGY 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.  D.. 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H.. 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

PSYCHIATRY 

Albert  Owers,  M.D. 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 


J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S. , F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright.  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 


Wharton,  Texas 
2100  North  Fulton  Street 

INTERNAL  MEDICINE 
R.  D.  Little.  M.D. 


713  LE  2-1700 


DENTISTRY 
G.  C.  Shumbera, 


D.D.S. 


GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 
F.A.C.S. 

GENERAL  & THORACIC 
R.  E.  Goelzer,  M.D. 


UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 
OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 
OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

, NEUROPSYCHIATRY 

Raleigh  R.  Gleason,  M.D. 
SURGERY  BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Internal  Medicine  & Diagnosis 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  MD„  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
A.  B.  Cairns,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  FR  6-3700 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-4632 
R.  B.  Curry,  M.D.,  General  Practice 
Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 

SURGERY  INTERNAL  MEDICINE 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 

Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson.  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 


Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 

Admin  istrator 
Robert  B.  Hall,  Ass't. 
Administrator 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 

AND  THE 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 
P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 

E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 

Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D..  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr..  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


CLINIC  OF  THE  SOUTHWEST 
6437  High  Star,  Houston,  Texas  PR  4-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
James  M.  Gray,  M.  D. 

OBSTETRICS  & GYNECOLOGY 
J.  L.  Deere,  M.  D. 

Loren  B.  Goss,  M.  D. 

PEDIATRICS 
John  R.  Dunn,  Jr.  M.  D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.  D. 

UROLOGY 

Glen  E.  Lewis,  M.  D. 

DENTISTRY 
Don  K.  Hamblen,  D.D.S. 

CONSULTING  RADIOLOGIST 
Neil  B.  Longley,  M.  D. 


Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 


Complete  Laboratory,  X-Ray,  and 
Physical  Therapy  Facilities 


Dermatology 


BEELER-MANSKE  CLINIC 


9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Obstetrics  and  Gynecology 

G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 
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WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

Eye,  Ear,  Nose,  Throat 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr.,  M.D., 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

Gastroenterology  and 
Proctology 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3479  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

floliQQ  Tot  q q 

Off.  Tel.  TA  4-2673  ’ Res.  Tel.  EM  1-4600 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

CLYDE  M.  CAPERTON,  M.D. 

Dermatology 

408  West  28th  Street 

Phone  823-5511  Bryan,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 
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J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  26,  Texas 


MILFORD  O.  ROUSE,  M.D. 
Consultant  in  GASTROENTEROLOGY 
1412  Medical  Arts  Building 
Dallas,  Texas 
RI  2-6144 


CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 


DRS.  BAILEY,  DOUGLAS  AND  FISHER 
3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 
Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 


W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 


C.  D.  L.  CROMAR,  M.  D. 
Surgery  of  the  Rectum  and  Colon 
617  South  Tatar  Street 
Pasadena,  Texas  77502 


Directory  of 
Professional  and  Lay 
Medical  Films 

Now  Available! 

Write:  Librarian 

Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 

1000  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 


HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 


JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S.  in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 
1407  Medical  Arts  Building  Houston,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1502  Logan  Ave.  Laredo,  Texas 


HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 


BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 
1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 


FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 
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BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 
1506  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 
CA  7-5505 


Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 
Mineral  Wells,  Texas 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 
Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 
JA  3-6374  MO  6-1721 

Houston  Texas 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 


ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 
JA  4-7547 

P.  0.  Box  2565  Houston,  Texas  77001 


Neurology/ Psychiatry 


THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

*Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 

808  Memorial  Professional  Building 
1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 
CA  4-5041 

’Diplomate  American  Board  of  Psychiatry  and  Neurology 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 


Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 
4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-2121 
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MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

CHAPMAN  ISHAM,  M.D. 

Diplomats  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  J A 8-5373  Residence : J A 8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JACK  STERN,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Obstetrics/Gynecology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3694  Irving,  Texas  76060 
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Ophthalmology 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

RICHARD  S.  RUIZ,  M.  D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  JA  8-6871 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

F.  H.  NEWTON,  M.D. 

OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy.  M.D. 

John  J.  Alpar.  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diploma  tea  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  J A 9-4389 

Houston,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Orthopedic  Surgery 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 
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Otolaryngology 


Plastic  Surgery 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 


MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas  Hours  By  Appt. 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

W.  P.  ANTHONY,  M.D. 

Otology 


705  Fifth  Avenue  Fort  Worth  4,  Texas 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

THOMAS  M.  BIGGS,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  Blvd.  JA  3-8131  Houston,  Texas  77004 


WILLARD  C.  SELLMAN,  JR.,  M.D. 
Plastic,  Maxillo-Facial  and  Hand 
Surgery 

530  Locke  Medical  Building 
6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 


BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 
Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 
1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 


1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 


JA  3-5575 


GR  3-5488 


DRS.  GRANT  & FINLEY 
David  A.  Grant,  M.D.  Marcus  L.  Finley,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  EDison  5-4751 

Fort  Worth,  Texas  76104 


Pediatrics 


VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 


BYRON  P.  YORK,  M.D. 
Infants  and  Children 


FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 


4010  Montrose  Blvd. 


Plastic,  Reconstructive  and  Hand  Surgery 


Houston  6,  Texas 


3100  Red  River 


GR  6-9149  Austin,  Texas 


Volume  63,  June,  1967 


137 


H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomat®  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D. .D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT.  JR..  M.D.,  D.A.B.R. 

WILBUR  Q.  BUDD,  M.D.,  DA.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  0.  McBride,  M.D.,  F.A.C.S. 

1405  Medical  Arts  Building 

Fort  Worth,  Texas 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  MA.C.R. 
Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 

DRS.  CARLSON,  BAREKMAN  & PARNELL 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

B.  J.  Parnell,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg—.  RI  1-3621 

6011  Harry  Hines  Blvd. ME  1-7070 

3607  Gaston  Ave... . . __TA  3-9961 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MAD  ALIN,  M.D.,  F.A.C.S. 

Diplomate : American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-8941 


WILLIAM  W.  TAYLOR,  M.  D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

JA  8-1591 

5420  Caroline  Street  Houston 


EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 


ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
25th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,600.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 

TRINITY,  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 
open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes,  Trinity,  Texas. 

NEEDED:  ORTHOPEDIST  to  join  14 -man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 


WANTED : PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O,  Box  546,  Whitney,  Texas. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000  ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown.  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  169, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERALIST  URGENTLY  NEEDED  by  medical  center  in 
major  metropolitan  area,  within  two  blocks  of  large  hospital. 
No  investment,  liberal  assistance  in  getting  started.  Please  reply 
to  Box  113,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

GENERAL  PRACTITIONER  WANTED  to  associate  with 
established  practitioner  in  small  town  serving  large  area  of 
financially  stable  people.  Clinic  facilities,  nurse,  and  supplies 
furnished.  Connected  with  modern  50-bed  hospital  approved  by 
Medicare.  Salary  and  percentage.  Contact  Administrator,  South 
Plains  Hospital-Clinic,  Amherst,  Texas.  Telephone  246-3536. 

ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in 
northeast  Dallas  for  20  years.  Members  Baylor  Medical  Center 
Staff.  Need  pediatrician  on  or  before  July  1,  1967.  Lakewood 
Medical  Center.  6331  Prospect.  Dallas.  Texas. 

WANTED  GENERAL  PRACTITIONER  to  assume  well- 
established  above  average  practice.  Located  100  miles  from  San 
Antonio  in  a trade  area  of  3,500.  Good  school,  churches,  and  a 
home  will  be  made  available.  Will  lease  or  rent.  Small  modern 
hospital  is  to  be  opened  soon.  One  other  M.D.  in  the  town  with 
his  own  clinic.  Reply  to  William  Katzenstein,  M.D.,  Junction, 
Texas. 


GENERAL  PRACTITIONERS  (SURGERY)  WANTED:  Two 
general  practice-surgery  openings  in  Carrizo  Springs,  Dimmit 
County.  One  full  time  physician  now  in  county.  Serve  county 
of  10,000  population.  Modern  27-bed  county  hospital  approved 
for  medicare.  Membership  on  hospital  staff  available  to  new 
physicians.  Chamber  of  Commerce  will  assist  in  office  and  resi- 
dence location.  Please  reply  to:  Administrator,  Dimmit  Memori- 
al Hospital,  704  Hospital  Street,  or  Manager,  Dimmit  County 
Chamber  of  Commerce,  104  4th  Street,  Carrizo  Springs,  Texas. 

WANTED  INTERNIST.  Must  be  board  eligible  or  certified. 
To  be  associated  with  well  established  expanding  group.  Start- 
ing salary  $20,000  with  partnership  after  second  year.  Uni- 
versity Medical  and  Surgical  Clinic,  511  College  Avenue,  Lubbock, 

Texas. 


WANTED  RADIOLOGIST  by  well  established  and  expanding 
group  hospital  and  clinic  combination  in  Lubbock,  Texas.  Uni- 
versity city  of  170,000  population.  Financial  arrangements  open 
and  to  be  negotiated.  Please  reply  to  Ronald  E.  Lemmons,  M.D., 
University  Medical-Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas  79401. 


GENERAL  PRACTITIONER  WANTED.  Join  group  of  three 
in  West  Texas  town  of  10,000.  Clinic  and  hospital  facilities 
available  with  excellent  opportunity  for  growth.  Must  be  young, 
top-notch  man  to  take  advantage  of  this  exceptional  opportunity. 
Write  Box  142,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED : ONE  INTERNIST  to  join  established  multi-spe- 
cialty group  in  community  of  250,000  population,  at  least  two 
years  of  residency  training  completed,  with  or  able  to  secure  a 
Texas  license.  Salary  open,  depending  on  training.  Partnership 
in  two  years  possible.  Group  operates  own  fully  accredited 
hospital.  Anyone  interested  apply  to  Box  141,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST — to  join  multi-specialty  group.  Three  open  staff 
hospitals  nearby.  Excellent  public  schools.  Write  or  call  A.  R. 
Best,  M.D.,  The  Gilbert  Medical  and  Surgical  Clinic,  101  South 
O’Connor  Road,  Irving,  Texas.  Telephone:  Blackburn  4-6153. 
Call  collect. 


OPPORTUNITY:  GENERALIST  OR  SURGEON  to  associate 
with  established  general  practitioner  in  rapidly  growing  resi- 
dential and  industrial  area  southwest  Dallas  County.  Presently 
am  only  M.D.  in  community  of  12,000.  Ample  office  space,  fully 
equipped,  with  x-ray  and  laboratory.  No  investment  needed. 
Excellent  fringe  benefits.  Two  miles  to  Oak  Cliff  Country  Club. 
Income  limited  only  by  your  need  for  rest.  Hospital  privileges 
available  in  Oak  Cliff.  Reply  to  Allen  Maurice  Fain,  M.D.,  621 
Hustead  and  Fain,  Duncanville.  Texas  75116, 

GENERALIST — for  practice  of  general  and  industrial  medi- 
cine with  multi-specialty  group.  Three  open-staff  hospitals 
nearby.  Excellent  public  schools.  Write  or  call  A.  R.  Best,  M.D., 
The  Gilbert  Medical  and  Surgical  Clinic,  101  South  O’Connor 
Road,  Irving,  Texas.  Telephone:  Blackburn  4-6153.  Call  collect. 

INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

WANTED— OBSTETRICIAN  AND  GYNECOLOGIST,  Board 
eligible  or  certified  to  be  associated  with  well  established  13-man 
specialty  group.  Salary  open,  no  investment,  early  partnership. 
Progressive  city  of  35,000  in  Central  Texas  with  fine  churches, 
schools,  and  recreation  facilities.  Write  J.  D.  Wilson,  M.D., 
King’s  Daughters  Clinic.  304  South  22  Street,  Temple,  Texas. 

DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST.  Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  WANTED:  Excellent  location 
and  office  in  town  of  over  5,000  population,  county  seat  of 
area  serving  12,000  in  Texas  mid-gulf  coast.  Suitable  for  one 
or  two  physicians.  Will  rent  or  lease  this  centrally  air-condi- 
tioned brick  clinic  building  reasonably.  Please  reply  to  Box 
147,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

WANTED : GENERAL  PRACTITIONER-SURGEON.  Im- 
mediately available : large  practice  of  general  medicine  and 
industrial  surgery  of  deceased  physician-surgeon.  New  luxuri- 
ous seven  room  office,  Nix  Professional  Building,  completely 
equipped  and  furnished,  four  exam  rooms,  x-ray  room.  Large 
enough  for  one  or  two  doctors.  Personnel  and  records  remain. 
Contact  Mrs.  John  Parsons,  230  Paseo  Encinal,  San  Antonio, 
Texas,  TA  2-5711. 
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URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  Guaranteed  salary  of  $1,200  per  month  for  six  months, 
then  guarantee  of  $1,200  per  month,  plus  50%  of  any  income 
above  that  for  next  six  months.  Office  expenses,  nurses,  aids, 
etc.  paid.  20-bed,  three  doctor,  clinic-hospital  in  Nocona,  Texas. 
Deceased  doctors  net  income  above  $2,500  per  month.  Nocona 
is  city  of  4,000  with  good  schools,  industry,  all  white  popula- 
tion, nice  lake  and  golf  course,  hunting  and  fishing,  90  minutes 
from  Dallas  and  Fort  Worth.  Contact  A.  D.  Major,  M.D.,  or 
K.  J.  Wharram,  M.D.,  Major  Clinic-Hospital,  Nocona,  Texas. 
Phone  area  code  817,  825-3371. 


OPPORTUNITIES  IN  TEXAS 


GENERAL  PRACTICE:  (a)  Modern  hsp  medicare  approved,  owned  by 
well-qual  cl  grp;  $24,000;  % 2nd  yr;  rapidly  expndg  area,  (b) 
Assn  w/FAAGP  in  priv  indep  grp  pract,  new  cl  facil  in  new  hsp; 
if  FAAGP  $24,000;  coll  twn  over  25,000;  Ige  trading  area,  (c) 
One  qual  good  surg;  prtnrshp  grp,  own  hsp;  % w/exc  guar,  shld 
net  $35,000  1st  yr;  excellent  town. 

INDUSTRIAL  MED:  Asst  regional  med  dir;  Texas  I ic'd ; superv  prev 
med  prog  very  impor  co;  manage  part-time  MD's,  nurses,  cl  staff; 
min  5 yrs  GP  w/some  trng  IM  & occup  med;  $24,000. 

INTERNAL  MEDICINE:  (w)  Cl  est  '39;  9 cert  spec;  1 in  dept; 

patient  census  250  day;  $25,000.  (x)  Pref  w/sub-sp  allergy;  exc 
grp  w/new  cl  in  new  hsp;  if  cert,  area  $24,000;  coll  twn  over 

25,000  serving  Ige  area. 

OALR:  (g)  Oph:  Chief;  assn  w/1 3-mar  spec  grp,  most  cert;  own  cl 
bldg;  affil  w/one  of  best  equipped  hsps  in  SW;  profit  sharing 
basis,  then  prtnrshp;  resort  area;  fine  oppor.  (h)  Oto:  13  spec; 

est  26  yrs;  new  aircond,  very  mod  cl  bldg;  extrmly  busy  cl  pract, 
$25,000  early  prtnr;  Ige  twn  serving  area  400,000. 

ORTHOPEDICS:  (e)  Priv  indep  grp  pract;  Ige  amt  referred  wk;  can 
rent  ofc  in  new  cl  bldg  in  new  hsp  from  grp  who  will  subsidize 
$1,200  mo,  2-3  mo;  oppor  $30,000  1st  yr;  to  $45,000  2nd;  only 
1 ORS  in  twn  25,000  serving  area  60,000.  (f)  Chief;  well-est  spec 
grp,  expndg  to  16  men;  exc  cl  facil  adjoing  75  bd  hsp;  guar 

$23,000  1st  yr;  prtnr  2nd;  can  bid  exc  pract  in  twn  165,000. 

PEDIATRICS:  (a)  Assn  w/2  cert  peds;  active  pract  in  expndg  twn 
over  140,000;  fine  financl  arrangmnts.  (b)  Chief;  3 GP's;  1 cert 
IM,  1 GS;  long-est  cl;  sal  1st  yr  then  prtnr;  nr  med  schl. 

SURGERY:  Oppor  bid  exc  pract  w/long-est  multi-sp  grp,  not  far 
from  Ige  cty  w/med  schl;  1 cert  GS,  FACS  in  dept;  financl  open. 

UROLOGY:  Only  spec  grp  in  area  300,000;  15  spec,  mostly  cert;  if 
cert  $25,000;  intrvu  expense  paid. 


PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE. 


STRICTLY  CONFIDENTIAL 


GENERAL  PRACTITIONER  WANTED  for  association  with 
growing  clinic  in  southwest  Houston,  choicest  suburban  area. 
Opportunities  unlimited.  Please  reply  to  Box  133,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  WANTED.  Town  of  1,000  pop- 
ulation.  Drawing  area  6,000.  Hill-Burton  Hospital  operated  by 
county.  No  doctor  in  community.  Seven  room  clinic  rent  free. 
Good  hunting  and  fishing.  Located  only  30  miles  from  Sam 
Rayburn  Dam.  Address  inquiry  to  John  Sirman,  Corrigan,  Texas. 

ASSOCIATE  WANTED.  Orthopedist,  board  eligible  for  two- 
man  Orthopedic  Department  with  well  established  multi-spe- 
cialty group  in  Dallas,  Texas.  Partnership  after  two  years. 
Excellent  fringe  benefits.  No  investment  required.  Teaching 
opportunities.  Interviewing  expense  paid.  Please  reply  to  Box 
149,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701 . 

OPENING  FOR  FOURTH  PHYSICIAN  with  group  of  three. 
Facilities  of  100-bed  hospital  available.  Practice  general  surgery, 
obstetrics,  pediatrics,  internal  medicine.  Salary  open.  Prefer 
man  35  years  or  younger.  Contact  Robert  E.  Chapman,  M D„ 
5808  East  Belknap,  Fort  Worth,  Texas. 

GENERAL  PRACTITIONER.  Opportunity  for  two  GP’s  to 
join  well  established  practice  with  two  GP’s.  Share  reception 
room,  business  office,  x-ray  and  approved  lab.  Clinic-hospital 
combination,  24-bed,  new  building,  completed  January  1967. 
Definite  associateship  and  possible  partnership.  Please  reply  to 
T & R Clinic-Hospital,  2919  Markum  Drive,  Fort  Worth,  Texas. 
Telephone  TE  8-6815. 


WANTED  GENERAL  PRACTITIONER-SURGEON  to  take 
over  practice  of  physician  going  into  military  service.  Gulf 
Coast  city  in  excess  of  20,000.  Gross  income  over  $60,000  an- 
nually. No  financial  obligation  to  assume.  Please  reply  to  Box 
148,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


IMMEDIATE.  OPENINGS  in  Student  Health  for  experienced 
general  practitioners  at  North  Texas  State  University,  Denton, 
Texas.  Salary  $15,000.  Teachers  retirement,  fringe  benefits, 
usual  school  holidays,  Texas  license  required.  Contact  Dr.  J.  C. 
Matthews,  President,  North  Texas  State  University,  Denton, 
Texas. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


For  Sale  or  For  Rent 


UNUSUAL  OPPORTUNITY  to  begin  active  practice  in  exclu- 
sive Oak  Cliff  Red  Bird  industrial-residential  area  located  in 
the  largest  industrial  sector  in  Dallas  County.  Rapidly  increas- 
ing population  and  industry  provides  a ready  made  practice 
and  demand  for  all  specialties  and  dentistry  in  the  first  and 
only  medical-surgical-dental  professional  building.  Located  op- 
posite the  new  Army  PX  building  with  1,200  employees,  adjacent 
to  new  150  room  motel,  and  one  block  from  the  Maryland  Cup 
Industries  with  2,000  proposed  employees  near  Loop  12,  Cockrell 
Hill,  Ledbetter,  and  Walton  Walker  Loop  ; just  two  miles  from 
Methodist  Hospital  Satellite  160  bed  unit.  Office  available  to 
M.D.’s,  D.D.S.’s  on/or  about  November  1,  1967,  in  spacious 
professional  building  with  lab,  x-ray,  and  pharmacy  facilities. 
Unique  central  telephone  secretary  services  available.  Ample 
parking.  Suites  built  to  your  specifications  if  provided  before 
June  1,  1967.  Reasonable  lease  rental  with  maintenance  and 
utilities.  Temporary  facilities  and  office  space  available  earlier 
in  nearby  clinic  if  desired  for  limited  number.  Reply  to  Allen 
Maurice  Fain,  M.D.,  Red  Bird  Industrial  Clinic,  621  Hustead 
and  Fain,  Duncanville,  Texas  75116, 

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic.  P.  O,  Box  2005,  Laredo.  Texas. 

AVAILABLE,  spacious  doctors  office.  Landscaped  profession- 
al patio,  regional  shopping  center.  Now  occupied  by  general 
practitioner.  Reasonable.  Contact  W.  H.  Smith,  P.  O.  Box 
28294,  Dallas.  DA  1-6431  collect. 

FOR  SALE : Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606, 

WANTED— exposed  x-ray  film.  Reconditioned  physician’s 
equipment  bought,  sold,  traded.  Write  today  to  TeX-RAY  Co., 
3305  Bryan,  Dallas,  Texas  75204. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  6200 
Cedar,  Bellaire,  Texas. 

FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 
feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney,  Box 
330,  Edinburg,  Texas.  , 

FOR  LEASE : A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 

FOR  SALE : Your  greatest  opportunity.  Two  story  clinic, 
brick  building,  completely  equipped  and  furnished.  X-ray,  Ekg, 
etc.  Year  round  heating  and  air  condition.  Put  your  jacket  on 
and  see  30  to  60  patients  daily.  Collections  are  good.  $250,000 
value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms  and  6 
upper  rooms  plus  2 bath  rooms.  Same  location  35  years.  Desire 
immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Methvin 
Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 

SALE,  LEASE,  RENT  OR  SUBLET  all  or  part  of  4,500 
square  foot  office  space  with  all,  part  or  no  equipment,  with 
records.  Modern.  Across  from  70-bed  county  hospital.  Industrial 
and  general  center  for  20,000  population  of  Dumas,  45  miles 
north  of  Amarillo,  Texas.  Owner  retired.  Please  contact  O.  J. 
Richardson,  M.D.,  2516  11th  Avenue,  Canyon,  Texas.  OL  5-4068. 

OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  640  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building.  Please  contact  James  R.  Phillips,  M.D.,  308  N.W.  2nd, 
Grand  Prairie,  Texas. 
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FOR  SALE  OR  FOR  LEASE — Port  Lavaca,  Texas.  Clinic 
fully  equipped  with  x-ray  and  laboratory,  for  two  G.P.’s,  next 
to  hospital.  Fastest  growing  town  in  Texas.  Please  write  Rt.  2, 
Box  4,  Port  Lavaca,  Texas,  or  call  524-4592. 


FOR  SALE : Modern  one  story  13  room  medical  building 
containing  laboratory,  x-ray,  surgical  suite,  air  conditioned. 
Convenient  to  city  and  hospital  on  beautiful  tree  shaded  lot. 
Winner  of  architectural  merit.  Excellent  professional  relation- 
ships. Priced  to  sell ; financing,  terms  or  leasing  may  be  con- 
sidered. Shown  by  appointment.  Doctor  plans  change.  Box  581, 
Gonzales,  Texas  78629.  AC  512,  672-2824. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe,  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 


FOR  SALE:  COMPLETE  MEDICAL  OFFICE  SET  OF  FURNI- 
TURE, includes  exam  tables,  desks,  book  cases,  sterlizer,  some 
equipment.  Very  reasonably  priced.  Write  Box  1969,  Victoria, 
Texas. 


FOR  SALE.  X-ray  unit — BORG,  DURO  MATIC — 100MA. 
Motorized  table,  automatic  controls,  rotating  anode  tube  above, 
stationary  tube  below,  screen,  view  box,  marker,  storage  box, 
cassettes,  hangers,  wall  mounted  cassett  holder,  gloves,  apron, 
calipers,  filing  cabinet.  Unit  is  now  installed  and  operating 
$2,000.00.  Please  write  Southern  Safety  Sales,  6214  North  Lamar, 
Austin,  Texas.  Telephone  AC  512 — GL  3-5394 


FOR  SALE : Beautiful  new  fully  equipped  clinic  in  Rusk, 
lexas.  Excellent  growing  community  of  5,000.  Diversified  eeon- 
°?W-  for  health  reasons.  At  sacrifice  and  4%  loan  avail- 

able. Please  contact  Floyd  H.  Brigham,  M.D.,  1750  Rocky  Hill 
Drive,  Exeter,  California,  or  call  AC  209,  592-3988. 


USED  MEDICAL  EQUIPMENT,  guaranteed.  300  MA  140KV 
Keleket  radiographic  and  fluoroscopic  x-ray,  90-45  table,  Shultz 
spot  film,  suction  units,  cysto  table  with  reciprocating  bucky, 
£K(*s,  ^hirlP°o1  bath,  cassettes,  developing-  tanks,  film  driers, 
Burdick  Disthermy.  Contact  V.  Lannou,  8222  Jennings,  Houston, 
Texas  77017.  Telephone  MI  5-0751. 


FOR  SALE:  Fully  equipped  small  licensed  hospital  in  opera- 
tion, x-ray,  pharmacy,  lab,  etc.  Opportunity  for  general  practi- 
tioner who  does  surgery  and  obstetrics.  Doctor’s  office  and  living 
quarters  (unfurnished)  adjacent  to  hospital  included.  Shown 
by  appointment.  Write  P.  O.  Box  5203,  San  Antonio,  Texas 


Miscellaneous 

WANTED— REGISTERED  NURSE  ANESTHETIST,  regis- 
tered medical  technologist,  also  RN’s  and  LVN’s.  120  bed  hos- 
pital. Excellent  salaries  plus  fringe  benefits.  Contact  Clyde 
Dodd,  P & S Hospital,  Alice,  Texas.  Telephone  MO  4-4376. 


TEXAS  MEDICAL  ASSOCIATION 

IQ# 7 PUBLIC  RELATIONS 
170#  CONFERENCE 

SEPTEMBER  30 -AUSTIN 

5 GUEST  SPEAKERS  • PANELS  * FOOTBALL 


Newly  Enlarged 

PROFESSIONAL  SQUARE 

4703-43  Greenville  Avenue,  Dallas,  Texas 
NOW  LEASING 

Garden  Type  Professional  Office  Space 

Area  in  need  of  general  practitioners  and 
related  specialties.  Will  improve  space  to 
tenants  specifications. 

Direct  inquiries  to: 

Edward  Farris,  DDS,  at  Number  4715 
Phone  AC  214  EM  3-7416 
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in  the  treatment  of 

IMPOTENCE 


Android 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study * 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


*“Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  . .5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  . 12.5  mg. 

Thyroid  Ext.  (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St..  Us  Angeles,  Calif.  90057 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 

Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg 

Glutamic  Acid  50  mg, 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc 
tive  organs  or  mammary  glands. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 
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ABBOTT  LABORATORIES  20-22,117-120 

AMES  COMPANY  144 

ARCH  LABORATORIES  24 

AYERST  LABORATORIES  7 

BEVERLY  HILLS  HOSPITAL  109 

BLUE  CROSS-BLUE  SHIELD  OF  TEXAS  5 

BOND  RADIOLOGICAL  GROUP  124 

BRAYTEN  PHARMACEUTICAL  COMPANY  88 

BRISTOL  LABORATORIES  122-123 

THE  BROWN  PHARMACEUTICAL  COMPANY  142 

BURROUGHS  WELLCOME  AND  COMPANY  45 

COCA-COLA  COMPANY  102 

CONAL  PHARMACEUTICALS,  INC 25-26 

DALLAS  MEDICAL  AND  SURGICAL  CLINIC  2nd  Cover 

DUNCAN  MEMORIAL  HOSPITAL  124 

CHARLES  O.  FINLEY  AND  COMPANY  40 

FIRST  TEXAS  PHARMACEUTICALS,  INC 88 

C.  B.  FRANCIS  NURSING  HOMES  30 

GEIGY  PHARMACEUTICALS  8-9,14-16 

HOMESTEAD  CHILD  PLACEMENT  AGENCY  124 

HUMCO  LABORATORY  18 

HYNSON,  WESTCOTT  AND  DUNNING,  INC 125 

KING'S  DAUGHTERS  CLINIC  Back  Cover 

LAKESIDE  LABORATORIES  6,  86,  104,  116 

LEDERLE  LABORATORIES  46-49,97 

ELI  LILLY  AND  COMPANY  32,82-84,98-100 

LOMA  LINDA  FOODS  17 

MARTIN  X-RAY  AND  RADIUM  CLINIC  143 

MEDICAL  ARTS  CLINIC,  CORSICANA  124 

MEDICAL  PROTECTIVE  COMPANY  95 

WM.  S.  MERRELL  COMPANY  114-115 

PARKE,  DAVIS  AND  COMPANY  3rd  Cover 

PITMAN-MOORE  - 27 

PLAQUES  OF  PRIDE  INTERNATIONAL  2 

WM.  P.  POYTHRESS  126-127 

PROFESSIONAL  SQUARE,  DALLAS  142 

A.  H.  ROBINS  : 81 

ROCHE  LABORATORIES  19 

WILLIAM  H.  RORER,  INC 8,  95 

SAN  ANGELO  MEDICAL  AND  SURGICAL  CLINIC  106 

SANDOZ  PHARMACEUTICALS  10-11 

SCHREINER  JUNIOR  COLLEGE  AND  HIGH  SCHOOL  22 

SCOTT  AND  WHITE  CLINIC  Back  Cover 

G.  D.  SEARLE  12-13 

SMITH  KLINE  & FRENCH  LABORATORIES  23 

SOUTHERN  CLINIC  106 

SOUTHWEST  CLINIC  ASSOCIATION  106 

STUART  COMPANY  121 

SYNTEX  LABORATORIES,  INC 110-113 

TERRELL'S  LABORATORIES  AND  MEDICAL  GROUP  1 

TIMBERLAWN  PSYCHIATRIC  CENTER  102 

TORBETT,  HUTCHINGS,  SMITH  MEMORIAL 

HOSPITAL  2nd  Cover 

TOWNE,  PAULSEN  & COMPANY,  INC 18 

TRAVIS  CLINIC  AND  NAN  TRAVIS  MEMORIAL 

HOSPITAL  124 

TURNER'S  CLINICAL  & X-RAY  LABORATORIES  106 

WICHITA  FALLS  CLINIC  AND  HOSPITAL  143 

WOODWARD  MEDICAL  PERSONNEL  141 

WYETH  LABORATORIES  28-29 

WYNN  PHARMACEUTICALS,  INC 31,92 


PHYSICIANS'  DIRECTORY  128-139 

CLASSIFIED  ADVERTISING  140-142 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed.  M.D..  D.A.B.R..  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


^Hte  Ma/itin  X-Ray  aud 
Radium  (f  -Lnic 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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There  are  108,200* 
undetected  diabetics  in 

Texas 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 


Why  Wait? 


*Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514  a2eR67 
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UNIVERSITY  OF  CALIFORNIA 
SAN  FRANCISCO  MEDICAL  CENTER 
LIBRARY 


.. 


rexas  meDicine 

JULY  1967 


U.C.  MEDIAL  CENTER  LIBRARY 

JUL  26  i367 

San  Francisco  22, 


IN  THIS  ISSUE 

How’s  Our  Hero  Image? 

Bac  Si  Vietnam 

AMA  Backs  All  TMA  Resolutions 
Dr.  Rouse  to  AMA  High  Office 


SorbHt,  SfutctyingB,  Memorial  hospital 


Anb  (Elje  ©orbett  Clinic 

Marlin,  ©exas 


306  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D..  F.A.C.S. 

A.  C.  Bennett,  M.D.,  F.A.C.S.*** 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes.  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 
Thomas  Gardner,  Jr.,  M.D. 


Telephone:  WE  6-3561 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


*Expired  5-27-62.  **Expired  7-1-66.  ***Expired  5-15-67 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Bo^rd  Pediatrics 

G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 

♦Wm.  H.  Potts,  B.A.,  M.D.,  F.A.C.P.,  Internal  Medicine 

Sydney  S Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

♦Czro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & Bron- 
choscopy 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.R.U.,  F.A.C.S.,  Urology 
W ■»lls  M.  Wade,  D.D.S. , Dental  Surgery 

Hale  it  Moore,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate  Ameri- 
can Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics. 

Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 


John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 
Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 

Livius  L.  Lankford,  M.D.,  D.A.B.O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
John  L.  Bost,  D.D.S.,  General  Dentistry 
Terry  D.  Allen,  M.D.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S..  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Miss  Billye  J.  Norris.  R.N.,  Superintendent  of  Nurses 
T.  K.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager 


♦Inactive  status 


Texas  Medicine  is  published  monthly  by  the  Texas  Medical  Association.  Subscription  price,  $5  per  year  for  members;  $9  for  non- 

members;  $10  for  foreign.  Single  copy,  $1. 

Second  class  postage  paid  at  Austin,  Texas,  with  additional  entry  at  Fort  Worth,  Texas,  under 

Act  of  March  3,  1879. 

Address  all  communications  to  Texas  Medical  Association,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TERRELL’S  LABORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.  - DIRECTOR 


FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 

V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 

H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
James  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 

PATHOLOGY,  CLINICAL  PATHOLOGY  & VETERINARY  PATHOLOGY— 
Bacteriology  - Parasitology  - Hematology  - Histology  - Chemistry 
TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERRELL  MEDICAL  GROUP 

FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 


Emory  Davenport,  M.D.  A.  H.  Rutledge,  M.D. 

Henry  G.  Gardiner,  Jr.,  M.D.  Elizabeth  A.  Taylor,  M.D. 


Practice  limited  to  Diagnosis,  Allergy,  Cardiology,  Internal  Medicine, 
Neuropsychiatry,  Electroencephalography  and  Physical  Medicine  & Rehabilitation 

T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 

Consultant 
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THIS  MONTH  IN 


Texas 


42  Surgery  for  the  Rheumatoid  Hand 


52  Cystic  Fibrosis  in  Adulthood 


Fred  B.  Kessler,  a Houston  surgeon,  did  postgrad- 
uate work  in  reconstructive  surgery  of  the  Hand 
at  Roosevelt  Hospital  in  New  York.  A graduate  of 
the  University  of  Texas  Medical  Branch,  he  took 
his  internship  and  residency  in  Philadelphia  Gener- 
al and  the  Hospital  of  the  University  of  Pennsyl- 
vania, respectively. 

45  Subacute  Combined  Degeneration 
Of  Spinal  Cord  Without  Anemia 

Jack  B.  Alperin,  assistant  professor 
of  internal  medicine,  and  John  R. 
Calverley,  associate  professor  and 
chief,  Division  of  Neurology,  are 
at  The  University  of  Texas  Medical 
Branch,  Galveston.  Dr.  Alperin’s  re- 
search on  folic  acid  and  vitamin 
B12  metabolism,  and  investigation 
of  hemoglobinopathies  preceded 
studies  reported  here.  Dr.  Calverley 
took  his  residency  in  neurology  at 
the  Mayo  Foundation  and  served  four  years  at  Wil- 
ford  Hall  USAF  Hospital,  San  Antonio.  A graduate 
of  the  University  of  Oregon  Medical  School,  he  has 
done  clinical  research  on  syncope  and  neuromuscu- 
lar disorders. 

49  The  Painful  Xiphoid  (Xyphoidynia) 

H.  B.  Eisenstadt  practices  in- 
ternal medicine  at  Port  Arthur. 
Born  in  Berlin,  Germany,  in  1905, 
Dr.  Eisenstadt  emigrated  to  the 
United  States  in  1937.  He  is  the 
author  of  numerous  scientific  arti- 
cles on  subjects  within  the  field 
of  internal  medicine,  the  most  re- 
cent of  which  is  “The  Painful 
EISENSTADT  Xiphoid  (Xiphoidynia).” 


DR.  ALPERIN 


Kenneth  G.  Gould  is  now  serving 
as  Commander  of  a Tac  Dispensary 
in  Thailand.  After  completing  his 
overseas  service,  he  plans  to  enter 
the  University  of  California  School 
of  Medicine  for  further  studies  in 
pulmonary  metabolism. 


57  Heredity,  Cancer,  and  the 
Genetics  Clinic 

Henry  T.  Lynch,  Houston,  is  as- 
sistant professor,  Department  of 
Biology,  and  assistant  internist, 
Department  of  Medicine,  University 
of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute.  His  coauth- 
ors, D.  E.  Anderson  and  A.  J. 
Krush,  also  are  associated  with  the 
Department  of  Biology,  Section  of 
Human  Genetics. 

62  Clinicopathologic  Conference 


DR.  JENNINGS  DR.  RODIN  DR.  McGANITY 

Dr.  F.  Lamont  Jennings  is  guest  editor  for  a new 
series  of  clinicopathologic  conferences  from  The 
University  of  Texas  Medical  Branch,  Galveston.  He 
is  professor  and  chairman  of  the  Department  of 
Pathology.  Dr.  A.  E.  Rodin,  associate  professor, 
gives  the  pathologic  findings  in  this  month’s  case; 
discussion  is  by  Dr.  W.  J.  McGanity,  professor  and 
chairman  of  the  Department  of  Obstetrics  and 
Gynecology.  Both  Dr.  Rodin  and  Dr.  McGanity  are 
natives  of  Canada;  Dr.  Rodin  is  a graduate  of  the 
University  of  Manitoba  Medical  School,  Winnipeg, 
and  Dr.  McGanity  was  graduated  from  the  Uni- 
versity of  Toronto  Medical  School. 


LT.  COL.  GOULD 
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SPECIAL  FEATURES 

69  Bac  Si  Vietnam:  A Modern  Medical  Epic 

Daniel  C.  Campbell,  Jr.,  now  sta- 
tioned at  Scott  AFB,  III.,  has  served 
in  both  the  Army  and  Air  Force 
Medical  Corps;  he  specializes  in 
thoracic  surgery.  He  writes  of  his 
experiences  as  a member  of  the 
US  Surgical  Team  in  Can  Tho, 
Vietnam. 

COL.  CAMPBELL 

EDITORIALS 

29  Let’s  Regain  Our  ‘Hero  Image’! 

Joe  T.  Gilbert 

30  Successful  Leadership  Demands  High  Price 

Preston  Smith 

32  Medical  Public  Relations  in  Today’s  Society 

David  Goe  Welton 

35  Your  Business:  Socioeconomics  of 
Health  Care 

John  W.  Lanius 

37  Title  XIX  in  Texas 

Howard  R.  Dudgeon,  Jr., 
TMA  President 


ON  THE  COVER 

Dr.  Milford  0.  Rouse,  newly-installed  president  of 
the  American  Medical  Association,  is  a Texas  phy- 
sician. He  has  practiced  the  specialty  on  gastro- 
enterology in  Dallas  since  1928.  He  has  served  as 
President  of  the  Texas  Medical  Association,  the 
Southern  Medical  Association,  the  Texas  Society 
of  Gastroenterologists  and  Proctologists,  and  the 
Dallas  Southern  Cinical  Society.  He  has  served  as 
Speaker  of  the  AMA  House  of  Delegates  and  has 
received  the  Distinguished  Service  Awards  from  TMA 
and  SMA.  Dr.  Rouse  was  installed  in  American 
medicine’s  highest  office  on  Tuesday,  June  20,  in 
Atlantic  City.  A complete  article  on  the  installation 
and  reception  which  followed  begins  on  p.  81. 


NEXT  MONTH 

Look  for  these  interesting  subjects  next  month: 
The  August  issue  of  Texas  Medicine  will  feature  an 
article  on  “The  Death  Certificate,  the  Physician, 
and  the  Law  in  Texas”  by  Drs.  Alfonso  J.  Strano 
and  Richard  E.  Coons  of  Galveston  and  Houston; 
and  a report  on  “Removal  of  a Loa  Loa  Worm”  from 
the  eye  of  a Peace  Corps  returnee  by  Dr.  Bert  E. 
Davis  of  Denton.  The  August  issue  will  also  include 
a second  article  in  a series  of  clinicopathologic 
conferences  to  be  prepared  by  physicians  at  The 
University  of  Texas  Medical  Branch  at  Galveston, 
and  several  articles  on  subjects  in  the  field  of 
radiology.  A complete  report  on  events  at  the  Texas 
Medical  Association  and  Texas  Hospital  Association- 
sponsored  Conference  on  Emergency  Room  Care, 
to  take  place  on  July  29  in  Austin,  will  also  appear 
in  the  August  Texas  Medicine. 


DEPARTMENTS 
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98  POSTGRADUATE  COURSE 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  Vz  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.D. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

406-6 
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Only 

40  years  ago, 

25  out  of  every  100, 
following 
major  surgery, 
would  have 
died! 

It’s  no  news  to  the  people  who  provide 
America’s  hospital-medical  care,  that  40 
years  ago,  1 out  of  4,  following  major 
surgery  died;  and  that  today  it’s  been  cut  to 
1 out  of  100.  We  are  used  to  these  miracles. 

But  what  about  the  public,  as  the  health- 
care industry  has  to  adjust  its  charges  to 
fit  its  steeply  rising  costs?  What  they  don't 
know  can  hurt  them  - — and  us. 

That’s  why,  in  ads  like  these  in  publications 
read  by  decision-makers  of  all  types, 
and  in  a radio  news  network  blanketing 
the  state,  Blue  Cross/Blue  Shield  is  telling 
the  story  about  the  hospital-medical 
industry’s  cost  squeeze  — and  the  other 
tremendous  story  about  what  a bargain 
today’s  modern  hospital-medical  care  is, 
whatever  the  cost  may  be. 

Long  ago  a great  newspaper  publisher 
shrewdly  said:  “Give  the  people  light,  and 
they  will  find  their  own  way.’’ 

BLUE  CROSS® 

GROUP  HOSPITAL  SERVICE,  INC. 

BLUE  SHIELD® 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 


OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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neo  Bromth®  (Bromaleate) 


scientifically 

designed 

for 


desired  diuretic  action— vascular  decongestant- 
mild  sedative 


Each  tablet  contains: 

2-amino-2-methyl-1  -propanol 

abrom*)  

Pyrilamine  Maleat'e  

8-bromotheophyllinate  (Pam- 

COMPOSITION:  Bromaleate  is  a mixture  containinq  a ratio  of 
approximately  2 molecular  weights  of  the  compound  Pamabrom 
(2-amino-2-methyl-t -propanol  8-bromotheophyllinafe)  to  1 mo- 
lecular weight  of  pyritamine  mateate. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

ACTION  AND  USES:  This  improved  product  was  developed  by 
Brayten  specifically  for  the  control  of  premenstrual  tension.  This 

*U.S.  Patent  2711411; 

Patented  1955,  Canada 


condition  is  characterized  by  nervousness,  irritability,  weight 
gain,  breast  tenderness,  backache,  etc.,  during  the  premenstrual 
period. 

ADMINISTRATION  AND  DOSAGE:  In  premenstrual  tension,  2 
tablets  twice  daily  (morning  and  night)  beginning  when  symp- 
toms are  expected  . i . usually  5 to  7 days  before  menstruation. 
Stop  medication  at  onset  of  flow. 

In  edemas  of  pregnancy,  2 tablets  three  or_  four  times  daily  be- 
ginning with  the  first  signs  of  wafer  retention  (abnormal  weight 
gain,  pitting).  Note:  although  Bromaleate  may  help  prevent 
the  development  of  eclampsia  by  controlling  edema,  it  has  yet 
been  untried  and  unproven  in  treating  the  frankly  eclamptic 
patient. 

SIDE  EFFECTS:  Clinical  investigation  has  shown  Bromaleate, 
when  taken  in  proper  dosage,  to  be  remarkably  free  from  side 
effects.  However,  if  drowsiness  or  dizziness  is  reported,  reduce 
dosage.  Caution  hypersensitive  patients  against  driving  an  auto- 
mobile or  operating  dangerous  machinery  on  the  days  medi- 
cation is  taken. 

HOW  SUPPLIED:  Bottles  of  100  (light  blue)  Tablets. 

PHARMACEUTICAL  COMPANY 

Division  of  Chattem  Drug  & Chemical  Company 

171 S W.  38TH  STREET,  CHATTANOOGA,  TENN.  37409 


NOW! 

HIGHLY  TOLERATED 
BRONCHODILATION 


FOR  EMPHYSEMA-BRONCHIAL  AS1HMA 


Gin  / 


nazan 

^/(theophylline-sodium  glycinate) 


INDICATIONS:  GLYNAZAN  is  indi- 
cated in  the  symptomatic  manage- 
ment of  bronchial  asthma,  bronchitis, 
and  pulmonary  emphysema. 

SIDE  EFFECTS:  Theophylline  may  cause 
central  nervous  system  stimulation  such 
as  insomnia,  restlessness,  or  irritability. 
Theophylline  can  cause  gastric  irrita- 
tion with  nausea  and  vomiting. 

PRECAUTIONS:  Should  not  be  used 
more  than  every  4 to  6 hours.  Should 
not  be  given  within  12  hours  follow- 
ing rectal  administration  of  theophyl- 
line or  aminophylline.  Do  not  use  when 
cough  preparations  containing  theo- 
phylline or  aminophylline  are  being 
administered.  Because  of  the  diuretic 


effect  of  Theophylline,  children  under 
four  years  of  age  should  be  watched 
for  signs  of  dehydration.  Caution  is  in- 
dicated in  patients  with  severe  renal 
and  hepatic  disease,  myocardial  dam- 
age, hyperthyroidism,  and  glaucoma. 

DOSAGE:  The  size,  frequency,  and  dur- 
ation of  dosage  must  be  determined 
by  the  physician  in  each  individual 
case.  Clinical  data  lead  to  suggested 
doses  as  follows: 

GLYNAZAN  TABLETS,  uncoated,  5 
grains  (equal  to  2l/2  grains  Theophyl- 
line N.F.);  Adult  dose — 1 to  3 tablets 
every  4 to  6 hours;  preferably  admin- 
istered with  water  after  meals. 


GLYNAZAN  ELIXIR  (contains  alcohol 
15%):  A palatable  elixir  containinq 
Glynazan  5 grains  (equivalent  to  2 
grains  Theophylline  N.F.)  per  5 cc. 
teaspoonful. 

Children  over  12  years:  1/2  to  1 V2  tea- 
spoonfuls every  4 to  6 hours.  • 6 to 
12  years:  ^2  to  1 teaspoonful  every  4 
to  6 hours.  • 3 to  6 years:  1/2  tea- 
spoonful every  4 to  6 hours.  • 1 to  3 
years:  !/4  to  V2  teaspoonful  every  4 to 
6 hours.  • Adult  dose:  1 to  2 tea- 
spoonfuls every  4 to  6 hours. 

HOW  SUPPLIED:  Tablets— Bottles  of 
100  and  1000,  Elixir — Pint  and  gallon 
bottles. 


> 


N«d  Indict !Kfm-  First  Texas  SPiiu Itnaceufaca /S,  /DALLAS 


WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


(chlordiazepoxide  HCI) 


Also  available  as 
LIBRITABS™  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications,  patients  with  known  hypersensitivity  to  the  drug. 

Warnings;  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions;  |n  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions;  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage;  individualize  for  maximum  beneficial  effects.  Oral  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied;  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  LibritabsT  M-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  . Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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September  means 
Football 

and  the 


1967  TMA 
Public  Affairs 

and 

Public  Relations 
Conference! 

Make  Plans  Now  To  Attend 
September  30  • Austin 

5 Guest  Speakers  • 2 Panels 
University  of  Texas  vs  Texas  Tech  Football 


TandeariP 

oxyphenbutazone 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Tandearil’  helps  osteoarthritic 
oxyphenbutazone  joints  move  again 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 

Sperling.  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders. 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts,  T W , Jr  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin  Med.  73:65,  1966 

84.6%  of  39  patients 

Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 

Streptococci 


V-  Ciltin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensifive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 

MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 


Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

— 

— 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K'H_ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  informatio 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


© V-CILLIN  K* 

POTASSIUM  PKtNOXYMETHU 
PMKilUN  TA*UTS,  U.S.P. 


P*P<h»q* 

(UJJ 

‘\hjS 

Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  o 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoulc 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscula 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction: 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe: 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  fever 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxi: 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  ant 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  th ret 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  intt 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  ( 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preven 
development  of  rheumatic  fever  and/or  other  serious  complications 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histor 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  unit 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tootl 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  b 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fo 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  da 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  model 
ately  severe  pneumococcus  pneumonia  has  been  treated  effective! 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  fo 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hour 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  th' 
first.  Treatment  of  gonorrhea  with  severe  complications  should  b 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  i 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  c 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  ii 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  me 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pe 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 

46206. 


[03206; 

<2^ 


70086 


This  is  the 
smallest, 
lightest 
EKG  machine 
available... 
and  possibly 
the  most 
accurate. 


There  is  virtually  no  outside  electrical 
interference. .. 

There  is  no  risk  that  shock  or  vibration  will 
ever  affect  its  response . . . 

There  are  no  vacuum  tubes  to  age  or 
deteriorate. . . 

There  are,  instead,  transistors,  and  com- 
pletely printed  circuitry  that  guarantee 
accuracy  and  long  life  . . . and  make  the 
“Comput-EK”  remarkably  adjustment-free. 

There  are  other  unique  advantages  as 
well . . . 

Completely  portable,  “Comput-EK”  weighs 
only  10  lbs.  That’s  because  we’ve  dispensed 


with  old-fashioned  galvanometer  units  and 
substituted  a servo  potentiometer  pen 
motor. 

Comput-EK's  special  amplifier  facilitates 
the  reception  of  low  amplitude  signals. 

Using  standard  size  trace  paper,  this  direct 
writing  two-speed  unit  weighs  only  10  lbs.; 
is  53/4"  x 8"  x 9 3A"  and  operates  on  105  to 
125  volt  60  cycle  (30  watts)  circuitry. 
Special  design  eliminates  60  cycle  inter- 
ference. Can  be  used  simultaneously  with 
other  electronic  devices  without  patient 
shock  hazard.  Provided  with  all  standard 
accessories  and  jack  for  use  with  monitor- 
ing oscilloscope. 


Cowiput-EK 

A product  of 

COMPUTER  INSTRUMENTS  CORPORATION 

92  MADISON  AVENUE,  HEMPSTEAD,  NEW  YORK  11550 
‘Trademark  Medical  Electronics  Division 

I 

COMPUTER  INSTRUMENTS  CORP.,  92  MADISON  AVENUE,  HEMPSTEAD,  NEW  YORK  11550 
CHECK  □ More  information,  please.  □ I would  like  a demonstration. 

I 

Name Title 

Address 

City State 

i 

l 

—————— — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — — ..I 

Your  local  dealer  is 

L & W X-RAY 

P.  0.  Box  5235  4955  Belmont 

Beaumont,  Texas  77706  713 — TE  8-1224 
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removes  the  mental  blur 


that  clouds  vision 


S01F0T0N 

® 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow , uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

1 00s,  500s,  1 000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


Take  five... 

Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 

AMES  COMPANY  A 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14  Ames 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  40157 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing Ictotest®1  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514 


@ 

Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  «oi6? 


mucUiaae 

or 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


/ 


IS 


\ 



Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
ManuJ aclurers  of  ethical  pharmaceuticals  since  1856 


Volume  63,  July,  1967 


15 


Mf 


0 


P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New-  Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


f 

58  tablets  • No  8380 
stowed} 


ERYTHROCIN'-Sulfas 

Chewable 


(RYlHROMYON 
MHn  SUCCIMIf 
IRlSuitUPYRIMIOlNfS 
CHfWWlE  TABLETS 

Ciulion  f*dn»i,USA 
li»  txobibitt  fl'ip«i5tng 
wthoui  pitKxphon 


E) 


J$8  Sit.  . He.  ffit 

fttfOta;  ouipeasxm 


f BYlHKOMYf.lN 
ETHYL  SUCCfNAU 
IB  iUlFAPVKlMif  iNEi 
TOR  ORAL  SUSPENSION 
'■oi  nm  tceur")!*!" 
Ux/HUte  wu'«»ir"l  #•  t rt  On 


Ef  t *m*«*l'  tnittt' 

]vm\  w&vitot 


LRVIHftOMYCIN 
UH»l  SUCON4U 
TRiWlfAfYStMlOINlS 

fOR  ORAL  SUSHMSMW 


ERYTHROCIN- SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTHROCIN- SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


Brief 
Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 


Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 


Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 


Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 


Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


Solireiner 

A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Three  programs  for  boys  whose  parents 
desire  the  highest  type  of  educational 
opportunity  for  them: 

1.  Accelerated  Honors  Program,  a 
unique  educational  opportunity  open 
to  qualified  high  school  juniors  who 
wish  to  complete  2 years  of  high 
school  and  2 years  of  college  in  3 
years. 

2.  Standard  Junior  College  Department 
offering  degree  programs  in  Engi- 
neering, Business  Administration, 
Pre-law,  Pre-medical,  and  Liberal 
Arts. 

3.  College  Preparatory  Department. 

(Grades  9-12) 

Applications  now  being  received  for  9- 
week  Summer  School  (June  7 until 
August  8)  and  school  year  beginning 
in  September. 

For  information,  write  or  phone 
The  Registrar, 

Schreiner 

Box  TM,  Kerrville,  Texas  78028. 
Telephone:  (512)  CLearwater  7-8412. 
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For  people  who  eat 
more  than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak  activ- 
ity at  mealtime,  when  it  is  needed  most.  Reminds 
patients  to  eataccordingto  your  prescribed  diet  plan. 

t.i.d./Plegine 

Phendimetrazine  Ditartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of  exces- 
sive appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been  re- 
ported. However,  as  is  true  for  all  medications  of  this  type, 
Plegine  (Phendimetrazine  bitartrate)  is  not  recommended 
for  patients  with  coronary  disease,  severe  hypertension, 
or  thyrotoxicosis,  and  should  be  used  with  caution  in 
highly  nervous  or  agitated  individuals. 

Side  Effects:  There  have  been  occasional  reports  of  insom- 
nia and  nervousness.  Rare  instances  of  mouth  dryness, 
nausea,  blurring  of  vision,  dizziness,  constipation,  and 
stomach  pain  have  been  noted. 
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'VaAomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


'UaAomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . 0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE:  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


Vdsomisf 


Vdsomist 

(ANTIH(STAMINlCt 

iJtZ'  »8COWOE3*TA»T  A**** 


Solttt ton 
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(ANTIHISTAMINIC) 


DIRECTIONS:  Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


Android 

(thyroid-androgen)  tablets 


~\ 


® 


Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


**‘Sexual  impotence  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  a 
double  blind  study " — Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 


of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Android-HP  Android-H  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains  : 
Methyl  Testosterone  . 5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W.  6th  St.,  Los  Angeles,  Calit.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 


PDR 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  . . .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 


Android /estrogen 


Each  Tablet  Contains: 
Methyl  Testosterone  . . . 

Ethinyl  Estradiol  

Thyroid  Ext.  (1/6  gr.)  . . . 

Thiamine  Hydrochloride 


2.5  mg. 
0.02  mg. 
10  mg. 

10  mg. 


Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 

And  to  you . . 


The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 


Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


In  peptic  ulcer... 

antacid 
therapy 

a 


new 


benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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...and  the 
complications 
of  staph. 


Staph  reliably 
controlled  with 
specific  therapy 


A suitable  dosage  form  for  every  staph  situation 


From  time  of  birth,  the  child  is  exposed  to  a whole 
range  of  potential  staph  infections:  wounds;  secon- 
darily infected  dermatoses;  primary  lesions,  such  as 
deep  impetigo  (ecthyma),  boils  and  felons;  and  more 
serious  conditions  such  as  osteomyelitis,  staph  pneu- 
monia and  staph  meningitis. 

Bactericidal 

Hardly  a staph  organism  can  resist  the  bactericidal 
action  of  Prostaphlin®  (sodium  oxacillin),  as  shown 
by  a 34-month  in  vitro  study.  Of  all  staph  isolates 
tested,  99.5%  were  sensitive  to  oxacillin.1 

Clinically  Proven 

There  is  a high  correlation  between  these  in  vitro 
findings  and  clinical  results.  Of  610  patients  treated 
with  Prostaphlin  (sodium  oxacillin),  89.8%  were  re- 
ported cured  or  improved,  including  those  with  staph 
infections  resistant  to  penicillin  G.2  And  since  resist- 
ance does  not  appear  to  develop  in  vivo,  therapy  with 
oxacillin  can  be  extended  when  necessary. 
Outstanding  Safety  Record 

Besides  being  staph-specific  and  rapidly  absorbed— 
Prostaphlin  (sodium  oxacillin)  has  established  an  out- 
standing record  of  safety  during  five  years  of  wide- 
spread clinical  use.  Continuous  high  blood  levels  of 
oxacillin  have  not  produced  toxic  effects  on  kidney 
function,  assuring  a significant  margin  of  safety.  How- 
ever, as  with  all  penicillins,  the  possibility  of  allergic 
response  should  be  considered. 

Capsules,  Oral  Suspension  and  Injectable 
Prostaphlin  (sodium  oxacillin)  is  available  in  three 
flexible  dosage  forms  to  suit  the  age  of  the  patient 
and  severity  of  infection— an  oral  solution  for  pedi- 
atric use,  capsules,  and  multi-dose  vials  for  injection. 

PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications: 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  q.  4 or  q.  6 h.  Children:  50  mg./ 
Kg. /day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  q.  4 or  </.  6 h.  Chil- 
dren: 50  mg. /Kg. /day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules— 
250  and  500  mg.  in  bottles  of  48.  Injectable— 250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  I.M./I.V.  use.  For  Oral  Solution— 100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY  8:12.16 

References:  1 . Abstracted  from  A ntibiotic  Sensitivity  of  Staphylococci  Studied 
from  November  1962  through  August  1965,  reported  by 
Griffith,  L.J.,  Staphylococcus  Reference  Laboratory,  V.  A. 

Hospital,  Batavia,  N.Y.  2.  Data  on  file,  Bristol  Laboratories. 

BRISTOL  LABORATORIES/Division  of  Bristol-Myers  Co.,  Syracuse,  N.Y. 

Whenever  you 
suspect  staph 

PROSTAPHLIN® 

SODIUM  OXACILLIN 


BRISTOL 


If  you  have  only  two  hands 


( here's  what  ARM  can  do  for  you ) 


ARM’s  system  of  computerized  patient  billing  and 
practice  management  increases  your  net  income 
by  increasing  collections  and  reducing  bad 
debt  losses. 

For  most  clients  increased  collections  have  been 
from  4 to  17  % . More  than  enough  to  cover 
the  cost  of  service. 

ARM  also  reduces  overhead,  eliminates  costly 
clerical  errors,  reduces  turnover  and  personnel 
training,  allows  you  to  make  more  efficient 


use  of  your  time. 

Patients  like  ARM's  detailed,  easily-understood 
statements,  mailed  promptly  with  a convenient 
pre-addressed  envelope. 

ARM’s  services,  including  counseling  and 
assistance  on  management  functions,  probably 
cost  less  than  you’re  spending  now. 

Call  or  write:  ARM,  Inc.,  Suite  495,  First 
National  Bank  Building,  Dallas,  Texas,  R1  9-4145, 
or  one  of  the  offices  listed  below. 


000 


Corpus  Christ.:  ARM,  UL  3-6455  • Dallas:  First  National  Bank  in  Dallas,  Rl  9-4143 
• El  Paso:  The  State  National  Bank  of  El  Paso,  KE  2-9922  • Fort  Worth:  First  National  Bank  of  Fort  Worth,  ED  6-9161  • Houston:  ARM,  PR  4-3755 
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NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


(Warning:  butabarbital  may  be  habit-forming.) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 Gr.) 
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Additional  information  available  to  physicians  upon  request.  ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206. 
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Let’s  Regain  Our  ‘Hero  Image’! 

IN  THE  PAST  25  years  there  has  been  a tremen- 
dous medical  knowledge  explosion.  Medical  and  sur- 
gical specialties  and  subspecialties  have,  of  necessity, 
emerged.  In  spite  of  the  fact  that  patient  benefits 
that  have  evolved  during  this  period  are  probably 
greater  in  number  than  in  any  other  era  in  the 
history  of  medicine,  the  physician  image  has  under- 
gone defacing. 

Prior  to  this  period  of  giant  medical  strides,  all 
physicians  were  invested  with  a cloak  of  dignity. 
They  were  considered  repositories  of  wisdom  and 
magical  knowledge.  They  inspired  the  reverence  and 
commanded  the  respect  of  the  entire  community. 

What  has  happened  to  this  citizen  with  the  hero 
image?  He  is  no  longer  considered  the  traditional 
self-sacrificing,  uniquely  gifted,  semidivine  figure 
of  the  past.  He  is  being  reduced  to  ordinary  mortal 
status.  He  is  having  to  share  his  lofty  social  and  in- 
tellectual pedestal  with  many  other  equally  as  gifted 
mortals  in  his  community  or  on  his  health  team. 
Miracle  drugs  and  machines  and  techniques  are  re- 
ceiving more  and  more  of  the  hero  emphasis  that 
was  once  all  his. 

The  doctor-patient  relationship  was  an  important 
fiber  in  the  cloak  of  dignity  awarded  our  predeces- 
sors, as  expressed  in  the  following  poem : 

THE  DOCTOR  PATIENT  RELATIONSHIP 

“The  doctor  patient  relationship  is  the  heart  of  the 

art 

Of  the  practice  of  Medicine  and  all  of  the  parts. 
Without  it  we  are  naught  but  clerks  of  a sort 
Whom  you  see  even  now  in  socialized  marts. 

So  I pray  to  you  all,  save  us  from  mort 
Of  our  honored  profession  and  its  high  veneration. 
Individually  perpetuate  its  stature  forever 
By  always  respecting  the  doctor  patient  relation.” 

Perhaps  we  are  not  quite  “clerks  of  a sort  whom 
you  see  even  now  in  socialized  marts” ; but  it  seems 
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rather  evident  that  our  modernized  brand  of 
fragmented  and  depersonalized  medicine  has 
thrown  considerable  strain  on  the  doctor- 
patient  relationship. 

The  cause  of  reduced  luster  is,  of  course, 
multifaceted.  One  factor  of  importance  ap- 
pears to  be  the  fact  that  a few  bad  apples 
in  our  barrel  have  certainly  not  helped  the 
polish  of  the  remaining  majority. 

Another  facet  is  apparent.  There  is  less 
emphasis  on  the  desirable  personal  attributes 
of  the  good  doctor — on  his  innate  wisdom, 
his  intuitive  powers,  his  understanding  of 
human  nature — and  more  emphasis  is  being 
placed  on  acquired  technical  skills.  As  a 
technician,  the  physician  is  no  longer  con- 
sidered above  criticism  and  rebuke.  Also,  as 
a technician  he  is  not  infallible  and  from  his 
mistakes  legal  capital  can  be  and  is  being 
advantageously  made. 

The  physician  practicing  in  the  first  one- 
third  of  this  century  had  no  need  for  the 
large  liability  insurance  coverage  which  is 
now  practically  mandatory.  Nor  was  there 
any  need  for  the  minutely  detailed  operation 
permits  which  are  now  considered  a “must.” 

Public  relations  conferences  and  lobbyist 
activities  are  creations  of  our  efforts  to  re- 
store our  image. 

There  are  other  areas  which  appear  to  de- 
serve our  attention.  Certainly,  a more  effec- 
tive method  should  be  initiated  to  cull  our 
“bad  apples.” 

Physicians  should  make  a more  positive 
contribution  to  their  communities  by  greater 
participation  in  extra-medical  charity  ef- 
forts, chamber  of  commerce  activities,  school 
board  functions,  or  by  even  holding  nonre- 
munerative  public  offices. 

Too  frequently  we  are  accused  of  merce- 
nary motives.  These  accusations  could  be 
counteracted  if  we  made  it  quite  evident  that 
our  primary  interest  was  in  doing  a good  job 
and  not  in  what  we  might  get  out  of  it. 

We  should  also  concentrate  more  effort 


From  the  presidential  address  before  the  Texas  Sur- 
gical Society  in  October,  1966. 


toward  acquainting  the  public  with  the  fact 
that  partial  loss  of  the  revered  doctor-patient 
relationship  is  an  unavoidable  by-product  of 
today’s  vastly  improved  brand  of  medical 
practice. 

And  lastly,  as  is  true  in  any  pursuit,  we 
physicians  should  be  able  to  regain  “face 
value”  by  engaging  in  general  practice — of 
the  Golden  Rule,  that  is. 

— Joe  T.  Gilbert,  M.D.,  Austin. 


Successful  Leudership 
Demunds  High  Price 

THIS  COUNTRY  and,  indeed,  this  world  is 
crying  out  for  educated,  soundly  motivated 
leaders  in  every  phase  of  its  precarious  exis- 
tence. 

The  opportunity  for  leadership,  the  inevi- 
tability of  leadership,  is  exactly  as  great  as 
the  exigency  that  makes  it  so  important. 

The  function  of  leadership  is  readily  stat- 
ed : it  is  to  lead. 

As  used  here,  the  reference  is  to  leading 
people.  A leader  must  cause  people  to  follow 
him,  and  successful  leadership  is  measured 
by  what  and  how  much  one  can  get  other 
people  to  do. 

What  a man  can  do  by  himself  is  limited, 
but  what  he  can  do  by  leading  others  is  al- 
most unlimited.  The  man  who  can  lead  other 
men  multiplies  his  own  efforts  time  and 
time  again.  His  project  becomes  a mass 
movement.  His  lonely  walk  turns  into  a 
parade. 

Yet  leadership  is  an  individual  quality,  and 
the  individual  is  at  the  core  of  our  American 
system — politically,  spiritually,  economically. 

If  the  function  of  leadership  is  to  lead, 
the  responsibility  of  leadership  is  to  lead  in 
the  right  direction.  We  already  have  too 


30 


TEXAS  MEDICINE 


many  “pied  pipers”  enticing  us  toward  “the 
big  rock  candy  mountain.”  We  have  more 
than  enough  beatnik  types  urging  us  to  “live 
it  up”  in  cynicism,  atheism,  and  posturing 
despair.  And  we  have  far  more  than  a suffi- 
cient number  of  people,  some  of  them  “good” 
people,  who  claim  we  can  live  by  bread  alone. 

We  are  endangering  the  American  dream 
by  failing  to  define  our  aims  clearly;  by 
thinking  murkily,  if  at  all,  of  true  values ; by 
clinging  to  false  fetishes. 

Economic  determinism,  the  theory  that 
material  things  control  human  existence,  is 
the  philosophy  of  communism.  It  is  a com- 
plete denial  of  the  American  dream. 

Sadly,  we  have  created  for  ourselves  an 
international  image  of  materialism.  This  be- 
comes evident  when  the  new  nations  claim 
they  can  see  little  difference  between  the 
avowed  materialism  of  the  Soviets  and  the 
unconscious  materialism  of  the  Americans. 

The  “war  on  poverty,”  properly  construed, 
is  in  the  American  tradition.  Poverty  must 
be  eliminated,  or  at  least  mitigated,  in  order 
for  all  to  share  in  the  varied  rewards  of  de- 
mocracy. The  objective  is  not,  or  should  not 
be,  simply  to  enable  all  Americans  to  eat  and 
drink  more  and  work  less.  It  is  not  to  guar- 
antee cradle-to-grave  “security”  without  re- 
sponsibility. 

Economic  security  is  a desirable  goal  to- 
ward which  most  of  us  struggle  most  of  our 
lives.  There  is  something  wrong,  or  at  least 
unusual,  about  a man  who  doesn’t  want  a 
reasonable  amount  of  security  for  his  family ; 
but  security  is  not  one  of  life’s  ultimate 
experiences. 

The  American  dream  is  about  a man,  or 
a woman,  who  works  with  courage,  persis- 
tence, intelligence,  and  often  personal  sacri- 
fice to  realize  his  or  her  greatest  potential. 
If  we  make  a fetish  of  security,  we  may  dis- 
courage individuals  from  seeking  their  true 
destinies  as  poets,  artists,  musicians,  min- 
isters, teachers,  physicians,  or  followers  of 
any  vocation  in  which  the  financial  incentive 
is  not  primary. 

Another  false  fetish  can  be  made  of  the 


American  dream  of  equality  among  men. 
“We  hold  these  truths  to  be  self-evident: 
that  all  men  are  created  equal  . . .”  equal  be- 
fore the  law,  yes.  Equal  in  the  quest  of  op- 
portunity to  fulfill  one’s  own  unique  destiny 
— a most  worthy  goal,  a commendable  dream. 
We  must  not  rest  until  it  comes  true. 

But  forcing  physically  and  mentally  un- 
equal people  into  a common  mold  is  not  the 
American  concept  and  never  has  been.  It  is 
a sentimental,  shallow,  superficial,  and  es- 
sentially cruel  idea  that  people  should,  some- 
how, be  forced  or  pressed  into  a sameness, 
that  the  American  goal  is  uniformity,  that 
the  American  formula  is  to  seek  the  lowest 
common  denominator. 

We  have  a right  to  expect  leadership  which 
will  bring  out  the  best  in  us,  not  the  average. 

There  are  individuals,  and  there  are  lead- 
ers among  them ; and  they  can  be  recognized 
by  their  qualities  and  their  works. 

What  are  some  of  the  marks  of  a leader? 

(1)  He  (or  she)  must  be  prepared  to  lead; 

(2)  he  must  have  a sense  of  mission — know 
where  he  is  going,  and  that  he  is  called  to 
take  us  there  with  him;  (3)  he  must  have  a 
keenly  developed  sense  of  responsibility  to 
others,  to  his  own  mission,  and  to  God;  (4) 
he  is  a director,  a coordinator,  a dreamer, 
a planner,  and  an  initiator — a “self-starter” ; 
(5)  he  must  know  and  understand  people — 
their  motives,  their  aspirations,  their  limita- 
tions and  failings;  (6)  he  must  have  the 
respect  of  the  people  he  is  to  lead  and  the 
confidence  and  loyalty  of  his  associates;  (7) 
as  these  are  not  given  freely  to  any  man,  he 
must  earn  them  by  inspiring  confidence  and 
by  being  loyal;  and  (8)  above  all,  a leader 
must  be  willing  to  accept  risk  (Instead  of 
dreading  insecurity,  he  chooses  it.  Instead 
of  dodging  criticism,  he  invites  it.  He  is  not 
afraid  of  responsibility.). 

A leader  is  not  content  to  play  it  safe,  to 
turn  his  head,  to  let  it  go,  to  say  nothing,  do 
nothing,  be  nothing. 

Why  aren’t  all  of  us  leaders?  Some  simply 
don’t  have  all  that  it  takes,  and  some  have 
the  natural  endowments  but  are  not  willing 
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or  able  to  pay  the  high  price.  He  who  would 
lead  cannot  afford  to  look  for  the  easy  way. 
He  doesn’t  pine  for  a shorter  work  week,  for 
he  cannot  be  a leader  only  eight  hours  a day. 
The  schedule  of  a leader  is  simple : long  days 
and  sleepless  nights. 

A leader  never  has  security.  He  can’t  af- 
ford relaxing,  for  in  order  to  retain  leader- 
ship, he  must  keep  leading.  We’ve  all  seen 
persons  who  got  away  to  a great  start  and 
then  tried  to  level  off.  Instead,  they  merely 
flattened  out. 

The  price  of  leadership  is  high,  and  the 
payments  last  a lifetime.  The  only  certain 
reward  is  criticism  from  the  sidelines,  booes 
and  jeers,  sticks  and  stones,  the  shrill  voices 
of  the  second-guessers,  and  the  Monday- 
morning quarterbacks. 

Why  would  anyone  put  up  with  all  of  that  ? 
The  only  answer  is  that  someone  must.  Some- 
one with  the  proper  endowments  and  cre- 
dentials must  pay  the  high  cost  of  leadership ; 
or  leadership  will  fall  by  default  to  the  evil 
and  self-serving  or  to  the  unqualified  and 
inept. 

It  has  been  said  that  a dictator  rises  to 
power  not  so  much  by  his  own  strength  as 
by  the  weakness  of  others.  The  American 
system  demands  dedicated  leadership  as  well 
as  responsible  citizenship.  If  we  do  not  get 
these,  we  the  people  cease  to  be  masters  of 
our  government  and  become  its  wards.  At 
that  moment  democracy  is  not  only  in  dan- 
ger; it  is  in  decay. 

The  authors  of  the  Declaration  of  Inde- 
pendence closed  with  a stirring  pledge  of 
“.  . . our  lives,  our  fortunes,  and  our  sacred 
honor.”  From  that  commitment  developed 
leadership  which  brought  freedom  to  an 
American  nation  and  a Constitution  under 
which  we  still  live. 

Nowhere  in  either  of  those  inspiring  docu- 
ments is  there  a promise  that  freedom  will 
come  easy,  that  liberty  may  be  lived  and 


This  is  an  excerpt  from  a speech  delivered  by  the 
lieutenant  governor  before  the  Texas  Medical  Asso- 
ciation 1967  Conference  on  Legislation,  Jan.  21,  1967, 
in  Austin. 


happiness  pursued  in  a constant  state  of 
physical  comfort  and  mental  serenity. 

The  price  of  liberty  is  not  only  eternal 
vigilance;  it  is  also  the  sacrifices  of  leader- 
ship. 

Right  now  when  a multitude  of  thoughts 
crowds  your  mind,  think  of  one  more  thing : 
your  potential  as  a responsible,  qualified, 
dedicated  leader. 

— Preston  Smith,  Austin, 
Lieutenant  Governor, 
State  of  Texas. 


Medical  Public  Relations 
In  Today’s  Society 

MEDICAL  PUBLIC  RELATIONS  in  today’s 
society  is  a big  proposition,  one  which  has 
been  examined  by  many  outstanding  practi- 
tioners— both  inside  and  outside  the  profes- 
sion— with  a variety  of  diagnoses  and  sug- 
gested treatments. 

My  obj  ectives  in  this  editorial  are : ( 1 ) to 
examine  the  situation  in  which  we  live  and 
practice  today;  (2)  to  describe  some  signifi- 
cant ways  in  which  this  situation  differs 
from  “the  good  old  days”  when  you  and  I 
were  in  training;  and  (3)  to  suggest  some 
things  which  you  and  I can  do  to  survive. 

When  a group  of  my  colleagues  recently 
moved  into  a new  $2  million  facility,  built 
without  any  federal  aid,  I ordered  flowers 
for  their  open  house.  When  I arrived,  I noted 
a look  of  concern  on  the  faces  of  doctors  in 
the  receiving  line.  Soon,  I saw  the  flowers 
which  my  florist  had  delivered:  a wreath 
with  a red  ribbon  emblazoned  “Deepest 
Sympathy.”  Afterward,  I hurried  to  the  flor- 
ist’s shop  and  rushed  in,  ready  for  the  kill. 
My  florist  looked  up  in  tears  and  said, 
“Please  forgive  me,  Dave.  We  made  a double 
error,  and  sent  your  lovely  horseshoe  with 
the  ribbon  saying  'Good  luck  in  your  new 
location !’  to  a funeral !” 
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Immersed  in  a sea  of  federally  inspired 
medical  legislation,  directives,  and  regula- 
tions, survival  is  a daily  challenge  to  those 
of  us  rendering  individual  medical  services. 

First  Step  to  Survival:  Inform,  educate 
yourself.  Find  out  what  is  in  the  national  and 
state  medical  legislation  recently  passed,  as 
well  as  in  the  important  proposals  pending. 
This  means  taking  more  time  away  from  the 
care  of  patients  and  scientific  study.  Remem- 
ber, though,  that  the  proponents  of  these 
many  programs  have  worked  full  time  for 
years  on  them,  and  they  are  increasing  their 
efforts  now  in  order  to  extend  or  expand 
them.  Too  often,  by  the  time  we  learn  about 
a new  program  or  proposal,  it  is  about  to  be 
voted  on  by  the  legislators,  or  has  already 
been  enacted.  We  simply  cannot  afford  to 
be  ignorant  about  these  matters. 

In  range  of  activities  and  output,  the  89th 
Congress  has  never  been  exceeded  in  peace- 
time. More  than  16,000  bills  were  introduced 
and  800  were  enacted;  1,140  bills  affecting 
the  practice  of  medicine,  medical  care  or  the 
public  health  were  introduced;  43  of  these 
were  enacted — more  than  during  any  previ- 
ous session  of  Congress.  You  are  familiar 
with  the  most  controversial  of  these,  Title  18 
of  Public  Law  89-97,  commonly  known  as 
“Medicare.” 

Medicare  covers  approximately  10  percent 
of  the  US  population;  these  people  require 
about  20  percent  of  all  medical  services.  Title 
19  of  this  same  law,  however,  may  ultimate- 
ly cover  a much  larger  segment  of  the  popu- 
lation, as  much  as  35  percent  according  to 
some  estimates.  This  will  depend  on  how  it 
is  implemented  by  the  individual  state  legis- 
latures. 

Some  of  the  additional  new  laws  include: 

1.  Regional  programs  for  heart  disease, 
cancer  and  stroke,  P.  L.  89-239. 

2.  The  comprehensive  community  health 
services  planning  act,  and  Public  Health 
Service  amendments,  P.  L.  89-749.  Among 
other  things,  this  grants  the  public  health 
service  an  unprecedented  excursion  into  the 
field  of  private  practice. 


3.  The  Economic  Opportunity  Amend- 
ments of  1966,  P.  L.  89-794.  Establishment 
of  neighborhood  health  clinics  are  author- 
ized. 

4.  The  Appalachia  Regional  Development 
Act,  P.  L.  89-4.  The  Secretary  of  HEW  is 
authorized  to  make  grants  involving  portions 
of  12  states  for  the  construction,  equipment, 
and  operation  of  multi-county  demonstration 
health  facilities,  including  hospitals,  regional 
health  diagnostic  and  treatment  centers,  and 
other  facilities.  Funds  are  provided  for  100 
percent  of  operating  costs  for  the  first  two 
years,  and  for  50  percent  for  the  next  three 
years.  Up  to  80  percent  of  construction  costs 
are  available. 

These  are  only  a few.  Additional  legislative 
actions  include  amendments  on  drug  abuse 
control,  community  health  services  extension, 
health  research  facilities,  clean  air  act,  and 
health  professions  educational  assistance;  a 
medical  library  assistance  act,  and  a demon- 
stration cities  act. 

Among  the  bills  already  introduced  to  the 
90th  Congress  are  S.  260,  the  “Medical  Re- 
straint of  Trade  Act,”  commonly  known  as 
the  Hart  bill ; S.  513,  the  “Preventicare” 
bill ; and  numerous  amendments  to  P.  L. 
89-97,  the  Medicare  Law. 

Detailed  information  about  these  may  be 
obtained  from  your  Senator,  your  Represen- 
tative, and  the  legislative  chairmen  of  your 
county  and  state  medical  societies. 

The  scope  of  all  this  legislation  is  far 
greater  than  is  generally  recognized.  The 
prediction  that  “the  future  of  the  private 
practice  of  medicine  will  be  determined  in 
our  legislatures”  has  come  true. 

Second  Step  to  Survival:  Participate.  This 
is  really  part  of  our  citizenship  obligation. 
During  the  past  20  years,  more  and  more 
physicians  have  found  some  time  to  partici- 
pate in  efforts  to  preserve  this  heritage  of 
private  practice  and  the  doctor-patient  re- 
lationship as  we  have  known  it.  Some  have 
“taken  the  plunge”  into  politics  by  running 
for  public  office.  A few  have  succeeded. 
These  men  are  to  be  commended  for  their 


Volume  63,  July,  1967 


33 


sacrifice  and  for  the  service  they  are  render- 
ing. Since  most  physicians  are  unable  to  do 
this,  how  can  the  great  majority  participate 
most  effectively? 

First,  participation  may  be  aided  by  sup- 
porting good  candidates.  This  may  be  done 
by  individual  efforts  or  by  joining  in  a group 
endeavor,  such  as  a political  party  activity 
or  a medical  group’s  effort.  Even  better,  one 
can  engage  in  more  than  one  of  these 
activities. 

Second,  one  may  participate  actively  in 
his  own  professional  societies,  especially  at 
the  county  and  state  levels. 

Participation  takes  time  and  money;  but 
influencing  legislators  and  legislation  is  not 
a simple,  “one-shot”  matter.  Gaining  such  in- 
fluence is  a complex  and  delicate  undertak- 
ing which  requires,  among  other  things,  a 
broadly  informed  interest,  not  confined  just 
to  medical  matters,  sustained  over  a long 
period  of  time. 

Conditions  are  constantly  changing,  and 
the  pace  and  extent  of  continuing  changes 
at  times  leaves  us  behind.  While  medical  and 
scientific  progress  are  a basic  part  of  the 
heritage  of  American  medicine,  the  fact  is 
that  we  are  neither  prepared  for,  nor  geared 
to,  the  rapid  sociological  changes  now  upon 
us. 

Philip  Lesly,  a nationally  recognized  pub- 
lic relations  authority,  has  stated:  “It  is  the 
paradox  of  our  times  that  the  more  any 
group  advances  in  mastery  of  its  own  field, 
the  more  certain  it  is  to  get  out  of  touch 
with  the  rest  of  the  population  . . .”  In  every 
field,  as  the  subject  matter  becomes  more 
extensive  and  complex,  two  things  happen : 
(1)  it  requires  greater  effort  by  the  practi- 
tioner to  master  and  keep  abreast,  and  (2) 
it  becomes  less  understood  by  outsiders. 

Third  Step  to  Survival:  Communicate. 
Good  public  relations  has  been  defined  as  a 
combination  of  high  quality  performance 
with  effective  interpretation.  Today,  high 
quality  performance  by  the  medical  profes- 
sion is  taken  for  granted : the  public  expects 
it. 

Effective  interpretation  is  another  mat- 


ter, in  need  of  continuing  improvement,  and 
this  means  better  communications.  This  is 
not  so  easy  as  it  used  to  be.  As  Mr.  Lesly 
put  it:  “The  North  American  audience  for 
our  communications  has  developed  into  more 
segments  than  ever  before.  There  is  less 
mass  attitude  and  more  special  attitudes.” 
We  have  minority  groups  by  the  dozen,  each 
one  requiring  a different  approach. 

This,  then,  is  primarily  the  job  of  the 
“pro,”  and  he  can  guide  us  on  how  to  be 
more  effective  at  the  local,  state,  and  na- 
tional levels.  However,  medical  public  rela- 
tions begins  in  the  physician’s  office,  and 
what  happens  there  cannot  be  changed  or 
undone  by  an  outside  expert  or  agency.  The 
cornerstone,  then,  is  still  a sincere  dedica- 
tion to  the  service  of  the  individual  and  of 
the  community.  While  there  is  nothing  new 
about  the  proven  steps  to  better  patient  and 
public  relations,  the  need  to  maintain  and 
strengthen  them  has  never  been  greater. 
Sound  practices  involve  such  things  as  dis- 
cussing fees  with  patients  before  services 
are  rendered  and  maintaining  accurate  and 
reasonable  billing  and  credit  practices,  and 
any  county  medical  society  activities  such  as 
an  emergency  and  information  service,  a 
committee  to  work  with  the  communications 
media,  a grievance  or  mediation  committee; 
a good  medical  library,  and  similar  services 
as  a professional  group.  In  short,  community 
involvement  individually  and  collectively  is 
desirable. 

All  of  this  is  not  intended  to  be  discourag- 
ing. After  all,  we  have  quite  a lot  “going  for 
us”  as  a profession : 

1.  Tremendous  medical  progress  has  been 
made  just  during  our  own  short  careers,  and 
this  progress  promises  to  be  continued  at  an 
even  faster  pace. 

2.  Our  prestige  as  a profession  is  still 
high.  Pollster  Louis  Harris,  in  a recent  sur- 
vey, found  physicians  credited  with  the  high- 
est “confidence  score”  of  all  the  professions. 
(Bankers,  scientists,  military  leaders  were 
next,  in  that  order) . 

Presented  to  the  International  Medical  Assembly 
of  Southwest  Texas,  San  Antonio,  Jan.  24,  1967. 
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3.  Our  product  is  in  great  and  increasing- 
demand. 

In  summary,  three  steps  necessary  for  sur- 
vival in  today’s  society  are : educate,  partici- 
pate, and  communicate.  We  should: 

1.  Inform  ourselves  as  fully  as  possible, 
not  just  on  medical-scientific  matters,  but  on 
community-wide  problems  and  social  chang- 
es. Stay  alert.  As  Satchell  Paige  remarked: 
“Don’t  look  back.  Something  might  be  gain- 
ing on  you !” 

2.  Become  involved  in  relationships  with 
your  community  leaders,  planners,  and  legis- 
lators. Find  out  what  they  are  thinking  and 
why.  Participate  in  your  county  and  state 
medical  societies.  If  you  don’t  like  the  way 
they’re  being  run,  get  in  there  and  help  to 
improve  things. 

3.  Improve  communications  with  your  own 
patients  and  with  the  public.  Do  everything 
possible  to  maintain  and  strengthen  the  doc- 
tor-patient relationship. 

— David  Goe  Welton,  M.D., 
Charlotte,  N.C. 
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1.  Lesly,  P. : The  Complex  Art  of  Public  Relations  in  a Com- 
plex Society,  presented  at  the  AMA  Public  Relations  Institute, 
Chicago,  Aug.  25,  1966. 


Socioeconomics  of  Health  Caie 

THE  FIRST  NATIONAL  Congress  on  the 
Socio-Economics  of  Health  Care  signified  the 
medical  profession’s  concern  for  effective 
organization,  delivery,  and  financing  of 
health  care  services.  Authorities  in  medicine, 
health  care  administration,  sociology,  educa- 
tion, community  planning  and  economics  re- 


ported on  the  issues  and  techniques  in  these 
areas. 

Early  in  the  meeting,  it  became  evident 
that  the  shifting  social  scene  is  a source  of 
anxiety  and  even  despair  to  many  physicians. 
We  have  resisted  this  change  in  the  past, 
blaming  it  on  government  intrusion,  over- 
specialization, insurance  programs,  medical 
schools,  hospital  administrators,  and  social 
agitators.  But  social  changes  did  occur,  and 
were  perhaps  speeded  up  by  labor,  manage- 
ment and  government. 

Obvious  now  is  that  great  social  and  eco- 
nomic changes  are  at  work  at  the  desire  of 
a majority  of  the  American  people.  As  point- 
ed out  by  Dr.  Charles  L.  Hudson,  Past  Presi- 
dent of  the  AMA,  “A  vast  majority  of  our 
people  today  have  been  conditioned  for  30 
years  to  the  belief  that  only  the  government 
is  big  enough  to  solve  their  problems.”  No 
doctor  would  deny  that  our  people  need  and 
deserve  our  very  best  quality  health  care — 
but  the  people  now  demand  it  immediately. 
“If  private  business,  industry,  and  medicine 
do  not  convince  the  people  that  we  can 
answer  the  health  problems  of  both  the  pri- 
vate and  public  sectors,  then  the  people  will 
turn  to  the  government.” 

An  interesting  sociological  fact  is  that  the 
American  physician  is  in  a great  part  re- 
sponsible for  the  dilemma  that  now  exists. 
The  high  quality  of  American  medicine  has 
prolonged  life,  produced  a population  explo- 
sion, and  generally  helped  make  life  more  en- 
joyable for  millions  who  are  now  demanding 
more. 

Statisticians  reported  on  rapidly  accumula- 
ting computer  data  concerning  the  nation’s 
health.  Since  health  is  not  readily  defined, 
the  data  can  only  be  used  in  broad  terms.  It 
was  obvious  from  statisticians’  reports  that 
a health  power  shortage  exists.  Progress  is 
being  made  toward  relieving  the  doctor  short- 
age, but  the  deficiencies  in  nursing  and  all 
medical  groups  are  staggering.  Considerable 
time  was  spent  in  discussing  centralized 
health  care  in  medical  centers,  and  develop- 
ment of  the  medical  assistant  to  bridge  the 
gap  between  the  M.D.  and  the  R.N.  (which 
is  getting  wider  each  day),  and  development 
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of  state  and  local  programs  to  best  utilize 
existing  medical  personnel. 

The  changing  concepts  of  the  hospital  and 
its  staff  were  reviewed  and  the  idea  of  the 
hospital  as  the  community  health  center  was 
in  the  spotlight.  Its  problems  of  expanding 
emergency  service  and  outpatient  depart- 
ments, and  increased  responsibility  to  the 
patient  were  explored.  Operating  on  a 24- 
hour  per  day  basis,  hospitals  are  forced  to 
fill  the  voids  in  medical  care  which  individ- 
ual physicians  are  unable,  or  unwilling,  to 
fill.  Dr.  C.  Wesley  Eisele,  director  of  post- 
graduate medical  education,  University  of 
Colorado  School  of  Medicine,  defines  the  hos- 
pital as  a single  organization  whose  primary 
purpose  is  to  provide  high  quality  patient 
care,  but  it  is  no  longer  merely  the  doctor’s 
workshop.  Because  of  recent  legal  decisions, 
the  hospital  trustees  are  the  ultimate  author- 
ities over  health  care  in  their  institutions. 
The  chiefs  of  staff  and  the  staff  physicians 
are  “responsible  to  the  governing  board 
alone.”  This  attitude  provoked  many  ques- 
tions. Few  trustees  are  physicians,  thus  the 
doctor  should  be  represented  on  these  boards 
to  provide  medical  advice  and  recommenda- 
tions to  the  practicing  staff.  Regardless  of 
legal  edicts,  the  physician  who  gives  quality 
health  care  should  have  a more  direct  voice 
in  its  administration  if  the  hospital  is  to  be- 
come the  health  center  of  the  future.  Large 
centers  will  develop,  since  even  now  the  pub- 
lic identifies  health  care  more  with  the  com- 
plete private  clinic  or  hospital  center  than 
with  the  doctor’s  office. 

Dr.  Andrew  D.  Hunt,  Jr.,  dean,  College  of 
Human  Medicine,  Michigan  State  University, 
in  discussing  medical  staff  and  quality  of 
care,  said  that  “improvement  of  the  nation’s 
health  and  quality  of  its  health  services  is 
not  the  function  of  the  physician  alone,  but 
of  interaction  with  other  professional  dis- 
ciplines, local,  state,  and  federal  govern- 
ments, and  voluntary  agencies.” 

General  discussions  on  health  planning  for 
rural  and  urban  communities  produced  no 
specific  answers.  The  need  for  intensive 
study  and  planning  in  these  areas  is  great 
and  should  be  guided  by  the  medical  team. 


Finally,  the  conference  explored  the  eco- 
nomics and  financing  of  health  care  services. 
The  cornerstone  of  this  program  is  still  vol- 
untary prepayment  programs  which  the  doc- 
tors of  America  have  helped  develop  for  the 
past  30  years.  To  this  has  been  added  the 
government  program  of  finance,  which  in 
turn  has  called  on  private  enterprise  for  its 
execution.  We  all  must  continue  to  promote 
voluntary  financing  of  health  care,  but  real- 
ize that  it  has  its  gaps.  Blue  Shield  has  al- 
ways depended  on  the  medical  profession  for 
its  existence.  It  is  the  buttress  between  vol- 
untary medicine  and  total  government  care. 
Mr.  Morton  D.  Miller,  vice-president  and  as- 
sociate actuary,  Equitable  Life  Assurance 
Society  of  the  United  States,  stated  that 
“adequate  health  care  for  all  Americans  has 
been  moved  from  the  realm  of  a debatable 
social  issue  to  a position  of  public  policy,” 
and  that  we  are  in  “an  age  of  shifting  social, 
economic,  and  political  reactions  which  en- 
velop all  who  are  concerned  with  health  care, 
be  they  providers,  consumers,  or  insurors.” 
Finally,  “private  health  insurance  is  now 
rapidly  moving  away  from  what — at  least 
in  the  public  mind,  if  not  in  fact — has  been 
considered  as  confirmed  opposition  to  gov- 
ernment involvement  in  health  matters  and 
toward  a cooperative  participative  arrange- 
ment whose  scope  and  direction  are  not  yet 
clearly  perceived.” 

Perhaps  the  tone  of  the  First  National 
Congress  on  Socio-Economics  of  Health  Care 
was  the  realization  of  greater  changes  to 
come  in  health  care — whose  scope  and  direc- 
tion are  not  yet  clearly  perceived.  The  Texas 
physician  has  met  the  challenge  thus  far.  He 
has  even  been  able  to  partially  digest  the 
first  course  of  Medicare.  Perhaps  now  he 
will  take  renewed  interest  in  new  and  posi- 
tive programs  for  our  area  in  advanced 
health  care,  and  stay  one  j ump  ahead  of  total 
government  health  care. 

— John  W.  Lanius,  M.D.,  Dallas, 
Member,  Council  on  Medical 
Education  and  Hospitals. 

Dr.  Alford  R.  Hazzard,  Austin,  presents  his  report 
of  this  conference  on  p.  87. 
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TEXAS  MEDICINE 


Public  Law  89-97  is  made  up  of  two  parts.  Title  XVIII  (Medi- 
care) and  Title  XIX,  the  so-called  Medicaid  program.  Medicare 
is  currently  covering  about  19,000,000  people.  Title  XIX,  which 
must  be  implemented  by  each  separate  state,  will  cover  an  esti- 
mated 35,000,000  more  people  by  1970-75.  This  will  cost  more 
billions  in  tax  money  and  will  mean  a further  increase  in  federal 
and  state  taxes.  Title  XIX  will  be  paid  for  not  from  Social  Se- 
curity funds,  but  from  the  general  tax  fund. 

This  law  was  introduced  into  the  Texas  Legislature  this 
year,  was  passed  as  written,  and  was  signed  by  Gov.  John  Connally 
on  May  9,  1967.  The  law  will  go  into  effect  on  Sept . 1,  1967,  and 
over  the  next  two  years  it  is  estimated  that  Texas  Medicaid  will 
cost  $281,000,000.  The  federal  government  will  pay  79  percent 
and  the  state  government  21  percent. 

At  the  request  of  the  State  Commissioner  of  Welfare,  Dr. 
James  D.  Murphy,  immediate  Past  President  of  the  TMA,  appointed 
13  doctors  in  1966  to  serve  in  an  advisory  capacity  to  the  Texas 
State  Department  of  Public  Welfare  and  to  aid  in  the  writing  of 
this  bill.  Representatives  from  eight  other  medical  and  para- 
medical groups  also  served  on  this  committee.  With  legal  advice, 
an  acceptable  bill  was  written  which  will  provide  for  the  pay- 
ment of  reasonable  fees  to  physicians  and  to  others  who  furnish 
medical  services.  Because  these  patients  are  indigents,  state 
law  requires  that  these  patients  not  be  billed  directly  and  that 
assignment  of  services  be  accepted  by  the  doctor.  At  present, 
attempts  are  being  made  in  Washington  to  change  this  law  so  that 
patients  may  be  billed  directly  or  assignment  accepted,  which- 
ever the  doctor  wishes. 

Title  XIX  will  cover  initially  about  343,000  Texans  who  are 
truly  needy  and  who  are  already  covered  by  present  state  pro- 
grams. These  groups  are  as  follows:  (1)  Old  Age  Assistance  re- 
cipients, (2)  the  blind,  (3)  the  totally  disabled,  and  (4)  needy 
families  with  dependent  children. 

Services  to  be  provided  for  these  persons  include  inpatient 
hospital  services,  outpatient  hospital  services,  x-rays  and 
other  laboratory  services,  skilled  nursing  home  services,  and 
physician  services. 

Sincerely, 


Volume  63,  July,  1967 


37 


HOW  LONG? 


HOW  MUCH? 


These  are  basic  questions  when  considering  a 

Disability  Income  Insurance  Plan 

THE  TEXAS  MEDICAL  ASSOCIATION  LONG-TERM”  GROUP  PLAN 


(Examples) 

Age  at 
beginning 
of  disability 


was  carefully  designed  to  provide  maximum  protection 
Examine  the  following  chart  carefully 
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Maximum 
amount  payable 
based  on  $1000. 

Maximum  Years  Sickness  Benefit  Payable  ^p^n^o^^ 

5 6 7 8 9 10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  ♦ 


]$360,000. 


$348,000. 


$336,000. 


$324,000. 


$312,000. 


$300,000. 


$288,000. 


$276,000. 


$264,000. 


$252,000. 


$240,000. 


$228,000. 


$216,000. 


$204,000. 


$192,000. 
$180,000 


'Piua 


$132,000. 


$120,000. 


$96,000. 


$84,000 


$72,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 


$48,000. 


$36,000. 
$24,000. 


_ Lifetime  benefits  if  disability  is  due  to  ac- 

$168,000  cjdent 

56,000. 

$144,000.  • $5,000  Accidental  Death  Benefits 

• Dismemberment  Benefits 
$108,000  • Waiver  of  premium  at  no  extra  cost 

All  disability  benefits  are  tax-free  dollars 
A proven  plan — Now  in  its  11th  year 
Low  Group  Rates 

Sponsored  and  approved  by  the  Texas 
Medical  Association 


This  is  the  only  disability  income  plan  sponsored  and  approved  by  the 
Texas  Medical  Association. 

Be  sure  this  is  the  plan  you  have,  or  purchase,  if  you  want  the  T.M.A.  plan. 


ADMINISTERED  BY 


Charles  O.  Finley  & Company 


1905  N.  LAMAR  BLVD. 


AUSTIN,  TEXAS 


UNDERWRITTEN  BY 


Lumbermens  Mutual  Casualty  Co. 

CHICAGO,  ILLINOIS 
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TEXAS  MEDICINE 


ASSOCIATION  NEWS 


Texas  Delegates  Influence  Policy  Decisions 
At  1967  AMA  Convention  in  Atlantic  City 


Texas  delegates  contributed  sig- 
nificantly to  American  Medical  As- 
sociation policies  on  several  issues 
before  the  AMA  House  of  Delegates 
at  the  1967  Annual  Convention  in 
Atlantic  City  June  18-22.  Seven  res- 
olutions were  presented  by  Texas 
delegates,  and  all  of  them  were 
either  approved  or  received  atten- 
tion in  the  formulation  of  policy. 
The  Texas  resolutions  were  originat- 
ed by  the  TMA’s  House  of  Dele- 
gates at  the  100th  Annual  Session 
at  Dallas  in  May. 

Primary  topics  of  interest  to  the 
Texas  delegation  were  Medicare, 
Title  XIX,  direct  billing  and  direct 
reporting,  practices  of  the  Joint 
Commission  on  Accreditation,  phy- 
sician members  of  hospital  boards 
of  directors,  the  AMA  disability  in- 
surance program,  and  AMA  affiliate 
membership. 

1.  Direct  Billing  under  Title  XIX. 

Approving  a Texas  resolution,  the 
AMA  reiterated  its  support  of  legis- 
lation introduced  before  the  90th 
Congress  which  would  amend  Title 
XIX,  Public  Law  89-97,  to  permit 
payment  to  the  patient  for  services 
rendered  to  him  on  the  basis  of  a 
physician's  itemized  statement  of 
charges. 

At  present,  payment  is  not  per- 
mitted to  be  made  to  a patient  for 
services  rendered  by  a physician 
under  the  Title  XIX  program.  This  is 
in  contrast  to  the  Medicare  program 
in  which  the  patient  may  be  reim- 
bursed by  the  fiscal  intermediary 
after  he  has  paid  the  physician. 
Thus,  under  Medicare,  physicians 
now  may  bill  the  patient  directly 
for  professional  services  or  they 
may  choose  to  take  an  assignment 
from  the  patient.  The  House  of  Rep- 
resentatives’ Ways  and  Means  Com- 
mittee has  been  considering  an 
amendment  which  would  provide 
the  doctor  and  the  patient  with  the 
same  option  under  Title  XIX. 


Texas  Title  XIX  program  will  be- 
come effective  on  Sept.  1,  1967. 

The  Texas  resolution  pointed  out 
that  beneficiaries  of  Title  XIX  should 
be  treated  as  self-respecting  indivi- 
duals, not  as  “second  class”  citi- 
zens. They  should  be  accorded 
medical  care  on  the  same  basis 
which  is  available  to  patients  cov- 
ered by  Medicare.  The  resolution 
emphasized  that  the  principle  of  di- 
rect billing  preserves  the  doctor-pa- 
tient relationship  and  protects  both 
the  patient  and  the  physician  from 
interference  by  government. 

2.  Direct  Billing  and  Direct  Report- 
ing. The  AMA  House  of  Delegates 
also  approved  a Texas  resolution 
designed  to  further  implement  the 
principle  of  direct  billing.  The  Texas 
delegation  submitted  a form,  an  At- 
tending Physician’s  Statement,  for 
consideration. 

The  resolution  pointed  out  that, 
since  the  advent  of  the  Medicare 
program,  physicians  have  become 
more  acutely  aware  of  the  manifest 
superiorities  of  direct  billing  as  op- 
posed to  taking  an  assignment  from 
the  patient.  The  advantages  of  di- 
rect billing  can  be  summarized  as 
follows.  (1)  Direct  billing  protects 
both  the  patient  and  the  physician 
from  third-party  interference.  (2)  It 
is  the  least  productive  of  misunder- 
standings with  patients.  (3)  It  is  the 
least  demanding  on  the  time  of  the 
busy  physician  and  his  office  assist- 
ants. (4)  It  reduces  the  multitude 
of  complexities  which  are  involved 
in  the  taking  of  assignments. 

The  resolution  acknowledged  that 
the  physician  has  a responsibility  to 
provide  the  patient  with  necessary 
information  which  he  will  need  to 
secure  reimbursement  from  a third 
party.  This  obligation  can  be  ful- 
filled by  completing  an  Attending 
Physician’s  Statement. 

The  form  submitted  by  the  Tex- 
as delegation  was  referred  to  the 


AMA’s  Council  on  Medical  Service 
and  to  its  Committee  on  Insurance 
and  Prepayment  Plans.  This  AMA 
Committee  is  undertaking  a contin- 
uing program  to  improve,  simplify, 
and  standardize  forms  used  in 
claims  for  health  insurance  bene- 
fits. 

3.  Certification  and  Recertification 
of  Medicare  Patients.  The  AMA 

House  of  Delegates  adopted  a Tex- 
as resolution  which  pointed  out  that 
the  requirements  of  the  Medicare 
Law  with  regard  to  certification  are 
unnecessary  and  do  not  result  in 
enhanced  medical  care  for  the  pa- 
tient. It  was  emphasized  that  these 
requirements  establish  needless 
regulation  and  burdensome  paper- 
work and  encumber  the  physician 
in  devoting  his  full  attention  to  car- 
ing for  the  health  and  well-being  of 
the  patient. 

Public  Law  89-97  requires  the 
physician  to  certify  the  admission  of 
patients  to  hospitals,  and  to  recerti- 
fy the  patient  on  or  before  14  days 
thereafter.  The  Texas  resolution 
pointed  out  that  some  hospitals 
and  fiscal  intermediaries  of  the 
Medicare  program  have  gone  be- 
yond the  requirements  of  the  law 
by  requiring  physicians  to  sign  spe- 
cial certification  and  recertification 
forms. 

The  AMA  House  of  Delegates  se- 
lected the  Texas  resolution  over  res- 
olutions on  certification  pre- 
sented by  five  other  state  delega- 
tions. As  a result  of  that  favorable 
action,  the  following  policy  positions 
were  established: 

1.  The  House  of  Delegates  re- 
iterated the  position  of  the  AMA 
that  the  physician’s  customary 
practice  in  ordering  in-patient  ser- 
vices should  be  deemed  sufficient 
to  meet  the  requirements  of  the 
Medicare  Law. 

2.  The  AMA  will  continue  to  de- 
vote strong  support  to  a provision  in 


Volume  63,  July,  1967 


39 


H.R.  5710  which  would  drop  the 
certification  requirement  from  the 
Medicare  Law.  This  legislation  is 
being  considered  by  the  90th  Con- 
gress. 

3.  The  AMA  will  solicit  the  sup- 
port of  fiscal  intermediaries  for  the 
Medicare  program,  the  Blue  Cross 
Association,  and  the  American  Hos- 
pital Association  in  achieving  these 
policy  objectives  related  to  certifica- 
tion and  recertification. 

4.  The  imposition  of  arbitrary 
rules  and  regulations  on  physicians 
by  hospital  administration  or  any 
other  entity  without  the  approval 
of  the  medical  staff  is  in  violation  of 
procedures  recommended  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals.  Violations  should  be 
reported  by  physicians  to  local, 
state,  and  national  medical  socie- 
ties as  well  as  to  the  Joint  Commis- 
sion for  appropriate  action. 

4.  Review  of  the  Practices  of  the 
Joint  Commission  on  Accreditation. 
The  AMA  House  of  Delegates  acted 
favorably  upon  a Texas  resolution 
which  expressed  concern  about  the 
great  increase  in  the  number  of 
committees,  meetings,  and  reports 
which  are  required  of  medical  staffs 
to  satisfy  the  accreditation  require- 
ments of  the  Joint  Commission  on 
Accreditation  of  Hospitals.  The  reso- 
lution pointed  out  that  unwarranted 
demands  are  being  placed  upon  the 
time  and  ability  of  the  medical  staff 
as  well  as  physicians  individually. 
These  demands  have  not  resulted  in 
a commensurate  improvement  in 
the  standards  of  medical  practice 
and  hospital;  actually,  the  opposite 
result  is  occurring,  and  patient  care 
is  being  sacrificed  to  paperwork. 

The  Texas  resolution  emphasized 
that  the  Joint  Commission  of  Ac- 
creditation of  Hospitals  was  con- 
ceived as  a means  of  improving  pa- 
tient care.  At  the  same  time,  the 
resolution  recognized  that  inspec- 
tion and  certification  by  the  Com- 
mission has  been  a vital  import  in 
improving  the  standards  of  medical 
practice  and  hospital  care. 

The  AMA  House  of  Delegates  ap- 
proved the  Texas  resolution  in 
amended  form,  and  urged  that  the 
revision  of  the  Standards  for  Ac- 
creditation place  emphasis  on  the 
objective  of  enabling  the  individual 
physician  to  devote  the  maximum 
time  and  effort  possible  to  patient 


care  through  the  minimizing  of  bur- 
densome nonclinical  responsibilities. 

The  achievement  of  this  objective 
will  be  the  responsibility  of  AMA 
Commissioners  to  the  Joint  Com- 
mission. The  Commission  presently 
is  actively  reviewing  its  standards 
for  the  purpose  of  improving  and 
updating  them. 

5.  Physician  Members  of  Hospital 
Boards  of  Directors.  The  AMA 

House  of  Delegates  adopted  a Tex- 
as resolution,  as  amended,  which 
urged  hospital  governing  boards  to 
include  physicians  in  their  member- 
ships. The  resolution  also  encour- 
aged other  representatives  of  hos- 
pital medical  staffs  to  attend  and  to 
participate  in  meetings  of  hospital 
governing  boards. 

The  resolution  stated  that  most 
effective  liaison  between  the  medi- 
cal staff  and  hospital  governing  au- 
thorities could  be  achieved  by  the 
election  or  appointment  of  physi- 
cians to  the  Board  of  Trustees  with 
full  voting  rights.  The  Joint  Commis- 
sion on  Accreditation  of  Hospitals 
was  requested  to  encourage, 
through  its  publications  and  sur- 
veys, the  election  of  physicians  to 
hospital  governing  boards. 

6.  AMA  Disability  Insurance  Pro- 
gram. Texas  delegates  took  a very 
active  role  in  discussions  on  the 
AMA  Members  Group  Disability  In- 
surance Program.  They  presented  a 
resolution  which  called  for  the  in- 
surance program  to  be  continued 
with  the  same  benefits  and  rate 
structure  which  have  been  in  effect 
since  the  program  was  started  in 
1962.  More  than  40,000  physicians 
are  participating  in  the  program. 

Even  though  the  Texas  resolution 
was  not  adopted,  the  same  intent 
was  approved.  The  House  voted 
that  the  AMA  should  make  every 
effort  to  continue  the  program  with 
the  same  premium-benefit  structure. 

The  House  also  approved  a set  of 
guidelines  to  aid  the  AMA  Board  of 
Trustees  in  negotiating  and  execut- 
ing the  necessary  contracts  and  in 
the  future  operation  of  the  program. 
The  guidelines  were  as  follows: 

(1)  The  contract  should  provide 
ample  assurance  that  disability 
claimants  will  be  treated  equitably 
and  justly.  (2)  It  also  should  assure 
the  continuation  of  a sound  pro- 
gram under  the  supervision  of  the 


Board  of  Trustees.  (3)  The  AMA  Re- 
view Committee  should  be  contin- 
ued and  should  provide  a mecha- 
nism for  claims  review.  (4)  The  car- 
rier should  guarantee  benefits  and 
premiums  for  a period  of  at  least 
five  years  in  order  to  assure  the 
stability  of  the  program.  A continu- 
ous ongoing  review  of  the  entire  pro- 
gram should  be  maintained.  Physi- 
cians who  are  insured  should  be 
made  aware  that  the  continuing  re- 
view may  reveal  in  the  future  the 
necessity  for  a revision  of  the  pro- 
gram at  the  end  of  the  five-year 
period. 

7.  Affiliate  Membership  in  the  AMA. 
A Texas  resolution  also  contributed 
to  procedures  which  will  be  followed 
in  the  future  in  electing  dentists, 
pharmacists,  teachers  of  medicine, 
and  scientists  to  affiliate  member- 
ship in  the  AMA.  This  is  a relatively 
new  type  of  membership  designed 
to  recognize  qualified  individuals  in 
professions  allied  to  medicine. 

Texas  delegates  asked  that  coun- 
ty and  state  societies  be  consulted 
on  applications  from  individuals 
who  reside  within  their  jurisdictions 
before  they  are  approved  by  the 
AMA.  When  this  membership  pro- 
gram was  initiated,  the  AMA  con- 
sidered applications  which  were 
sent  directly  to  it  by  dentists,  phar- 
macists, teachers,  and  scientists. 

The  Texas  resolution  pointed  out 
that  the  county  medical  society  tra- 
ditionally has  been  acknowledged 
as  the  source  of  origination  of  mem- 
bership in  local,  state,  and  national 
societies.  It  also  was  emphasized 
that  physicians  in  the  area  wherein 
an  individual  works  or  resides  are 
likely  to  have  more  knowledge  of 
the  professional,  ethical,  and  moral 
characteristics  of  the  applicant  than 
do  others. 

Application  forms  for  AMA  affili- 
ate membership  now  have  been  re- 
vised to  make  mandatory  the  en- 
dorsement and  approval  of  the 
state  and  county  medical  societies. 

8.  Nomination  of  Dr.  Annis  for 
Board  of  Trustees  Election.  In  other 
activities,  the  Texas  delegation  sec- 
onded the  nomination  of  Dr.  Edward 
R.  Annis,  Miami,  Fla.,  for  election 
to  the  AMA  Board  of  Trustees.  Dr. 
Annis  was  elected  as  a trustee  on 
the  first  ballot. 
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SURGERY  FOR 

THE  RHEUMATOID  HAND 


FRED  B.  KESSLER,  M.D. 

Clinical  Medicine:  Surgery  can  relieve 
pain  and  prevent  deformity  if  performed 
early  in  medically  unresponsive  cases, 
and  in  certain  cases  it  can  improve  func- 
tion and  appearance  of  the  deformed 
hand.  It  should,  therefore,  be  considered 
an  important  adjunct  to  the  treatment 
of  rheumatoid  arthritis. 

STIMULATED  BY  A BETTER  concept  of  the  pathology, i 
a philosophy  of  more  active  surgical  intervention  in 
the  management  of  rheumatoid  arthritis  of  the  hand 
has  evolved  within  the  past  several  years.  Where  it 
was  once  thought  that  the  disease  process  originated 
in  the  joints  and  tendons,  it  is  now  appreciated  that 
it  begins  in  the  synovium,  which  is  their  lining  struc- 
ture. When  diseased,  this  tissue  becomes  an  edema- 
tous, thickened,  florid  pannus  compressing  and  eroding 
into  all  adjacent  structures.  As  this  phenomena  con- 
tinues, the  involved  structures  change  in  appearance 
such  as  to  present  the  typical  deformities  and  func- 
tional impairments  seen  in  the  later  stages  (Fig.  1). 
From  this  understanding  has  come  the  thought  that 
if  the  diseased  synovium  is  removed  early  the  severe 
deformities  could  be  prevented. 

The  medical  treatment  for  rheumatoid  arthritis, 
though  often  beneficial  to  the  afflicted  hands,  should 
not  be  drawn  out  in  those  cases  where  satisfactory 
results  are  not  readily  seen.  The  medical  approach 
should  be  well  outlined  with  definite  objectives,  so 
that  undue  time  is  not  spent  on  unsuccessful  therapy 
allowing  correctable  hand  changes  to  become  incor- 
rectable.  In  acutely  active  rheumatoid  arthritis  there 
is  an  inflammatory  process  occurring  with  typical 
findings  of  pain,  tenderness  and  swelling.  In  the  early 
stage  this  makes  up  the  greater  part  of  the  clinico- 


pathologic  picture.  Most  of  the  medications  used  in 
the  treatment  are  primarily  anti-inflammatory  agents. 
As  a result,  a great  number  of  these  patients  are 
helped  symptomatically  but  the  ultimate  deformities 
are  only  delayed,  not  prevented.  Since  prognosis  of 
the  disease  in  any  one  hand  of  any  one  patient  is 
unknown,  one  must  be  careful  in  taking  a “wait-and- 
see”  attitude  in  treatment.  The  real  goal  is  to  arrest 
synovial  hypertrophy  and  pannus  formation.  If  this  is 
not  accomplished  after  three  to  four  months  of  medi- 
cal therapy,  the  diseased  synovium  should  be  removed 
before  permanent  deformity  occurs. 

There  are  several  pathologic  entities  that  may  occur 
in  the  rheumatoid  hand  which  we  feel  should  be 
treated  primarily  as  surgical  problems. 

Trigger  finger  may  be  caused  by  rheumatoid  ar- 
thritis which  has  produced  a thickened  retinaculum 
around  the  flexor  tendons  at  the  level  of  the  meta- 
carpal phalangeal  joint  (Fig.  2).  This  traps  the  tendons 
to  the  extent  that  chronic  irritation  causes  a small 
nodule  to  form  on  the  tendon  at  the  point  of  contact 
with  this  area  of  the  flexor  sheath.  The  patient  then 
finds  that  he  has  a difficult  time  flexing  or  extending 
the  fingers,  or  both,  as  this  nodular  area  must  then 
glide  back  and  forth  through  the  thickened  sheath. 
This  causes  a snapping  sensation.  At  times  the  injec- 
tion of  steroids  into  the  area  will  clear  the  inflamma- 
tion and  rid  the  patient  of  the  problem.  If  this  does 
not  occur  after  one  or  two  attempts  then  the  area 
of  stenosis  should  be  surgically  divided.  This  is  readily 
accomplished  under  local  anesthesia  with  a small 
vertical  incision.  This  does  not  cure  the  disease,  but 
relieves  the  problem  at  this  specific  site. 

Atresia  of  the  extensor  mechanism’s  central  hood 
overlying  the  proximal  interphalangeal  joint  can  occur 
with  ultimate  spontaneous  separation  of  these  fibers. 
It  occurs  when  hypertrophied  synovium  erodes  into 
the  extensor  hood.  There  may  result  then  the  classical 
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boutonniere  deformity  of  proximal  interphalangeal 
joint  flexion  and  distal  interphalangeal  joint  extension 
(Fig.  1).  There  are  a variety  of  ways  to  repair  the 
deformity.  At  the  present,  we  favor  a free  tendon 
graft  to  bridge  the  defect.  Similar  spontaneous  tendon 
ruptures  may  occur  more  proximally  in  the  wrist,  caus- 
ing drop  finger  at  the  metacarpal  phalangeal  joint 
(Fig.  3).  This  too  is  a purely  mechanical  problem  re- 
quiring repair  by  primary  suture,  tendon  transfers  or 
tendon  grafts. 

The  carpal  tunnel  syndrome  may  be  caused  by 


Fig.  1 . Classical  deformities  in  the  neglected 
arthritic  hand  are  ulnar  drift,  metacarpal 
phalangeal  subluxation  and  hyperextension 
of  the  proximal  interphalangeal  joints.  The 
individuality  of  the  disease  in  each  location 
is  exhibited  by  the  boutonniere  deformity  in 
the  left  long  finger. 

Fig.  2.  Trigger  finger  can  be  caused  by 
thickened  synovium  in  the  area  of  the 
metacarpal  phalangeal  flexor  pulley  (A) 
which  entraps  the  flexor  tendons  (B). 

Fig.  3.  Atresia  and  spontaneous  separation 
of  the  long  extensor  tendons  cause  meta- 
carpal phalangeal  finger  drop. 

Fig.  4.  Carpal  tunnel  syndrome  can  be 
caused  by  thickened  synovium  at  the  trans- 
verse carpal  ligament  (A)  which  traps  the 
median  nerve  and  causes  a ballooning  of 
the  nerve  proximal  to  this  point  (B). 


rheumatoid  arthritis  also  (Fig.  4).  The  median  nerve 
traverses  beneath  the  volar  and  transverse  carpal  liga- 
ments at  the  wrist.  Here  hypertrophied  synovium  can 
constrict  the  nerve  causing  the  typical  paresthesias 
and  night  pain.  In  the  early  case,  steroid  injections 
and  immobilization  may  give  relief.  If  this  fails  a sur- 
gical release  of  the  nerve  should  be  performed  to 
prevent  its  permanent  damage  which  would  result  in 
anesthesia  of  the  area  supplied  by  the  median  nerve 
and  loss  of  thenar  mass  muscle  power. 

In  the  hand  which  has  been  involved  for  a long 
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Fig.  5.  In  ulnar  drift  the  long  extensor 
tendons  are  seen  to  lie  on  the  ulnar  side  of 
their  respective  metacarpal  phalangeal 
joints  (A). 

time,  several  problems  may  exist.  Many  of  these  can 
be  corrected  or  improved.  The  typical  deformity  con- 
sists of  ulnar  deviation  of  the  fingers  with  the  ex- 
tensor digitorum  communis  tendons  lying  in  the  ulnar 
valley  adjacent  the  metacarpal  heads  (Fig.  5).  Many 
theories  have  been  proposed  to  explain  why  this  de- 
formity occurs,  but  none  have  provided  the  complete 
answer.2-'*  “Swan  neck”  deformity  is  also  character- 
istic. It  is  due  to  involvement  of  the  interosseous  and 
lumbrical  muscles  with  shortening  of  their  tendons. 
This  results  in  metacarpal  phalangeal  joint  flexion  and 
interphalangeal  joint  extension  (Fig.  1).  The  thumb, 
too,  is  often  involved  with  this  type  of  deformity.  In 
each  area  of  joint  involvement  synovial  pannus  forma- 
tion may  cause  cartilage  erosion  and  this  process  may 
continue  on  to  complete  destruction.  Synovectomy,  re- 
centralization of  the  extensor  tendon,  intrinsic  tendon 
release,  and  when  indicated,  arthroplasties,  joint  pros- 
theses  or  joint  fusion  are  useful  means  for  improving 
function. 

Surgical  Management:  Ideally,  one  would  like  to 
treat  the  hand  surgically  before  it  reaches  the  stage 


of  joint  destruction.  Appropriate  timing  is  difficult,  and 
several  factors  must  be  considered.  Foremost  is  the 
fact  that  active  rheumatoid  arthritis,  as  such,  is  not 
a contraindication  for  surgery.4  This  has  been  well 
established  by  Vainio’s  group  at  Heinola,  Finland, 
where  a careful  analysis  was  carried  out  on  1,000 
operations  performed  on  rheumatoid  arthritis  patients 
during  11  years.  It  showed  that  some  three  to  four 
weeks  postoperatively  there  was  a fall  in  sedimenta- 
tion rates  along  with  the  clinical  improvement.  It  has 
been  reported  in  many  studies,  as  well  as  seen  in 
ours,  that  the  removal  of  the  diseased  synovium  does 
away  with  the  pain  in  the  area.5  **  Patients  who  have 
continued  to  have  episodes  of  pain  in  other  joint  areas 
no  longer  have  it  in  joints  which  have  had  synovec- 
tomies. The  patient’s  general  health  must  be  con- 
sidered. The  usual  general  contraindications  to  surgery 
apply  here  as  in  other  kinds  of  elective  surgery.  Many 
of  these  patients  have  been  on  prolonged  courses  of 
steroid  therapy.  They  can  be  readily  managed  as  long 
as  the  surgeon  is  aware  of  the  fact.  The  patient’s 
general  attitude  and  cooperativeness  must  be  taken 
into  account  as  there  is  always  a significant  period 
involved  in  exercise  and  retraining  of  parts  after  their 
surgical  repair.  If  the  patient  is  not  willing  to  under- 
take this  aspect  of  the  treatment,  then  surgery  in 
many  instances  should  not  be  performed. 

Rheumatoid  arthritis  is  a systemic  disease  and 
surgery  unfortunately  is  not  the  cure.  In  some  patients 
it  can  be  prophylactic  against  crippling  deformities, 
can  relieve  pain  and  can  correct  established  deformi- 
ties. Therefore,  it  should  be  considered  as  a part  of 
the  approach  in  the  early  management  of  this  disease. 
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SUBACUTE  COMBINED 
DEGENERATION  OF  SPINAL  CORD 
WITHOUT  ANEMIA 


JACK  B.  ALPERIN,  M.D.,  AND  JOHN  R.  CALVERLEY,  M.D. 


Case  Reports:  Three  patients  had  evi- 
dence of  subacute  combined  degenera- 
tion of  the  spinal  cord  associated  with 
pernicious  anemia;  however,  each  had  a 
normal  hemoglobin  concentration.  Al- 
though there  was  no  anemia,  the  blood 
and  bone  marrow  showed  morphologic 
changes  typical  of  vitamin  Biz  deficiency. 
These  patients  had  increased  activity  of 
serum  folic  acid.  The  need  for  early  diag- 
nosis and  treatment  of  combined  system 
disease  is  emphasized,  and  the  signifi- 
cance of  elevated  serum  folate  levels  is 
discussed  in  this  article. 

PERNICIOUS  ANEMIA  is  easily  diagnosed  when  the  pa- 
tient has  the  classical  neurological  signs,  gastric 
achlorhydria  and  macrocytic  anemia.  During  the  past 
four  years,  41  patients  with  vitamin  B]2  deficiency 
were  examined  at  the  University  of  Texas  Medical 
Branch.  Three  of  these  patients  had  a hemoglobin 
concentration  of  approximately  13  gm.  per  100  ml. 
and  the  neurological  signs  of  subacute  combined 
degeneration  of  the  spinal  cord.  In  each,  combined 
system  disease  was  discounted  as  a diagnostic  possi- 
bility by  one  or  more  physicians  because  there  was  no 
anemia;  however,  careful  microscopic  examination  of 
the  blood  and  bone  marrow  revealed  abnormalities 
suggesting  hypovitaminosis  Bl;i.  The  studies  performed 
on  these  patients  will  be  described  to  re-emphasize 
the  existence  of  “non-anemic”  pernicious  anemia  and 
to  show  that  appropriate  hematologic  examinations 
may  lead  to  a diagnosis  of  vitamin  B,„  deficiency  in 
the  absence  of  anemia.  In  addition,  results  of  micro- 


biologic assays  for  folic  acid  and  vitamin  B12  in  the 
serum  of  these  patients  will  be  presented  and  dis- 
cussed. 

Methods:  Hemograms  were  performed  with  standard 
techniques  and  bone  marrow  specimens  were  stained 
with  Kingsley’s  stain.  Erythrocytes  and  leukocytes 
were  enumerated  in  an  electronic  counter.  The  mean 
lobe  count  (MLC)  was  determined  by  calculating  the 
average  number  of  lobes  in  the  nuclei  of  100  poly- 
morphonuclear neutrophilic  leukocytes  in  smears  of 
the  peripheral  blood.  The  average  MLC  with  two 
standard  deviations  is  3.4±0.4.  The  concentration  of 
vitamin  B12  in  serum  was  assayed  microbiologically 
using  Euglena  gracilis.1  The  normal  range  for  serum 
vitamin  B,.,  is  199-872  picograms  (pg.)  per  ml.  (A  pico- 
gram  is  10~12  gm.)  Lactobacillus  casei  was  used  for 
the  microbiologic  assay  of  folic  acid  in  serum2  and 
red  cells.3  The  normal  concentration  of  folic  acid  in 
serum  varies  from  3.0-13.5  nanograms  (ng.)  per  ml. 
(a  nanogram  is  10  9 gm.),  and  normal  values  for  folic 
acid  in  red  cells  are  149-378  ng.  per  ml.  Gastric  analy- 
sis was  performed  following  the  intramuscular  adminis- 
tration of  betazole  hydrochloride  (1.7  mg.  per  kg.  body 
weight.),4  and  gastric  mucosal  biopsies  were  obtained 
with  a multipurpose  biopsy  tube.5  Orally  administered 
cyanocobalamin  Co  60  was  employed  to  measure 
vitamin  B12  absorption.0  Normally,  6 percent  or  more 
of  the  administered  radioactivity  was  recovered  in 
the  urine  after  48  hours. 

Case  Reports:  Case  1:  A 41-year-old  Negro  man  com- 
plained of  difficulty  walking,  associated  with  increas- 
ing numbness  and  tingling  sensations  in  his  hands 
and  feet.  His  family  physician  thought  the  patient  had 
arthritis  and  prescribed  aspirin.  The  numbness  and 
tingling  became  worse,  and  the  patient  could  not 
walk  unless  he  continually  looked  at  his  feet.  A spinal 
cord  tumor  was  suspected  when  he  was  re-examined. 
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At  that  time,  the  hemoglobin  concentration  was  12.8 
gm.  per  100  ml.  A consulting  neurosurgeon  found 
hyperactive  deep  tendon  reflexes  and  reduced  appre- 
ciation of  vibration  in  the  lower  extremities.  He  per- 
formed a myelogram,  and  the  result  was  normal. 
Despite  negative  blood  and  spinal  fluid  serologic  tests, 
tertiary  syphilis  was  suspected,  and  treatment  with 
penicillin  instituted.  During  the  ensuing  three  months, 
the  patient’s  symptoms  worsened  rapidly.  He  had  to 
stop  working  as  a manual  laborer  and  could  not  walk 
without  crutches.  He  was  then  referred  to  the  Uni- 
versity of  Texas  Medical  Branch. 

This  patient  was  muscular.  The  tip  and  margins 
of  his  tongue  were  atrophic;  his  spleen  and  liver  were 
palpable.  Neurological  abnormalities  were  limited  to 
the  lower  extremities.  The  quadriceps  and  gastroc- 
nemius reflexes  were  hyperactive,  and  sustained  knee 
and  ankle  clonus  could  be  easily  demonstrated.  Ex- 
tensor plantar  responses  were  present  bilaterally. 
Vibratory  and  joint  position  senses  were  completely 
lost.  There  was  a pronounced  delay  in  the  apprecia- 
tion of  pain  in  the  feet.  He  was  able  to  stand  only 
by  using  crutches,  spreading  his  feet  far  apart  and 
carefully  watching  them. 

Results  of  a lumbar  puncture  were  completely  nor- 
mal. Serum  and  spinal  fluid  serologic  tests  for  syphilis 
were  negative.  The  fasting  blood  glucose  level  was 
normal.  He  was  given  1,000  pg.  of  cyanocobalamin 
intramuscularly  daily  for  two  weeks  and  then  500  pg. 
monthly  thereafter.  Three  months  later,  he  could  walk 
a short  distance  without  crutches;  the  ankle  and  knee 
clonus  had  disappeared;  joint  position  and  vibra- 
tory sensation  had  improved  and  there  were  no  path- 
ological reflexes. 

Case  2:  This  64-year-old  Caucasian  woman  noted 
increasing  difficulty  walking  and  numbness  of  her 
hands  and  feet  for  approximately  six  months  before 
seeking  medical  attention.  Her  family  physician  found 
her  to  be  ataxic  and  thought  she  was  confused.  At 
that  time  her  hemoglobin  concentration  measured 
13.3  gm.  per  100  ml.,  and  the  total  leukocyte  count 
was  5,000  per  cu.  mm.  "Late  onset”  multiple  sclerosis 
was  suspected  and  she  was  referred  to  the  University 
of  Texas  Medical  Branch  for  evaluation. 

Atrophic  glossitis  and  a palpable  spleen  were 


present.  No  neurological  deficits  involving  the  cranial 
nerves  or  upper  extremities  could  be  demonstrated. 
Romberg’s  sign  was  positive.  She  stood  with  a broad 
base  and  had  an  ataxic  gait.  Vibratory  sensation  was 
reduced  in  the  lower  extremities.  Achilles  and  patellar 
reflexes  were  hyperactive,  and  the  Babinski  sign  was 
positive  bilaterally.  Results  of  a glucose  tolerance  test 
and  lumbar  puncture  were  normal.  Tests  for  syphilis 
in  the  serum  and  spinal  fluid  were  negative.  One  thou- 
sand pg.  cyanocobalamin  was  injected  daily  for  16 
days,  and  1,000  pg.  each  month  thereafter.  We  have 
not  examined  her  subsequently;  however,  her  family 
physician  has  informed  us  that  the  patient  is  com- 
pletely well. 

Case  3:  This  63-year-old  Negro  woman  was  initially 
examined  in  the  Medical  Clinic  of  the  University  of 
Texas  Medical  Branch.  She  complained  of  numbness 
and  tingling  sensations  in  her  hands  and  feet  for 
about  three  months.  For  several  weeks  she  had  ex- 
perienced difficulty  walking.  Hyperactive  quadriceps 
reflexes  and  a positive  Romberg  sign  were  noted. 
Combined  system  disease  was  considered,  but  this  di- 
agnosis was  excluded  because  her  hemoglobin  mea- 
sured 12.3  gm.  per  100  ml.  She  was  referred  to  Dr. 
Alperin  for  evaluation. 

The  edge  of  the  liver  and  tip  of  the  spleen  were 
palpable,  and  the  surface  of  the  tongue  showed 
atrophic  glossitis.  She  walked  with  a broad  base  and 
had  an  ataxic  gait.  Walking  was  more  difficult  with 
her  eyes  closed.  Achilles  and  patellar  reflexes  were 
hyperactive,  and  the  appreciation  of  vibration  was 
completely  absent  in  the  lower  extremities.  Propriocep- 
tion of  the  toes  was  greatly  reduced,  and  there  were 
extensor  plantar  responses  bilaterally.  No  abnormal- 
ities of  the  cranial  nerves  were  observed. 

A glucose  tolerance  test  and  results  of  a lumbar 
puncture  were  normal.  Serologic  tests  for  syphilis 
were  negative  in  the  serum  and  spinal  fluid.  Therapy 
consisted  of  1,000  p,g.  cyanocobalamin  intramuscular- 
ly daily  for  three  weeks  and  500  jig.  monthly  there- 
after. After  six  months  of  treatment,  she  was  no  longer 
ataxic,  and  all  reflexes  were  normal.  The  Romberg 
sign  was  negative,  and  vibratory  sense  was  improved 
but  still  depressed. 


46 


TEXAS  MEDICINE 


Fig.  1 . Typical  blood  smear.  Note 
anisocytosis , a macrocyte  and 
ovalocytes.  X 683. 
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F/g.  2.  Typical  bone  marrow 
showing  megaloblastosis.  X 1 ,365. 


Laboratory  Data:  Results  of  the  diagnostic  tests  per- 
formed in  these  patients  are  listed  in  Table  1.  Each 
patient  had  a normal  hemoglobin  concentration;  how- 
ever, calculation  of  the  erythrocyte  indices  (after 
measurement  of  hematocrit  and  enumeration  of  eryth- 
rocytes) revealed  the  mean  corpuscular  volume  (MCV) 
and  mean  corpuscular  hemoglobin  (MCH)  to  be  ele- 
vated in  each  patient.  Examination  of  blood  smears 
from  each  disclosed  anisocytosis  with  numerous  oval, 
macrocytic  red  cells.  The  blood  smear  shown  in  Fig.  1 
is  representative  of  smears  from  the  entire  group.  In 
addition,  each  patient  had  many  polymorphonuclear 
neutrophilic  leukocytes  (polys)  with  six,  seven  and 
eight  lobes  per  nucleus  which  resulted  in  significant 
elevations  of  the  MLC.  In  cases  1 and  2 there  were 
reduced  total  leukocyte  counts  due  to  neutropenia, 
and  thrombocytopenia  was  present  in  cases  2 and  3. 
Examination  of  the  bone  marrow  in  each  patient  indi- 
cated maturation  dissociation  of  red  cell  precursors, 
actual  megaloblastic  changes  and  giant  metamyelo- 
cytes. A typical  marrow  smear  is  shown  in  Fig.  2. 

All  patients  examined  in  this  laboratory  with  anemia 
due  to  hypovitaminosis  B12  have  had  serum  vitamin 
B,„  concentrations  no  greater  than  112  pg.  per  ml. 
Two-thirds  of  these  patients  had  values  less  than  65 
pg.  per  ml.  The  serum  vitamin  Bl2  concentrations  in 
the  patients  described  in  this  article  (29,  0 and  28  pg. 
per  ml.)  were,  therefore,  consistent  with  vitamin  B12 
deficiency. 

The  concentration  of  folic  acid  in  erythrocytes  was 
normal  in  all  three  patients.  Two  (case  1 and  case  3) 
had  elevated  concentrations  of  serum  folic  acid,  and 
the  other  patient  had  a normal  level  None  of  the 
patients  had  free  hydrochloric  acid  in  gastric  secre- 
tions after  betazole  stimulation,  and  all  gastric  mu- 
cosal biopsies  showed  atrophic  gastritis.  None  of  the 
patients  absorbed  normal  quantities  of  cyanocobalamin 
Co  60  until  intrinsic  factor  was  given. 


Case  1 

Case  2 

Case  3 

Hg.,  gm./lOO  cc. 

13.3 

13  0 

13.1 

RBC,  10’Vcu.  mm. 

3.68 

3.54 

3.45 

Hct.,  % 

39 

38 

37 

MCV,  n-’/RBC 

105 

107 

107 

MCH,  pg./RBC 

36 

37 

38 

Reticulocytes,  % 

1.1 

1.3 

0.8 

Platelets,  mm.s 

134,000 

98,000 

104,000 

WBC,  mm.3 

3,200 

2,900 

7,300 

% Polys 

13 

49 

63 

Mean  Lobe  Count 

5.2 

5.6 

4.9 

Serum  Vitamin  Bl2,  pg./ml. 

29 

0 

28 

Serum  Folic  Acid,  ng./ml. 

52.0 

13.1 

29.5 

RBC  Folic  Acid,  ng./ml. 

336 

— 

324 

Free  HCI  in  Stomach 

Absent 

Absent 

Absent 

Gastric  Mucosal  Biopsy 

Atrophic 

Atrophic 

Atrophic 

Cyanocobalamin  Co  60 
Absorption  Test: 

% Without  Intrinsic  Factor 

0.8 

0.2 

1.0 

% With  Intrinsic  Factor 

14.8 

18.9 

10.3 

Table  1 . Results  of  Laboratory  Tests. 
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Comments:  The  neurologic  disorder  in  these  patients 
was  typical  of  subacute  combined  degeneration  of  the 
spinal  cord  associated  with  pernicious  anemia.  This 
diagnosis  was  excluded  by  one  or  more  physicians  in 
each  patient  because  there  was  no  anemia;  however, 
more  critical  hematological  examinations  revealed  ab- 
normalities suggesting  vitamin  B32  deficiency.  Among 
these  abnormalities  were  elevated  values  for  the  MCV 
and  MCH,  oval  macrocytes,  neutropenia,  neutrophilic 
leukocytes  with  hypersegmented  nuclei,  thrombocyto- 
penia and  megaloblastosis  of  the  bone  marrow.  In 
addition,  other  signs  of  pernicious  anemia  were  noted. 
Two  patients  had  palpable  spleens  (case  2 and  case  3) 
and  all  patients  had  atrophic  glossitis. 

It  has  been  known  for  many  years  that  patients 
with  pernicious  anemia  in  relapse  may  have  many  of 
the  clinical  features  of  the  disease  with  a normal 
concentration  of  hemoglobin;  however,  our  experience 
and  that  of  others7  indicate  that  this  is  not  widely 
appreciated.  As  our  patients  demonstrate,  other  aids 
to  the  correct  diagnosis  besides  anemia  are  readily 
available  and  should  be  applied  in  any  patient  with 
subacute  combined  degeneration  of  the  spinal  cord. 
These  include  analysis  of  gastric  secretions  following 
histamine  or  betazole  stimulation,  calculation  of  the 
mean  corpuscular  constants,  enumeration  of  blood 
platelets  and  leukocytes  and  careful  evaluation  of  the 
morphologic  features  of  erythrocytes  and  leukocytes 
in  blood  smears.  In  certain  patients,  bone  marrow 
aspirate  should  be  examined.  A definitive  diagnosis 
may  be  obtained  by  measuring  the  absorption  of  orally 
administered  cyanocobalamin  Co  60  using  one  of  the 
established  techniques,  of  which  the  Schilling  test6 
is  most  popular.  The  need  for  an  early  diagnosis  of 
pernicious  anemia  is  great  since  a delay  in  treatment 
may  result  in  irreversible  neurological  changes. 

High  normal  or  excessive  folate  activity  in  serum, 
severe  combined  system  disease  and  absence  of 
anemia  in  these  patients  suggest  previous  therapy 
with  folic  acid;  however,  after  exhaustive  searching, 
we  were  unable  to  document  this.  Another  explanation 
for  these  high  serum  folate  levels  has  been  suggested 
by  the  studies  of  Mollin  and  Waters. 8 The  natural 
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folate  compound  in  serum  which  supports  the  growth 
of  L.  casei  is  5-methyltetrahydrofolic  acid.9  These 
authors  have  proposed  that  5-methyltetrahydrofolic 
acid,  the  natural  folate  coenzyme  which  supports  the 
growth  of  L.  casei,9  requires  vitamin  B10  for  its  metab- 
olism and  thus  accumulates  in  the  serum  of  some 
patients  with  vitamin  Br,  deficiency. 

When  folic  acid  is  used  to  treat  pernicious  anemia, 
a syndrome  very  much  like  that  exhibited  by  the  pa- 
tients described  in  this  paper  and  elsewhere7  8 may 
arise.  It  is  tempting  to  speculate  that  there  are 
factors  involved  in  the  pathogenesis  of  pernicious 
anemia  in  addition  to  vitamin  B10  deficiency.  When 
present,  these  factors  may  result  in  elevated  levels 
of  folic  acid  in  serum,  erythropoiesis  adequate  to 
maintain  almost  normal  concentrations  of  hemoglobin, 
and  severe  combined  system  disease.  When  absent, 
levels  of  folic  acid  in  serum  are  normal  or  below 
normal,  and  the  most  prominent  clinical  feature  is 
anemia.  The  normal  hemoglobin  level  and  combined 
system  disease  may  be  direct  results  of  the  increased 
folic  acid  in  serum,  or  they  may  be  independent  of 
folate  activity.  Although  pernicious  anemia  and  vitamin 
B12  metabolism  have  been  studied  extensively,  more 
information  is  needed  to  explain  the  numerous  ways 
that  hypovitaminosis  B)0  may  present. 
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THE  PAINFUL  XIPHOID 
(XIPHOIDYNIA) 


H.  B EISENSTADT,  M.D. 

Clinical  Medicine:  Pain  in  the  bone  and 
cartilage  xiphoid  process  may  resemble 
numerous  other  disorders,  and  treat- 
ment of  xiphoidalgia  varies  with  its  eti- 
ology. Usually,  the  malady  is  not  serious, 
and  treatment  is  often  uncomplicated. 

THE  XIPHOID  PROCESS  owes  its  name  to  its  swordlike 
appearance.  This  terminal  portion  of  the  sternum  is 
sometimes  called  a “bone"  and  at  other  times  a 
“cartilage.”  Actually  this  portion  consists  of  both  bone 
and  cartilage  in  different  proportions  which  vary  with 
the  chronological  age  and  the  skeletal  development 
of  the  individual. 

The  xiphoid  is  situated  in  a “no  man's  land"  be- 
tween chest  and  abdomen;  however,  it  is  usually  in- 
vestigated together  with  the  abdomen.  It  serves  as 
a rigid  attachment  for  various  tendons  and  ligaments 
coming  from  the  anterior  chest,  the  abdomen,  and 
the  diaphragm.  In  spite  of  its  superficial  location, 
the  distal  end  of  the  sternum  is  not  often  checked 
by  the  clinician  because  it  is  rarely  affected  by  path- 
ology; in  addition,  no  significant  viscus  underlies 
this  osseocartilaginous  protrusion. 

Occasionally,  however,  a patient’s  main  symptom 
is  a painful  xiphoid.  This  may  create  a diagnostic 
problem  for  the  physician  not  familiar  with  the  scanty 
literature  which  has  been  published  on  this  subject. 

Xiphoidalgia  or  xiphoidynia  is  the  spontaneous 
pain  of  the  ensiform  process;  it  is  practically  always 
associated  with  tenderness  on  pressure.  The  latter 
is  of  diagnostic  significance  only  if  it  reproduces 
exactly  the  patient’s  symptoms.1  The  character  of 
the  pain  may  vary  from  case  to  case.  It  may  be  a 
continuous  soreness,  a sensation  of  pressure  or  burn- 
ing, or  a sharp  stabbing  pain  of  short  duration. 


Xiphoidalgia  may  be  restricted  to  the  cartilaginous 
margins  of  the  bone;  it  may  involve  the  entire  process; 
it  may  remain  localized;  or  it  may  radiate  along  the 
sternum  toward  the  precordium,  the  anterior  neck,  the 
epigastrium,  the  back,  or  to  one  or  both  shoulder  re- 
gions. There  may  be  only  a disagreeable  sensation  in 
the  throat  or  a feeling  of  pressure  in  the  mid-sternum 
or  discomfort  in  one  shoulder.1-2  However,  localized 
compression  of  the  xiphoid  will  always  duplicate  the 
patient’s  spontaneous  discomfort.  Occasionally,  there 
is  no  pain;  and  tenderness  is  elicited  on  application 
of  pressure.3  In  these  cases,  the  diagnosis  remains 
uncertain  because  strong  pressure  on  the  ensiform 
process  will  produce  pain  even  in  many  normal  per- 
sons, particularly  in  those  who  are  obese  or  have  a 
low  pain  threshold. 

In  a classical  case  of  xiphoidalgia  careful  clinical 
examination  of  the  cartilage  frequently  increases  the 
suffering  for  hours.  Furthermore,  muscular  exertion 
such  as  lifting  of  a weight  overhead  or  carrying  a 
heavy  load  in  one’s  hands  or  bending  forwards  and 
backwards  may  initiate  or  aggravate  the  discomfort. 
Xiphoidalgia  may  also  be  increased  by  coughing  and 
sneezing  and  then  simulate  pleurisy  or  pericarditis. 
If  the  pain  is  brought  on  by  a brisk  walk,  it  may  re- 
semble angina  of  effort;  if  it  appears  during  the  night, 
it  will  mimic  nocturnal  angina.  If  it  spreads  over  the 
epigastrium,  it  may  falsely  be  attributed  to  various 
gastrointestinal  disorders. 

The  etiology  of  xiphoidalgia  is  varied.  Most  frequently, 
it  is  traumatic  or  rheumatic.1  The  injury  may  have 
been  a direct  blow  or  a strain  of  adjoining  ligaments, 
tendons,  and  muscles.  As  the  ensiform  cartilage  is 
well  protected,  a trauma  usually  affects  the  soft 
tissues  only  and  rarely  produces  a dislocation  or  a 
fracture.3 

Rheumatic  xiphoiditis3-1'5  may  in  reality  be  bursitis, 
tendonitis,  periostitis,  osteochondritis,  or  apophysitis. •> 
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These  entities  can  be  distinguished  only  with  difficulty. 
The  appearance  of  tender  nodules  separated  from  the 
cartilage  may  indicate  bursitis  or  tendonitis,  while 
similar  nodules  firmly  attached  to  it  may  favor  the 
diagnosis  of  periostitis  or  osteochondritis.  Apophysitis 
of  the  ensiform  has  been  diagnosed  in  association  with 
simultaneous  involvement  of  the  apophyses  of  the 
humerus,  the  radius,  the  tibia,  and  the  coccyx.2  4'7 

Rheumatic  xiphoiditis  may  be  related  to  and  as- 
sociated with  Tietze’s  disease,7  the  “rib  syndrome,”8 
the  anterior  chest  wall  syndrome,9  or  the  “tender  fat” 
of  adiposis  dolorosa.10 

In  addition  to  traumatic  and  rheumatic  changes  of 
the  xiphoid,  this  bone  may  rarely  be  involved  with 
osteomyelitis,  tuberculosis,  congenital  syphilis,11  other 
infections,  and  primary  and  metastatic  tumors.  Furth- 
ermore, xiphoidalgia  can  be  a symptom  of  various 
systemic,  musculoskeletal,  neurological,  or  visceral 
diseases  with  or  without  involvement  of  the  ensiform 
process. 

Among  the  systemic  disorders,  hypothyroidism, 
gout,  pseudogout,  polychondritis,  rheumatoid  arthritis, 
osteomalacia,  Paget's  disease,  pernicious  anemia, 
leukemias,  myeloma  and  other  blood  dyscrasias  must 
be  mentioned. 

Musculoskeletal  disorders  capable  of  initiating 
xiphoidalgia  are  poor  posture,  scoliosis,  kyphosis, 
spondylosis,  spondylitis,  osteoporosis,  and  various 
other  diseases  of  the  spine,  particularly  those  involv- 
ing the  fourth,  fifth,  sixth,  seventh,  and  eighth  dorsal 
vertebrae  which  share  the  nerve  supply  with  the 
ensiform  process.13 

Neurological  diseases  that  may  cause  xiphoidalgia 
are  compression  of  the  cord,  cord  tumor,  tabes  dor- 
salis, transverse  myelitis,  herpes  zoster,  and  inter- 
costal neuritis. 

Finally,  the  painful  ensiform  cartilage  may  be  a 
warning  sign  of  internal  disease.  Intrathoracic  path- 
ology responsible  for  such  a discomfort  may  include 
coronary  artery  disease,  hypertension,  pericarditis, 
congestive  heart  failure,  and  various  other  functional 
and  organic  cardiovascular  disorders.  Pathological  con- 
ditions of  the  lung,  the  pleura,  the  mediastinum,  and 
the  diaphragm  may  likewise  induce  a soreness  of  the 
xiphoid.16 


Intra-abdominal  diseases  are  perhaps  the  most  fre- 
quent cause  of  xiphoidalgia.1-7'1013  In  these  cases, 
the  pain  may  be  related  to  the  mid-epigastric  soreness 
that  has  been  called  "plexus  pain”  by  the  old  clini- 
cians who  attributed  its  origin  to  a state  of  hyper- 
sensitivity of  the  solar  plexus.  Xiphoidalgia  may  be 
associated  with  hiatus  hernia,  cardiospasm,  esopha- 
gitis, esophageal  diverticulum,  gastritis,  duodenitis, 
peptic  ulcer,  cholecystitis,  and  subdiaphragmatic  dis- 
ease. However,  such  pain  may  not  always  indicate 
serious  gastrointestinal  disorder  but  may  be  due  to 
nervous  indigestion  or  may  even  follow  overeating.10 

Apart  from  the  various  types  of  pain  of  the  xi- 
phoid, a number  of  other  symptoms  have  been  attri- 
buted to  disease  of  this  cartilage.  Particularly,  gastro- 
intestinal disturbances  such  as  nausea,  epigastric  full- 
ness, vomiting,  inappetence,  heartburn  and  irregular 
bowel  function  have  been  reported  to  be  associated 
with  acute  diseases  of  the  ensiform  process.1  How- 
ever, it  appears  doubtful  that  these  symptoms  are 
initiated  by  the  xiphoidal  pathology  per  se.  They  are 
more  likely  a part  of  the  general  malaise  accompany- 
ing any  significant  disease,  particularly  if  it  involves 
a structure  near  the  abdomen. 

Apart  from  the  localized  tenderness,  the  physical 
examination  of  a patient  with  xiphoidalgia  usually 
reveals  little.  Occasionally,  an  enlargement  of  the 
cartilage,  tender  nodules,  or  swelling  and  rigidity  of 
the  epigastrium  may  be  noted.  Furthermore,  the  dis- 
ease occurs  quite  often  in  the  presence  of  a naturally 
deformed  or  displaced  ensiform  process.  Such  for- 
wards, backwards,  or  sidewards  deviation — called  the 
“tackhammer”  deformity — can  usually  be  palpated. 
Rarely  will  a forward-bent  ensiform  perforate  the 
overlying  skin  and  produce  surface  ulceration.14  One 
time  a soft  tissue  mass  was  felt  protruding  through 
the  hole  of  a ring-shaped  xiphoid  process.  This  lump 
was  found  to  be  a preperitoneal  lipoma  at  the  time 
of  the  surgical  exploration.3 

The  treatment  of  xiphoidalgia  varies  according  to  its 
etiology.  In  acute  traumatic  or  rheumatic  cases,  bed 
rest,  local  heat,  analgesics,  sedatives,  and  anti-inflam- 
matory agents  are  indicated.  If  the  discomfort  is  pro- 
longed, local  ethyl  chloride  spray  may  be  used.  If  this 
therapy  is  not  effective,  injections  of  depository  pro- 
caine-cortisone preparations  will  usually  be  successful. 
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Fig.  1 . X-ray  study  of  the  lower  sternum  of 
1 5 -year-old  boy.  The  x-ray  shows  aseptic 
necrosis  of  the  xiphoid  with  desiccating 

osteochondritis. 


Only  rarely  are  surgical  procedures  needed.113  In 
diseases  of  the  spine  and  the  nervous  system,  para- 
vertebral blocks  may  have  a salutary  effect.  Xiphoid- 
algia  caused  by  visceral  disease  usually  disappears 
after  effective  management  of  the  underlying  path- 
ology. 

During  the  past  two  years,  two  patients  suffering 
from  xiphoidalgia  have  been  observed.  Their  case 
histories  may  illustrate  the  diagnostic  and  therapeutic 
problems  of  this  entity. 

Case  1:  A 42-year-old  white  man,  a refinery  worker, 
complained  of  epigastric  and  low  sternal  pain  of 
sudden  onset  radiating  to  both  shoulders.  There  was 
no  history  of  acute  trauma;  however,  the  patient’s  job 
required  lifting  heavy  oil  drums.  He  also  suffered  from 
nausea,  belching,  abdominal  distention,  and  food  in- 
tolerance over  a long  period  of  time.  These  symptoms 
had  increased  since  the  onset  of  the  xiphoid  pain. 
Physical  examination  revealed  nothing  but  a localized 
exquisite  tenderness  of  the  xiphoid  process.  This 
maneuver  reproduced  the  patient’s  spontaneous  pains 
exactly.  Careful  clinical  examination  failed  to  reveal 
any  significant  internal  pathology.  Three  local  in- 
jections of  Decadron  with  Xylocaine  eliminated  the 
pain  entirely.  However,  the  gastrointestinal  discomfort 
persisted;  it  was  later  successfully  managed  with  diet 
antacids  and  anticholinergics. 

Case  2:  A 15-year-old  obese  but  muscular  boy  was 
seen  in  consultation  because  of  a fist-sized  mass  in 
the  epigastrium.  He  likewise  had  nonspecific  symp- 
toms of  indigestion.  The  mass  was  stony-hard,  irreg- 
ular, nodular  and  was  firmly  attached  to  the  xiphoid 
process.  It  had  appeared  about  a year  earlier  and 
had  increased  in  size  gradually  during  the  first  few 
months,  but  it  had  remained  stationary  later.  It  was 
quite  painful  on  palpation.  The  spontaneous  discom- 
fort was  increased  after  strenuous  exercise.  Previous 
history  revealed  that  the  youngster  had  been  partici- 
pating regularly  in  wrestling  and  weight-lifting  before 
onset  of  this  tumorous  protrusion.  Clinical  and  lab- 
oratory examinations  failed  to  detect  any  abnormality 
of  the  internal  organs.  X-ray  study  of  the  lower 
sternum  (Fig.  1)  showed  an  aseptic  necrosis  of  the 
xiphoid  with  desiccating  osteochondritis.  The  patient 
was  advised  to  abstain  from  heavy  work  and  exercise 


entirely.  Hereafter  the  mass  gradually  decreased  in 
size  and  the  pain  as  well  as  the  gastrointestinal  dis- 
comfort disappeared  without  any  other  treatment. 

Summary:  Xiphoidalgia  is  usually  a painful  but  not  a 
serious  condition.  In  the  majority  of  cases,  it  is 
caused  either  by  trauma  or  by  rheumatic  disease, 
and  it  is  dramatically  relieved  by  local  procaine- 
cortisone  injections.  If  this  treatment  is  not  effective, 
a diagnosis  of  secondary  xiphoidalgia  caused  by  sys- 
temic, musculoskeletal,  nervous,  or  visceral,  particu- 
larly gastrointestinal,  disorders  must  be  considered 
and  a search  for  those  entities  must  be  conducted. 
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CYSTIC  FIBROSIS 
IN  ADULTHOOD 


LT.  COL  KENNETH  G.  GOULD,  JR.,  USAF,  MC 

Case  Report/ Review:  A case  of  cystic 
fibrosis  in  a young  adult  is  reported. 
Criteria  for  diagnosis,  usual  complica- 
tions, and  recommended  treatment  are 
described.  The  literature  is  reviewed. 

CYSTIC  FIBROSIS  is  a hereditary  disorder  considered 
in  the  recent  past  to  be  of  interest  only  to  pediatri- 
cians. With  the  advent  of  better  diagnostic  techniques 
to  identify  affected  individuals  and  increased  longevity 
brought  about  by  judicious  management,  more  pa- 
tients with  cystic  fibrosis  are  being  recognized  and 
treated  in  the  adult  population.  1-8 

Four  criteria  appear  to  be  necessary  for  the  diag- 
nosis of  homozygous  cystic  fibrosis.  (1)  a family 
history  of  this  disorder,  (2)  increased  concentrations 
of  sweat  electrolytes,  (3)  decreased  or  absent  pan- 
creatic enzymes,  and  (4)  chronic  pulmonary  disease.2 

Cystic  fibrosis  was  first  described  in  1936  by  Fan- 
coni,  Uehlinger,  and  Knauer9  as  a celiac  syndrome 
with  associated  cystic  pancreatic  fibrosis  and  bron- 
chiectasis. In  1938,  Andersen10  brought  the  problem 
of  cystic  fibrosis  to  the  attention  of  American  physi- 
cians with  the  report  of  49  autopsied  cases;  80  per- 
cent of  the  patients  had  died  during  their  first  year 
of  life.  In  1944,  Farber11  described  inspissated  ma- 
terial in  the  mucous  glands  of  the  trachea,  bronchi, 
esophagus,  duodenum,  gallbladder,  and  salivary  tissue 
in  addition  to  the  pancreatic  ducts.  Fie  realized  that 
the  pancreas  was  only  one  of  the  many  organs  in- 
volved by  a widespread  physical  change  in  mucus; 
for  a time,  this  led  to  the  disease  being  called  "muco- 
viscidosis.” Kessler  and  Andersen12  observed  heat 
prostration  in  children  with  cystic  fibrosis  during  a 
severe  heat  wave  in  1951;  this  prompted  the  studies 
of  Darling  and  his  associates  who,  in  1953,  reported 


this  phenomenon  to  be  associated  with  high  concen- 
trations of  chloride  in  the  sweat.13  Since  McIntosh’s 
study  in  1954  on  patients  over  10  years  of  age, 
interest  in  adults  with  homozygous  cystic  fibrosis  has 
increased,  and  many  investigators  have  attempted  to 
demonstrate  a heterozygotic  form  of  the  disease  in 
association  with  one  of  a number  of  chronic  pul- 
monary diseases. 

Case  Report:  The  patient  was  born  Oct.  20,  1942, 
the  product  of  a full-term  pregnancy  and  normal 
delivery.  At  age  five  months,  she  was  first  treated  for 
an  upper  respiratory  infection,  and  thereafter  had 
repeated  respiratory  tract  infections.  At  age  two  years, 
when  she  was  thought  to  have  celiac  disease,  she  was 
treated  with  a gluten-free  diet  without  success.  When 
she  was  six  years  old,  she  had  pneumonia;  after  an- 
other bout  of  pneumonia  at  the  age  of  nine,  her 
sweat  chloride  level  was  found  to  be  elevated,  and 
the  diagnosis  of  cystic  fibrosis  was  considered.  No 
trypsin  activity  was  noted  in  her  stools,  and  pan- 
creatic extract  (Pancreatic  Granules)  was  prescribed. 
She  had  allergic  rhinitis  (thought  to  be  due  to  cats) 
and  chronic  bronchitis  when  she  was  11  years  old. 
She  was  still  taking  pancreatic  extract  as  prescribed. 
At  intervals  she  was  given  antibiotics  for  recurrent 
pulmonary  infections.  A chest  x-ray  -(August,  1953) 
was  reported  to  be  normal.  She  had  five  nasal  poly- 
pectomies during  her  14th  and  15th  years,  and  a 
maxillary  sinus  fenestration  at  age  17.  When  she  was 
21  years  old,  she  had  a severe  bout  of  “flu.” 

At  the  age  of  22  she  was  graduated  from  college 
and  married.  Since  her  marriage  she  has  taken 
norethynodrel  cyclically.  During  an  employment  exami- 
nation, when  she  was  23  years  of  age,  she  had  only 
"mild  pancreatic  deficiency”  and  some  “chronic  diffi- 
culty with  her  sinuses  and  respiratory  tract.”  Fler 
height  was  5 ft.  l/2  in--  weight  IOIV2  lb.,  and  blood 
pressure  110/70  mm.  of  mercury.  Except  for  myopia, 
no  other  abnormalities  were  noted.  One  year  later  she 
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was  seen  because  of  exhaustion.  Her  hemoglobin  was 
11.6  gm.  per  100  ml.  and  her  hematocrit  was  36  per- 
cent. She  was  treated  for  three  months  with  an  iron 
preparation. 

In  October,  1965,  she  was  first  seen  at  Wilford  Hall 
USAF  Hospital  in  the  Hematology  Clinic  because  of 
anemia,  and  was  treated  with  iron  and  vitamin  A.  She 
was  working  full  time  as  a public  school  teacher,  but 
she  had  a chronic  cough  productive  of  10  to  15  ml. 
of  thick  yellow-white  sputum  per  day.  She  also  related 
hemoptysis  (on  several  prior  occasions)  with  bouts  of 
sinus  infection.  She  had  stopped  the  pancreatic  ex- 
tract voluntarily  because  she  did  not  believe  that  it 
was  helpful. 

Family  History:  The  mother,  father,  and  four  broth- 
ers are  living  and  well.  Three  siblings  died  of  “pneu- 
monia”: a sister  (six  months  old),  a brother  (three 
months  old),  and  a brother  (one  month  old).  None  of 
the  grandparents  had  difficulties  even  remotely  sug- 
gestive of  cystic  fibrosis.  Blood-related  uncles  and 
aunts  are  all  living  and  well. 

Menstrual  History:  Menarche  occurred  at  age  12; 
periodicity  was  35  days  (very  regular),  and  duration 
was  seven  days. 

Physical  Examination  (October,  1965):  Blood  pres- 
sure was  110/70  mm.  of  mercury;  pulse  76  and  regu- 
lar; respiratory  rate  12  per  minute;  and  weight  97:/2 
lb.  There  was  mild  to  moderate  clubbing  of  digits. 
Mild  acne  was  present.  Nasal  mucous  membranes 
were  injected  and  were  edematous.  Movement  of  the 
chest  was  good;  diaphragms  descended  equally  and 
well;  usually  on  auscultation  the  chest  was  clear.  The 
heart  and  abdomen  were  normal. 

Roentgenograms:  There  were  fine  linear  infiltrates 
in  the  upper  one-third  of  both  lungs,  more  on  the 
right  with  superior  elevation  of  both  hili. 

Laboratory  Studies:  Sweat  studies,  October,  1965: 
sodium,  176  mEq.  per  liter;  chloride,  132  mEq.  per 
liter.  November,  1965:  sodium,  151  mEq.  per  liter; 
chloride,  236  mEq.  per  liter.  Serum  iron  was  187  pig. 
per  100  ml.  and  iron  binding  capacity  was  520  p.g. 
per  100  ml.  A 72-hour  stool  fat  was  56  gm.  (total 


specimen).  Serum  carotene  was  15p.g.  per  100  ml. 
(normal;  50-150  p.g.).  Xylose  absorption  was  as  fol- 
lows: blood,  54  mg.  percent  (normal:  20-58  mg.);  urine, 
five  hours,  6.3  gm.  (normal  5-8  gm.).  Serum  calcium 
was  4.7  mEq.  per  liter;  serum  phosphorus  was  3.4 
mg.  per  100  ml.;  serum  glutamic  oxaloacetic  trans- 
aminase was  19  units;  and  serum  glutamic  pyruvic 
transaminase  was  11  units.  Lactic  dehydrogenase  was 
480  units.  Total  serum  bilirubin  was  0.3  mg.  per 
100  ml.  Total  protein  was  7.3  gm.  per  100  ml.;  serum 
albumin,  4.1  gm.  per  100  ml.  Serum  alkaline 
phosphatase  was  6 King-Armstrong  units.  Carbon  di- 
oxide combining  power  was  22  mEq.  per  liter.  Serum 
chloride  was  102  mEq.  per  liter;  serum  sodium  was 
136  mEq.  per  liter;  serum  potassium  was  4.8  mEq. 
per  liter;  serum  phosphorus  3.5  mg.  per  100  ml.;  and 
serum  amalyse  67  units.  White  blood  count  was  7,800; 
red  blood  count  was  4.28  million;  and  reticulocyte 
count  was  2.2  percent.  Hematocrit  was  41  percent; 
hemoglobin  was  13.2  gm.  per  100  ml.  There  were 
320,000  platelets;  peripheral  blood  morphology  was 
normal. 

Pulmonary  Function  Studies:  Vital  capacity  was  3.55 
liters  (107  percent  of  predicted);  maximum  expiratory 
flow  rate  5.25  liters  per  sec.;  mid-maximum  expira- 
tory flow  rate  1.75  liters  per  sec.;  maximum  inspira- 
tory flow  rate  3.80  liters  per  sec.;  forced  expired 
volume,  1 sec.,  72  percent,  and  forced  expired  volume, 
3 sec.,  88  percent.  Single-breath  diffusion  was  26.08 
ml.  CO  per  mm.  of  mercury,  per  min.  (normal, 
28±10).  Expiratory  reserve  volume  was  1,246  ml. 
Functional  residual  capacity  was  2,193  ml.,  and  re- 
sidual volume  was  948  ml.  Total  lung  capacity  was 
5,128  ml.  (predicted,  4,176  ml.)  These  tests  of  venti- 
latory function  and  volume  were  interpreted  as  show- 
ing mild  to  moderate  obstructive  airway  disease  with 
hyperinflation. 


Arterial  Blood  Gas  Studies:  Results  were  as  follows: 


P0-’ 

pH 

pCOi 

% Sat- 
uration 

Resting 

81.0 

7.455 

37.0 

96.6 

Exercise  (43  steps-90  sec.) 

88.0 

7.415 

38.0 

96.2 

Recovery  (7  min.) 

87.0 

7.43 

365 

96  1 

100%  Oxygen  (15  min.) 

580 

7.415 

40.5 

100.0  + 
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Course:  The  patient  required  several  courses  of 
tetracycline  (250  mg.,  four  times  a day  for  five  days) 
because  of  intermittently  purulent  sputum.  Significant 
liquefaction  of  sputum  was  achieved  with  two  tablets 
of  glyceryl  guiacolate  (300  mg.  each)  four  times  a day 
when  this  was  a problem.  She  gained  10  lb.  in  three 
months  on  pancrelipase  (Cotazym),  two  to  three  tab- 
lets prior  to  each  meal,  with  a significant  reduction  in 
bulk  and  number  of  stools  per  day  (reduction  on  the 
average  of  from  six  to  two  stools  per  day).  She  is  also 
being  given  50,000  units  of  vitamin  A and  2 mg.  of 
vitamin  K per  day,  and  50,000  units  of  vitamin  D 
every  other  day.  Diet  has  been  ad  lib;  fruits,  especially 
bananas,  cause  nausea.  She  continues  to  teach  school 
full  time  and  leads  an  active  normal  life. 

Discussion:  The  incidence  of  cystic  fibrosis  is  approxi- 
mately 1 in  1,000  live  births.  It  is  found  equally  in 
all  branches  of  the  white  race,  is  uncommon  in 
Negroes,  and  has  never  been  described  in  Mongolians. 
If  cystic  fibrosis  is  transmitted  as  an  autosomal  re- 
cessive gene,  approximately  5 percent  of  the  popula- 
tion should  carry  it.-  Cystic  fibrosis  accounts  for  the 
majority  of  chronic  (nontuberculous)  pul- 
monary diseases  and  virtually  all  cases  of  pancreatic 
deficiency  in  children.14  Despite  increased  alertness 
to  cystic  fibrosis  in  adults,  documented  instances  of 
a complete  syndrome  first  diagnosed  in  adulthood  are 
rare,  as  are  reports  of  patients  surviving  beyond  the 
third  decade.  In  the  past,  only  about  2 percent  of 
children  with  cystic  fibrosis  have  lived  to  adulthood. 
The  severity  of  the  disease  varies  enough  to  suggest 
the  existence  of  formes  fruste.15  Several  studies  have 
presented  evidence  that  the  heterozygous  state  is  not 
associated  with  either  chronic  chest  disease  or  with 
sweat  electrolyte  abnormalities.1019 

In  virtually  all  patients  with  cystic  fibrosis,  chloride 
and  sodium  levels  in  the  sweat  are  increased.  Lack 
of  standard  sweat  collection  methods  has  resulted  in 
conflicting  reports.  Claims  that  siblings  or  parents  of 
children  with  cystic  fibrosis  have  higher  electrolyte 
levels  than  controls,  and  therefore,  that  the  heter- 


ozygous state  can  be  revealed  by  sweat  analysis  have 
not  been  proved.  Variations  with  increase  of  age, 
climate,  menstrual  cycle,  and  other  factors  have  not 
always  been  appreciated  in  the  reported  sweat  collec- 
tion studies.  Both  sodium  and  chloride  determinations 
should  be  made  to  check  on  the  reliability  of  the  test. 
Differences  of  over  30  mEq.  per  liter  between  the  two 
values  should  suggest  need  for  repeating  the  examina- 
tion. Untreated  adrenal  insufficiency  is  the  only  other 
disease  known  to  produce  this  sweat  electrolyte  abnor- 
mality. Siegenthaler  and  de  Haller8  have  shown  that 
sodium  concentration  in  the  sweat  of  patients  with 
cystic  fibrosis  is  affected  little  by  salt  deprivation  or 
aldosterone  load. 

Normal  values  for  sweat  sodium  have  not  been 
established  because  of  variation  in  methods;  however, 
values  in  excess  of  70  mEq.  per  liter  appear  to  be 
definitely  abnormal  and  should  alert  the  physician  to 
consider  cystic  fibrosis.  Pilocarpine  iontophoresis,19 
combined  with  cellulose  sponge  collection  over  a 
standard  area,20  gives  reproducible  results. 

Decreased  levels,  or  absence,  of  trypsin,  lipase  and 
amylase  leads  to  impaired  digestion  in  the  absorption 
of  foodstuffs.  Stools  are  large,  foul-smelling  and  un- 
formed; steatorrhea  and  azotorrhea  are  present.  Lipo- 
soluble  vitamins,  A and  K,  are  lost  in  the  feces.  The 
appetite  is  frequently  ravenous,  and  malnutrition  may 
occur  despite  an  adequate  or  even  excessive  dietary 
intake.  The  prepubertal  growth  spurt  tends  to  be  de- 
layed as  does  sexual  maturation.2  The  duodenal  con- 
tents of  cystic  fibrosis  patients  contain  an  abnormal 
mucus.  This  may  point  to  a disorder  of  sialic  acid 
metabolism  or  the  incorporation  of  sialic  acid  into 
mucopolysaccharide  molecules.21  The  chemical  struc- 
ture of  this  mucopolysaccharide  is  characterized  by 
low  sialic  acid  and  a high  fucose  content.  Recently, 
rectal  biopsy  has  shown  diagnostic  patterns  of  mucus 
inspissation  in  cystic  fibrosis.22 

Usually  the  clinical  picture  is  dominated  by  changes 
in  the  lungs  that  cause  death  in  more  than  half  of 
the  patients  before  the  age  of  10,  and  eventually  cause 


54 


TEXAS  MEDICINE 


80  percent  of  all  deaths.  Chronic  cough,  wheezing, 
thick,  tenacious  sputum,  and  repeated  respiratory 
tract  infections  are  characteristic.  No  intrinsic  bio- 
chemical change  in  bronchial  mucus  has  been  demon- 
strated conclusively,  but  it  has  been  postulated  that 
such  alteration  provides  a more  favorable  environment 
for  staphylococcal  growth.  Early  in  life,  infection  fre- 
quently occurs  because  of  coagulase-positive  staphylo- 
cocci, and  smaller  airways  become  blocked  by  mucus 
and  pus.  Hypertrophy  of  the  tracheobronchial  mucous 
glands  develops  rapidly,  and  many  goblet  cells  are 
found  in  peripheral  airways  where  normally  there  are 
none.  The  walls  of  the  smaller  bronchi  and  bronchioles 
become  thickened  by  chronic  inflammation,  and  infec- 
tion spreads  to  adjacent  alveoli,  where  abscesses  may 
develop.  Occlusion  of  larger  bronchi  by  mucous  plugs 
may  cause  collapse  of  lobes  of  segments,  and  if  un- 
relieved, this  may  result  in  bronchiectasis.  Otherwise, 
gross  bronchiectasis  is  unusual.  Hilar  and  tracheo- 
bronchial lymph  node  enlargement  may  occur  early 
in  the  course  of  infection.1-*  Progressive  impairment  of 
structure  and  function  of  the  lung  leads  to  respiratory 
failure,  a rise  in  pulmonary  vascular  resistance,  and 
right  ventricular  hypertrophy.  Failure  of  the  right  ven- 
tricle may  be  a terminal  event.  Cardiac  enlargement 
and  heart  failure  may  be  due  to  myocardial  fibrosis, 
which  has  been  reported  to  affect  the  left  ventricle 
more  than  the  right.23 

Certain  complications  of  cystic  fibrosis  appear  to 
be  more  common  in  the  young  adult  than  in  infants.2 
Sinusitis,  associated  with  progressive  pneumatization 
of  the  sinuses  with  age,  gives  rise  to  clinical  symp- 
toms, including  a nasal  voice,  post-pharyngeal  dis- 
charge, and  polyps.  The  nasal  polyps  generally  neces- 
sitate surgical  removal  and  tend  to  recur.24  Hemopty- 
sis and  spontaneous  pneumothorax  are  also  more 
frequent  in  the  older  age  group;  these  well-known  com- 
plications of  chronic  pulmonary  disease  are  an  un- 
favorable prognostic  sign  implying  serious  and  pro- 
gressive pulmonary  involvement.  Cirrhosis  of  the  liver 
is  a multilobular  type  of  pathologic  process  distinctive 


of  cystic  fibrosis.25  The  initial  lesions  do  not  give  rise 
to  clinical  symptoms,  but  after  years  of  destruction 
and  regeneration  of  the  parenchyma,  the  hepatic  archi- 
tecture in  some  cases  becomes  so  distorted  that  it 
leads  to  portal  hypertension  with  associated  ascites, 
hypersplenism,  massive  gastrointestinal  hemorrhage, 
or  a combination  thereof.26  Appendiceal  abscesses 
masked  by  continuous  antibiotic  administration  are 
not  common  but  should  be  kept  in  mind.  Abdominal 
masses  frequently  are  fecal  in  origin,  and  no  treatment 
is  needed  unless  they  cause  obstruction;  they  usually 
pass  spontaneously.  An  increased  incidence  of  dia- 
betes mellitus  has  been  found.27  Clubbing  and  pul- 
monary hypertrophic  osteo-arthropathy  may  be  mani- 
festations of  severe  pulmonary  dysfunction.28  Patients 
with  severe  pulmonary  involvement  also  tend  to  have 
impaired  vision  based  on  varying  degrees  of  venous 
engorgement  and  edema  of  the  ocular  fundic  disk, 
marked  in  some  instances  by  hemorrhages  and  in 
others  by  cystic  changes  in  the  maculae;  usually  these 
are  not  associated  with  carbon  dioxide  retention.29 

Treatment  of  these  patients  remains  largely  un- 
satisfactory, for  no  solutions  have  been  offered  to 
alter  the  basic  pathologic  process.  Treatment  consists 
primarily  of  antibiotics  for  the  chronic  pulmonary  in- 
fections. Tetracycline  may  be  given  in  intermittent  or 
continuous  courses  similar  to  those  found  helpful 
with  chronic  bronchitis.  When  infection  fails  to  clear 
with  this  regimen,  specific  sensitivity  studies  should 
be  performed  in  order  to  determine  the  antibiotic  of 
choice.  In  children,  high  volume  microaerosols  have 
been  helpful  in  acute  episodes  to  wash  out  tenacious 
tracheobronchial  secretions  mechanically.  Chest  clap- 
ping, chest  shaking,  and  postural  drainage  for  specific 
segments  are  indicated  at  times  to  aid  removal  of 
thick  mucus.  Nebulized  detergents  and  various  en- 
zymes have  been  largely  unsuccessful;  N-acetyl- 
cysteine  aerosols  have  been  useful.30  To  thin  the 
viscid  secretions  in  the  lung,  either  iodides  or  glyceryl 
guiacolate  may  be  tried,  but  there  have  been  no  satis- 
factory controlled  studies  of  these  agents  reported.  A 
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high-calorie,  high-protein,  low-fat  diet  usually  is  recom- 
mended; however,  many  patients  refuse  to  stay  on 
the  diet.  Oral  pancreatic  enzymes  may  delay  or  pre- 
vent cirrhosis.  Liposoluble  vitamins  should  be  given, 
and  salt  intake  should  not  be  restricted. 

Summary:  Diagnosis  of  cystic  fibrosis  in  young  adults 
is  based  on  increased  concentration  of  electrolytes  in 
sweat,  absence  of  pancreatic  enzymes  in  duodenal 
secretions,  chronic  pulmonary  involvement,  and  family 
history.  Common  complications  include  sinusitis,  he- 
moptysis, spontaneous  pneumothorax,  cirrhosis  of  the 
liver  with  portal  hypertension,  appendiceal  abscesses, 
and  abdominal  masses.  Antibiotics,  removal  of 
inspissated  lung  secretions,  fat-soluble  vitamins,  and 
pancreatic  enzymes  constitute  major  therapy.  Death 
most  often  results  from  a pulmonary  complication. 

Acknowledgement:  Early  history  and  physical  findings 
were  supplied  by  Dr.  J.  R.  Bowman,  Johnson  City, 
Tenn.,  and  Dr.  J.  W.  Avera,  Knoxville,  Tenn. 


REFERENCES 

1.  Coates,  E.  O.,  Jr.:  Characteristics  of  Cystic  Fibrosis  in 
Adults:  Report  of  Seven  Patients,  Dis.  Chest  49:195  (Feb.) 
1966. 

2.  Di  Sant'Agnese,  P.  A.,  and  Andersen,  D.  H.:  Cystic  Fi- 
brosis of  Pancreas  in  Young  Adults,  Ann.  Int.  Med.  50:1321 
(May)  1959. 

3.  Grand,  R.  J.,  et  al.:  Pregnancy  in  Cystic  Fibrosis  of  the 
Pancreas,  JAMA  195:993  (March  21)  1966. 

4.  McIntosh,  R.:  Cystic  Fibrosis  of  Pancreas  in  Patients  over 
10  Years  of  Age,  Acta  Paediat.  (Supp.  100)  43:469,  1954. 

5.  Polgar,  G.,  and  Denton,  R.:  Cystic  Fibrosis  in  Adults; 
Studies  of  Pulmonary  Function  and  Some  Physical  Properties 
of  Bronchial  Mucus,  Amer.  Rev.  Resp.  Dis.  85:319  (March) 

1962. 

6.  Shwachman,  H.,  and  Kulczycki,  L.  L.:  Long-Term  Study 
of  One  Hundred  Five  Patients  with  Cystic  Fibrosis,  Amer.  J. 
Dis.  Child.  96:6  (July)  1958. 

7.  Shwachman,  H.,  et  al.:  A Report  on  Sixty-Five  Patients 
Over  17  Years  of  Age,  Pediatrics  36:689  (Nov.)  1965. 

8.  Siegenthaler,  P.,  and  Haller,  R.  de:  La  mucoviscidose  de 
I'adulte,  maladie  rare,  Schweiz.  Med.  Wschr.  93:1528  (Oct.  26) 

1963. 

9.  Fanconi,  G.,  et  al.:  Das  Coeliakiesyndrom  bei  ange- 


From  the  Pulmonary  and  Infectious  Disease  Service,  Wil- 
ford  Hall  USAF  Hospital,  Aerospace  Medical  Division  (AFSC), 
Lackland  Air  Force  Base.  Presented  in  part  at  the  annual 
meeting  of  the  Texas  Thoracic  Society,  San  Antonio,  March  25, 
1966. 


borener  Zystischer  Pankreasfibromatose  und  Bronchiektasien, 
Wien.  med.  Wchnschr.  86:753  (July  4)  1936. 

10.  Andersen,  D.  H.:  Cystic  Fibrosis  of  Pancreas  and  its  Re- 
lation to  Celiac  Disease;  Clinical  and  Pathologic  Study,  Amer. 
J.  Dis.  Child.  56:344  (Aug.)  1938. 

11.  Farber,  S.:  Pancreatic  Function  and  Disease  in  Early 
Life;  Pathologic  Changes  Associated  with  Pancreatic  Insuf- 
ficiency in  Early  Life,  Arch.  Path.  37:238  (April)  1944. 

12.  Kessler,  W.  R.,  and  Andersen,  D.  H.:  Heat  Prostration  in 
Fibrocystic  Disease  of  the  Pancreas  and  Other  Conditions, 
Pediatrics  8:648  (Nov.)  1951. 

13.  Darling,  R.  C.,  et  al.:  Electrolyte  Abnormalities  of  Sweat 
in  Fibrocystic  Disease  of  the  Pancreas,  Amer.  J.  Med.  Sci. 
225:67  (Jan.)  1953. 

14.  Batten,  J.:  Cystic  Fibrosis:  A Review,  Brit.  J.  Dis.  Chest 
59:1  (Jan.)  1965. 

15.  Wood,  J.  A.,  et  al.:  A Comparison  of  Sweat  Chlorides 
and  Intestinal  Fat  Absorption  in  Chronic  Obstructive  Pul- 
monary Emphysema  and  Fibrocystic  Disease  of  the  Pancreas, 
New  Engl.  J.  Med.  260:951  (May  7)  1959. 

16.  Andersen,  D.  H.,  et  al.:  Problems  in  Cystic  Fibrosis, 
Ann.  N.  Y.  Acad.  Sci.  93:485  (Aug.  15)  1962. 

17.  Batten,  J.,  et  al.:  The  Prevalence  of  Respiratory  Disease 
in  Heterozygotes  for  the  Gene  for  Fibrocystic  Disease  of  the 
Pancreas,  Lancet  1:1348  (June  22)  1963. 

18.  Muir,  D.,  et  al.:  Mucoviscidosis  and  Adult  Chronic 
Bronchitis:  Their  Possible  Relationship,  Lancet  1:181  (Jan.  27) 
1962. 

19.  Troutman,  E.  G.:  A New  Method  of  Iontophoresis  and 
Analysis  of  Sweat  Electrolyte,  Amer.  Rev.  Resp.  Dis.  90:736 
(Nov.)  1964. 

20.  Coltman,  C.  A.,  Jr.,  and  Atwell,  R.  J.:  Sweat  Collection 
in  Cystic  Fibrosis.  Report  of  a Simplified  Method  Employing 
Pilocarpine  Iontophoresis  and  Cellulose  Sponge,  Ohio  Med.  J. 
58:681  (June)  1962. 

21.  Di  Sant'Agnese,  P.  A.,  et  al.:  Cystic  Fibrosis  of  the 
Pancreas:  Clinical  Staff  Conference  at  the  National  Institutes 
of  Health,  Ann.  Int.  Med.  54:482  (March)  1961. 

22.  Parkins,  R.  A.,  et  al.:  The  Diagnosis  of  Cystic  Fibrosis 
by  Rectal  Suction  Biopsy,  Lancet  2:851  (Oct.  26)  1963. 

23.  McGiven,  A.  R.:  Myocardial  Fibrosis  in  Fibrocystic  Dis- 
ease of  the  Pancreas,  Arch.  Dis.  Child.  37:656  (Dec.)  1962. 

24.  Shwachman,  H.,  et  al.:  Nasal  Polyposis  in  Patients  with 
Cystic  Fibrosis,  Pediatrics  30:389  (Sept.)  1962. 

25.  Di  Sant'Agnese,  P.  A.,  and  Blanc,  W.  A.:  A Distinctive 
Type  of  Biliary  Cirrhosis  of  the  Liver  Associated  with  Cystic 
Fibrosis  of  the  Pancreas:  Recognition  Through  Signs  of 
Portal  Hypertension,  Pediatrics  18:387  (Sept.)  1956. 

26.  Danielson,  G.  K.,  et  al.:  Portal  Hypertension  in  Cystic 
Fibrosis,  JAMA  195:217  (Jan.  17)  1966. 

27.  Rosan,  R.  C.,  et  al.:  Diabetes  Mellitus  and  Cystic  Fi- 
brosis of  the  Pancreas,  Amer.  J.  Dis.  Child.  104:625  (Dec.) 

1962. 

28.  Grossman,  H.,  et  al.:  Hypertrophic  Osteoarthropathy  in 
Cystic  Fibrosis,  Amer.  J.  Dis.  Child.  107:1  (Jan.)  1964. 

29.  Blattner,  R.  J.:  Ocular  Findings  in  Cystic  Fibrosis  in 
the  Pancreas,  J.  Pediat.  57:287  (Aug.)  1960. 

30.  Reas,  H.  W.:  The  Use  of  N-acetylcysteine  in  the  Treat- 
ment of  Cystic  Fibrosis,  Southern  Med.  J.  56:1271  (Nov.) 

1963. 

Lt.  Col.  Gould,  Box  495,  APO  San  Francisco  96273. 
(After  Aug.  1,  1967;  2252  17th  Ave.,  San  Francisco 
94116.) 


56 


TEXAS  MEDICINE 


HEREDITY,  CANCER,  AND 
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Research  and  Investigation:  Treatment 
of  members  of  families  with  known  can- 
cer histories  may  be  aided  by  examina- 
tion of  classic  examples  of  such  families. 
Cancer  can  be  detected  at  an  earlier 
stage  through  detailed  genetic  investiga- 
tion, and  preventive  medicine  can  be 
practiced  effectively  through  genetic 
counseling  of  the  entire  family. 

APPROXIMATELY  ONE-HALF  MILLION  persons  in  the 
United  States  are  affected  with  cancer  each  year.  This 
disease  causes  the  death  of  300,000  persons  annual- 
ly.1 It  has  been  estimated  that  more  than  95,000  of 
these  deaths  could  have  been  prevented  by  a pro- 
gram of  cancer  detection  for  all  adults.  One  of  the 
most  vexing  problems  in  cancer  today  concerns  the 
hiatus  that  exists  between  the  onset  of  early  signs 
and  symptoms  of  malignant  disease  and  the  time  the 
patient  first  seeks  medical  care.2-3 

It  is  the  purpose  of  this  article  to  present  informa- 
tion on  the  hereditary  aspects  of  the  cancer  problem 
and  to  show  how  it  relates  to  the  family  physician 
and  the  genetics  clinic  in  an  effort  to  secure  more 
effective  cancer  detection.  Two  examples  of  inherited 
malignant  neoplasms  will  be  presented,  and  each  will 
be  illustrated  by  a pedigree. 

Material,  Methods,  and  Definitions:  Family  No.  1 
(Fig.  1)  is  an  example  of  a “cancer  family”  which 
previously  has  been  studied.4  A "cancer  family’’  is  one 
in  which  cancer  of  varying  anatomic  sites  (all  sites) 
has  been  present  with  histologic  confirmation  in  over 
25  percent  of  first  degree  relatives  (mother,  father, 
sibs,  and  children)  of  the  affected  index  patient  or 
proband.  These  families  are  characterized  by  an  earli- 


er age  at  onset  of  malignant  neoplasms  than  that  for 
the  same  lesions  in  the  general  population.  The  most 
common  malignant  neoplasms  in  these  "cancer  fam- 
ilies are  carcinoma  of  the  endometrium,  adenocarci- 
noma of  the  colon,  and  adenocarcinoma  of  the  stom- 
ach. Multiple  primary  malignancies  in  these  families 
were  also  in  excess  of  those  expected  on  the  basis 
of  the  frequencies  of  multiple  primaries  in  the  gen- 
eral population;  and  the  most  frequent  combinations 
are  adenocarcinomas  of  the  endometrium  and  colon 
in  females,  and  adenocarcinomas  of  the  stomach  and 
colon  in  males. 

Family  No.  2 (Fig.  2)  is  an  example  of  a family  with 
the  nevoid  basal  cell  carcinoma  syndrome.  Details  of 
this  family  have  been  reported  previously.5  The  ne- 
void basal  cell  carcinoma  syndrome  is  clinically  cha- 
racterized by  multiple  cutaneous  lesions  that  may  as- 
sume any  of  the  morphological  and  histological  forms 
of  ordinary  basal  cell  carcinoma.  Patients  have  a 
much  earlier  age  of  onset,  usually  in  childhood  or 
adolescence,  and  lesions  are  multiple,  occurring  in 
both  exposed  and  unexposed  areas  of  the  body  in 
comparison  to  the  sporadic  occurrence  of  basal  cell 
carcinoma. 

Nevoid  basal  cell  carcinomas  are  but  one  facet  of  a 
broad  spectrum  of  other  defects,  which  together  con- 
stitute a syndrome.  In  addition  to  the  basal  cell  le- 
sions, the  syndrome  also  includes  epithelial-lined 
cysts  of  the  jaws,  which  are  as  important  as  the  basal 
cell  lesions  in  causing  patients  to  seek  medical  atten- 
tion; ectopic  lamellar  calcification  in  the  falx  cerebri; 
developmental  skeletal  anomalies  composed  of  bridg- 
ing of  the  sella  turcica,  fused  or  incompletely  formed 
vertebrae  and  ribs,  shortened  fourth  metacarpal,  and 
a broad  skull;  and  a pit-like  defect  in  the  hands  and 
feet,  which  is  considered  pathognomonic  and  has  the 
appearance  of  a pin  prick  with  a core  of  keratin  having 
been  removed. 
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Fig.  1.  Pedigree  of  a “cancer 
family”  showing  malignant  neo- 
plasms transmitted  through  thre 
generations  with  a high  incidenc 
of  multiple  primary 
malignancies. 


Ophthalmologic  defects  occur  in  the  form  of  exo- 
tropia,  strabismus,  or  nystagmus.  Medulloblastoma  is 
observed  at  higher  frequencies  in  families  with  the 
syndrome  than  is  expected  on  the  basis  of  population 
frequencies.  Many,  but  not  all,  patients  also  manifest 
a hypophosphaturic  response  to  parathyroid  hormone. 
The  syndrome  is  extremely  variable.  Some  individuals 
manifest  the  full  complement  of  skin,  jaw,  and  bone 
anomalies;  and  some,  only  one  or  the  other  of  the 
principal  features.  The  syndrome  has  a dominant  mode 
of  inheritance  which  is  determined  by  a highly  pene- 
trant autosomal  gene  with  multiple  and  variable 
effects.'5 

Results:  Findings  in  family  no.  1 revealed  that  the 
proband  died  at  age  36  from  metastatic  carcinoma  of 
the  breast.  She  had  had  a primary  adenocarcinoma  of 
each  breast.  The  right  primary  was  poorly  differentiat- 
ed, the  left,  well  differentiated.  The  onset  of  the  first 
lesion  was  at  age  33,  and  the  second  at  age  35. 


Analysis  of  the  pedigree  showed  that  malignant 
neoplasms  were  present  in  18  relatives  of  the  proband. 
These  were  transmitted  through  two  and  possibly 
three  generations.  Note  generation  3:  of  eleven  broth- 
ers and  sisters,  eight  had  histological  confirmation  of 
malignancies,  and  one  had  a malignancy  reported  by 
reliable  history.  Four  of  these  affected  siblings  had 
multiple  primary  malignancies,  all  histologically  con- 
firmed. The  histological  types  of  malignancies  in  this 
family  were  adenocarcinoma  of  the  uterine  corpus, 
duodenum,  colon,  pancreas,  ovary,  stomach,  breast 
and  squamous  cell  carcinoma  of  the  lip.  When  multi- 
ple primary  neoplasms  were  present,  the  most  fre- 
quent histological  types  were  adenocarcinoma  of  the 
uterine  corpus  and  colon. 

Family  no.  2 contained  eleven  persons  in  three 
generations  with  the  syndrome.  The  syndrome  was 
verified  in  nine  persons  through  direct  examination 
and  histological  confirmation  of  basal  cell  carcinomas. 
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Fig.  2.  Pedigree  of  a family  with  basal  cell 
nevoid  syndrome  showing  this  lesion 
inherited  through  three  generations. 
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The  proband,  a 44-year-old  woman,  had  over  2,000 
small  basal  cell  carcinomas  removed  from  various 
areas  of  the  body  over  a period  of  13  years.  These 
lesions  had  first  developed  at  age  7 but  had  not 
been  recognized  as  being  basal  cell  carcinoma  until 
age  31,  when  some  began  to  undergo  transformation 
into  locally  invasive  carcinoma.  She  had  cysts  re- 
moved from  the  jaws  and  ovaries,  and  a fibroma  from 
the  uterus.  Three  of  her  six  living  children  had  de- 
veloped similar  skin  cancers  and  jaw  cysts.  The  pro- 
band’s brothers  and  father,  as  well  as  other  relatives 
had  developed  similar  problems. 

Discussion:  Several  malignancies  involving  specific 
sites  such  as  neurofibromatosis,  Peutz-Jeghers  syn- 
drome, Gardner’s  syndrome,  familial  polyposis  coli, 
xeroderma  pigmentosum,  retinoblastoma,  and  medul- 
lary thyroid  carcinoma  occasionally  associated  with 
pheochromocytoma,  show  indisputable  evidence  of 
mendelian  autosomal  inheritance.4  Other  malignancies 
and  disorders  with  a propensity  towards  carcinoma 
show  a hereditary  predisposition.  Examples  are  sex- 
linked  agammaglobulinemia  (Bruton's  type),  ataxia 
telangiectasia,  breast  carcinoma,  carcinoid  tumors, 
carotid  body  tumors,  Chediak-Steinbrinck-Higashi  syn- 
drome, dermatomyositis,  colon  carcinoma,  endometri- 
al carcinoma,  carcinoma  of  esophagus  and  tylosis, 
hereditary  exostosis,  gonadal  dysgenesis  (Turner’s 
syndrome  and  carcinoma),  Hashimoto’s  thyroiditis, 
hepatoma,  keratoacanthoma,  “familial  leukemia,” 
lung  carcinoma,  malignant  melanoma,  systemic  lupus 


erythematosis,  multiple  myeloma,  carcinoma  of  naso- 
pharynx, osteogenic  sarcoma  in  Paget’s  disease, 
Kaposi's  sarcoma,  prostrate  carcinoma,  scleroderma, 
Sjogren’s  syndrome,  carcinoma  of  stomach,  thyroid 
carcinoma,  ulcerative  colitis  and  carcinoma,  Wiskott- 
Aldrich  syndrome,  Waldenstrom's  macroglobulinemia, 
and  cerebellar  hemangioblastoma  in  Lindau’s  disease. 

However,  classic  mendelian  inheritance  patterns 
have  not  been  demonstrated  for  these  malignancies 
and  disorders.7  This  does  not  imply  that  genetic 
factors  are  not  involved.  In  many  cases  a late  age 
of  onset,  death  from  other  causes,  and  reduced  and 
variable  manifestations  of  the  gene  or  genes  may 
mitigate  against  recognition  of  classic  mendelian  pat- 
terns of  inheritance. 

Population  statistics  on  cancer  incidence  reveal 
that  approximately  15  percent  of  the  population  can 
be  expected  to  succumb  because  of  malignant  dis- 
eases.8 However,  this  figure  is  misleading  since  it  is 
based  on  the  population  at  large  and  therefore  does 
not  reflect  the  concentration  of  carcinoma  in  particu- 
lar family  aggregations.9 

More  practically  speaking,  what  do  these  statistics 
really  mean  to  the  physician  who  must  care  for  the 
proband  in  family  no.  1 (Fig.  1)  or  family  no.  2 (Fig. 
2)?  As  a matter  of  fact,  malignancies  in  such  “cancer 
families”  are  clinically  different  by  virtue  of  earlier 
age  of  onset,  because  of  increased  frequency  of  multi- 
ple primary  malignancies  or  lesions,  and,  of  greatest 


Volume  63,  July,  1967 


59 


importance,  because  of  increased  concentration  of 
malignancies  in  other  family  members. 

In  the  case  of  family  no.  1 there  is  a wide  variety 
of  malignancies,  with  several  individuals  showing  mul- 
tiple primary  malignancies;  and  there  is  an  early  age  of 
onset  for  the  particular  neoplasms.  Hence,  in  caring 
for  such  a “cancer  family,”  the  physician  should  be 
constantly  on  the  alert  for  any  type  of  malignant 
lesion  in  his  patient.  Even  after  diagnosis  of  a malig- 
nancy the  physician  must  then  search  for  synchronous 
malignancies  and  follow  the  patient  for  metachronous 
lesions.  Indeed,  it  has  been  shown  that  in  patients 
with  multiple  primary  malignant  neoplasms,  the 
second  primary  is  often  the  most  grave  one.10 

Upon  diagnosis  of  a malignancy  in  a member  of 
family  no.  2,  invaluable  predictability  for  the  occur- 
rence of  basal  cell  carcinoma  in  other  members  of  the 
family  is  available.  Since  this  is  an  autosomal  domi- 
nant condition,  except  for  a rare  mutational  event,  one 
can  be  certain  that  either  the  patient’s  mother  or 
father  was  or  is  affected.  In  this  family,  it  was  the 
father. 

In  addition,  on  mathematical  grounds,  one-half  of 
the  patient's  brothers  and  sisters,  and  one-half  of  the 
children  of  an  affected  parent  will  also  be  affected. 
Thus,  the  genetic  behavior  of  this  syndrome  is  clear 
and  precise. 

Conversely,  in  “cancer  families”  sufficient  informa- 
tion is  not  yet  available  to  delineate  a specific  mode 
of  inheritance.  However,  based  on  experience  with  45 
"cancer  families”  similar  to  family  no.  1,  we  believe 
that  the  findings  are  consistent  with  an  autosomal 
dominant  gene  with  incomplete  manifestations  in 
some  cases.  However,  polygenic  inheritance  and  cyto- 
plasmic inheritance  cannot  be  excluded  with  certain- 
ty. An  oncogenic  virus  acting  in  concert  with  a heredi- 
tary factor  is  another  possibility  and  is  consistent 
with  the  occurrence  of  the  polyoma  virus  in  mice.11 
Indeed,  the  pattern  of  oncogenesis  from  the  polyoma 
virus  in  mice  (which  produces  cancer  of  all  sites  in- 
cluding multiple  primary  malignancies,  and  which  is 


highly  dependent  upon  host  factors)  is  in  keeping  with 
the  occurrence  of  malignant  neoplasms  in  “cancer 
families.” 

The  two  families  described  were  used  primarily  to 
illustrate  some  of  the  salient  clinical  and  genetic 
aspects  of  carcinoma  in  some  family  settings.  We 
wish  to  emphasize  that  undoubtedly  many  such  fam- 
ilies with  a variety  of  hereditary  malignancies  exist 
in  the  population,  but  unfortunately  the  significance 
of  possible  genetic  factors  in  many  has  gone  un- 
recognized. 

In  many  cases  a careful  family  history  would  focus 
attention  to  family  members  at  risk.  However,  an  in- 
creased incidence  of  cancer  in  the  family  will  not 
necessarily  prompt  a patient  to  reveal  this  fact  spon- 
taneously. Indeed,  in  our  experience  with  “cancer 
families”  the  converse  has  been  true.  Members  of  the 
family  often  repress  this  information  due  in  part  to 
fear,  denial,  misdirected  guilt,  anxiety,  and  miscon- 
ceptions.12 Hence,  a more  aggressive  approach  by  the 
physician  is  called  for  in  eliciting  a complete  family 
history  from  his  patient. 

Another  classic  clinical  example  wherein  a careful 
medical  history  could  lead  to  the  complete  eradication 
of  cancer  and  the  prospect  of  a long  and  useful  life 
for  the  individual  may  be  seen  in  the  case  of  familial 
polyposis  coli.  This  condition  follows  precisely  the 
same  mode  of  inheritance  as  that  of  the  nevoid  basal 
cell  carcinoma  syndrome,  that  is,  a single  autosomal 
dominant  gene.1'*  The  history  will  often  reveal  a high 
incidence  of  carcinoma  of  the  colon,  and  either  the 
father  or  mother,  excepting  a mutation,  will  be  affect- 
ed. Death  usually  occurs  from  adenocarcinoma  of  the 
colon  by  age  30  or  40. 14 

The  presence  of  polyps  will  be  the  single  most  im- 
portant clue;  these  will  almost  invariably  be  within 
reach  of  the  digital  finger  or  the  anoscope.  If  per- 
formed early  enough,  colectomy  will  assure  a cure. 
Armed  with  the  knowledge  that  50  percent  of  the 
proband’s  siblings  and  progency  are  at  risk  for  colon 


60 


TEXAS  MEDICINE 


cancer,  the  physician  may  practice  cancer  detection 
and  cancer  prevention. 

Such  a diagnosis  was  made  by  the  senior  author 
on  a young  college  student  in  the  course  of  a routine 
insurance  physical  examination.  Family  information 
for  colon  carcinoma  was  elicited  by  following  the  very 
brief  family  history  included  on  the  insurance  form; 
inserting  the  digital  finger  into  the  rectum  revealed 
polyps,  and  the  diagnosis  was  virtually  established. 
Fortunately,  the  patient  underwent  a colectomy  in 
time  to  be  offered  a cure.  He  was  free  of  any  signs 
or  symptoms  at  last  examination. 

A genetics  clinic  devoted  to  the  study  of  cancer 
and  allied  diseases  has  recently  been  established  at 
The  University  of  Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute  in  Houston.  The  clinic  functions  under 
the  auspices  of  the  Section  of  Human  Genetics,  De- 
partments of  Internal  Medicine  and  Biology. 

This  clinic  is  concerned  primarily  with  the  investi- 
gation of  cancer  genetic  problems,  but  other  varieties 
of  hereditary  disorders  are  also  studied  as  they  are 
uncovered  in  the  detailed  genetic  work-ups  of  cancer 
probands,  patients,  and  their  relatives.  Diagnosis, 
service,  teaching,  and  research  are  emphasized. 

The  clinic  differs  from  other  specialty  clinics  in  that 
the  entire  family  unit  is  of  major  concern.  Hence, 
detection  of  diseases  within  the  family  and  preventive 
medicine  aspects  are  emphasized.  Genetics  counsel- 
ing is  provided  to  patients  and  their  families.  Data 
forwarded  to  the  clinic  by  referring  family  physicians 
are  carefully  evaluated  in  making  arrangements  to 
see  these  patients.  As  much  documentation  as  possi- 
ble is  required  concerning  the  presence  of  malignan- 
cies as  well  as  other  diseases  in  these  kindreds.  All 
information  obtained  is  kept  in  strict  medical  confi- 
dence and  is  shared  only  with  the  referring  physician. 

Summary:  The  role  of  hereditary  factors  in  the  etiology 
of  malignant  neoplasms  has  been  outlined.  Clinical 
examples  have  been  drawn  from  studies  of  “cancer 


families”  wherein  cancer  of  all  anatomic  sites  has 
been  manifested.  These  studies  have  been  contrasted 
with  classic  examples  of  cancer  of  single  anatomic 
sites  which  are  under  autosomal  mendelian  inheri- 
tance. Examples  of  the  latter  conditions  are  nevoid 
basal  cell  carcinoma  syndrome  and  familial  polyposis 
coli.  Emphasis  has  been  placed  on  the  pragmatic 
aspects  of  these  data  for  cancer  detection  by  the 
clinician  in  private  practice  as  well  as  by  the  genetics 
clinic. 
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CLINICOPATHOLOGIC 

CONFERENCE 


A.  E.  RODIN,  M.D.,  AND  W.  J.  McGANITY,  M.D. 

A 46-year-old  woman  died  in  acute  he- 
patic failure  43  days  after  being  deliv- 
ered of  a stillborn  infant.  The  delivery 
was  complicated  by  uterine  hemorrhage 
which  was  treated  with  unmatched  blood, 
fibrinogen,  and  ergot.  Clinical  and  autop- 
sy findings  are  discussed. 

CLINICAL  PROTOCOL:  This  46-year-old  woman  had  had 
12  pregnancies  between  1941  and  1955;  five  resulted 
in  normal  live  Dirths;  one  resulted  in  stillbirth  associ- 
ated with  some  maternal  hemorrhages;  and  six  ended 
with  miscarriage,  each  at  approximately  two  months. 
There  is  no  record  of  the  last  menstrual  period  for  her 
13th  pregnancy,  although  the  expected  date  of  con- 
finement was  Oct.  18,  1960.  She  had  received  regular 
prenatal  examinations,  and,  about  the  middle  of  Sep- 
tember, 1960,  it  was  noted  that  fetal  heart  sounds 
were  absent,  and  the  baby  was  considered  dead. 

The  patient  was  admitted  in  labor  on  Oct.  30.  A 
Pitocin  drip  was  administered,  and  a macerated  fetus 
was  delivered  spontaneously  at  11:25  p.m.  The  pa- 
tient was  quite  well  until  2 a.m.  Oct.  31,  when  she 
began  complaining  of  nausea  and  had  a sudden  gush 
of  dark  blood  from  the  vagina.  Systolic  blood  pressure 
dropped  to  40  mm.  of  mercury.  The  pulse  was  faint 
but  not  rapid.  The  shock  appeared  to  be  grossly  out  of 
proportion  to  the  blood  loss.  She  was  treated  with 
oxygen  and  1,000  cc.  of  unmatched  blood  and  ergot. 
Blood  pressure  gradually  rose  to  85  mm.,  systolic. 
Plasma  fibrinogen  level  was  0.3  gm.  per  100  ml.,  and 
fibrinogen  was  given  intravenously.  By  4:30  a.m.  her 
blood  pressure  had  risen  to  107/70,  and  she  appeared 
to  be  asymptomatic. 

Other  laboratory  work  during  this  admission  con- 
sisted of  urinalysis  showing  a faint  trace  of  protein, 


trace  of  sugar,  no  acetone,  20-25  pus  cells  and  2-3 
red  blood  cells;  hemoglobin  12.6  gm.  per  100  ml.; 
WBC  12,200  with  86  percent  neutrophils,  9 percent 
lymphocytes,  2 percent  monocytes,  and  3 percent 
bands.  There  is  no  record  of  clotting  or  bleeding  times 
having  been  performed.  A roentgenogram  of  the  chest 
was  normal.  She  was  discharged  on  Nov.  5,  1960,  with 
a diagnosis  of  pregnancy  delivered. 

There  is  no  further  documentation  in  this  case  until 
Dec.  12,  1960,  when  the  patient  was  readmitted  to 
the  hospital  in  a jaundiced  and  comatose  state.  Her 
blood  pressure  was  140/60  mm.;  pulse  130,  and 
pupils  dilated  but  reactive  to  light.  There  was  no  evi- 
dence of  heart  failure.  Laboratory  studies  disclosed 
these  values;  hemoglobin  15.3  gm.  per  100  ml.;  WBC 
16,027  with  85  percent  neutrophils,  10  percent  lym- 
phocytes, 4 percent  monocytes,  and  1 percent  bands; 
serum  potassium  5 mEq.  per  liter;  sodium  150.5  mEq. 
per  liter;  chlorides  101  mEq.  per  liter;  carbon  dioxide 
content  17.8  mEq.  per  liter;  alkaline  phosphatase  8 
sigma  units;  total  serum  bilirubin  9.3  mg.  per  100  ml. 
with  5 direct  and  4.3  indirect.  Urinalysis  showed  spe- 
cific gravity  of  1.027  with  a trace  of  protein,  no  sugar, 
positive  for  bile,  1-2  pus  cells  per  high  power  field, 
and  15-20  red  cells.  Clotting  time  was  8 min.;  sedi- 
mentation rate  4;  BUN  10  mg.  per  100  ml.;  fasting 
blood  sugar  280  mg.  per  100  ml.;  prothrombin  time 
80  sec.;  blood  ammonia  0.6  mg.  per  100  ml.;  plasma 
proteins,  total,  6 gm.  per  100  ml.  with  albumin  3.1 
and  globulin  2.9. 

On  Dec.  14,  her  prothrombin  time  was  71  sec.; 
BUN  8 mg.  per  100  ml.;  serum  sodium  137,  potas- 
sium 3.8,  chlorides  98,  and  carbon  dioxide  content 
25.3  mEq.  per  liter.  On  Dec.  15,  a tracheostomy  was 
performed,  evidently  because  the  patient  was  bleeding 
and  aspirating  blood.  She  died  on  Dec.  16,  1960. 

Clinical  Discussion:  Dr.  McGanity:  Our  patient  repre- 
sents an  example  of  how  preventive  medicine  should 
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have  been  applied  to  obstetrics.  A 46-year-old  woman, 
gravida  13,  para  6005,  had  her  last  normal  menstrual 
period  on  or  about  Jan.  11  with  an  expected  date  of 
confinement  on  Oct.  18,  1960.  She  had  six  miscar- 
riages or  abortions  for  unexplained  reasons.  She  would 
not  be  characterized  as  a habitual  aborter  because  of 
her  sprinkling  of  successful  gestations.  She  received 
regular  prenatal  care  which  under  ideal  circumstances 
would  provide  12  to  15  prenatal  visits.  About  the 
middle  of  September,  at  approximately  36  weeks  in 
gestation,  the  fetal  heart  sounds  were  no  longer  heard. 
Fetal  death  in  utero  was  considered  to  have  occurred 
at  that  time. 

The  maternal  and  fetal  risks  of  pregnancy  in  regard 
to  mortality,  let  alone  morbidity,  are  significantly  in- 
creased after  the  fifth  pregnancy  and  in  the  older  age 
group.  The  maternal  mortality  risk  in  older  age  groups 
and  in  high  parity  and  gravidity  is  approximately  four- 
to  five-fold  higher  than  in  patients  in  the  third  or 
fourth  decade  and  in  the  first  four  pregnancies.  There- 
fore, in  this  case  the  risk  was  relatively  high. 

Absent  fetal  heart  sounds  is  one  manifestation  of 
death  in  utero.  Apparently  no  other  confirmatory  evi- 
dence is  available  to  us,  such  as  x-rays  showing  char- 
acteristic changes  in  the  skeleton  or  a gas  shadow 
within  the  fetus  itself,  usually  in  the  gastrointestinal 
tract.  At  the  time  of  this  natural  death  in  1960,  death 
in  utero  was  recognized  as  a potential  cause  of  hypo- 
fibrinogenemia. 

The  management  of  such  a problem  would  include 
an  initial  base  line  determination  of  fibrinogen  level 
plus  hematological  evaluation  with  weekly  serial  fol- 
low-up. Significant  hypofibrinogenemia  is  not  likely  to 
develop  for  three  weeks  after  the  intrauterine  death 
of  the  fetus. 

Approximately  six  weeks  later,  at  42  weeks  of  gesta- 
tion, the  patient  was  admitted  to  the  hospital  in  active 
labor.  This  is  within  normal  length  of  gestation;  I 
don’t  think  we  have  to  consider  the  possibility  of  a 
postmaturity  syndrome.  A Pitocin  drip  was  adminis- 
tered and  following  this  the  patient  was  delivered 
spontaneously  of  a macerated  fetus.  It  might  be  im- 
portant for  us  to  know  how  much  Pitocin  she  had, 
over  what  period  of  time,  and  at  what  dosage  concen- 
tration. 


Pitocin,  when  administered  intravenously  to  induce 
labor,  should  be  in  a physiologic  concentration  that 
mimics  normal  physiological  uterine  activity.  However, 
there  is  considerable  risk  in  its  use  in  patients  with 
high  gravidity.  For  our  patient,  the  risks  of  induc- 
tion were  appreciably  greater  than  for  an  individual 
who  is  having  her  second  child.  I raise  this  point  be- 
cause of  the  subsequent  episode  of  shock,  which  may 
have  resulted  from  rupture  of  the  uterus  secondary 
to  Pitocin  stimulation. 

Two  and  one-half  hours  post-delivery  she  developed 
nausea,  with  a sudden  gush  of  dark  vaginal  blood. 
We  do  not  know  if  the  vagina  and  uterus  were  explored 
at  delivery.  Was  the  cervix  lacerated?  Was  the  placenta 
incompletely  removed?  Was  the  uterus  explored  to 
detect  any  lacerations  or  rupture?  These  would  be 
important  facts  to  know.  For  us,  these  are  standard 
delivery  room  procedures  in  any  spontaneous  or  ab- 
normal delivery. 

The  blood  loss  was  associated  with  a drop  in  blood 
pressure  to  shock  levels  of  40  mm.  systolic,  with  some 
modification  of  her  pulse.  It  is  interesting  to  note  that 
the  shock  appeared  to  be  grossly  out  of  proportion  to 
the  amount  of  revealed  blood  loss.  We  associate  this 
response  with  abruptio  placenta  in  which  the  blood  is 
trapped  retroplacentally  and  within  the  uterus.  In  the 
postpartum  situation,  this  reaction  is  more  charac- 
teristic of  an  amniotic  fluid  embolism  where  blood  loss 
is  minimal  and  yet  the  shock  can  be  profound.  Most 
amniotic  fluid  embolisms  are  catastrophic.  The  ma- 
jority of  patients  do  not  survive. 

Her  shock  was  treated  with  oxygen,  1,000  cc.  of 
unmatched  blood,  and  at  least  a second  dose  of  ergot. 
One  would  presume  then  that  there  was  some  degree 
of  hypotonicity  of  the  uterus.  The  blood  loss  was 
secondary  to  an  atonic  uterus.  The  improved  uterine 
tone  corrected  the  blood  loss.  Several  preventive  mea- 
sures might  have  been  undertaken:  (1)  High  parity 
patients  (five  or  above)  should  have  blood  matched 
and  available  on  admission  in  labor;  and  (2)  adminis- 
tration of  Pitocin  intravenously  should  be  continued 
for  at  least  eight  hours  after  delivery  to  prevent  hypo- 
tonicity. 

However,  the  patient’s  blood  pressure  rose  to  an 
acceptable  range,  and  her  plasma  fibrinogen  level  at 
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that  time  was  300  mg.  per  100  ml.  Intravenous  fibrin- 
ogen was  administered.  I cannot  understand  why.  The 
critical  value  of  fibrinogen  in  pregnancy  is  below  150 
mg.  This  finding  leads  one  to  suspect  that  she  did 
not  have  hypofibrinogenemia  secondary  to  the  intra- 
uterine fetal  death,  abruption,  or  amniotic  fluid  em- 
bolism. 

Risks  are  involved  in  administering  fibrinogen.  They 
are  greater  than  the  risks  that  occur  with  a blood 
transfusion.  At  that  time  (1960),  available  fibrinogen 
was  of  the  pooled  variety;  it  was  processed  from  many 
individuals.  We  don’t  know  how  much  was  given.  The 
usual  minimal  amount  is  2 gm.  I think  giving  fibrin- 
ogen to  this  patient  was  overtreatment. 

By  five  hours  post-delivery  she  was  stable  and 
asymptomatic.  At  this  admission  there  were  a few 
laboratory  abnormalities.  Significant  numbers  of  cells 
in  her  urine  suggest  need  for  further  culture  and  anti- 
biotic sensitivity  of  her  urine.  I rather  suspect  a sig- 
nificant degree  of  bacteriuria  was  present.  The  hema- 
tological protocol  seems  normal.  There  is  no  record  of 
clotting  or  bleeding  times  having  been  performed. 
Chest  roentgenogram  was  normal.  She  was  discharged 
on  her  fifth  postpartum  day. 

She  was  readmitted  to  the  hospital  43  days  post- 
delivery with  jaundice  and  in  a comatose  state.  Blood 
pressure  was  not  remarkable;  the  pulse  was  increased; 
the  pupils  were  abnormal.  She  was  dehydrated  and 
the  WBC,  hemoglobin  and  serum  sodium  levels  were 
elevated.  She  was  acidotic,  and  had  evidence  of  ab- 
normal retention  of  bilirubin  products.  A few  findings 
such  as  a significant  number  of  red  blood  cells  per 
high  power  field  indicate  kidney  involvement.  Her 
peripheral  white  cell  count  was  low.  Some  clotting 
factors  were  not  altered  significantly.  Prothrombin 
time  was  increased.  Renal  function  as  assessed  by 
BUN  was  within  normal  limits.  Her  fasting  blood 
sugar  level  was  elevated. 

One  day  later  a sudden  catastrophe  occurred  with 
aspiration,  for  which  a tracheostomy  was  performed. 
The  patient  died  within  24  hours. 

The  basic  question  that  remains  in  the  differential 
diagnosis  is  whether  or  not  those  things  that  were 


done  during  the  first  admission  set  the  stage  for  the 
complications  that  arose  six  weeks  later.  By  technical 
definition,  the  case  is  within  the  realm  of  maternal 
mortality  investigation.  If  this  case  were  presented  to 
our  Texas  Medical  Association’s  Committee  on  Ma- 
ternal Health  it  would  be  ruled  as  an  obstetrical  death. 

My  own  provisional  diagnosis  is  that  death  resulted 
as  a secondary  effect  of  either  the  blood  or  the  fibrin- 
ogen that  was  administered,  leading  to  fatal  liver  dys- 
function. If  so,  this  would  have  to  be  classified  as  a 
preventable  maternal  death. 

Dr.  Rodin:  Before  the  autopsy  findings  are  present- 
ed, are  there  any  questions  or  further  suggestions 
related  to  the  clinical  protocol? 

Dr.  Hamilton  Ford:  Why  would  fibrinogen  cause 
death  at  this  late  date? 

Dr.  McGanity:  I presuppose  that  the  death  was  due 
to  serum  hepatitis  resulting  from  viral  transmission  in 
the  administered  blood  or  fibrinogen.  Death  secondary 
to  this  is  possibly  a little  early. 

Dr.  Marcel  Patterson:  May  I ask  you  just  one  ques- 
tion? I think  the  reason  in  back  of  what  happened  to 
this  woman  is  quite  logical,  but  it  is  hard  for  me  to 
believe  that  she  just  arrived  at  the  hospital  jaundiced 
and  comatose.  Is  it  likely  that  a woman  who  has  five 
children  would  be  doing  her  routine  work,  and  all  of  a 
sudden  fall  over — jaundiced  and  comatose? 

Dr.  Rodin:  A great  effort  was  made  to  obtain  his- 
tory, but  for  some  reason  the  clinicians  and  residents 
were  absolutely  unable  to  get  anything  from  anybody. 

Dr.  Patterson:  Well,  did  the  physician  go  over  at 
that  particular  moment  and  put  his  hand  on  her  ab- 
domen, which  was  the  obvious  thing  to  do  for  a jaun- 
diced patient?  Did  he  feel  the  liver? 

Dr.  Rodin:  If  so,  he  did  not  record  it. 

Dr.  McGanity:  This  is  not  an  in-house  case? 

Dr.  Rodin:  It  is  not  from  this  hospital.  But  this  is  a 
real  patient  from  elsewhere. 

Pathological  Findings:  Dr.  Rodin:  The  body  at  autopsy 
appeared  older  than  the  stated  age.  There  was  blood 
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Fig.  1.  Section  of  liver 
shows  loss  of  cellular  detail 
in  hepatocytes , but  preser- 
vation of  reticulin  fibers. 
There  are  occasional  in- 
flammatory cells  seen  as 
small,  dark  nuclei.  Hema- 
toxylin and  eosin  stain, 
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present  in  the  mouth  but  no  specific  oral  lesion.  There 
was  jaundice  throughout  all  the  skin  and  body  tissues. 
The  thoracic  cage  appeared  normal.  In  the  abdomen 
the  peritoneal  layers  were  quite  hemorrhagic  and,  as 
Dr.  McGanity  has  intimated,  there  was  a moderate 
amount  of  thick,  black,  bloody  material  throughout 
the  gastrointestinal  tract  but  no  definite  bleeding 
points  could  be  found. 

The  major  finding  was  in  the  liver.  It  was  quite 
small,  soft  and  friable,  and  it  only  weighed  550  gm. 
Histologically,  sections  showed  extensive  necrosis  of 
almost  all  hepatic  cells  presenting  considerable  diffi- 
culty in  recognizing  liver  except  for  the  presence  of 
bile  ducts  (Fig.  1).  Severe  congestion  and  some  areas 
of  hemorrhage  were  present.  The  lobular  pattern  was 
completely  disrupted.  Inflammatory  cells  were  scat- 
tered throughout  including  many  lymphocytes,  and 
occasional  polymorphonuclear  leukocytes.  There  was 
no  fibrosis,  or  any  other  indication  of  chronicity. 


The  kidneys  were  large,  weighing  200  gm.  each. 
They  were  stained  light  green.  Microscopically,  there 
was  tubular  degeneration  and  bile  casts,  which  pathol- 
ogists usually  label  as  cholemic  nephrosis.  A trache- 
ostomy was  present  but  there  was  considerable  blood 
in  the  surrounding  soft  tissue  and  also  in  the  tracheo- 
bronchial tree.  Both  lungs  were  heavier  than  normal, 
boggy  and  congested  and  with  loss  of  aeration.  Mi- 
croscopically, extensive  acute  bronchopneumonia  as 
well  as  focal  petechial  hemorrhages  were  present 
throughout  the  lungs. 

The  heart  was  slightly  heavier  than  normal,  and 
somewhat  dilated.  However,  microscopically,  there 
was  a moderate  degree  of  interstitial  myocarditis.  The 
myocardial  fibers  were  intact  but  the  interstitial  tissue 
was  infiltrated  by  acute  inflammatory  cells.  The  ova- 
ries were  small,  with  the  usual  corpora  albicantia  and 
a few  small  follicles.  The  uterus  was  slightly  bulkier 
than  usual.  The  endometrial  cavity  had  the  usual  con- 
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figuration  and  the  endometrium  appeared  mildly 
hemorrhagic. 

Discussion:  Dr.  Rodin:  There  are  several  clinical  and 
pathologic  findings  that  require  correlation.  By  diag- 
nosing cholemic  nephrosis  we  enter  the  area  of  the 
hepato-renal  syndrome  which  can  refer  to  two  differ- 
ent situations.  Sometimes  the  term  is  restricted  to 
acute  liver  failure  and  renal  shutdown,  occurring  sud- 
denly in  association  with  operations  on  the  biliary 
tree,  such  as  cholecystectomy.  The  second  situation 
where  the  term  is  sometimes  used  is  massive  acute 
liver  disease  from  a definite  cause,  as  in  our  case,  fol- 
lowed by  acute  renal  shutdown.  In  this  circumstance 
there  is  debate  as  to  the  cause  of  the  acute  tubular 
necrosis  which  is  the  basis  for  the  renal  shutdown.  Is 
there  some  toxic  agent?  Is  the  bilirubin  toxic  to  the 
kidney?  Possibly  this  is  just  another  example  of  acute 
tubular  necrosis  due  to  shock.1 

It  is  difficult  to  know  where  to  place  the  interstitial 
myocarditis.  Interstitial  myocarditis  is  usually  of  viral 
etiology  but  the  cell  type  is  usually  lymphocytic  and 
not  polymorphonuclear  leukocytic  as  in  the  present 
case.  However,  myocarditis  has  been  reported  in  viral 
hepatitis.  Saphir2  in  1956  described  three  patients 
who  died  of  acute  viral  hepatitis  and  whose  hearts 
showed  an  acute  inflammatory  exudate,  as  well  as 
minute  foci  of  myocardial  fiber  necrosis  which  we  did 
not  see  in  our  case. 

Our  basic  diagnosis  in  this  case  is  serum  hepatitis 
transmitted  by  intravenous  administration  of  fibrin- 
ogen. There  has  been  a high  incidence  of  hepatitis 
following  fibrinogen  administration.  For  example,  Cron- 
berg3  in  1963  described  15  cases  of  hepatitis  trans- 
mitted by  fibrinogen  and  gave  the  total  incidence  of 
post-fibrinogen  hepatitis  as  14  percent.  Mainwaring 
and  Brueckner4  recently  reported  12  patients  who 
were  given  fibrinogen  for  life-threatening  bleeding 
states  or  severe  hypofibrinogenemia.  Three  died  of 
their  initial  disease.  Of  the  remaining  nine  patients, 
hepatitis  developed  in  five.  This  is  an  incidence  of  a 


little  over  50  percent.  Possibly  Dr.  Patterson  can  dis- 
cuss the  interval  of  time  between  the  inoculation  with 
virus  and  the  onset  of  serum  hepatitis.  It  is  usually 
given  as  six  weeks  to  six  months. 

Dr.  Patterson:  We  used  to  distinguish  infectious 
hepatitis  from  serum  hepatitis  by  the  length  of  the 
incubation  time,  but  there  is  more  and  more  evidence 
that  this  is  not  as  significant  as  we  originally  be- 
lieved. Perhaps  it  is  more  related  to  dose,  and  cer- 
tainly many  cases  of  serum  hepatitis  occur  sooner 
than  the  long,  drawn-out  incubation  period  originally 
described.  Therefore,  it  is  not  really  a reliable  differ- 
ential diagnostic  point. 

Dr.  McGanity,  I think  that  the  question  about  han- 
dling fibrinogen  so  that  it  becomes  less  infective  is 
important.  I am  not  familiar  with  any  agent  that  can 
be  put  in  a blood  product  for  this  purpose. 

Dr.  McGanity:  Several  things  can  be  done.  There 
are  obstetrical  circumstances  in  which  the  adminis- 
tration of  fibrinogen  is  an  absolutely  lifesaving  pro- 
cedure. When  using  pooled  sources  for  fibrinogen, 
look  at  the  batch  numbers.  If  you  have  given  one  unit 
and  must  give  another,  are  they  from  the  same  batch, 
from  the  same  source?  If  so,  you  reduce  the  patient's 
risk  by  half.  In  the  experimental  stage  are  studies  to 
determine  whether  or  not  courses  of  gamma  globulin, 
given  at  six-week  intervals,  will  prevent  hepatitis  or 
will  modify  its  severity  in  patients  who  receive  fibri- 
nogen. 
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Bac  Si  Vietnam": 

A Modern  Medical  Epic 


COL.  DANIEL  C.  CAMPBELL,  JR.,  USAF,  M.C. 

SPECIAL  ARTICLE:  Medical  Practice  in 
South  Vietnam  suffers  from  many  hard- 
ships. Physicians  working  in  the  area 
must  cope  with  a serious  shortage  of 
doctors  and  nurses,  inadequate  physical 
facilities,  unsatisfactory  sanitary  condi- 
tions, dangers  of  war,  shortages  of  medi- 
cal supplies,  and  harassment  by  the  Viet 
Cong.  Despite  all  the  hardships,  how- 
ever, the  physician  who  serves  in  Viet- 
nam receives  a gratifying  professional 
experience  in  seeing  his  work  result  in 
grateful  faces  and  saved  lives. 

In  Vietnam  (April,  1965,  through  May,  1966)  less 
than  1,000  physicians  were  caring  for  a population  of 
13,000,000.  Of  these,  approximately  500  were  in  the 
armed  forces  which  gave  a maximum  physician-to-ci- 
vilian  ratio  of  1:25,000. 

Although  the  provincial  hospitals  are  government- 
operated  and  provide  most  of  the  hospital  care  for 
civilians,  a number  of  physicians  were  in  full-time 
private  practice.  In  addition,  physicians  employed  by 
the  government,  for  military  or  civilian  purposes,  were 
also  in  private  practice  in  order  to  earn  enough  money 
to  survive.  Thus,  the  number  available  for  full-time 
utilization  in  the  provincial  hospitals  was  further  de- 
pleted. 

Nursing  personnel  were  also  in  short  supply.  Since 
most  of  the  registered  nurse  equivalents  are  males, 
their  ranks  have  been  decimated  by  the  draft,  even 
though  these  persons  are  full-time  government  em- 
ployees. 

Obviously  the  government  of  South  Vietnam  could 
not  provide  sufficient  medical  care.  Assistance  was 
requested  from  the  United  States;  and  the  Agency  for 

*‘‘Bac  Si”  is  Vietnamese  for  "doctor.” 


International  Development  (AID),  Department  of  State, 
was  named  as  the  responsible  agency.  At  first,  the 
assistance  offered  was  by  means  of  surgical  teams 
from  the  US  Public  Health  Service  deployed  to  various 
locations.  These  teams  were  to  act  as  advisors  to  the 
Vietnamese  staffs  of  the  provincial  hospitals  to  which 
they  were  assigned.  Difficulties  in  recruiting  led  to 
armed  forces  participation. 

The  mission  was  changed  from  an  advisory  to  an 
operational  one  as  it  became  immediately  apparent 
that  insufficient  personnel  (foreign  as  well  as  indige- 
nous) were  present  to  effectively  carry  out  a teaching 
program.  Other  free-world  countries  have  participated 
in  this  medical  aid  program,  and  at  least  six  countries 
have  contributed  medical  teams. 

To  provide  more  complete  coverage,  military  pro- 
vincial public  health  assistance  program  teams  were 
organized  with  three  medical  officers,  an  administra- 
tive officer,  and  12  technicians.  Each  team  is  drawn 
from  one  of  the  three  armed  forces. 

Also,  considerable  medical  support  was  available 
for  the  civilian  population  from  civic  action  efforts  of 
troop  units  stationed  in  the  area. 

Augmentation  of  the  medical  teams  was  provided 
by  Project  Viet-Nam  (and  later  by  American  Medical 
Association  Volunteer  Physicians  for  Vietnam).  These 
are  civilian  volunteers  who  spend  two  months  in  Viet- 
nam. They  provide  an  extra  quota  of  people  with  a 
high  skill  level  which  would  otherwise  not  be  available. 

We  were  able  to  stretch  our  medical  skills  by  utiliz- 
ing nurses  and  technicians  as  “physician  extenders.” 
For  example,  one  nurse  plus  an  orthopedist  we  found 
to  be  equal  to  approximately  one-and-a-half  ortho- 
pedists. 

The  solution  of  the  physician  and  nurse  shortage 
in  Vietnam  is  to  train  an  adequate  number  of  physi- 
cians and  nurses.  Steps  have  been  taken  to  institute 
these  programs. 

The  medical  school  in  Saigon  is  being  strongly  sup- 
ported by  the  AMA  and  AID.  A project  is  underway 
whereby  medical  schools  in  the  US  have  adopted  a 
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department  in  the  medical  school  in  Saigon,  and  a 
professor  exchange  program  is  underway.  Students 
are  no  longer  admitted  to  the  medical  school  unless 
they  are  fluent  in  English.  Since  Vietnamese  is  a five- 
tonal  language  and  extremely  difficult  to  master,  and 
since  it  is  a non  technical  language,  medical  school 
instructions  must  be  in  a foreign  language.  Nursing 
schools  have  been  started  in  the  Regional  Hospital 
Centers.  These  provide  a one  year  course  leading  to 
the  equivalent  of  a practical  nurse.  We  have  encour- 
aged women  to  enter  into  nursing  in  Vietnam  although 
in  the  past  most  of  the  nurses  were  males.  The  com- 
pletion of  the  course  does  not  permanently  close  the 
educational  experience  of  these  graduates.  After  a 
period  of  work  in  the  provincial  hospitals,  if  they  are 
qualified  and  if  they  desire,  they  may  return  for  two 
more  years  training  which  would  give  them  the  status 
of  national  nurse  (equivalent  to  our  registered  nurses). 
This  teaching  program  is  designed  to  produce  a num- 
ber of  nurses  in  the  shortest  period  of  time. 

My  military  public  health  team  was  assigned  to 
augment  the  provincial  hospital  in  Can  Tho,  a town  in 
Phong  Ding  Province  in  the  mid-portion  of  the  Mekong 
Delta.  This  428-bed  Regional  Hospital  Center,  with  a 
census  that  ordinarily  exceeded  bed  facilities  by  more 
than  100  patients,  functioned  as  a regional  hospital 
for  all  the  lower  and  eastern  Delta.  Since  Can  Tho 
was  a transportation  center  with  a good  road  net,  ex- 
cellent waterways,  and  an  adequate  airport,  we  regu- 
larly received  patients  from  outside  our  normal  area 
of  referral. 

The  Vietnamese  staff  at  the  hospital  consisted  of 
1 half-time  physician  and  5 full-time  physicians,  24 
nurses  equivalent  in  training  to  our  graduate  regis- 
tered nurses,  a slightly  larger  number  of  practical 
nurse  equivalents,  and  porters. 

Our  team  consisted  of  one  surgeon,  one  partially 
trained  surgeon,  one  nurse  anesthetist,  one  operating 
room  nurse,  one  general  duty  nurse,  one  laboratory 
technician,  one  x-ray  technician,  one  supply  officer, 
and  one  nursing  advisor.  I was  able  to  use  approxi- 
mately half  time  two  US  Army  medical  officers  sta- 


tioned in  the  city.  We  were  usually  supplemented  by 
an  AMA  volunteer  or  Project  Viet-Nam  surgeon,  ortho- 
pedist, and  two  generalists  or  internists  after  that 
program  was  initiated. 

Physical  facilities  at  the  hospital  included  a newly 
USAID-constructed  building  housing  a two-operating- 
room  suite  and  central  supply  area.  The  remainder  of 
the  hospital  consisted  of  individual  one-  and  two-story 
buildings  built  by  the  French  in  1890-95  and  three 
post  World  War  II  quonset  huts. 

Running  water  (not  potable)  was  available  in  the 
operating  room  but  was  only  intermittently  present  in 
the  remainder  of  the  hospital.  The  taps  were  limited 
to,  at  the  most,  one  sink  per  ward.  Electrical  power 
was  furnished  by  the  city  power  system  and  was 
usually  reliable.  Our  generators  could  be  reserved  for 
emergencies.  Distribution  was  limited  throughout  the 
hospital  and  on  some  wards  consisted  of  only  two 
lights.  This  prevented  utilization  of  modern  electrical 
apparatus  in  the  care  of  the  patient. 

Sewage  disposal  was  by  means  of  open  trench 
sewers.  These  were  cleaned  twice  weekly  and  usually 
were  kept  open.  This,  plus  the  lack  of  screening  and 
the  failure  of  patients,  visitors,  and  personnel  to  keep 
the  doors  and  screens  closed,  created  quite  a prob- 
lem with  flies. 

Modernization  of  the  facilities  in  this  hospital,  as 
part  of  a program  being  carried  out  throughout  Viet- 
nam under  the  supervision  of  Maj.  Gen.  James  W. 
Humphreys,  Jr.,  former  USAID  Public  Health  director 
(now  director  of  space  medicine  for  the  National 
Aeronautics  and  Space  Administration),  included  the 
installation  of  running  water  in  all  wards  24  hours  a 
day,  rewiring  of  the  wards  to  provide  more  electrical 
power  and  outlets,  construction  of  an  emer- 
gency room,  and  outpatient  clinic.  A new  Food  Service 
Center  allowing  for  sanitary  preparation  of  the  pa- 
tients’ food  and  new  laundry  facilities,  including  in- 
door drying  space,  were  also  constructed.  On  March 
29,  1966,  the  open  sewer  at  the  hospital  in  Can  Tho 
was  abolished,  and  a closed  sewer  system  installed. 
This  immediately  diminished  the  fly  population  and 
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did  away  with  what  we  called  “Can  Tho  No.  10”  (cer- 
tainly not  equivalent  to  “Chanel  No.  5”). 

Because  of  the  scarcity  of  nursing  personnel,  we 
were  unable  to  provide  24-hour  nursing  coverage  for 
more  than  one  ward.  Nursing  care  was  provided  for 
approximately  48  patients  on  a 24-hour  basis.  Some- 
times this  consisted  of  only  one  nurse  or  one  practical 
nurse,  and  one  porter  for  the  entire  ward.  The  re- 
mainder of  the  patients  were  cared  for  by  their  fami- 
lies during  the  non-duty  hours.  This  had  been  the 
usual  Vietnamese  practice.  The  operating  room  work- 
load is  shown  in  Table  1. 

The  standard  Vietnamese  bed  consists  of  a plat- 
form of  boards  elevated  on  a metal  frame  covered  by 
a thin  reed  or  thatch  palm  mat.  Because  of  inade- 
quate laundry  facilities,  we  were  fortunate  that  linen 
was  not  customarily  used  in  wards  other  than  in  our 
intensive  care  unit  which  was  outfitted  with  usual 
American  beds,  mattresses,  and  sheets.  The  laundry 
facilities  were  quite  primitive  and  incapable  of  taking 
care  of  the  linen  load  we  generated.  Had  it  not  been 
that  an  ARVN  QM  Laundry  Company  was  stationed  in 
town  and  willing  to  help  us  out,  we  could  have  never 
had  an  adequate  supply  of  clean  linen. 

A central  food  service  was  available.  The  maximum 
ration  was  35  Dong  per  day  (or  32  US  cents.) 

Personnel  treated  were  mostly  civilians  and  in- 
cluded all  age  groups.  The  delay  between  injury  and 
admission  usually  was  from  8 to  24  hours.  This  delay 
was  probably  caused  by  one  of  four  conditions.  (1) 
No  formal  evacuation  system  existed  for  civilians,  and 
helicopters  were  seldom  used.  (2)  When  civilian  pa- 
tients were  evacuated  by  air,  they  had  already  made 
the  first  leg  of  their  journey  by  other  means.  (3) 
Crossing  lines  and  evasive  action  was  often  neces- 
sary. (4)  Patients  sometimes  may  have  had  to  forge 
or  acquire  identification  papers  and  dispose  of  weap- 
ons before  coming  in. 

Wounds  were  inflicted  by  a variety  of  weapons. 
Our  most  common  wounding  agent  was  the  mortar. 
Grenades  and  land  mines  were  second.  Bomb  frag- 
ments and  bullets  were  less  frequent. 


Treatment  consisted  of  debridement.  Where  possi- 
ble, all  non-viable  muscle  and  debris  was  removed.  In 
some  mortar  fragment  wounds  this  becomes  impossi- 
ble, but  fortunately  these  were  usually  low  velocity 
missiles  and  radical  debridement  could  sometimes  be 
avoided.  No  wounds  of  soft  tissue  were  closed  pri- 
marily. We  preferred  to  debride  the  wounds  dry  and 
then  irrigate  profusely  with  saline.  A second  proce- 
dure was  necessary  to  close  the  wound.  The  only  gas 
infections  that  developed  occurred  in  wounds  that 
were  not  treated  or  were  closed  primarily.  Fasciotomy 
was  frequently  employed. 

Potential  abdominal  wounds  were  explored.  No  mor- 
tality was  encountered  from  negative  exploration.  Ab- 
dominal films  were  worthless  in  determining  whether 
exploration  was  necessary,  as  were  physical  signs. 

Chest  wounds  were  treated  by  tube  drainage  where 
pneumothorax  or  hemothorax  was  present.  We  only 
encountered  one  wound  which  required  exploration 
because  of  continued  hemorrhage. 

Blood  was  available  only  in  limited  quantities.  The 
Viet  Cong  had  circulated  a rumor  that  blood  donation 
would  result  in  impotence,  and  this  is  devastating  to 
a blood  collection  campaign.  Also  the  Vietnamese  tra- 
dition has  been  that  only  250  cc.  could  be  drawn 
from  a patient,  so  the  yield  was  one-half  as  much  as 
one  could  obtain  from  a comparable  number  of  Amer- 
icans. We  required  two  donors  over  and  above  the 
anticipated  requirement  for  any  elective  case  and  thus 
were  able  to  have  some  blood  available  most  of  the 


War 

Casualties 

% 

Total  Cases 
in  Operating 
Room 

June,  '65 

17 

206 

July 

28 

212 

Aug. 

35 

202 

Sept. 

32 

237 

Oct. 

60 

243 

Nov. 

56 

241 

Dec. 

58 

281 

Jan.,  '66 

69 

317 

Feb. 

57 

259 

March 

82 

323 

Table  1.  Workload. 
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time.  Most  of  our  wounded  patients  responded  to 
salt-containing  solutions  or  dextran  enough  to  permit 
operation. 

Penetrating  and  perforating  wounds  of  the  small 
intestine  responded  well  to  simple  closure  with  a 
single  layer  of  non  absorbable  suture.  Resection  of 
bowel  was  not  done  unless  there  was  destruction  of 
the  bowel.  Wounds  of  the  large  bowel  were  handled 
by  exteriorization  or  proximal  colostomy  when  resec- 
tion was  called  for. 

Wounds  of  the  liver  were  an  especially  perplexing 
problem.  Our  cases,  even  the  ones  from  blunt  trauma, 
did  not  seem  to  be  suitable  for  hepatic  lobectomy 
since  they  usually  involved  more  than  one  lobe. 

Abdominal  wounds  were  closed  with  a simple 
through-and-through  suture  of  heavy  non-absorbable 
material.  These  sutures  were  placed  1 cm.  apart  or 
closer  together.  Only  two  eviscerations  were  encoun- 
tered using  this  type  of  closure.  These  were  due  to 
technical  error.  The  disadvantage  of  this  closure  was 
that  the  sutures  had  to  be  left  in  for  a long  period 
(three  weeks),  and  the  initial  appearance  was  rather 
gruesome.  A long  midline  incision  was  quite  satisfac- 
tory. Significant  wound  infections  (more  than  a stitch 
abscess)  were  surprisingly  rare.  Probably  the  length 
of  the  incision  and  the  absence  of  assistants  to  pull 
on  the  incision  had  something  to  do  with  this. 

Postoperatively,  fluid,  not  its  contents,  seemed  to 
be  the  most  important  item  in  maintaining  the  pa- 
tient. Because  of  logistical  problems  we  were  forced 
to  use  whatever  fluids  were  on  hand.  It  was  not  un- 
usual to  maintain  the  patients  on  three  liters  of  saline 
per  day.  With  functional  kidneys,  the  average  patient 
would  compensate  for  his  electrolyte  loss  or  surplus, 
provided  that  his  water  balance  was  maintained. 

All  of  our  patients  received  penicillin  and  strepto- 
mycin prophylactically.  Sensitivity  is  rare  in  the  Viet- 
namese— probably  because  of  lack  of  prior  treatment 
with  these  agents.  Whether  this  prophylaxis  accom- 
plished anything  was  difficult  to  ascertain. 

Anemia  was  frequently  present  in  the  post-wound 
state.  Hematocrits  of  20  or  less  were  not  unusual, 
and  one  woman  had  a hematocrit  of  9 and  survived. 
Most  of  them  did  not  require  transfusion  in  the  post- 
operative phase. 


Whenever  a new  service  was  offered,  word  traveled 
to  the  surrounding  countryside,  and  the  patients  be- 
gin to  form  a queue  for  treatment.  Usually  within  two 
weeks  there  was  an  overwhelming  outpatient  load  of 
problems  in  the  new  field.  The  only  limits  on  the 
amount  of  work  that  can  be  done  were  those  imposed 
by  the  facility,  the  priority  of  battle  casualty  treat- 
ment, and  the  strength  and  endurance  of  the  spe- 
cialist. Should  the  war  be  terminated,  the  medical 
teams  would  continue  to  work  full  time  in  the  care  of 
non-battle  injuries  and  diseases. 

Among  the  more  interesting  problems  indigenous 
to  the  area  that  we  encountered  was  perforated  ty- 
phoid ulcer.  Cholera  and  plague  are  not  rare.  Gall 
bladder  disease  and  atherosclerosis  were  uncommon, 
and  ethnic  Vietnamese  rarely  had  a layer  of  fat  over 
the  abdomen.  This  fact  certainly  made  the  surgeon’s 
life  easier. 

Most  diseases  treated  were  far  advanced.  For  ex- 
ample, we  removed  only  two  non-perforated  acutely 
inflamed  appendices  during  the  year.  This  high  inci- 
dence of  perforation  we  attributed  to  patient  delay  in 
seeking  medical  care.  In  the  delta,  malaria  is  rela- 
tively uncommon.  Vietnamese  children  and  adult 
males  have  a high  incidence  of  bladder  stones.  Viet- 
namese women  have  a high  incidence  of  ectopic 
pregnancy  apparently  not  related  to  pelvic  inflamma- 
tory disease.  Intestinal  parasitism  affects  nearly  100 
percent  of  the  Vietnamese.  Although  Ascaris  were 
palpable  (sometimes  in  large  clumps)  in  almost  every 
patient  who  had  a laparotomy,  we  did  not  encounter 
a single  case  of  Ascaris  obstruction;  and  the  presence 
of  Ascaris  did  not  seem  to  interfere  with  the  post- 
operative course. 

Conclusions  to  be  made  include: 

(1)  There  is  a tremendous  need  for  medical  care  in 
South  Vietnam,  and  this  need  is  being  only  partially 
met  by  the  medical  support  offered.  Education  and 
peace  will  provide  the  real  solution.  (2)  Participation 
in  a surgical  team  offers  a tremendous  challenge  and 
gratifying  professional  experience  to  any  armed  forces 
medical  personnel.  (3)  Principles  of  medical  care  es- 
tablished in  World  War  I,  World  War  II,  and  the  Korean 
police  action  are  still  applicable  today. 

Col.  Campbell,  USAF  Hospital,  Scott  Air  Force  Base, 
III. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsusceD- 
t ble  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs  Articles  “n  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin 
The  possibility  of  such  a reaction  should  be  borne  in  mind  e neomycin. 

contraindicated  in  those  individuals  who  have  shown  hyner- 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Why  these  7 patients  wit] 
moderate  to  severe  anxiet; 
may  respond  better  to  Mellari 


1.  The  agitated  patient. 


Anxiety— particularly  that  beyond  t 
range  of  minor  tranquilizers— f) 
quently  is  expressed  as  gross  mot 
restlessness,  fidgetiness  and  purpo; 
less  movements,  and  may  erupt  ir 
aggressive  behavior.  Mellaril  is 
most  a specific  for  those  patier 
whose  anxiety  follows  such  a pattei 


The  psychosomatic  patient. 

e family  physician  is  rarely  given 
i diagnostic  luxury  of  a classic, 
:tbook  “anxiety  state.”  Most  often 
must  probe  for  anxiety  masked  by 
unctional  disorder  — or  which  exac- 
jates  a somatic  problem.  Double- 
nd  evaluations  have  demonstrated 
it  Mellaril  can  be  a significant  ad- 
tct  in  the  treatment  of  such  patients. 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated)  problems  : the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


The  patient  under 
national  stress. 

llaril  helps  the  patient  deal  with 
esses  of  everyday  life.  Nonhabitu- 
ng,  it  can  be  given  for  extended  pe- 
ds  of  time.  It  does  not  “separate” 
patient  from  practical  problems 
i pressures,  does  not  induce  eupho- 
or  a fuzziness  which  can  compro- 
fise  the  ability  to  cope  with  reali- 
ties. Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worryingabout. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 

Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 

Mellaril 

(thioridazine) 


SAN  DOZ 


Flagyl  seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  - Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Infrequent  and  minor  side  effects 

include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 


SEARLE 


Research  in  the  Service  of  Medicine 


at  the  site  of  infection 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1*3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


700970 

Skey 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


1 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion,  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared t 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  wei 
characterized  by  increased  direct-reacting  bilirubin,  elevatf 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephali 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutam 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  tl 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ar 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  i 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  < 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaui 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episodi 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wei 
determined  in  a group  of  fifty-four  adults  and  children  who  toe 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  ; 
rheumatic  fever  prophylaxis.  The  results  were  compared  wit 
those  of  a similar  group  of  forty-four  patients  who  received  pei 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatio 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cour; 
of  treatment  was  observed  in  one  patient  treated  with  Uosor 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient, 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicilli 
group  showed  elevations  in  one  of  the  tests  at  some  time  durin 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wei 
reported  in  102  pediatric  patients  who  received  short-term  (tei 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infer 
tions.  Results  of  liver  function  tests  in  these  patients  wer 
comparable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e: 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar 
tract;  however,  the  normal  intestinal  gram-negative  bacterid 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticarii! 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Ori| 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  bod 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fc 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour: 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  an 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  i 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftee 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythre 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  o 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  par 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ar 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio: 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivalen 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packages 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalen 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-sizi 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base) 
in  bottles  of  50.  [032767 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  21,7: 69,  1964 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  12: 398,  1962 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

239:198,  1960. 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  1,6206. 
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GENERAL  NEWS 


Dr.  Milford  Rouse  Becomes  Second  Texan 
To  Serve  in  US  Medicine's  Highest  Office 


At  5 p.m.  on  Tuesday,  June  20, 
in  Atlantic  City  a Texan  ascended 
to  the  number  one  office  in  Ameri- 
can medicine.  At  that  time  Dr.  Mil- 
ford Owen  Rouse,  Dallas  gastro- 
enterologist, was  installed  as  the 
122nd  President  of  the  American 
Medical  Association.  Dr.  Rouse  is  the 
second  Texan  to  rise  to  American 


medicine’s  most  prominent  post.  Dr. 
Edward  H.  Cary,  also  from  Dallas, 
served  as  AMA  President  in  1932-33. 

The  popularity  of  Dr.  Rouse 
among  his  colleagues  and  friends 
was  evident  when  an  estimated 
3,000  paid  tribute  to  him  and  Mrs. 
Rouse  at  a reception  on  June  20  in 
Haddon  Hall,  following  the  inaugu- 


ral ceremony.  The  number  who 
came  by  to  congratulate  Dr.  Rouse 
was  so  great  that  the  line  continued 
for  one  half  hour  after  the  reception 
was  scheduled  to  close. 

In  addition  to  Dr.  and  Mrs.  Rouse, 
guests  were  received  by  Dr.  Charles 
L.  Hudson,  Cleveland,  Ohio,  retiring 
AMA  President;  Mrs.  Hudson;  and 


Dr.  Rouse  delivers  inaugural  address. 


Medical  Student  Milford  0.  Rouse  photo- 
graphed shortly  before  graduation  from 
Baylor  University  College  of  Medicine  in 
1927. 


In  1961  Dr.  Rouse  was  reelected  as  Vice- 
Speaker  of  the  AMA  House  of  Delegates. 
He  shakes  hands  here  with  Dr.  Norman 
A.  Welch  of  Boston,  reelected  Speaker  of 
the  House. 


Dr.  Howard  R.  Dudgeon,  Jr.,  Waco, 
President  of  the  Texas  Medical  As- 
sociation. The  reception  was  spon- 
sored jointly  by  AMA  and  TMA. 

At  the  end  of  the  evening,  some 
48  Texas  physicians  and  their  wives 
congratulated  Dr.  Rouse  as  a group, 
and  then  sang,  “The  Eyes  of  Tex- 
as,’’ in  tribute  to  him. 

Before  being  named  President- 
Elect  of  the  AMA  in  1966,  Dr.  Rouse 
had  served  three  years  as  Speaker 
of  the  AMA  House  of  Delegates  and 
before  that  four  years  as  Vice- 
Speaker.  He  has  also  served  as  an 
ex-officio  member  of  the  AMA  Board 
of  Trustees  and  as  member  and 
chairman  of  the  AMA  Advisory  Com- 
mittee on  Medicine  and  Religion. 

Before  becoming  increasingly  ac- 
tive in  AMA  activities,  Dr.  Rouse 
served  in  numerous  positions  in  the 
Texas  Medical  Association.  His  TMA 
offices  included  chairman  of  the 
Council  on  Medical  Education  and 
Hospitals,  1948-1954;  President  of 
TMA,  1956-1957;  Delegate  to  the 
AMA,  1954-1967;  and  chairman  of 
the  Texas  Delegation  to  the  AMA, 
1955-1959. 

Dr.  Rouse  has  also  been  active  in 
the  Southern  Medical  Association. 
He  has  served  that  organization  as 
president,  1958;  chairman  of  the 
section  on  gastroenterology,  1952; 
councilor  from  Texas,  1950-1955; 
and  chairman  of  the  council,  1955. 

In  addition  to  his  activities  con- 
nected with  these  three  medical  as- 
sociations, Dr.  Rouse  is  a past  presi- 
dent of  the  Dallas  Southern  Clinical 
Society  and  of  the  Texas  Society  of 
Gastroenterologists  and  Proctolo- 
gists. He  is  a member  of  the  Texas 
Academy  of  Internal  Medicine,  the 
Texas  Geriatric  Society,  the  Dallas 
Academy  of  Internal  Medicine,  the 
American  Gastroenterological  Asso- 
ciation, and  the  American  Thera- 
peutic Society.  He  is  a diplomate  of 
the  American  Board  of  Internal  Med- 
icine and  of  the  subspecialty  Board 
of  Gastroenterology,  and  is  a life 
fellow  of  the  American  College  of 
Physicians.  He  is  also  a member  of 
Phi  Chi  medical  fraternity. 

A charter  member  of  the  board  of 
trustees  of  the  Dallas  Health  and 
Science  Museum,  Dr.  Rouse  is  cur- 
rently the  board's  vice-president. 

A recipient  of  numerous  health 
awards,  Dr.  Rouse  received  his  first 
one  from  the  Dallas  Hospital  Coun- 
cil in  1947  for  his  work  with  the 
health  and  science  museum.  He  has 
since  been  awarded  the  Distin- 
guished Service  Award  of  both  the 
TMA  and  the  SMA,  the  first  Distin- 
guished Alumnus  Award  of  the  Bay- 
lor Medical  Alumni  Association  in 


1964,  the  Ho  Din  Award  of  the 
Southwestern  Medical  Foundation, 
and  honorary  membership  in  the 
Texas  Hospital  Association. 

Active  in  civic  affairs,  Dr.  Rouse 
is  a past  chairman  of  the  health 
committee  of  the  Greater  Dallas 
Planning  Council,  and  a member 
and  past  chairman  of  the  health 
committee  of  the  Dallas  Chamber 
of  Commerce.  He  was  organizing 
chairman  and  developer  of  the  Citi- 
zens Committee  for  Action  on  Aging 
in  1962. 

Dr.  Rouse  was  born  in  Jackson- 
ville, Tex.,  on  Aug.  10,  1902,  the 
son  of  Baptist  minister,  teacher, 
and  author,  William  Thomas  Rouse, 
Th.D.,  and  Sallie  (Milford)  Rouse. 
He  was  graduated  from  high  school 
in  Vernon,  Tex.,  in  1918  and  en- 
tered Baylor  University  at  Waco.  He 
received  both  A.B.  and  M.A.  degrees 
from  Baylor  and  received  an  M.D. 
degree  from  Baylor  University  Col- 
lege of  Medicine,  then  located  in 
Dallas.  While  at  Baylor,  he  was 
night  technician  in  the  university’s 
laboratories  for  three  years,  a stu- 
dent assistant  in  pathology  one 
year,  and  an  extern  at  Baylor  Uni- 
versity Hospital  during  his  senior 
year.  He  served  an  internship  at  the 
station  hospital  at  Fort  Sam  Hous- 


ton, Tex.,  in  1927  and  1928,  and 
began  his  practice  in  Dallas  in 
1928,  where  he  has  specialized  in 
gastroenterology  ever  since. 

In  1927  Dr.  Rouse  married  a Bay- 
lor classmate,  Miss  Leaureame  Mc- 
David  of  Henderson,  Tex.  The 
couple  has  one  daughter,  Mrs.  C.  L. 
Sawyer  of  Fort  Smith,  Ark.,  and  three 
grandchildren. 

Since  1943  Dr.  Rouse  has  been 
clinical  professor  of  medicine  at  The 
University  of  Texas  Southwestern 
Medical  School.  He  previously 
taught  at  Baylor  University  College 
of  Medicine  when  it  was  located  in 
Dallas.  He  has  contributed  more 
than  a score  of  papers  and  medical 
articles  to  journals  throughout  the 
country. 

Dr.  Rouse  is  a 32nd  degree  Scot- 
tish Rite  Mason,  a member  of  Hella 
Temple,  the  Knights  Templar,  and 
the  Optimist  Club.  A deacon  in  the 
Lakeside  Baptist  Church  in  Dallas, 
Dr.  Rouse  teaches  an  adult  men’s 
Bible  class.  He  is  a director  of  the 
Rio  Grande  National  Life  Insurance 
Company  of  Dallas.  He  was  named 
Dallas’  man  of  the  year  on  Jan.  1, 
1967. 

And  thus  this  active,  capable,  re- 
ligious, dedicated  man  will  be  the 
nation’s  medical  leader  for  the  com- 


ing year.  He  explains  simply,  as  is 
his  way:  "I  became  a physician  be- 
cause that's  how  God  wanted  me  to 
serve  humanity.”  This  simplicity  is 
again  apparent  in  his  beliefs  on  po- 
litical matters:  “Government  should 
do  what  the  individual  can’t  do,  not 
what  the  individual  won’t  do.”  He 
faces  many  complex  matters  as  he 
takes  the  reigns  as  AMA  President, 
and  he  is  sure  to  diagnose  these 
problems  and  strive  to  deduce  them 
to  their  simplest  forms  before  he 
leaves  office.  He  is  a Texan  of 
whom  all  medicine  can  be  proud. 

DR.  COPELAND  ELECTED 
SECRETARY-TREASURER 

Dr.  J.  B.  Copeland,  Austin,  has 
been  elected  secretary-treasurer  of 
the  American  Medical  Association. 
He  also  will  serve  as  secretary  of 
the  AMA  Board  of  Trustees. 

Dr.  Copeland  was  elected  to 
those  offices  at  a meeting  of  the 
Board  of  Trustees  following  the 
1967  AMA  Annual  Convention  in 
Atlantic  City  on  June  18-22.  He  has 
been  a member  of  the  AMA  Board 
of  Trustees  since  1964.  He  previ- 
ously had  served  as  a Texas  Dele- 
gate to  the  AMA  since  1950. 

Dr.  Copeland  serves  as  State 
Deputy  Commissioner  of  Health.  He 
is  a past  president  of  the  Bexar 
County  Medical  Society  and  a for- 
mer member  of  the  Board  of 
Trustees  of  the  Texas  Medical  Asso- 
ciation. 

BEXAR  COUNTY  AUXILIARY 
GETS  DISASTER  AWARD 

The  Woman’s  Auxiliary  to  the 
Bexar  County  Medical  Society  was 
one  of  three  woman’s  auxiliary  so- 
cieties to  receive  an  honorable  men- 
tion in  competition  for  the  Division 
of  Health  Mobilization  award  for 
outstanding  work  in  training  citizens 
in  disaster  preparedness.  The  Bexar 
County  group  coordinated  the  ef- 
forts of  safety  organization  by  spon- 
soring a safety  conference  for  youth. 

The  award  was  won  by  the  Wo- 
man’s Auxiliary  to  the  Robeson 
County  Medical  Society  of  North 
Carolina.  Also  receiving  honorable 
mention  were  the  auxiliaries  in  Pin- 
ellas County,  Fla.,  and  that  of  the 
state  society  of  Utah. 


Well-wishers  Dr.  and  Mrs.  Walter  Judd,  are  greeted  by  Dr.  Rouse  at  a reception 
June  20  in  Haddon  Hall  in  Atlantic  City.  The  reception  followed  Dr.  Rouse’s  in- 
stallation as  122nd  President  of  the  AMA.  Dr.  Judd  is  a former  Congressman  from 
Minnesota. 
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“ When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


PITMAN-MOORE 


Division  of  The  Dow  Chemical  Company,  Indianapolis 
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TEXAS  MEDICINE 


TEXAS  CONGRESSMEN 
GET  PHYSICIAN  VISITS 

On  June  15  and  16,  Texas  phy- 
sicians visited  with  Texas  Congress- 
men in  the  1967  Legislative  Mission 
to  Washington. 

A group  of  physicians  generally 
visit  Washington  each  year,  regard- 
less of  issues  which  may  be  pending 
before  Congress.  The  purposes  of 
the  mission  are  (1)  to  renew  ac- 
quaintances with  Congressmen  and 
to  visit  with  them;  (2)  to  convey  the 
views  of  Texas  physicians  on  specif- 
ic health  measures  pending  before 
the  current  Congress;  (3)  to  secure 
the  views  of  the  Congressmen  on 
health  legislation,  as  well  as  on  oth- 
er bills  before  Congress  which  are 
of  interest  to  the  citizens  of  Texas; 
and  (4)  to  gain  a better  understand- 
ing of  the  legislative  processes  at 
the  national  level. 

This  year  the  Texas  physicians 
were  concerned  about  proposals  to 
expand  the  Medicare  program  H.R. 
5710.  The  group  opposed  the  ex- 
pansion of  present  Medicare  bene- 
fits and  the  inclusion  of  the  disabled 
below  the  age  of  65.  The  group  en- 
thusiastically supported  legislation 
introduced  before  the  90th  Con- 
gress to  amend  Title  XIX  to  permit 
payment  to  the  patient  for  services 
rendered  on  the  basis  of  the  physi- 
cian’s itemized  statement  of  charg- 
es. Also,  the  group  supported  the 


provision  in  H.R.  5710  which  would 
drop  the  certification  requirements 
of  the  Medicare  Law. 

A dinner  and  reception  were  held 
on  June  15  for  the  Texas  physicians, 
Texas  Congressmen,  and  their  wives. 
Forty-eight  persons  attended.  Physi- 
cians representing  the  Congression- 
al districts  in  the  state  called  upon 
their  Congressmen  on  June  15-16. 
The  entire  group  visited  with  Rep. 
George  Bush  of  Houston,  a member 
of  the  House  Ways  and  Means  Com- 
mittee before  which  H.R.  5710  is 
pending  action,  and  with  Sen.  John 
G.  Tower  of  Wichita  Falls. 

Texans  participating  in  the  mis- 
sion included  Drs.  Howard  R.  Dud- 
geon, Jr.,  of  Waco;  N.L.  Barker  of 
Paris;  R.  Harvey  Bell  of  Palestine; 
Charles  Max  Cole  of  Dallas;  J.  W. 
Birdwell  of  Tyler;  Floyd  A.  Norman 
of  Dallas;  Robert  W.  Kimbro  of  Cle- 
burne; J.  T.  Armstrong  of  Houston; 
Haden  E.  McKay  of  Humble;  H.W. 
Anderson,  Jr.,  of  Fort  Worth;  and 
Robert  L.  Daily  of  Wichita  Falls. 

Also  attending  the  legislative  mis- 
sion were  Drs.  Jose  M.  Benavides 
of  San  Antonio;  Lee  Dale  Jones  of 
Brownsville;  Clarence  Hicks  of  Here- 
ford; Richard  A.  D.  Morton,  Jr.,  of 
El  Paso;  G.  V.  Brindley,  Jr.,  of  Tem- 
ple; Joe  T.  Nelson  of  Weatherford; 
Royce  C.  Lewis  of  Lubbock;  John 
M.  Smith,  Jr.,  of  San  Antonio;  Byron 
P.  York  of  Houston;  and  Harvey 
Renger  of  Hallettsville;  and  Messrs. 
C.  Lincoln  Williston,  Philip  R.  Over- 
ton,  and  Sam  V.  Stone,  Jr.,  all  of 
Austin. 


TEXAS  HAS  THIRD  MOST 
VIETNAM  VOLUNTEERS 

Texas  currently  ranks  third  in 
number  of  physicians  who  have 
served  the  medical  needs  of  South 
Vietnam’s  civilian  population  under 
the  American  Medical  Association 
Volunteer  Physicians  for  Vietnam 
program.  Since  the  program  began 
in  July,  1965,  19  Texas  physicians 
have  volunteered  for  the  two-months 
service  in  South  Vietnam. 

Other  states  to  send  a large  num- 
ber of  physicians  are  California,  39; 
New  York,  25,  Ohio,  16;  and  Wash- 
ington, 15. 

Physicians  who  have  participated 
in  the  program  were  honored  in  At- 
lantic City  on  June  18  by  the  AMA 
Board  of  Trustees.  More  than  30  of 
the  294  physicians  who  had  volun- 
teered for  the  program  through  June 
30  were  among  guests  of  honor  at 
a luncheon  in  Chalfonte-Haddon 
Hall.  Others  honored  included  presi- 
dents of  state  medical  associations 
and  distinguished  guests. 

During  the  first  two  years,  the 
AMA  Volunteer  Physicians  for  Viet 
Nam  have  come  from  46  states,  the 
District  of  Columbia,  and  the  Canal 
Zone.  They  have  provided  more  than 
45  man-years  of  medical  care  to  the 
civilian  population  of  South  Vietnam. 

Director  of  the  volunteer  program 
is  Dr.  Charles  H.  Moseley,  direc- 
tor of  the  AMA  Department  of  Gov- 
ernmental Programs. 


Members  of  1967  Legislative  Mission  to  Washington  group  visit  with  Sen.  John  G.  Tower  of  Texas.  Seated,  left  to  right, 
are  Dr.  John  M.  Smith  and  Dr.  Jose  M.  Benavides,  both  of  San  Antonio;  Dr.  Howard  R.  Dudgeon  of  Waco,  President  of 
Texas  Medical  Association;  Sen.  Tower;  Dr.  G.  V.  Brindley,  Jr.,  of  Temple,  President-Elect  of  TMA;  and  Dr.  Byron  P.  York  of 
Houston,  chairman  of  the  TMA  Board  of  Trustees.  Standing,  left  to  right,  are  Dr.  R.  A.  D.  Morton,  Jr.,  of  El  Paso;  Dr.  Floyd 
Norman  of  Dallas;  Dr.  Robert  Kimbro  of  Cleburne;  Dr.  Lee  Dale  Jones  of  Brownsville;  Dr.  Charles  Max  Cole  of  Dallas, 
Speaker  of  the  TMA  House  of  Delegates;  Dr.  Royce  C.  Lewis  of  Lubbock;  Dr.  R.  Harvey  Bell  of  Palestine,  TMA  Vice-Presi- 
dent; Dr.  Clarence  Hicks  of  Hereford;  Dr.  N.  L.  Barker  of  Paris;  Dr.  Haden  McKay  of  Humble;  Dr.  J.  T.  Armstrong  of  Hous- 
ton, Mr.  Sam  V.  Stone,  Jr.,  legal  counsel  to  TMA,  and  Mr.  C.  Lincoln  Williston,  Executive  Secretary  of  TMA,  both  of  Austin. 
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The 
Children’s 
Division 
of  The 
Menninger  Clinic 


The  new  Children's  Hospital  provides  residential  treat- 
ment for  emotionally  disturbed  children  from  the  age  of 
5 through  early  adolescence.  Located  on  a 25-acre 
campus  are  the  Bonnie  Phillips  Residence  for  the  ad- 
mission of  30  boys  and  girls  from  5 to  12  years  old  and 
girls  12  to  16,  the  Chris  Luhnow  Residence  for  boys  12  to 
16,  and  Southard  School  which  provides  classrooms, 
tutoring  rooms,  arts  and  crafts,  music,  the  home  arts, 
manual  arts,  a library,  and  a gymnasium. 

Outpatient  consultations,  evaluation,  and  treatment 
are  provided  for  children  to  age  18. 


2 Southard  Place 
Box  829 

Topeka,  Kansas  66601 


rouTINE  TB  screening  with 
TUBERCULIN,  TINE  TEST 

(Rosenthal)  Lederle 


A method  so  rapid  and 
simple  that  you  just  stvab... 
uncap . . .press ...  and  discard. 

Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation,  ,, 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  with 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  25. 

, LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

448-7 -4965 
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Trends  in  Health  Care  Intertwine 
With  Nation  s Shifting  Mores 


“Adequate  health  care  for  all 
Americans  has  been  moved  from 
the  realm  of  a debatable  social  is- 
sue to  a position  of  public  policy.”* 
This  was  one  of  the  conclusions 
reached  at  the  AMA’s  First  National 
Congress  on  the  Socio-Economics  of 
Health  Care  in  January.  Closed-cir- 
cuit television  facilities  had  to  be 
opened  when  more  than  1,200  par- 
ticipants from  all  parts  of  the  coun- 
try over-spilled  the  meeting  room. 

Implicit  in  all  speakers’  messages 
was  that  we  are  in  an  “age  of  shift- 
ing social,  economic,  and  political 
realities  which  envelop  all  who  are 
concerned  with  health  care,  be  they 
providers,  consumers,  or  insurers.”* 

The  Congress  was  divided  into 
four  main  parts:  orientation  and 
overview,  the  hospital  and  its 
changing  role  in  health  care,  mobil- 
izing health  manpower,  and  the  fi- 
nancing of  health  care  services. 
Speakers  were  23  experts  drawn 
mainly  from  the  medical  profession, 
but  also  from  government,  sociolo- 
gy, insurance,  engineering  and  hos- 
pital administration.  The  evolution 
of  the  American  concept  of  health 
care  was  briefly  traced;  the  tools  we 
have  to  study  the  problem  of  health 
needs  were  discussed;  new  develop- 
ments were  described  and  broad 
forecasts  were  made. 

Today’s  Social  Climate:  Dr.  Charles 
L.  Hudson,  Cleveland,  then  President 
of  the  AMA,  cited  that  46  percent  of 
Americans  now  are  less  than  25 
years  old;  an  additional  25  percent 
are  between  25  and  45.  Thus,  71 
percent  of  the  people  are  age  45  or 
younger.  They  did  not  consider  Gl 
tuition  or  school  lunches  as  govern- 
ment interference,  so  it  is  unrealis- 
tic to  expect  them  to  think  it  is 
interference  when  the  government 
helps  them  pay  their  parents’  medi- 
cal costs.  Our  argument,  therefore, 
when  discussing  the  government’s 
role  in  medical  care,  should  not  be 
based  on  interference,  but  on  study 
of  the  problem  to  see  whether  there 
is  a true  need. 

Dr.  James  L.  Dennis,  dean  of  the 
University  of  Oklahoma  School  of 


’Morton  D.  Miller,  vice  president  and  as- 
sociate actuary,  The  Equitable  Life  Assur- 
ance Society  of  the  United  States. 


Medicine,  Oklahoma  City,  pointed 
out  that  nothing  is  ever  cured  symp- 
tomatically, that  all  pressures  for 
change  can  be  traced  directly  to  the 
population  increase.  Sociologists,  in 
order  to  solve  any  problem,  want  to 
increase  the  amount  of  necessary 
goods — medical  care  food,  hous- 
ing— but  this  would  create  even 
greater  problems  with  greater  pres- 
sures. As  a group,  doctors  have 
tended  to  resist  social  change.  So- 
ciologists have  endeavored  to  ma- 
nipulate it,  while  the  neo-politicians 
have  exploited  it. 

The  difficulty  and  expense  of  ob- 
taining meaningful  and  useful  sta- 
tistics was  discussed  by  Theodore 
D.  Woolsey,  deputy  director,  Nation- 
al Center  for  Health  Statistics.  A 
large  segment  of  the  population  still 
does  not  get  adequate  medical  care. 
This  is  indicated  by  survey  data 
which  show  that  only  one-half  of  the 
diabetics  in  the  United  States  have 
been  discovered  as  yet.  The  impact 
this  survey,  and  similar  ones,  will 
have  on  the  need  for  medical  care 
is  obvious,  but  as  yet  unsolved. 

Turning  from  the  broad  view  of 
the  level  of  medical  care  to  the  level 
that  concerns  an  individual  patient, 
Dr.  Victor  W.  Sidel  of  Boston  ex- 
plained the  techniques  of  quality 
control  analysis  as  it  is  being  devel- 
oped at  the  Massachusetts  General 
Hospital.  He  contrasted  the  older 
methods  of  structure  analysis  (lim- 
ited because  it  does  not  analyze 
either  function  or  relevance)  and 
outcome  result  analysis  (which  does 
not  analyze  relevance)  with  the 
newer  process  analysis.  This  may 
be  broken  down  into  three  main 
methods:  (1)  the  statistical  ap- 
proach, using  utilization  rates,  num- 
ber of  consultations,  and  other  sta- 
tistics; most  hospitals  use  this  ap- 
proach; (2)  the  record  review  ap- 
proach, often  known  as  “medical 
audit,”  is  being  expanded  into  utili- 
zation review;  and  (3)  the  practice 
observation  approach,  which  is  the 
most  intensive  type  of  assessment 
of  process.  The  latter  allows  differ- 
entiation between  lapses  in  record- 
keeping and  lapses  in  practice.  Hos- 
pital personnel  know  they  are  being 
observed,  and  may  change  their 
practice  patterns  in  response  to  ex- 


pectations of  the  observers;  thus, 
observation  may  produce  immedi- 
ate changes.f  This  technique  will 
probably  be  used  much  more  exten- 
sively in  the  future.  Indeed,  there  is 
even  some  thought  of  extending  it 
to  the  doctor’s  office. 

George  P.  Huber,  Ph.D.,  Depart- 
ment of  Mechanical  Engineering, 
University  of  Wisconsin,  Madison, 
described  a study  directed  toward 
learning  how  to  assess  the  quality 
of  patient  care.  An  attempt  is  being 
made  to  identify  all  the  pertinent 
factors  and  to  reduce  them  to  math- 
ematical precision  for  measurement 
of  the  many  variables  involved  and 
assess  their  relative  importance. 
Roughly,  the  quality  of  care  equals 
the  function  of  contributing  factors 
as  modified  by  function  of  conse- 
quent factors.  Thus,  having  deter- 
mined what  factors  are  important, 
one  can  pay  attention  to  those 
which  are  most  profitable. f While 
this  approach  may  seem  reasonable 
at  first,  it  is  fraught  with  danger.  It 
does  not  take  much  imagination  to 
envision  an  administrator  making  a 
decision  based  not  on  the  medical 
considerations,  but  on  the  statisti- 
cal basis  of  cost,  or  number  of  pa- 
tients benefited.  This  is  a chilling 
thought! 

Emerging  Role  of  the  Hospital:  As 
the  health  pattern  of  the  country 
changes,  so  does  the  hospital  pat- 
tern. There  are  fewer  tuberculosis 
hospitals;  mental  hospitals  are  no 
longer  only  warehouses;  general 
hospitals  are  opening  psychiatric 
units.  The  make-up  of  the  hospital 
should  reflect  the  needs  of  the  com- 
munity, and  indeed  will  probably  be- 
come the  center  for  community 
health  care,  according  to  Dr.  John 
M.  Rumsey,  San  Diego,  chairman  of 
the  AMA  Committee  on  Medical  Fa- 
cilities. But  as  the  hospital  evolves 
into  new  patterns  of  health  care 
there  will  also  be  new  patterns  of 
hospital  administration.  Dr.  C.  Wes- 
ley Eisele,  Denver,  University  of 
Colorado  School  of  Medicine,  said 
that  there  will  be  less  and  less  con- 
trol by  the  medical  staff.  There  al- 
ready is  and  will  undoubtedly  con- 
tinue to  be  a trend  to  more  full-time 
chiefs  of  staff  and  heads  of  major 
departments.  Since  the  chief  of  staff 
is  primarily  responsible  to  the  board 
of  directors,  he  should  be  appointed 
by  them.  It  is  appropriate  for  the 
medical  staff  to  elect  its  own  presi- 

fCopies  of  papers  by  Drs.  Sibel  and 
Huber  are  available,  as  are  some  of  the 
others.  Write  to  AMA  Division  of  Socio- 
Economic  Activities,  535  N.  Dearborn. 
Chicago,  III.  60610. 
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dent  who  then  serves  as  the  voice  of 
the  staff. 

New  developments,  pilot  pro- 
grams, and  experiments  were  de- 
scribed to  show  ways  of  solving  lo- 
cal problems,  but  no  one  system 
can  be  best  for  all  areas.  The  divers- 
ity of  problems  is  too  great. 

Dr.  Mark  H.  Lepper,  of  Chicago’s 
Presbyterian-St.  Luke’s  Hospital,  de- 
scribed the  neighborhood  health 
centers  staffed  by  members  of  dif- 
ferent hospital  departments  on  ro- 
tation, and  located  in  satellite  areas 
around  the  parent  hospital.  Dr. 
Thomas  C.  Points,  University  of 
Oklahoma  Medical  Center,  expanded 
this  concept  and  told  of  the  project 
whereby  rural  community  health 
centers  are  staffed  by  internist,  gen- 
eral practitioner,  and  pediatrician 
teams  in  rotation  from  the  Univer- 
sity Medical  Center.  This  system  de- 
veloped because  although  only  one- 
third  of  the  population  lives  in  rural 
areas,  there  are  more  rural  than 
urban  areas,  and  70  percent  of  acci- 
dental deaths  take  place  there. 
These  areas  lack  doctors  because 
they  also  lack  educational  and  so- 
cial opportunities  and  not  because 
they  lack  money.  To  solve  the  prob- 
lem, doctors  work  in  rural  areas  for 
short  periods  of  time;  the  medical 
needs  of  the  community  are  met, 
but  no  one  is  assigned  permanently 
to  an  area  in  which  he  does  not 
wish  to  live.  Thus  was  this  pilot  pro- 
gram initiated.  It  is  only  now  be- 
coming operative,  so  no  results  can 
be  assessed. 

Accidents  are  the  leading  cause 
of  both  death  and  disability  from 
ages  1 through  37.  They  are  expen- 
sive, and  throw  a tremendous  load 
on  the  emergency  room.  In  minor 
accidents  the  patient  has  free 
choice  of  care,  but  in  major  acci- 
dents he  has  little  or  no  choice  thus 
further  eroding  the  doctor-patient 
relationship.  Robert  M.  Sigmond, 
Pittsburgh,  Pa.,  executive  director 
of  the  Hospital  Planning  Association 
of  Allegheny  County,  said  that 
emergency  care  of  all  categories  is 
episodic  and  impersonal.  There  is  no 
way  to  close  the  door  to  non-emer- 
gency cases,  but  the  emergency 
room  should  not  be  expanded  to 
include  them.  The  volume  of  emer- 
gency room  work  can  be  reduced 
only  by  a decreased  demand.  Ex- 
hortation does  not  work;  people 
want  care  at  their  own  convenience. 
The  only  way  is  to  provide  an  alter- 
native service  or  source.  To  staff  all 
emergency  rooms  full  time  would 
require  20  percent  of  the  medical 
profession. 

In  an  effort  to  relieve  some  of  the 
load  on  the  physician,  there  have 


been  many  experiments.  In  New 
Guinea,  natives  have  been  trained 
to  recognize  and  treat  five  or  six 
common  diseases.  Although  this  is 
most  unsophisticated,  it  is  a step 
forward  for  that  area.  In  the  Fiji 
Islands,  an  apprentice  type  training 
program  is  so  extensive  that  by  the 
time  trainees  are  ready  to  be  gradu- 
ated as  assistant  medical  officers, 
they  qualify  for  admission  to  resi- 
dency training  in  Canada  on  an 
equal  basis  with  M.D’s.  Thus,  the 
“physician-assistant”  does  have  a 
place  in  medical  care  which  can  be 
adapted  to  the  United  States.  The 
differences  in  cultural,  social,  and 
economic  patterns  must  be  consid- 
ered in  applying  the  principles  in 
this  country,  however.  Duke  Univer- 
sity is  already  training  clinical  phy- 
sician assistants,  and  the  Univer- 
sity of  Colorado  is  training  health 
nurse-pediatric-practitioners  to  work 
with  underprivileged  families  in 
Colorado.  Nurse  midwives  have  been 
used  several  years  successfully  in 
Maryland. 

In  summing  up,  Lawrence  A.  Hill, 
Ann  Arbor,  director,  Program  in  Hos- 
pital Administration,  University  of 
Michigan,  posed  “Questions  that 
the  Government  Will  Ask  as  Payer.” 
As  the  government  spends  a greater 
percentage  of  the  tax  dollar  for 
health  care,  the  question  will  inevi- 
tably be  asked:  “Is  purchasing  from 
the  private  sector  the  most  efficient 
use  of  those  dollars?”  Accompany- 
ing this  general  question  will  be  a 
host  of  more  specific  questions.  The 
answers  to  these,  and  the  way  in 
which  they  are  given,  will  determine 
future  patterns  of  care. 

Mr.  Wallace  S.  Sayre,  New  York, 
professor  and  chairman,  Depart- 
ment of  Public  Law  and  Govern- 
ment, Columbia  University,  pointed 
out  that  all  decisions  are  the  result 
of  compromise,  and  that  no  deci- 
sions are  final;  all  are  tentative.  He 
traced  the  seven  important  national 
power  sources  in  this  country,  and 
reminded  us  that  only  through  at- 
tention to  the  power  structure  and 
the  nature  of  the  system  of  govern- 
ment could  we  accomplish  what  we 
should.  The  virtues  of  our  system  of 
government  include  its  competitive- 
ness, its  openness,  its  continuous 
scrutiny.  The  defects  of  the  system 
include  slowness,  lack  of  high  ratio- 
nality, uncertainty,  and  lack  of  clar- 
ity and  coherence.  These  basic 
characteristics  must  be  borne  in 
mind  in  order  to  accomplish  our 
objectives. 

Conclusions:  Whatever  pattern 
evolves  will  be  the  result  of  many 
forces.  Our  actions  now  will  deter- 


mine both  the  nature  and  the 
amount  of  our  influence  in  the  out- 
come. We  must  pay  heed  to  certain 
basic  tenets: 

1.  Adequate  health  care  for  all 
is  now  a matter  of  public  policy. 

2.  All  decisions  are  the  result  of 
compromise. 

3.  The  ultimate  solution  must 
please  the  people  more  than  it  does 
the  medical  profession. 

4.  But  no  ultimate  solution  is 
possible,  because  no  decision  is 
really  final. 

5.  As  it  spends  a larger  and  larg- 
er proportion  of  the  tax  dollar  for 
health  care,  the  government  must 
ask  questions  concerning  medical 
care.  What  answers  will  we  give? 
How  will  we  give  them?  Will  they 
influence  decisions,  or  will  they 
alienate  us  from  the  social  and  po- 
litical structure  wherein  decisions 
are  made? 

—ALFORD  R.  HAZZARD,  M.D., 

Austin. 

MEDICAL  BRANCH  CHANGES 
VOTED  BY  UT  REGENTS 

The  University  of  Texas  System 
Board  of  Regents  has  approved  a 
general  reorganization  of  the  UT 
Medical  Branch  at  Galveston  with 
Dr.  Truman  G.  Blocker,  Jr.,  as  presi- 
dent. 

In  addition,  the  Regents  set  up 
four  vice-presidential  posts  in  the 
new  plan,  filling  two  of  them  im- 
mediately. 

Dr.  Blocker  now  serves  as  execu- 
tive director  and  dean  of  the  Medi- 
cal Branch.  His  promotion  to  presi- 
dent becomes  effective  Sept.  1. 

Warren  G.  Harding,  now  associate 
director,  will  be  the  vice-president 
for  administration. 

V.  E.  Jack  Thompson,  now  direc- 
tor of  the  UT  System  office  of  fa- 
cilities planning  and  construction  in 
Austin,  will  become  vice-president 
for  business  affairs  at  Galveston. 

The  Board  of  Regents  also  created 
the  posts  of  vice-president  for  aca- 
demic affairs  and  dean  of  medicine, 
and  vice-president  for  hospitals. 
However,  no  one  was  named  to  fill 
those  newly  created  jobs. 

Under  the  new  plan,  the  vice- 
president  for  administration  will  re- 
port to  the  president  of  the  Medical 
Branch.  In  turn,  the  vice-president 
for  hospitals,  the  vice-president  for 
academic  affairs  and  dean  of  medi- 
cine, and  the  vice-president  for  busi- 
ness affairs  will  report  to  the  vice- 
president  for  administration. 
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TEXAS  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


5 mg.  ED  10  mg.  ED  15  mg.  ED 


DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT  FH 


SIDE 


FRONT 


SIDE 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product— amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
re/ease.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

secret 

of 


controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 

' 7m  nfi  q 


jHHMI 
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Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


MEDICINE  AND  THE  LAW 


Chiropractic,  Nursing,  Title  XIX  Issues 
Acted  On  by  60th  Texas  Legislature 


The  recently  concluded  60th  ses- 
sion of  the  Texas  Legislature  was  a 
busy  one  by  almost  any  measure. 
Many  bills  affecting  directly  and  in- 
directly the  practice  of  medicine 
were  introduced.  The  Texas  Medical 
Association  was  active  in  getting 
medicine’s  view  put  forth  in  the 
hearing  rooms  and  legislative 
chambers. 

The  final  credit,  however,  for  a 
productive  session  from  a medical 
standpoint  must  go  to  the  literally 
hundreds  of  physicians  and  their 
wives  throughout  the  state  who  sup- 
ported their  local  representatives 
and  senators  during  election  time 
and  who  wired,  telephoned,  and 
wrote  them  during  the  session  to 
express  their  individual  concern  for 
or  against  pending  legislation.  The 
writers  wish  to  thank  all  the  physi- 
cians and  Auxiliary  members  who 
contributed  so  much  to  whatever 
was  accomplished  at  the  recent 
Legislature. 

Of  the  hundreds  of  medically  re- 
lated bills  introduced,  several  are  of 
particular  interest  to  the  physicians 
of  Texas. 

S.J.R.6:  Senate  Joint  Resolution  6 
was  introduced  on  Jan.  30,  by  Sen. 
Ralph  Hall.  The  resolution  proposed 
that  the  Constitution  of  Texas  be 
amended  in  such  a manner  as  to 
authorize  counties  “to  pay  all  medi- 
cal expenses,  doctor  bills  and  all 
hospital  bills”  for  law  enforcement 
officials  injured,  hospitalized,  or  in- 
capacitated while  serving  in  the  line 
of  their  official  duties  and  providing 
that  the  county  “shall  continue  to 
pay  his  maximum  salary.”  This 
resolution  was  considered  by  TMA’s 
Council  on  Medical  Jurisprudence. 
The  Council  voted  to  support  the 
proposed  amendment  as  one  which 
was  needed  to  protect  law  enforce- 
ment officers  injured  in  the  line  of 
duty  and  to  encourage  qualified  men 
to  enter  this  public  service. 

On  March  8 the  Senate  Constitu- 
tional Amendment  Committee  add- 
ed the  following  sentence:  “Provided, 
further,  that  medical  expense  and 


doctor  bills,  as  used  herein,  shall 
include  such  charges  by  doctors  of 
medicine,  doctors  of  chiropractic, 
and  doctors  of  osteopathy.” 

This  additional  sentence,  if  it  be- 
came a part  of  the  Constitution  of 
Texas,  would  serve  to  define  in  the 
highest  law  of  this  state  the  term 
"medical  expenses”  as  including 
charges  by  chiropractors.  This  itself 
would  be  in  violation  of  the  Medical 
Practice  Act,  and  the  Chiropractic 
Act,  but  even  more  important,  such 
a constitutional  provision  would 
have  served  to  modify  Article  16, 
Section  31  of  the  state  Constitution, 
which  reads  as  follows: 

The  Legislature  may  pass 
laws  prescribing  the  qualifica- 
tions of  practitioners  of  medi- 
cine in  this  State,  and  to  pun- 
ish persons  for  mal  practice, 
but  no  preference  shall  ever  be 
given  by  law  to  any  schools  of 
medicine. 

By  the  authority  of  this  language, 
the  first  chiropractic  act  was  held 
to  be  unconstitutional  since  it  pre- 
scribed a course  of  study  and  an  ex- 
amination which  was  less  stringent 
than  the  course  of  study  and  exami- 
nation necessary  for  licensure  by 
the  Texas  State  Board  of  Medical 
Examiners.  Thus,  the  court  rea- 
soned that  a preference  was  given 
to  the  field  of  chiropractic. 

Shortly  after  the  original  chiro- 
practic act  was  declared  unconsti- 
tutional, the  Legislature  passed  the 
present  act  seeking  to  license  chiro- 
practors. This  act  has  never  been 
tested  in  court;  but  it  would  un- 
doubtedly be  found  just  as  uncon- 
stitutional as  was  the  first  act,  if 
Article  16,  Section  21  of  the  Consti- 
tution remained  intact.  In  this  per- 
spective it  is  possible  to  see  the 
great  importance  which  the  chiro- 
practors placed  upon  getting  the 
above-quoted  sentence  attached  to 
the  constitutional  provision  for 
county  payments  to  injured  law-en- 
forcement officers. 

At  this  point,  a reversal  in  the 
stand  by  the  TMA  was  necessary  in 


order  to  protect  the  integrity  of 
medical  practice  in  this  state.  Rep- 
resentatives of  the  Sheriffs’  Associ- 
ation of  Texas,  Inc.,  which  was  the 
sponsor  of  S.J.R.6,  were  notified 
that  the  TMA  must  oppose  the 
amendment  until  the  offensive  defi- 
nition was  removed.  The  represen- 
tative of  the  sheriffs'  association 
made  it  known  to  all  parties  that  his 
group  would  stand  with  the  chiro- 
practic amendment.  S.J.R.6  passed 
the  Senate  as  it  was  reported  out  of 
committee  and  was  brought  to  the 
floor  of  the  House  on  May  27.  In 
floor  action,  the  House  of  Represen- 
tatives deleted  the  Senate  commit- 
tee amendment  which  left  S.J.R.6 
just  as  it  had  been  introduced.  TMA 
was  also  successful  in  getting  the 
following  sentence  added  to  the  res- 
olution: 

Provided,  however,  that  no 
provision  contained  herein 
shall  be  construed  to  amend, 
modify,  repeal,  or  nullify  Article 
16,  Section  31  of  the  Constitu- 
tion of  the  State  of  Texas. 

The  amended  House  Bill  was  ap- 
proved by  the  Senate  and  will  be 
placed  upon  the  general  election 
ballot  on  Nov.  11. 

We  believe  that  with  the  deletion 
of  the  chiropractic  amendment  and 
with  the  addition  of  the  amendment 
quoted  above  regarding  Article  16, 
Section  31  of  the  Constitution,  that 
this  vital  constitutional  provision  has 
been  strengthened  and  that  chiro- 
practic has  suffered  a severe  set- 
back in  its  attempt  at  additional 
legal  recognition.  We  are  also 
pleased  that  the  people  of  Texas 
will  be  able  to  vote  on  an  amend- 
ment to  aid  injured  peace  officers. 

Nursing  Bills:  One  of  the  major 
medical  issues  faced  by  the  recent 
Legislature  was  that  of  the  licensing 
proposals  for  registered  nurses.  Two 
Senate  bills  (S.B.  242  and  S.B.  363) 
and  one  House  Bill  (H.B.  592)  were 
introduced  to  provide  for  mandatory 
licensure  of  all  those  doing  "profes- 
sional nursing,”  which  term  was  de- 
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THE  DICARBOSIL®  MONOGRAPH  ON  MODERN  ART 

Number  Two  of  a series:  Fauvism 
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fined  in  all-inclusive  definition.  Un- 
der each  of  these  bills,  every  nurs- 
ing duty  would  have  been  consid- 
ered “professional  nursing”  and 
would  have  required  the  person  per- 
forming such  duties  to  be  licensed 
by  the  Board  of  Nurse  Examiners. 

The  position  of  the  TMA,  along 
with  the  Texas  Hospital  Association, 
the  Private  Clinics  and  Hospital  As- 
sociation of  Texas,  the  Texas  Nurs- 
ing Home  Association,  and  the  Li- 
censed Vocational  Nurses  Associa- 
tion of  Texas,  was  that  these  profes- 
sional nursing  bills,  as  introduced, 
would  reserve  nursing  as  it  is  prac- 
ticed in  hospitals  and  in  physician’s 
offices  of  Texas  to  the  “professional 
nurse”  and  prohibit  the  LVN  from 
providing  those  traditional  nursing 
acts  which  she  has  performed  in 
the  past.  These  bills  would  have,  in 
effect,  limited  licensed  vocational 
nursing  to  mere  housekeeping 
chores. 

The  Senate  Public  Health  Com- 
mittee wrote  a compromise  nursing 
bill  which  had  the  approval  of  the 
various  groups  arrayed  against  the 
original  bill  as  well  as  the  Texas 
Graduate  Nurses  Association.  Under 
this  compromise  bill,  the  licensing 
act  would  apply  only  to  those  per- 
sons “practicing  or  offering  to  prac- 
tice professional  nursing  as  or 
claiming  to  be  a professional  regis- 
tered nurse.”  Thus,  with  the  TB 
Nurses,  LVN’s,  and  other  medical 
assistants  excepted  from  the  con- 
trol of  this  licensing  act,  the  medi- 
cal association  was  able  to  support 
the  Senate  bill.  Subsequently,  the 
bill  was  passed  by  the  House  and 
was  signed  by  the  governor  on  June 
17.  The  law  will  go  into  effect  on 
Jan.  1,  1968. 

A bill  seeking  to  amend  the  LVN 
Act  in  such  a manner  as  to  severely 
curtail  the  activities  of  the  licensed 
vocational  nurses  was  introduced. 
The  TMA  supported  the  position  of 
the  Texas  League  of  Vocational 
Nurses  and  the  LVN  association  in 
opposing  this  bill  which  was  never 
heard  by  the  committee  to  which  it 
was  referred. 

Medical  Practice  Act  Amendments: 
TMA  was  successful  in  attempts  to 
amend  and  modernize  the  Medical 
Practice  Act,  thereby  making  the 
Texas  State  Board  of  Medical  Exami- 
ners a more  effective  agency.  The 
provision  that  “no  school  of  medi- 


cine shall  have  a majority”  on  the 
Texas  State  Board  of  Medical  Exami- 
ners had  been  interpreted  to  require 
that  six  board  members  be  allopath- 
ic physicians  and  the  remaining 
six  placed  on  the  board  to  include 
osteopathic,  eclectic,  and  homeo- 
pathic physicians.  This  provision 
was  removed  from  the  law.  With 
this  change,  the  governor  is  now 
free  to  appoint  the  most  qualified 
physicians  to  serve  on  this  impor- 
tant Board  without  regard  to  the 
particular  school  of  medicine  to 
which  they  adhere.  The  second 
change  in  the  Medical  Practice  Act 
under  Senate  Bill  301,  passed  this 
session,  allows  the  Texas  State 
Board  of  Medical  Examiners  to  “pro- 
bate” its  order  by  which  a practi- 
tioner’s license  is  “revoked,  can- 
celled, or  suspended.”  Thus,  the 
Board  is  now  provided  with  an  im- 
portant tool  for  rehabilitation  of 
physicians  who  violate  this  act. 

Prior  to  the  amendment,  no  pro- 
bation of  a sentence  was  legally  al- 
lowed, though  the  Board  often  pro- 
vided unofficially  for  such  proba- 
tion. While  a probationary  order  by 
the  Board  was  never  attacked  as 
invalid,  the  Office  of  the  Attorney 
General  warned  the  Board  that  this 
might  someday  come  about,  since 
the  Board  did  not  have  the  legal 
authority  to  probate  its  orders.  The 
amendment  merely  authorized  by 
law  what  the  Board  has  in  practice 
been  doing. 

By  far  the  most  important  and 
substantial  change  in  the  Medical 
Practice  Act  was  the  House  Amend- 
ment to  Senate  Bill  301  which  pro- 
vided that  henceforth  appeals  from 
Board  orders  revoking  or  cancelling 
licenses  shall  be  in  the  district  court 
and  under  the  “substantial  evi- 
dence rule”  instead  of  a “trial  de 
novo.” 

This  change  is  a historic  legal 
milestone  in  providing  the  Board 
with  the  power  it  needs  to  police  the 
practice  of  medicine.  After  the  ef- 
fective date  of  the  amendments, 
any  licensee  who  loses  his  license 
or  whose  license  is  suspended  and 
who  appeals  to  the  district  court 
for  review  of  such  action  must  now 
carry  the  burden  of  prosecuting  his 
appeal.  With  this  change,  the  ques- 
tion for  the  court  on  appeal  of  an 
order  by  the  Board  is  whether  the 
board’s  order  is  in  line  with  the  sub- 
stantial evidence  which  was  present- 


ed to  the  Board.  Thus,  all  the  evi- 
dence adduced  before  the  Board  of 
Medical  Examiners  will  be  reviewed 
by  the  court  instead  of  the  present 
appeals  procedure  where  the  trial  is 
conducted  just  as  if  the  Board  of 
Medical  Examiners  had  never  en- 
tered an  order  of  any  kind  and  was 
filing  its  case  against  a doctor  in 
the  district  court  for  the  first  time. 

The  Medical  Assistance  Act  of  1967 
(Title  XIX — "Medicaid”):  The  Sen- 
ate Bill  2 and  House  Bill  498  were 
companion  bills  and  introduced  to 
implement  in  Texas  Title  XIX  of  the 
Social  Security  Act. 

The  bill  provides  for  the  usual 
and  customary  fees  to  be  paid  for 
physicians’  services,  complete  free- 
dom of  choice  for  physicians  to 
choose  or  reject  prospective  pa- 
tients, and  the  option  for  the  De- 
partment of  Public  Welfare  to  select 
a fiscal  intermediary  for  administra- 
tion. While  direct  billing  is  not  pro- 
hibited by  this  act,  present  federal 
law  prohibits  such  a practice.  The 
Title  XIX  Bill  as  passed  and  the 
moneys  appropriated  therefor  by 
the  general  appropriations  bill  indi- 
cate that  implementation  will  be 
limited  to  the  mandatory  groups 
and  required  services. 

Dr.  Charles  Max  Cole  of  Dallas 
and  his  Special  Title  XIX  Committee 
from  the  TMA  joined  committees 
from  other  groups  in  the  health 
care  field  to  prepare  this  bill  for 
presentation  to  the  Legislature.  It 
is  a credit  to  this  advisory  commit- 
tee that  not  one  amendment  was 
placed  on  S.B.  2 or  H.B.  498. 

Emergency  Room  Service:  A bill  was 
introduced  in  the  Senate  which 
would  amend  the  Hospital  Licensing 
Act  to  require  that  “any  hospital 
shall  render  emergency  first  aid  ser- 
vice to  any  person  brought  to  the 
hospital  in  an  emergency  condition 
regardless  of  the  financial  situation 
of  the  person.”  House  Bill  1196 
went  even  further  and  required  the 
hospital  to  provide  "emergency 
medical,  surgical,  or  obstetrical 
care.” 

These  bills  were  introduced  in  re- 
sponse to  the  public  reaction  to  in- 
cidents in  Houston  and  San  Antonio 
where  emergency  cases  were  alleg- 
edly turned  away  from  emergency 
rooms  or  sent  from  one  hospital  to 
another. 

All  parties  recognize  that  a prob- 
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lem  exists  in  this  field,  but  TMA 
took  the  position  that  legislation  re- 
quiring hospitals  of  all  sizes  and  all 
types  to  provide  certain  emergency 
room  care  would,  in  effect,  authorize 
the  hospital  (a  corporation)  to  hire 
physicians.  For  this  and  other  rea- 
sons, the  Association  opposed  these 
bills. 

Neither  of  the  bills  passed, 
though  a Senate  Concurrent  Resolu- 
tion, which  was  supported  by  the 
Association,  was  passed;  and  an 
interim  study  committee  created 
thereunder  will  be  formed  to  study 
what  is  needed  in  emergency  room 
care.  TMA  will  be  a participant  in 
the  hearings  scheduled  during  this 
study. 

Therapeutic  Abortion  Bill:  The  thera- 
peutic abortion  bill,  introduced  by 
Sen.  George  Parkhouse  as  S.B. 
275,  was  reported  favorably  by  the 
committee  but  was  never  acted 
upon  by  the  Senate  as  a whole. 
There  was  no  companion  legislation 
introduced  in  the  House. 

Physicians  actively  participated 
in  the  Senate  hearing  on  this  bill 
both  for  the  legislation  and  oppos- 
ing the  legislation.  In  its  Annual 
Session  in  Dallas  in  May,  the  TMA 
House  of  Delegates  took  the  position 
that  the  Association  would  not  at 
that  time  support  Senate  Bill  275 
and  authorized  the  TMA  President 
to  appoint  a new  special  committee 
to  study  this  problem  in  depth. 

Board  of  Physical  Therapist  Exami- 
ners: This  bill  (H.B.  1120)  would 
have  established  a board  for  physi- 
cal therapists  and  provided  for  li- 
censure thereunder.  The  Texas  Med- 
ical Association  opposed  H.B.  1120 
for  the  reason  that  the  bill  would 
authorize  the  “treatment  of  a bodily 
or  mental  condition”  by  one  un- 
trained in  scientific  medicine,  and 
because  the  definition  of  physical 
therapy  was  so  closely  akin  to  the 
definition  in  the  naturopathy  act 
which  was  held  to  be  unconstitu- 
tional. During  the  committee  hear- 
ing on  this  bill  several  California 
witnesses  appeared  in  support  of 
the  proposed  legislation.  The  bill 
died  in  committee  with  no  official 
action. 

Board  of  Health  Bill:  H.B.  580 
sought  to  amend  Article  4415a  by 
expanding  the  Texas  State  Board  of 
Health  from  9 to  12  members.  The 
present  Board  of  Health  is  made  up 


of  nine  gubernatorial  appointees: 
six  physicians,  one  dentist,  one 
pharmacist,  and  one  civil  engineer. 
This  bill  sought  to  add  to  the  Board 
three  additional  members:  One  doc- 
tor of  veterinary  medicine,  one  doc- 
tor of  medicine  experienced  in  pub- 
lic health  or  one  doctor  of  veteri- 
nary medicine  experienced  in  veteri- 
nary public  health,  and  one  hospital 
administrator. 

The  Association  opposed  this  bill 
on  the  grounds  that  the  present 
Board  was  outstanding  and  the  en- 
largement would  only  serve  to  cre- 
ate a clamor  for  representation  on 
the  Board  by  every  professional 
group  in  the  health  care  field.  Be- 
fore the  committee  considering  this 
bill,  licensed  vocational  nurses,  reg- 
istered nurses,  tuberculosis  nurses, 
optometrists,  podiatrists,  and  other 
such  groups  sought  Board  represen- 
tation. The  bill  was  considered  by 
the  sub-committee  but  never  report- 
ed back  by  the  committee  for  floor 
action.  No  companion  legislation 
was  introduced  in  the  Senate. 

Other  Medical  Interest  Legislation: 
In  other  important  legislation  which 
affects  medicine,  the  Business  and 
Commerce  Code  (House  Bill  293) 
was  amended  to  exempt  the  furnish- 
ing of  human  blood  from  the  provi- 
sions of  that  portion  of  the  code 
which  sets  out  that  products  to  be 
used  for  human  consumption  shall 
have  implied  warranties  of  fitness 
and  purity. 

The  Texas  State  Commission  for 
the  Deaf  was  created  through  the 
passage  of  House  Bill  25.  In  order 
to  provide  for  operations  for  deaf 
children  under  existing  programs, 
Article  4419c  V.T.C.S.  was  amended 
to  further  define  the  term  “crippled 
child”  to  include  children  with  bone 
defects.  In  a related  bill,  the  De- 
partment of  Health  was  directed  to 
provide  psychological  and  audiologi- 
cal  tests  to  deaf  or  hard  of  hearing 
persons  under  the  provisions  of 
H.B.  273. 

Through  the  passage  of  Senate 
Bill  17,  the  Dangerous  Drug  Act 
(Article  726d,  V.T.P.C.)  was  amend- 
ed to  include  LSD  and  other  hallu- 
cinogens under  this  act. 

Approximately  48  bills  were 
passed  which  created  hospital  dis- 
tricts or  amended  laws  relating  to 
previously-created  hospital  districts. 
Each  of  these  bills  was  examined 


and,  where  necessary,  amended  to 
insure  that  the  hospital  districts 
would  not  be  authorized  to  hire  phy- 
sicians as  salaried  employees  to 
practice  medicine. 

The  Insurance  Code  was  amend- 
ed through  the  passage  of  S.B.  19 
to  require  that  each  insurance  poli- 
cy state  explicitly  which  of  the  vari- 
ous practitioners  of  the  healing  arts 
would  be  paid  under  the  terms  of 
the  insurance  policies  and  which 
would  not. 

Some  17  pieces  of  legislation 
dealing  with  mental  health  were  en- 
acted by  the  60th  Texas  Legislature. 
Of  most  interest  to  physicians  are 
the  bills  which  allow  the  Depart- 
ment of  Mental  Health  and  Mental 
Retardation  to  make  contract  for 
provision  of  mental  health  and  men- 
tal retardation  services  (S.B.  236); 
the  authorization  for  the  depart- 
ment to  operate  halfway  houses  and 
community  centers  (H.B.  509);  the 
authorization  which  allows  munici- 
palities and  state-supported  entities 
located  within  hospital  districts  to 
participate  in  mental  health  and 
mental  retardation  programs,  or 
public  health  services,  if  this  Con- 
stitutional Amendment  is  approved 
by  the  vote  of  the  people  (H.J.R. 
37);  and  H.B.  563  which  relates  to 
the  eligibility  of  community  mental 
health  and  mental  retardation  cen- 
ters to  receive  state  grants  and  aid. 

Included  among  the  new  laws  re- 
lating to  driver  safety  and  motor 
vehicles,  H.B.  356  provides  for  the 
Texas  State  Department  of  Health 
to  recommend  policies  relating  to 
medical  aspects  of  driver  licensing, 
traffic  safety,  and  accident  investi- 
gation to  the  Department  of  Public 
Safety. 

Of  the  various  driver  safety  bills 
introduced,  H.B.  165,  which  was 
supported  by  TMA,  was  one  of  the 
most  far-reaching.  This  bill  would 
have  authorized  a physician  to  with- 
draw blood  from  a suspected  intoxi- 
cated driver,  established  by  law  an 
“implied  consent”  for  such  a with- 
drawal, and  provided  for  a uniform 
chemical  test  for  intoxication.  H.B. 
165  was  not  enacted  into  law. 

Several  bills  were  introduced 
which  would  have,  if  passed,  estab- 
lished medical  and  dental  schools 
in  various  Texas  cities.  The  House 
passed  a bill  which  authorized  The 
University  of  Texas  to  establish  a 
dental  branch  in  Dallas  and  an  addi- 
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tional  medical  school  in  Houston. 
This  bill  was  not  acted  upon  by  the 
Senate  nor,  indeed,  even  heard  by 
the  Senate  State  Affairs  Committee. 

During  the  closing  days  of  the 
60th  legislative  session.  House  Con- 
current Resolution  153  was  intro- 
duced which  would  have  established 
a special  interim  committee  of  the 
Texas  Legislature  to  study  the  possi- 
ble conflict  of  interest  “through 
physicians  owning  interest  in  phar- 
maceutical corporations  and  drug 
stores,”  the  practice  of  describing 
particular  drugs  by  “trademark 
rather  than  generic  name  in  pre- 
scriptions written  by  physicians," 
the  practice  of  physicians,”  refus- 
ing to  cooperate  in  provisions  of 
Medicare  and  charging  additional 
fees  to  a patient  if  assisting  him  to 
collect  his  insurance  or  Medicare 
claims,”  the  practice  of  “increasing 
fees  by  physicians  where  patient  is 
covered  by  Medicare,”  and  the  “ris- 
ing medical  costs  in  general.”  This 
resolution  was  never  brought  to  the 
floor  of  the  House  for  action,  and  it 
died  in  the  committee  to  which  it 
had  been  referred. 

Obvious  limitations  of  space  pre- 
vent the  detailing  of  all  the  legisla- 
tion which  was  introduced  relating 
to  the  practice  of  medicine.  Many 
other  medically-related  bills  were  in- 
cluded among  the  1,995  bills  intro- 
duced during  the  past  session.  This 
summary  is,  however,  a quick 
glance  at  the  recent  60th  Legisla- 
tive Session  from  the  physician’s 
viewpoint. 

PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 

TEXAS  WOMAN  ELECTED 
TO  AMA  AUXILIARY  POST 

Mrs.  R.  C.  L.  Robertson  of  Hous- 
ton was  elected  vice-president  of 
the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association  during  the 
44th  annual  convention  of  the  group 
in  Atlantic  City  in  June. 

Mrs.  Robertson  is  an  honorary 
president  of  the  Harris  County  Med- 
ical Society  and  has  served  as  na- 
tional auxiliary  bulletin  circulation 
chairman.  She  was  president  of  the 
Harris  County  woman’s  auxiliary  in 
1957-58  and  of  the  Woman’s  Auxil- 
iary to  the  Texas  Medical  Associa- 
tion in  1962-63. 


PERSONALS 

Dr.  Durwood  E.  Neal  of  Fort  Worth 
was  installed  as  president  of  the 
Texas  Academy  of  General  Practice 
during  the  academy’s  three-day 
meeting  in  Austin  in  June.  He  suc- 
ceeds Dr.  Silas  W.  Grant  of  Hills- 
boro. Dr.  Sam  A.  Nixon  of  Floresville 
was  named  president-elect  of  the 
academy.  Other  officers  include  Dr. 
Anthony  L.  Grizzaffi  of  Corsicana, 
vice-president;  Dr.  B.  B.  Westbrook, 
Jr.,  of  Beaumont,  treasurer;  and  Dr. 
Charles  E.  Oswalt,  Jr.,  of  Fort  Stock- 
ton,  delegate  to  the  American  Acad- 
emy of  General  Practice.  Mr.  C.  Lin- 
coln Williston  of  Austin,  Executive 
Secretary  of  Texas  Medical  Associa- 
tion, was  honored  by  the  academy 
for  his  work  in  promoting  the  ad- 
vancement of  medicine  in  Texas. 

Dr.  D.  A.  Corgill  of  Dallas  addressed 
members  of  the  American  Academy 
of  Facial  Plastic  and  Reconstructive 
Surgery,  Inc.,  at  the  academy's  an- 
nual meeting  in  Montreal  in  May. 
Dr.  Corgill  described  operations  on 
35  patients  to  reconstruct  their 
mandibles. 

Dr.  Benjy  F.  Brooks  of  Houston  re- 
ceived one  of  three  Distinguished 
Alumnus  Citations  from  North  Texas 
State  University  in  May.  Dr.  Brooks 
is  clinical  instructor  in  surgery  at 
Baylor  University  College  of  Medi- 
cine and  associate  professor  of  pe- 
diatric surgery  at  the  University  of 
Texas  Graduate  School  of  Biomedi- 
cal Sciences.  Dr.  Brooks  received  a 
B.S.  degree  from  North  Texas  in 
1938  and  an  M.S.  degree  in  1940. 

Dr.  Frank  B.  Malone  of  Lubbock  was 
presented  the  Boy  Scout  Silver  Ante- 
lope award  in  Fort  Worth  in  May. 
The  award,  which  recognizes  long 
and  outstanding  work  in  scouting, 
was  presented  by  Region  Nine  of 
Boy  Scouts  of  America  which  in- 
cludes Texas,  New  Mexico,  and  Okla- 
homa. 

Dr.  George  Willeford  of  Harlingen  is 
the  author  of  a newly-published 
book,  The  Medical  Word  Finder,  a 
guide  to  the  correct  spelling,  word 
division,  capitalization,  and  pronun- 
ciation of  medical  terms.  The  book  is 
designed  for  use  by  medical  secre- 
taries, dental  office  personnel,  clini- 
cal laboratory  secretaries  and  tech- 
nicians, medical  libraries,  insurance 
company  secretaries,  legal  secretar- 
ies, medical  and  nursing  students. 
The  book  is  divided  into  four  sec- 


tions: an  alphabetical  list  of  com- 
monly used  medical  words  correctly 
divided,  a phonetic  word  list  enabl- 
ing the  reader  to  locate  the  correct 
medical  word  and  spelling  even  if 
completely  unfamiliar  with  the  word, 
a list  of  categories  (arteries,  veins, 
muscles,  diseases,  syndromes,  com- 
monly performed  tests,  and  surgical 
incisions),  and  a list  of  frequently 
used  medical  abbreviations  and  the 
words  or  phrases  to  which  they 
refer. 

Dr.  A.  Rex  Kirkley  of  Dallas  became 
assistant  manager  of  the  American 
Medical  Association’s  Washington, 
D.  C.,  office  on  July  1.  He  was 
previously  medical  director  of  Blue 
Cross-Blue  Shield  of  Texas. 

The  Andrews,  Texas,  Outstanding 
Citizen  for  1966  award  went  to  Dr. 
Z.  W.  Hutcheson,  Jr.  The  award  was 
presented  at  a meeting  of  the  town’s 
chamber  of  commerce  in  June. 

Three  Texans  have  received  resi- 
dency training  grants  from  the 
Southern  Medical  Association.  Re- 
cipients are  Drs.  Charles  D.  Haun- 
child  and  Robert  L.  Jetton,  both  of 
Houston,  and  Michael  Howard  of 
Galveston. 


POSTGRADUATE  COURSE 

Diagnostic  Ultrasound 

The  Division  of  Neurosurgery  of  The 
University  of  Texas  Medical  Branch 
at  Galveston  has  begun  to  offer  reg- 
ular courses  in  the  use  of  diagnostic 
ultrasound.  Under  the  direction  of  Dr. 
John  E.  Coe,  assistant  professor  of 
neurosurgery,  these  courses  will  in- 
clude the  basic  physical  principles, 
detection  of  brain  midline  displace- 
ment due  to  space-occupying  le- 
sions, measurement  of  the  third  and 
lateral  ventricles,  changes  in  third 
ventricle  size  during  stereotactic 
procedures,  experiences  with  echoen- 
cephalography  in  hydrocephalus,  the 
use  of  echocardiograms  for  cardio- 
vascular diagnosis  of  pericardial  ef- 
fusion and  evaluation  of  mitral  ste- 
nosis, and  demonstration  of  obstet- 
ric basic  principles  for  measurement 
of  fetal  head  size. 

Further  information  may  be  ob- 
tained from  Dr.  John  E.  Coe,  Room 
703  ME,  The  University  of  Texas 
Medical  Branch,  Galveston  77550. 
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CONFERENCE  ON  EMERGENCY  ROOM  CARE 

A Conference  on  Emergency  Room  Care  will  be  sponsored  by 
Texas  Medical  Association  and  Texas  Hospital  Association  on 
Saturday,  July  29,  at  the  Villa  Capri  Motor  Hotel  in  Austin. 
The  morning-  program  will  feature  six  speakers  on  emergency 
room  problems.  Another  speaker  will  participate  at  a luncheon, 
and  the  afternoon  program  will  feature  workshop  discussion 
groups  and  presentations  of  case  histories  in  emergency  service. 
Morning  speakers  and  their  discussion  topics  will  be  Dr.  Donald 
Kozoll  of  Chicago,  director  of  admitting  services  and  medical 
recoi'ds,  Cook  County  Hospital,  “Some  Causes  for  the  Crisis  in 
Emergency  Medical  Care”;  Dr.  Richard  P.  Manegold  of  Chicago, 
director,  Department  of  Hospitals  and  Medical  Facilities,  Amer- 
ican Medical  Association,  “Staffing  Emergency  Rooms”;  Mr. 
Steven  Sieverts  of  Pittsburgh,  associate  executive  director,  Hos- 
pital Planning  Association  of  Allegheny  County,  “The  Role  of 
the  Hospital  in  Providing  Emergency  Room  Care”;  Dr.  Walter 
W.  Carroll  of  Chicago,  member,  Joint  Commission  on  Accredita- 
tion of  Hospitals,  “Standards  of  the  Joint  Commission  as  They 
Relate  to  Emergency  Room  Care”;  Dr.  Robert  Mayo  Tenery  of 
Waxahachie,  chairman,  TMA  Council  on  Constitution  and  By- 
Laws,  “Medical  Ethics  Consideration  in  Emergency  Room 
Care”;  and  Mr.  Philip  R.  Overton  of  Austin,  general  counsel  to 
TMA,  “Legal  Considerations  in  Providing  Emergency  Care.” 
The  Hon.  Chet  Brooks  of  Pasadena,  state  senator  from  the 
Seventh  Senatorial  District,  State  of  Texas,  will  speak  on 
“Emergency  Room  Care  and  the  Public  Interest,”  at  the  lunch- 
eon conference. 

Case  histories  of  the  successful  solution  of  difficult  problems 
connected  with  emergency  room  operation  will  be  presented  by 
Texas  physicians  and  hospital  administrators.  Workshops,  brok- 
en down  according  to  speakers’  topics,  will  give  conference 
registrants  an  opportunity  to  ask  questions  and  to  participate 
in  the  program. 

Registration  fee  for  the  conference  will  be  $25  for  three  repre- 
sentatives from  each  hospital  represented  with  a charge  of  $5 
for  each  hospital  representative  in  addition  to  three.  The  con- 
ference will  prove  especially  valuable  for  hospital  administra- 
tors, chiefs  of  medical  staffs,  supervisors  of  emergency  services, 
nursing  supervisors  of  emergency  services,  and  other  medical 
personnel  interested  in  improving  emergency  room  care. 

Mr.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701,  is 
Executive  Secretary  of  Texas  Medical  Association.  Mr.  O.  Ray 
Hurst,  6225  US  Highway  290  E.,  is  executive  director  of  Texas 
Hospital  Association. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE 

The  45th  annual  session  of  the  American  Congress  of  Rehabilita- 
tion Medicine  will  be  held  at  the  Americana  Hotel,  Bal  Harbour, 
Miami  Beach,  Fla.,  Aug.  27-Sept.  1.  The  program  will  include 
multiple  scientific  sessions,  a symposium  on  clinical  manage- 
ment of  disability,  the  showing  of  films  on  rehabilitation  medi- 
cine, a session  on  orthotics,  and  scientific  and  technical  exhibits 
on  recent  research  and  clinical  applications  in  the  field  of  re- 
habilitation medicine. 

The  American  Academy  of  Physical  Medicine  and  Rehabilitation 
will  hold  its  29th  annual  assembly  Aug.  28-29  in  conjunction 
with  the  meeting  of  the  congress.  The  academy’s  program  will 
include  symposia  on  peripheral  vascular  physiology  and  disease 
and  disabilities  of  genetic  origin,  and  seminars  on  pulmonary 
disabilities  and  sports  injuries. 

Dr.  E.  W.  Lowman,  30  N.  Michigan  Ave.,  Chicago  60602,  is 
president  of  the  American  Congress  of  Rehabilitation  Medicine. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


TEXAS  STATE  BOARD  OF  MEDICAL 
EXAMINERS,  San  Antonia,  Aug-.  23-27, 
1967.  Dr.  M.  H.  Crabb,  1714  Medical  Arts 
Bldg.,  Fort  Worth  76102,  Sec. 


THE  14TH  WESTERN  CARDIAC  CON- 
FERENCE will  be  held  Aug.  16-18  at 
the  University  of  Colorado  Medical  Center, 
Denver.  The  conference  course  title  will  be 
“Problems  in  Clinical  Cardiology”  and 
will  include  workshops  on  Coronary  Care 
Diagnostic  Procedures-ECG,  symposiums  on 
Cardiac  Emergencies,  Therapy-Pulmonary 
Embolism ; and  speakers  from  the  Uni- 
versity of  Colorado  and  private  practice  in 
Colorado.  Further  information  is  available 
from  the  Colorado  Heart  Association,  1375 
Delaware  St.,  Denver,  Colo.  80204. 


AMERICAN  HOSPITAL  ASSOCIATION, 
Chicago,  Aug.  21-24,  1967.  Mr.  James  E. 
Hague,  840  N.  Lake  Shore  Dr.,  Chicago 
60611,  Sec. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION  (Pub- 
lie  Relations  Conference),  Austin,  Sept. 
30,  1967.  Mr.  C.  Lincoln  Williston,  1801 
North  Lamar  Blvd.,  Austin  78701,  Exec. 
Sec. 


TEXAS  HEART  ASSOCIATION,  Dallas, 
Sept.  22-24,  1967.  Mr.  Ernest  T.  Guy,  P. 
O.  Box  25041,  Houston  77005,  Exec.  Dir. 


TEXAS  PEDIATRIC  SOCIETY,  Houston, 
Sept.  28-30,  1967.  Dr.  C.  E.  Gilmore,  811 
Bonham,  Paris  75460,  Sec. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Dallas,  Sept.  15-23,  1967.  Mr. 
M.  F.  Cahal,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.,  64112,  Exec.  Sec. 
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BLACKFORD  MEMORIAL  LECTURES,  Sherman,  Sept. 
9-10,  1967.  Dr.  Fred  W.  Shelton,  600  N.  Highland  Ave., 
Sherman  75090,  Chairman. 


AMERICAN  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS,  Hot  Springs,  Va.,  Sept.  7-9, 
1967.  Dr.  R.  B.  Wilson,  200  First  St.  S.  W.,  Rochester, 
Minn.,  65902,  Exec.  Sec. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Las 
Vegas,  Sept.  30-Oct.  4,  1967.  Mr.  J.  W.  Andes,  616  Busse 
Highway,  Park  Ridge,  111.,  60608,  Exec.  Sec. 


AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Chicago,  Sept.  22-30,  1967.  Dr.  William  D.  Dolan,  5129 
N.  16th  St.,  Arlington,  Va.,  22205,  Sec.-Treas. 


OCTOBER 


TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH.  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 


TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES  (Examinations),  Austin,  October, 
1967.  Mrs.  Betty  J.  Anderson,  201  E.  14th  St.,  Austin 
78701,  Exec.  Sec. 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres,  Box  2276, 
Amarillo  79106,  Acting  Exec.  Sec. 


THIRD  DISTRICT  SOCIETY,  Lubbock,  Oct.  14,  1967. 
Dr.  Louis  Devanney,  2209  W.  7th,  Amarillo  79106,  Sec. 


SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Bermuda, 
Oct.  1-3,  1967.  Dr.  Mark  A.  Griffin,  Jr.,  Appalachian 
Hall,  Asheville,  N.C.,  28803,  Sec.-Treas. 


AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  15  Second  St.  S.  W.,  Rochester,  Minn. 
66901,  Exec.  Sec. 


AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Oct.  18-20,  1967.  Mr.  Charles  R,  Ebersol,  219  E.  42nd 
St.,  New  York  10017,  Sec. 


AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Los 
Angeles,  Oct.  29-Nov.  1,  1967.  Daniel  Weiss,  33  W.  60th 
St.,  New  York  10023,  Exec.  Diri 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec. 
Sec. 


AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
2-6,  1967.  Dr.  Samuel  P.  Harbison,  55  E.  Erie  St.,  Chi- 
cago, 111.  60611. 


AMERICAN  HEART  ASSOCIATION,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10010,  Exec.  Dir. 
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AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  INC., 
Miami  Beach,  Fla.,  Oct.  23-27,  1967.  Dr.  B.  F.  Mattison, 
1790  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Houston,  Oct.  6-7,  1967.  Mr.  H.  E. 
Northam,  186  N.  Wabash,  Chicago  60601,  Exec.  Dir. 


NOVEMBER 

GASTROENTEROLOGY  RESEARCH  GROUP,  Chicago, 
Nov.  3,  1967.  Dr.  Frank  P.  Brooks,  3400  Spruce  St., 
Philadelphia,  19104,  Sec. 

TEXAS  NURSING  HOME  ASSOCIATION,  Houston.  Nov. 
8-10.  John  M.  Crawford,  Jr.,  6226  Highway  290  E., 
Austin  78723,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
Birmingham,  Ala.  35205. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  INC., 
Atlanta,  Ga„  Nov.  29-Dec.  3,  1967.  Mrs.  Gertrude  F. 
Conroy,  1740  Broadway,  New  York,  N.Y.  10019,  Exec. 
Dir. 

GASTROENTEROLOGY  RESEARCH  GROUP  (forum), 
Chicago,  Nov.  3,  1967.  Dr.  George  HaUenbeck,  Mayo 

Clinic,  Rochester,  Minn.  55901,  Sec. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier,  1744 
S.  68th  St.,  Lincoln,  Neb.,  68104,  Sec. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  December  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77550,  Sec. 

TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
Dec.  1,  1967.  Dr.  Earle  Scharff,  Jr.,  800  Fifth  Ave.,  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin.  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff.  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 


JANUARY 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 


TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  26-27, 
1968.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale  St., 
Fort  Worth  76104,  Sec. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view 75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY.  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76601, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192, 
Austin  78703,  Sec.-Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso. 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago, 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  18-20,  1968.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE, 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 


APRIL 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.  SW,  Rochester, 
Minn.  55901,  Sec. 


MAY 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston.  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 
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-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


-SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


* AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


NURSING  and 
RETIREMENT  HOME 
CARE  AT  ITS  FINEST! 

Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


* All  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

*Certified  for  Medicare 


C.  B.  FRANCIS 
PRESIDENT 


First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 


C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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MEDICINE  IN  LITERATURE 


Recent  Cardiovascular  Reference  Works 
Explore  Various  Aspects  of  Heart,  Blood 


Hematologic  Problems  in  The  New- 
born, vol.  4 in  the  series  Major 
Problems  in  Clinical  Pediatrics. 

F.  A.  Oski  and  J.  L.  Naiman,  294 
pp.,  ilius.,  Philadelphia,  W.  B. 
Saunders  Co.,  1966,  $11. 

ALTHOUGH  THE  TITLE  states  the 
main  purpose  of  the  text,  namely  a 
discussion  of  both  the  normal  and 
abnormal  hematologic  processes  of 
the  first  month  of  life,  the  book’s 
contents  are  not  limited  to  this  nar- 
row age  segment.  The  authors  clear- 
ly and  succinctly  review  many  as- 
pects of  pediatric  hematology  from 
early  fetal  life  to  several  months  of 
age. 

Excellent  descriptions  of  the  dis- 
orders of  the  formed  elements  of 
the  blood  and  coagulation  are  seen 
in  the  majority  of  the  nine  chapters. 
The  bibliography  is  carefully  docu- 
mented and  up  to  date.  The  illustra- 
tions, tables,  and  charts  are  under- 
standable and  helpful. 

This  small,  readable  book  should 
provide  a useful  guide  to  all  physi- 
cians who  care  for,  or  are  interested 
in,  the  newborn  infant. 

— JOAN  WINDMILLER,  M.D., 
Dallas. 

Congestive  Heart  Failure,  Ralph  M. 
Myerson  and  Bernard  H.  Pastor, 
174  pp.,  ilius.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1967,  $12.85. 

THE  AUTHORS'  stated  aim  is  to 
correlate  the  fundamental  distur- 
bances and  the  clinical  picture  of 
congestive  failure:  They  have  ex- 
celled in  this  endeavor.  The  first 
part  of  Congestive  Heart  Failure 
consists  of  detailed  reviews  and  il- 
lustrations on  histology  and  the 
electrical  currents  present  in  the 
myocardium.  A second  part  delves 
into  the  mechanics  of  cardiac  out- 
put, the  relation  of  hypertrophy  and 
dilation,  and  other  pertinent  materi- 
al. Theories  of  failure  are  discussed. 
Other  facets  to  get  attention  in 


the  book  are  the  diagnosis  of  fail- 
ure, the  treatment  of  congestive 
failure,  refractory  heart  failure, 
and  acute  pulmonary  edema.  Both 
right,  left,  and  combined  failure  are 
covered  at  length;  and  the  various 
types  of  conditions  producing  fail- 
ure are  included. 

The  treatment  of  congestive  fail- 
ure should  be  of  help  to  all  physi- 
cians. Both  standard  and  recent 
drugs  and  techniques  of  treatment 
are  described. 

Problems  of  the  correct  diagnosis 
and  overlooked  complications  of  re- 
fractory heart  failure  are  empha- 
sized, along  with  the  enumeration 
and  explanation  of  unusual  mea- 
sures in  treating  refractory  cases. 

Information  given  concerning  the 
causes,  treatment,  and  the  preven- 
tion of  recurrences  of  pulmonary 
edema  complete  the  book. 

This  text  was  not  written  for  the 
cardiologist;  but  the  house  staff, 
the  general  practitioner,  and  the  in- 
ternist should  find  it  of  considerable 
value. 

—EDWARD  V.  SWIFT,  M.D., 
Burnet. 

Peripheral  Arterial  Diseases.  Wiley  F. 

Barker,  vol.  4 in  the  series  Major 

Problems  in  Clinical  Surgery,  229 

pp.,  ilius.,  Philadelphia,  W.  B. 

Saunders  Co.,  1966,  $8.50. 

THIS  FOURTH  VOLUME  in  the  series, 
Major  Problems  in  Clinical  Surgery, 
is  the  first  to  be  focused  on  vascu- 
lar surgery.  In  it,  Dr.  Barker  con- 
cisely reviews  the  basic  pathology 
and  physiology  of  peripheral  vascu- 
lar lesions,  defines  the  indications 
for  and  limitation  of  corrective  sur- 
gery, and  provides  practical  and  up- 
to-the-minute  details  of  operative 
technique. 

This  volume  should  prove  of  spe- 
cial value  to  all  whose  interest  and 
previous  training  have  drawn  them 
into  this  rapidly  expanding  surgical 
field. 


Fundamentals  of  Clinical  Hematolo- 
gy, ed.  2,  B.  S.  Leavell  and  0.  S. 
Thorup,  Jr.,  597  pp.,  ilius.,  Phila- 
delphia, W.  B.  Saunders  Co., 
1966,  $12.50. 

THE  GOAL  of  the  second  edition, 
like  that  of  the  first,  is  the  produc- 
tion of  a concise,  readable,  and  yet 
comprehensive  volume  on  clinical 
hematology. 

Disease  is  viewed  as  an  expres- 
sion of  a derangement  in  normal 
metabolism.  In  order  to  provide  a 
sound  foundation  for  understanding, 
the  problems  involved  in  disease 
and  relevant  physiologic  processes, 
such  as  iron  metabolism  and  blood 
coagulation,  are  reviewed  before  the 
related  clinical  disorders  are  dis- 
cussed. An  attempt  is  made  to  re- 
late each  disease  to  a specific  de- 
fect in  metabolism  or  to  an  abnor- 
mality in  some  physiologic  process. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Chess,  S.,  Thomas,  A.,  and  Birch, 
H.  G.:  Your  Child  is  a Person,  New 
York,  Viking  Press,  1965. 

Ciba  Foundation  Symposium,  Ethics 
in  Medical  Progress:  with  special 
reference  to  transplantation,  G.  E. 
W.  Wolstenholme,  and  Maeve 
O’Connor  (eds.),  Boston,  Little, 
Brown  and  Co.,  1966. 

Ciba  Foundation  Symposium,  Princi- 
ples of  Biomolecular  Organiza- 
tion, G.  E.  W.  Wolstenholme,  and 
Maeve  O'Connor  (eds.),  Boston, 
Little,  Brown  and  Co.,  1966. 

Green,  T.  H.,  Jr.:  Gynecology:  essen- 
tials of  clinical  practice,  ed.  1, 
Boston,  Little,  Brown  and  Co., 
1965. 

Goshen,  C.  E.:  Documentary  History 
of  Psychiatry,  A Source  Book  on 
Historical  Principles,  New  York, 
Philosophical  Library,  1967. 

Levoy,  R.  P.:  The  $1,000,000  Prac- 
tice and  How  To  Build  It,  Engle- 
wood Cliffs,  N.J.,  Prentice-Hall, 
Inc.,  1966. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayei ~ standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike 

^ : «-L  ~ - f 
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TEXAS  MEDICINE 


Deaths 


DR.  F.  H.  CARIKER 

Dr.  Fred  Hancock  Cariker,  70,  died 
April  14,  1967,  in  an  Amarillo  hos- 
pital. He  practiced  in  Childress  from 
1920  to  1963  when  he  retired. 

A native  of  Clayton,  Tex.,  he  was 
born  on  July  19,  1896,  the  son  of 
Dr.  Fred  W.  and  Maude  Hancock 
Cariker.  A graduate  of  Henderson 
High  School  in  Henderson,  Tex.,  he 
attended  The  University  of  Texas 
in  Austin  and  was  graduated  from 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  1919.  He 
interned  at  John  Sealy  Hospital, 
also  in  Galveston.  He  practiced  for 
a short  time  in  Wichita  Falls  before 
moving  to  Childress  in  1920. 

On  Dec.  16,  1920,  Dr.  Cariker 
and  the  former  Edythe  Confer  of 
Watsontown,  Pa.,  were  married  at 
the  Nurses  Home  at  John  Sealy 
Hospital  in  Galveston. 

Dr.  Cariker  served  in  the  Medical 
Enlisted  Reserve  Corps  during  his 
senior  year  in  medical  school.  Also 
during  his  senior  year,  he  was  presi- 
dent of  the  student  body.  He  was 
a member  of  Nu  Sigma  Nu  medical 
fraternity.  During  World  War  II  he 
was  a local  examiner  for  the  draft 
board. 

A past  president  of  Armstrong- 
Donley  - Childress  - Collingsworth  - 
Wheeler  Counties  Medical  Society, 
he  was  an  honorary  member  of  the 
Texas  Medical  Association,  and  be- 
longed to  the  American  Medical  As- 
sociation. He  was  an  elder  in  the 
First  Presbyterian  Church  in  Chil- 


dress and  was  a former  Mason, 
member  of  the  International  Order 
of  Oddfellows  and  of  the  Rotary 
Club. 

He  is  survived  by  his  wife;  two 
sons,  Fred  H.  Cariker,  Jr.,  of  Ama- 
rillo, and  Joe  W.  Cariker  of  West 
Columbia,  Tex.;  one  brother,  Frank 
G.  Cariker  of  Marshall,  Tex.;  two  sis- 
ters, Mrs.  James  Dorsey  and  Mrs. 
John  Rudisill,  both  of  Nacogdoches; 
and  five  grandchildren. 


DR.  J.  C.  PARSONS 

San  Antonio  industrial  surgeon, 
Dr.  John  Charles  Parsons,  died  there 
on  April  10,  1967,  of  a cerebro- 
vascular disease.  He  was  52. 

Born  April  9,  1915,  in  Paducah, 
Ky.,  he  was  the  son  of  Dr.  William 
Henry  (D.D.S.)  and  Agnes  Ramage 
Parsons.  He  attended  Texas  A & M 
University  in  College  Station  and  St. 
Mary’s  University  in  San  Antonio.  In 
1940  he  was  graduated  from  Baylor 
University  College  of  Medicine.  He 
took  his  internship  and  residency  at 
Robert  B.  Green  Memorial  Hospital 
in  San  Antonio.  In  1941  he  began 
his  practice  in  San  Antonio. 

A past  president  of  the  Interna- 
tional Medical  Assembly  of  South- 
west Texas,  he  was  a member  of 
the  Bexar  County  Medical  Society, 
Texas  Medical  Association,  American 
Medical  Association,  Industrial  Medi- 
cal Association,  American  Society  of 
Abdominal  Surgeons,  and  South- 
western Surgical  Congress.  He  was 
a past  president  of  the  Texas  In- 
dustrial Medical  Association. 

Dr.  Parsons  served  on  the  staffs 
of  Nix  Memorial,  Santa  Rosa,  and 
Baptist  Memorial  hospitals,  and 
Grace  Lutheran  Sanitarium  in  San 
Antonio.  A deacon  in  Trinity  Baptist 
Church,  he  also  served  on  the  Fed- 
eral Aviation  Agency  board. 

Survivors  include  his  wife,  the 
former  Ruby  Maddox,  a son,  John  C. 
Parsons,  III;  two  daughters,  Misses 
M’Lissa  and  Merribelle  Parsons;  his 
mother,  Mrs.  Agnes  Parsons;  a 
brother,  Dr.  W.  B.  Parsons  and  a 
sister,  Mrs.  O.  V.  Luke.  All  except 
Mrs.  Luke  of  New  Haven,  Conn., 
reside  in  San  Antonio. 


DR,  T.  C.  KING 

San  Antonio  surgeon  and  general 
practitioner,  Dr.  Thomas  C.  King,  58, 
died  March  18,  1967,  at  a local 
hospital.  Cause  of  death  was  meta- 
static carcinoma  of  the  brain  and 
primary  bronchogenic  carcinoma.  He 
had  practiced  in  San  Antonio  since 
1946. 

A native  of  Oklaunion,  Tex.,  he 
was  born  Nov.  17,  1908,  the  son  of 
James  Munroe  and  Mary  Elsie 
Wright  King.  He  received  a bachelor 
of  science  degree  from  Texas  Chris- 
tian University  and  was  graduated 
from  Baylor  University  College  of 
Medicine  in  1934. 

After  serving  internship  at  Baylor 
University  Hospital  in  Dallas,  and 
residency  at  Parkland  Memorial  Hos- 
pital in  Dallas,  he  practiced  for 
three  years  in  Electra,  Tex.  In  1941 
he  entered  the  US  Army  and  served 
at  Brooke  General  Hospital  for  seven 
months.  He  was  chief  of  surgical 
service  at  Brooks  Air  Force  Base  for 
three  and  one-half  years,  leaving 
the  Army  in  1945. 

Dr.  King  belonged  to  Bexar  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  and  American  Medical 
Association. 

He  is  survived  by  his  wife,  Eleanor 
Ann  King;  a son,  Thomas  M.  King, 
and  a daughter,  Carol  A.  King,  all 
of  San  Antonio;  and  a sister,  Mrs. 
Leslie  K.  Keith  of  Sherman,  Tex. 


DR.  R.  GARCIA 

McAllen  internist,  Dr.  Raul  Garcia, 
43,  died  of  a heart  attack,  on  March 
25,  1967,  at  his  home. 

He  was  born  on  Nov.  29,  1923, 
in  Rio  Grande  City,  Tex.,  the  son  of 
Demetrio  and  Conrada  Castilla  Gar- 
cia. His  preliminary  education  was 
obtained  from  schools  in  Rio  Grande 
City  and  The  University  of  Texas. 
In  1948  he  was  graduated  from  St. 
Louis  University  School  of  Medicine 
in  St.  Louis,  Mo.,  where  he  was  a 
member  of  Alpha  Omega  Alpha 
honorary  medical  society.  He  in- 
terned at  St.  Mary’s  Group  of  Hos- 
pitals in  St.  Louis  and  served  resi- 
dencies at  Cleveland  Clinic,  Cleve- 
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land,  Ohio,  and  Kansas  City  General 
Hospital  No.  1,  Kansas  City,  Mo. 
Postgraduate  work  was  done  at  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  in  Philadelphia,  Pa.  He 
began  practice  in  McAllen  in  August, 
1955. 

Dr.  Garcia  served  in  the  US  Army 
Medical  Corps  in  the  United  States 
and  in  Korea  during  the  Korean 
conflict. 

He  was  a member  of  Hidalgo- 
Starr  Counties  Medical  Society,  Tex- 
as Medical  Association,  Southern 
Medical  Association,  Texas  Heart  As- 
sociation, and  a fellow  of  the  In- 
ternational Academy  of  Medicine. 

Dr.  Garcia  served  as  medical  di- 
rector for  the  first  county-wide  pro- 
gram for  screening  tests  for  dia- 
betics. He  was  a past  president  of 
the  Valley  Chapter  of  the  American 
Heart  Association  and  was  medical 
director  of  the  San  Juan  Catholic 
Nursing  Home. 

Dr.  Garcia  belonged  to  Our  Lady 
of  Sorrows  Catholic  Church,  where 
he  served  as  adult  advisor  to  the 
Catholic  Youth  Organization  and  was 
a member  of  the  Men's  Club.  He 
was  the  first  president  of  the  Cath- 
olic Physicians  Guild  of  the  Diocese 
of  Brownsville.  He  was  a member 
of  the  National  Council  of  Catholic 
Men. 

Survivors  are  his  wife,  Mrs.  Nor- 
ma Garcia;  two  sons,  Francisco  Jav- 
ier and  Jose  Luis  Garcia,  all  of  Mc- 
Allen; his  parents,  Mr.  and  Mrs. 
Demetrio  Garcia,  and  one  brother, 
Demetrio  Garcia,  Jr.,  all  of  Rio 
Grande  City. 


DR.  T,  C,  LYNCH 

Dr.  Thomas  C.  Lynch,  68,  died 
March  28,  1967,  in  a nursing  home 
in  Wichita  Falls  following  a brief  ill- 
ness. 

He  was  born  on  Jan.  23,  1899,  at 
Como,  Tex.  He  attended  Southern 
Methodist  University  and  was  grad- 
uated in  1923  from  Baylor  Univer- 
sity College  of  Medicine,  then  locat- 
ed in  Dallas,  at  the  head  of  his 
class. 


DR.  LYNCH 


Following  graduation  he  moved  to 
Wichita  Falls  and  began  practice. 
He  served  20  years  as  Wichita 
County  health  physician  and  one 
year  as  Wichita  Falls  health  physi- 
cian. In  1953  Dr.  Lynch  suffered  a 
severe  cerebral  stroke.  After  his  re- 
covery, he  joined  the  staff  of  the 
Red  Cross  Blood  Center.  In  1962  he 
became  the  blood  bank’s  medical 
director  and  served  until  his  death. 
During  his  administration  the  blood 
center  grew  from  a one-county  op- 
eration to  serve  a 19-county  region. 

He  was  a member  of  Wichita 
County  Medical  Society  and  Ameri- 
can Medical  Association.  In  1956  he 
was  elected  an  honorary  member  of 
the  Texas  Medical  Association. 

Dr.  Lynch  is  survived  by  a daugh- 
ter, Mrs.  James  Shelton  of  Chico, 
Calif.;  a son,  Thomas  C.  Lynch  of 
Como,  Tex.;  a sister,  Mrs.  George 
Wilson  of  Beaumont;  four  grandchil- 
dren; and  one  great-grandchild. 


DR.  C.  W.  BARRIER 

Dr.  Charles  W.  Barrier,  78,  died 
May  3,  1967,  in  a Fort  Worth  hos- 
pital. He  was  the  first  doctor  in  Fort 
Worth  to  use  an  electrocardiograph. 

Born  in  Marianna,  Fla.,  he  re- 
ceived his  B.A.  and  M.D.  degrees  at 
Tulane  University,  where  he  taught 
histology  and  assisted  in  the  anato- 
my section.  He  was  an  honor  grad- 
uate of  the  medical  school  and  a 
member  of  Alpha  Omega  Alpha 
honorary  medical  fraternity.  He  later 
got  his  M.S.  degree  in  medicine  from 
the  University  of  Minnesota  Medical 
School. 

During  World  War  I,  as  a med'cal 
officer  in  the  US  Navy,  he  was  in 
charge  of  the  epidemiological  lab- 
oratory at  Great  Lakes  Naval  Train- 
ing Station.  Before  moving  to  Fort 
Worth  in  1925,  he  was  on  the  staff 
of  the  Mayo  Clinic  in  Rochester, 
Minn.,  from  1919  to  1924.  He  re- 
tired from  his  practice  in  internal 
medicine  in  1965. 

An  honorary  member  of  the  Texas 
Medical  Association,  Dr.  Barrier  be- 
longed to  Tarrant  County  Medical 
Society,  American  Medical  Associa- 
tion, and  American  Heart  Associa- 
tion. He  was  a past  president  of  the 
Internist  Club  of  Texas.  He  was  a 
fellow  of  the  American  College  of 
Physicians.  He  was  a past  chief  of 
staff  of  Harris  Hospital  and  a past 
steward  of  First  Methodist  Church. 
He  had  belonged  to  the  Fort  Worth 
Club  and  the  River  Crest  Country 
Club. 

Surviving  are  his  wife,  a daugh- 
ter, Mrs.  Alan  B.  Connell,  Jr.,  both 


of  Fort  Worth;  a son,  Dr.  C.  W.  Bar- 
rier, III,  of  Temple;  two  sisters, 
Misses  Florence  and  Margaret  Bar- 
rier, both  of  Dallas;  and  a brother, 
George  Barrier  of  Oklahoma  City. 


DR.  E.  P.  CAYO 

Dr.  Ernest  Patrick  Cayo,  89,  died 
April  6,  1967,  in  San  Antonio.  Cause 
of  death  was  cardiac  insufficiency. 

A native  of  Drummondville,  Que- 
bec, Canada,  he  was  born  Feb.  11, 
1878,  the  son  of  Oliver  N.  and 
Catherine  Carroll  Cayo.  After  attend- 
ing schools  in  Drummondville,  he 
attended  Ohio  Northern  University 
in  Ada,  Ohio,  and  was  graduated 
from  Washington  University  School 
of  Medicine  in  St.  Louis  in  1909. 
He  served  his  internship  at  Washing- 
ton University  and  did  postgraduate 
work  at  Tulane  University  in  New 
Orleans.  Papers  he  had  written  were 
published  in  the  Journal  of  the 
American  Medical  Association  and 
Texas  Medicine. 

Dr.  Cayo  practiced  in  Beeville 
from  1910  to  1922  when  he  moved 
to  San  Antonio.  He  practiced  in  San 
Antonio  and  was  in  charge  of  the 
physical  therapy  department  at  San- 
ta Rosa  Medical  Center  until  his  re- 
tirement in  1960. 

Working  with  his  brother,  Dr.  Ed- 
ward A.  Cayo,  he  devised  and  put 
on  the  market  Cayo  bone  instru- 
ments which  included  the  first  elec- 
tric power-driven  cross-cut  (recipro- 
cating) saw,  power  drills,  chisels, 
and  circular  saws.  He  had  also  im- 
proved the  heat-treatment  for  syph- 
ilis. He  also  received  a 25-year  ser- 
vice award  from  the  Selective  Ser- 
vice Board. 

Elected  to  inactive  membership  in 
the  Texas  Medical  Association  in 
1957,  he  was  a member  of  Bexar 
County  Medical  Society,  the  Ameri- 
can Medical  Association,  and  the 
American  Congress  of  Physical  Medi- 
cine and  Rehabilitation. 

Dr.  Cayo  is  survived  by  a daugh- 
ter, Mrs.  Patricia  Cunningham  of 
San  Antonio,  and  two  brothers,  Mr. 
Urbin  Cayo  of  Drummondville,  Que- 
bec, Canada,  and  Dr.  E.  A.  Cayo  of 
San  Antonio. 


DR.  CAYO 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

Fort  Worth 

Claude  Williams,  M.D.,  M.A.C.R.  R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Rolland  F.  Oakes,  M.D.,  M.A.C.R.  Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R.  John  S.  Alexander,  M.D.,  M.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R.  Gomer  W.  Roberts,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  M.A.C.R. 

1217  West  Cannon — ED  6-8627 

Tom  B.  Bond,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 
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TEXAS  MEDICINE 


“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Inqelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


DU  - 4809 


Geigy 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Amba 
suppresses  appetite  and  helps  offset  emo 
tional  reactions  to  dieting.  Contraindica 
tions:  Hypersensitivity  to  barbiturates  oi 
sympathomimetics;  patients  with  advancec 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  furthei 

details.  a.  h.  robins  company,  A.U.T^n  P I M C 

RICHMOND,  VA.  23220  **  “ J^UD IIMj 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  Norinyl-l  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 


Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-l  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-l 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

'Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-l 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-l. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


How  Norinyl-l 
alters  normal 
endometrial  responses - 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-l  may  protect  the  patient 
I from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Normally,  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 
During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


Endometrium  produced  ■* r 
by  Norinyl-l  (J 


TT 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone  / mestranol 
combination 

lower  cost 


i 

(norethindrone  Img.  c mestranol  0.05mg.) 

Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women, 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 
with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  an  original  steroid  from 

SYNTEXE9 

LABORATORIES  INC., PALO  ALTO,  CALIF. 


in 

chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B12  Crystalline 

4 mcgm 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Niacinamide 

100  mg 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitam 

n deficien- 

cies.  Supplied  in  decorative  1 

reminder" 

jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6  — 3614 


In  managing  tense,  anxious  patients 
here’s  one  combination  that  makes  sense 
your  understanding  counsel 

and  Serax® 

(oxazepam)  Wyeth 


When  prescribing,  carefully  observe 
dosage  recommendations  and 
appropriate  precautions,  especially 
as  pertaining  to  the  elderly  (see 
Wyeth  literature  or  PDR  as  well  as 
"IN  BRIEF”  below). 

IN  BRIEF. 

Contraindications:  History  of  previous 
hypersensitivity  to  oxazepam.  Oxazepam  is 
not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are 
rare,  but  use  with  caution  where  complica- 
tions could  ensue  from  a fall  in  blood 
pressure,  especially  in  the  elderly.  With- 
drawal symptoms  upon  discontinuation 
have  been  noted  in  some  patients  exhibiting 
drug  dependence  through  chronic  over- 
dose. Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to 
overdose;  excessive,  prolonged  use  in 
susceptible  patients  (alcoholics,  ex-addicts, 
etc.)  may  result  in  dependence  or  habitua- 
tion. Reduce  dosage  gradually  after  pro- 
longed excessive  dosage  to  avoid  possible 
epileptiform  seizures.  Withdrawal  symp- 
toms following  abrupt  discontinuance  are 
similar  to  those  seen  with  barbiturates. 
Caution  patients  against  driving  or  oper- 
ating machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients 
of  possible  reduction  in  alcohol  tolerance. 
Safety  for  use  in  pregnancy  has  not 
been  established. 

Not  indicated  in  children  under  6 years; 
absolute  dosage  for  6-  to  12-year-olds, 
not  established. 

Side  Effects:  Therapy-interrupting  side 
effects  are  rare.  Transient  mild  drowsiness 
is  common  initially;  if  persistent,  reduce 
dosage.  Dizziness,  vertigo  and  headache 
have  also  occurred  infrequently;  syncope, 
rarely.  Mild  paradoxical  reactions  (excite- 
ment, stimulation  of  affect)  are  reported 
in  psychiatric  patients.  Minor  diffuse  rashes 
(morbilliform,  urticarial  and  maculopapular) 
are  rare.  Nausea,  lethargy,  edema,  slurred 
speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage 
reduction.  Although  rare,  leucopenia  and 
hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic 
blood  counts  and  liver  function  tests  are 
advised.  Ataxia,  reported  rarely,  does  not 
appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related 
compounds,  are  not  yet  reported:  para- 
doxical excitation  with  severe  rage  reac- 
tions, hallucinations,  menstrual  irregular- 
ities, change  in  EEG  pattern,  blood 
dyscrasias  (including  agranulocytosis),  blur- 
red vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,  15  and  30 
mg.  oxazepam. 

Photograph  posed  by  professional  models. 


To  help  you  relieve  anxiety  and  tension 

Senate 

(oxazepam) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Clinical  Laboratories 


TM  A 

PHYSICIANS' 

DIRECTORY 


Space  is  available  to  TMA  members  at 
$6.50  per  column  inch  and  must  run 
six  months.  A discount  of  5%  is  allowed 
for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Director,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  the  25th  of  the  month  preceding 
publication  month. 


MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER.  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

791  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A-C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


A.  B.  CAIRNS,  M.D, 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


PILCHER-SISSON  LABORATORY 

PATHOLOGY -CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  MJD. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“ Mailing  Containers  on  Request" 

‘‘Office  Pickup  Service  in  Houston" 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatric  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 


HOUSTON 
EEG  LABORATORY 
1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 
EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 
811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1261 

Alternate  phone  for  all  Laboratories,  CA  5-5473 
Limited  to  ELECTROENCEPHALOGRAMS 
John  E.  Skogland,  M.D.,  Ph.D.,  Director 
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TEXAS  MEDICINE 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 
Exfoliative  Cytolosy 
Surgical  and  Clinical  Patholofiry 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.  D. 

Diplomate.  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 
BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

Georgre  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


ERIC  G.  COMSTOCK,  M.D. 
Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  O.  Box  2565 

Houston,  Texas  77001 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 


Anatomic  Pathology 

Surgical  Pathology 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 


John  A.  Webb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


704  The  Medical  Towers  Houston  25,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  306  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon, 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecoloary 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 

C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewel],  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


lohn  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas.  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


THE  JOHNS  CLINIC  & HOSPITAL 

720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 

OTO-LARYNGOLOGY 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.  D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases. 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 

John  R.  Hall,  M.D..  M.P.H.. 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

PSYCHIATRY 

Albert  Owers.  M.D. 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 


J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds.  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind.  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FA  A Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Eld  Etier,  Jr.,  M.D. 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas.  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

F.A.C.S. 

GENERAL  & THORACIC 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 
OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 
OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

, NEUROPSYCHIATRY 

Raleigh  R.  Gleason,  M.D. 
SURGERY  BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Internal  Medicine  & Diagnosis 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Diech,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
A.  B.  Cairns,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  Fit  6-3700 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-4632 
R.  B.  Curry,  M.D.,  General  Practice 
Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 

SURGERY  INTERNAL  MEDICINE 
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TEXAS  MEDICINE 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 

Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree.  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine.  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 


Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D 
Charles  P.  Eldridge,  M.D. 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 
AND  THE 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 
Obstetrics  and  Gynecology 

F.  W.  Lurting.  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr..  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


Dermatology 


Fredrick  G.  Dorsey,  M.D.  Rheumatology 


Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 

CONSULTATION 


John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 

Y APPOINTMENT 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


BEELER-MANSKE  CLINIC 


9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713.  WI  8-8521 


Obstetrics  and  Gynecology 
G.  W.  Beeler.  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 
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J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 


Eye,  Ear,  Nose,  Throat 


Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 
Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 


Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 


R.  T.  Canon,  M.D., 

F.A.C.S. 

Wm.  F.  Anderson,  M.D., 

DAB  Oph.,  F.A.C.S. 

M.  G.  Ellsasser, 

West  Texas  Clinic 


M.  D.  Watkins.  M.D., 

F.A.C.S.,  A.I.C.S. 

Ernest  Nalle  Jr.,  M.D., 

DAB  Oto.,  F.A.C.S.,  F.I.C.S. 
M.D.,  DAB  Oph. 

Lubbock,  Texas 


1312  Main 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


Gastroenterology  and 
Proctology 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


Directory  of 
Professional  and  Lay 
Medical  Films 

Now  Available! 


Write:  Librarian 

Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 
714  Doctors  Building  3707  Gaston  Avenue 

Tlcillaa  Toy  q q 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
G astroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 
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J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S. in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

1407  Medical  Arts  Building  Houston,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

General  Surgery 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Internal  Medicine 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 
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TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

*Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
*Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

♦Diplomate  American  Board  of  Psychiatry  and  Neurology 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 

JA  4-7547 

P.  O.  Box  2565  Houston,  Texas  77001 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology/ Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomat*  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomats  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  J A 8-5373  Residence:  JA  8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomat*  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Obstetrics/Gynecology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

RICHARD  S.  RUIZ,  M.  D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  JA  8-6871 

Volume  63,  July,  1967 


125 


F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diploma  tea  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar.  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  . El  Paso,  Texas  79902 

L.  FERNANDO  SCHWEITZER,  M.D. 

Diplomate  American  Board  of  Ophthalmology 

1403  St.  Joseph  Prof.  Bldg.  AND  7812-A  Fulton 

CA  5-5217  OX  2-6363 

Houston,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Orthopedic  Surgery 

RUSS  B.  GRAHAM.  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

TEXAS  MEDICAL  ASSOCIATION 

10&7  PUBLIC  RELATIONS 
170#  CONFERENCE 

SEPTEMBER  30 -AUSTIN 

5 GUEST  SPEAKERS  • PANELS  • FOOTBALL 
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Otolaryngology 

Plastic  Surgery 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

W.  P.  ANTHONY,  M.D. 

Otology 

705  Fifth  Avenue  Fort  Worth  4,  Texas 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

DRS.  GRANT  & FINLEY 

David  A.  Grant,  M.D.  Marcus  L.  Finley,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  EDison  5-4751 

Fort  Worth,  Texas  76104 

Pediatrics 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

BYRON  P.  YORK,  M.D. 

Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Volume  63,  July,  1967 


127 


H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 
SURGERY  OP  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street,  Tyler,  Texas  76701 
Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 


JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 
ROYAL  WERTZ.  M.D.,  F.A.C.R. 
CAPRES  HATCHETT.  JR..  M.D.,  DA.B.R. 

WTLBUR  Q BTTDD.  M.D..  D.A.R.R. 
WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 
WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 
Amarillo,  Texas  79106 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 
Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 
MARY  L.  KILLINGSWORTH,  M.D.  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 
X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 
RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 


JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 
X-Ray  and  Radium  Therapy 
X-Ray  Diagnosis 
Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 


Thoracic  and 
Cardiovascular  Surgery 


Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 
Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 


THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  0.  McBride,  M.D.,  F.A.C.S. 

1405  Medical  Arts  Building 
Fort  Worth,  Texas 

ED  2-7454  PE  8-4594 


Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 
The  Professional  Building 
OR  3-8184 

1101  North  19th  Abilene,  Texas 


Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 
The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 
Dallas  10.  Texas 


JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 


JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 
Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.  D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urolosry) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  ICE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

JA  8-1591 

5420  Caroline  Street  Houston 


EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
25th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Physicians  Wanted 


WANTED : General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped  office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


TRINITY,  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 
open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes,  Trinity,  Texas. 


NISICDED:  ORTHOPEDIST  to  join  14 -man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 


WANTED ; ONE  GENERAL  PRACTITIONER  AND  ONE 
iin  i JijKlN  lb  1 to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


ttompp  EADxin°AMT,  ONE  GENERAL  PRACTI- 

TIONER  AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence  not  over  35  yearn  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
lexas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities  it  offers  will  be  furnished  on  inquiring. 

WANTED:  PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments  shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
„G-  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 


WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000  ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 


WANTED : ONE  INTERNIST  to  join  established  multi-spe- 
cialty group  in  community  of  250,000  population,  at  least  two 
years  of  residency  training  completed,  with  or  able  to  secure  a 
Texas  license.  Salary  open,  depending  on  training.  Partnership 
in  two  years  possible.  Group  operates  own  fully  accredited 
hospital.  Anyone  interested  apply  to  Box  141,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPPORTUNITY:  GENERALIST  OR  SURGEON  to  associate 
with  established  general  practitioner  in  rapidly  growing  resi- 
dential and  industrial  area  southwest  Dallas  County.  Presently 
am  only  M.D.  in  community  of  12,000.  Ample  office  space,  fully 
equipped,  with  x-ray  and  laboratory.  No  investment  needed. 
Excellent  fringe  benefits.  Two  miles  to  Oak  Cliff  Country  Club. 
Income  limited  only  by  your  need  for  rest.  Hospital  privileges 
available  in  Oak  Cliff.  Reply  to  Allen  Maurice  Fain,  M.D.,  621 
Hustead  and  Fain,  Duncanville,  Texas  75116. 

INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


P EDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


WANTED— OBSTETRICIAN  AND  GYNECOLOGIST.  Board 
eligible  or  certified  to  be  associated  with  well  established  13-man 
specialty  group.  Salary  open,  no  investment,  earlv  partnership. 
Progressive  city  of  35,000  in  Central  Texas  with  fine  churches, 
schools,  and  recreation  facilities.  Write  J.  D.  Wilson,  M.D., 
King's  Daughters  Clinic,  304  South  22  Street,  Temple,  Texas. 

DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  WANTED.  Town  of  1,000  pop- 
ulation. Drawing  area  6,000.  Hill-Burton  Hospital  operated  by 
county.  No  doctor  in  community.  Seven  room  clinic  rent  free. 
Good  hunting  and  fishing.  Located  only  30  miles  from  Sam 
Rayburn  Dam.  Address  inquiry  to  John  Sirman,  Corrigan,  Texas. 

ASSOCIATE . WANTED.  Orthopedist,  board  eligible  for  two- 
man  Orthopedic  Department  with  well  established  multi-spe- 
cialty group  in  Dallas,  Texas.  Partnership  after  two  years. 
Excellent  fringe  benefits.  No  investment  required.  Teaching 
opportunities.  Interviewing  expense  paid.  Please  reply  to  Box 
149,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


OPENING  FOR  FOURTH  PHYSICIAN  with  group  of  three. 
Facilities  of  100-bed  hospital  available.  Practice  general  surgery, 
obstetrics,  pediatrics,  internal  medicine.  Salary  open.  Prefer 
man  35  years  or  younger.  Contact  Robert  E.  Chapman,  M.D., 
5808  East  Belknap,  Fort  Worth,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 

“ egin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 


WANTED  INTERNIST.  Must  be  board  eligible  or  certified. 
To  be  associated  with  well  established  expanding  group.  Start- 
ing salary  $20,000  with  partnership  after  second  year.  Uni- 
versity Medical  and  Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas. 


WANTED  RADIOLOGIST  by  well  established  and  expanding 
group  hospital  and  clinic  combination  in  Lubbock,  Texas.  Uni- 
versity city  of  170,000  population.  Financial  arrangements  open 
and  to  be  negotiated.  Please  reply  to  Ronald  E.  Lemmons,  M.D., 
University  Medical-Surgical  Clinic,  511  College  Avenue,  Lubbock. 
Texas  79401. 


GENERAL  PRACTITIONER  WANTED.  Join  group  of  three 
in  West  Texas  town  of  10,000.  Clinic  and  hospital  facilities 
available  with  excellent  opportunity  for  growth.  Must  be  young, 
top-notch  man  to  take  advantage  of  this  exceptional  opportunity. 
Write  Box  142,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


IMMEDIATE  OPENINGS  in  Student  Health  for  experienced 
general  practitioners  at  North  Texas  State  University,  Denton, 
Texas.  Salary  $15,000.  Teachers  retirement,  fringe  benefits, 
usual  school  holidays,  Texas  license  required.  Contact  Dr.  J.  C. 
Matthews,  President,  North  Texas  State  University,  Denton, 
Texas. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  Guaranteed  salary  of  $1,200  per  month  for  six  months, 
then  guarantee  of  $1,200  per  month,  plus  50%  of  any  income 
above  that  for  next  six  months.  Office  expenses,  nurses,  aids, 
etc.  paid.  20-bed,  three  doctor,  clinic-hospital  in  Nocona,  Texas. 
Deceased  doctors  net  income  above  $2,500  per  month.  Nocona 
is  city  of  4,000  with  good  schools,  industry,  all  white  popula- 
tion, nice  lake  and  golf  course,  hunting  and  fishing,  90  minutes 
from  Dallas  and  Fort  Worth.  Contact  A.  D.  Major,  M.D.,  or 
K.  J.  Wharram,  M.D.,  Major  Clinic-Hospital,  Nocona,  Texas. 
Phone  area  code  817,  825-3371. 


GENERAL  PRACTITIONER  to  join  me  in  established  prac- 
tice on  coast  in  Nederland.  Fully  equipped  offices  with  x-ray 
and  laboratory.  Arrangements  will  be  worked  out  on  an  individ- 
ual basis.  No  money  required.  Stock  in  new  87-bed  hospital  and 
new  67-bed  nursing  home  when  desired.  Reply  to  Raymond 
Benski,  M.D.,  Box  787,  Nederland,  Texas  77627. 
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OPPORTUNITIES  IN  TEXAS 

ANESTHESIOLOGY:  Well  trnd,  cardio-vasc  anes;  very  impor,  Ige, 
multispec  grp;  sal  & frngs  worth  $30,000;  recomm'd. 

GENERAL  PRACTICE:  (d)  Able  do  S;  prtnrshp  grp;  shld  net  $30,000 
1st  yr,  (e)  Assn  6 elig  or  cert  spec;  2 GP's;  exc  cl  facil;  fine 
hsp;  $24,000;  prtnr.  (f)  W/int  ob;  50-bd  priv  medicare  approved 
hsp-cl  (5  men);  $24,000;  no  investmt;  ideal  wrkg  cond. 

INDUSTRIAL  MED:  Asst  med  dir;  Ige  impor  co;  reqs  min  5 yrs  GP 
or  indus  exp;  must  be  able  superv  Ige  dept  prev  med;  $22-$24,000. 

INTERNAL  MEDICINE:  (a)  Fairly  Ige,  long-est  multi  -sp  grp;  1 cert 
IM;  $25,000;  later  prtnr.  (b)  Grp,  est  30  yrs;  own  hsp;  expansn 
prog;  1 IM  in  dept;  new  $500,000  cl;  $24,000;  erly  prtnr;  nr 
Dallas,  (c)  Assn,  6 men,  spex  & GP's;  new  cl  facil  in  exc  hsp 
now  expndg;  to  $24,000  guar;  coll  twn;  fine  potential. 

OALR:  (i)  Oph:  8-man  multi-sp  grp,  expndg  to  16  men;  1 cert,  rest 
elig;  $25,000;  prtnr  2nd  yr,  Ige  coll  twn.  (j)  Oph:  Chief;  w/15- 
man  spec  grp;  all  but  1 cert  or  elig;  own  bldg;  exc  facils;  profit 
partic  basis,  erly  prtnr;  fine  potent;  resort  area,  (k)  Oto:  Cl  est 
23  yrs;  10  cert  spec;  new  facil;  serves  area  300,000;  substntl  sal; 
jr  prtnr  2 yrs;  full  prtnr  5 yrs;  intrvu  exp  pd  for  self  & wife; 
well  known  to  us  & recommended. 

OB-GYN:  Qual  as  chief;  grp  estab  25  yrs;  new  cl;  $24,000;  early 
prtnr;  college  town. 

ORTHOPEDICS:  Solo  indep  grp  pract;  grp  will  subsidize  short  time; 
$25-$30,000  1st  yr;  area  $40,000  2nd  yr;  exc  oppor. 

PEDIATRICS:  (c)  Assn  w/2  cert  peds;  very  active  pract  in  rapidly 
expndg  twn  oyer  100,000;  financl  arrangmts  open  (but  will  be 
very  worth  while,  (d)  Chief;  6-man  grp;  1 cert;  impor  med  schl 
cty;  fine  sal  1st  yr,  then  prtnr. 

UROLOGY:  Chief;  very  long  est  multi-sp  grp,  expndg  to  18  men; 
exc  facil;  $22,000  1st  yr;  prtnrshp  2nd  yr;  oppor  build  exceptnl 
practice  in  large,  expanding  city. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE. 

STRICTLY  CONFIDENTIAL 


PHYSICIAN  WANTED:  Would  you  like  to  practice  medicine 
in  an  area  where  your  professional  education  and  abilities  are 
in  great  need?  Elgin,  Texas.  A 23-bed  hospital  (non  profit)  is 
in  full  operation.  Office  space  available.  Good  schools,  churches 
of  all  denominations,  recreation  unsurpassed  in  reach  of  Elgin. 
Potentials  unlimited.  For  information  write  Elgin  Chamber  of 
Commerce,  Elgin,  Texas. 

PHYSICIAN  WANTED:  West  Texas  county  seat  of  2,000, 
county  population  9,300,  ranching,  oil,  farming,  stable  economy. 
No  practicing  physician.  Four-room  clinic  building  partialiy 
furnished  for  rent,  lease  or  sale.  One  block  from  25-bed  hos- 
pital, open  staff,  Medicare  approved.  Three  blocks  from  Medi- 
care approved  50-bed  nursing  home.  Excellent  opportunity.  Re- 
ply to  Box  153,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER  WANTED.  Two-man  partner- 
ship offers  association  or  partnership  to  third  family  physician. 
Texas  Gulf  Coast.  Excellent  year-round  hunting  and  fishing. 
Regular  time  off.  Modern  facilities.  AAGP  members.  High 
Quality  practice.  Write  or  call  J.  R.  Sawyers,  M.D.,  or  J.  M. 
Scheske,  M.D.,  P.  O.  Drawer  A,  Edna,  Texas  77957.  Phone  512, 
OL  7-4511. 


URGENTLY  NEEDED : two  internists,  one  general  surgeon, 
one  orthopedist,  board  certified  or  eligible  preferred  by  422-bed 
DM&S  hospital.  Salary  based  on  qualifications.  Non-discrimina- 
tion in  employment.  Apply:  Director,  VA  Hospital,  Kerrville, 
Texas  78028. 


GENERAL  PRACTITIONER.  Practice  on  the  beautiful  Gulf 
Coast.  Located  just  outside  the  city  limits  of  Corpus  Christi  and 
Robstown.  Become  associated  with  a five  man  clinic  group,  each 
in  private  practice  but  taking  call  as  group.  New  offices  ad- 
joining 85-bed  modern  hospital  just  two  years  old.  Choice  of 
practice,  either  private  or  partnership  on  salary,  no  investment 
necessary.  Liberal  assistance  in  getting  started.  Income  limited 
only  by  ambition.  Write  to  Doyne  Hamilton,  M.D.,  Rt.  4,  Box 
46,  Robstown,  Texas. 


WANTED— IMMEDIATE  OPENINGS  FOR  FULL  TIME 
PHYSICIANS  for  Student  Health  Service  at  Texas  A&M  Uni- 
versity, College  Station,  Texas.  Texas  licensure  and  Basic  Sci- 
ence Certificate  required.  Send  complete  medical  resume  of 
professional  qualifications  with  first  letter.  Limited  call  duty, 
liberal  vacation  and  fringe  benefits.  Beginning  salary  $13,000 
with  merit  increases.  Physicians  who  are  interested  contact  K.  L. 
Nelson,  M.D.,  Director,  Student  Health  Service,  Texas  A&M 
University,  College  Station,  Texas  77841.  Phone  AC713,  846-4705 
or  4706. 


Situations  Wanted 


PART  TIME  POSITION  OR  LOCUM  TENENS  wanted  by 
physician  establishing  in  Houston  area.  Please  reply  to  Box  150, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  7870L 


UROLOGIST;  36  year  old  university  trained  urologist  taking 
certification  this  year.  Nine  year  experiences  in  surgery,  urolo- 
gy, and  general  practices.  Wishes  to  relocate  in  any  size  town 
where  his  qualifications  applicable.  Partnership,  group  or  solo 
practice  considered.  Available  for  interview,  provided  traveling 
expenses  reimbursed.  Please  write  to  Box  154,  Texas  Medicine 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


. UNUSUAL  OPPORTUNITY  to  begin  active  practice  in  exclu- 
sive Oak  Cliff  Red  Bird  industrial-residential  area  located  in 
the  largest  industrial  sector  in  Dallas  County.  Rapidly  increas- 
ing population  and  industry  provides  a ready  made  practice 
and  demand  for  all  specialties  and  dentistry  in  the  first  and 
only  medical-surgical-dental  professional  building.  Located  op- 
posite the  new  Army  PX  building  with  1,200  employees,  adjacent 
to  new  150  room  motel,  and  one  block  from  the  Maryland  Cup 
Industries  with  2,000  proposed  employees  near  Loop  12,  Cockrell 
Hill,  Ledbetter,  and  Walton  Walker  Loop  ; just  two  miles  from 
Methodist  Hospital  Satellite  160  bed  unit.  Office  available  to 
M.D.’s,  D.D.S.’s  on/or  about  November  1,  1967,  in  spacious 
professional  building  with  lab,  x-ray,  and  pharmacy  facilities. 
Unique  central  telephone  secretary  services  available.  Ample 
parking.  Suites  built  to  your  specifications  if  provided  before 
•*u.?.e.  1967.  Reasonable  lease  rental  with  maintenance  and 

utilities.  Temporary  facilities  and  office  space  available  earlier 
in  nearby  clinic  if  desired  for  limited  number.  Reply  to  Allen 
Maurice  Fain,  M.D.,  Red  Bird  Industrial  Clinic.  621  Hustead 
and  Fain,  Duncanville,  Texas  75116. 

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic,  P.  O.  Box  2005,  Laredo,  Texas. 

FOR  SALE:  Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade ^ area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 

WANTED — exposed  x-ray  film.  Reconditioned  physician’s 
equipment  bought,  sold,  traded.  Write  today  to  TeX-RAY  Co., 
3305  Bryan,  Dallas,  Texas  75204. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 

politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd,,  Austin,  Texas  78701. 

MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter. 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  5200 
Cedar.  Bellaire,  Texas. 

FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 
feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney,  Box 
330,  Edinburg,  Texas.  ( 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


FOR  SALE  OR  FOR  LEASE:  Your  greatest  opportunity.  Two 
story  clinic,  brick  building,  completely  equipped  and  furnished. 
X-ray,  Ekg,  etc.  Year  round  heating  and  air  condition.  Put  your 
jacket  on  and  see  30  to  60  patients  daily.  Collections  are  good. 
$250,000  value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms 
and  6 upper  rooms  plus  2 bath  rooms.  Same  location  35  years. 
Desire  immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Meth- 
vin  Street.  Longview,  Texas.  PLaza  8-4416  and  PLaza  3-4177. 

SALE,  LEASE,  RENT  OR  SUBLET  all  or  part  of  4,500 
square  foot  office  space  with  all,  part  or  no  equipment,  with 
records.  Modern.  Across  from  70-bed  county  hospital.  Industrial 
and  general  center  for  20,000  population  of  Dumas,  45  miles 
north  of  Amarillo,  Texas.  Owner  retired.  Please  contact  O.  J. 
Richardson.  M.D.,  2516  11th  Avenue,  Canyon.  Texas.  OL  5-4068. 

OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  540  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building.  Please  contact  James  R.  Phillips,  M.D.,  308  N.W.  2nd, 
Grand  Prairie.  Texas. 
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FOR  SALE  OR  FOR  LEASE — Port  Lavaca,  Texas.  Clinic 
fully  equipped  with  x-ray  and  laboratory,  for  two  G.P.’s,  next 
to  hospital.  Fastest  growing  town  in  Texas.  Please  write  Rt.  2, 
Box  4,  Port  Lavaca,  Texas,  or  call  524-4592. 


FOR  SALE : Modern  one  story  13  room  medical  building 
containing  laboratory,  x-ray,  surgical  suite,  air  conditioned. 
Convenient  to  city  and  hospital  on  beautiful  tree  shaded  lot. 
Winner  of  architectural  merit.  Excellent  professional  relation- 
ships. Priced  to  sell ; financing,  terms  or  leasing  may  be  con- 
sidered. Shown  by  appointment.  Doctor  plans  change.  Box  581, 
Gonzales,  Texas  78629.  AC  512,  672-2824. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe,  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 


FOR  SALE:  COMPLETE  MEDICAL  OFFICE  SET  OF  FURNI- 
TURE, includes  exam  tables,  desks,  book  cases,  sterlizer,  some 
equipment.  Very  reasonably  priced.  Write  Box  1969,  Victoria, 
Texas. 


FOR  SALE:  (1)  51  acres  west  of  regional  airport.  1,000  foot 
frontage.  Ottinger  Road.  Improved.  (2)  4 7 acres.  5 V2  acre 
easement.  East  side  of  Garza-Little-Elm  Reservoir.  Pecan  trees. 
Bounded  on  south  by  Cottonwood  Park.  Good  elevation.  (3)  40 
acres.  Improved.  Two  minutes  to  35  W and  State  Highway  114. 
Subject  to  development.  (4)  20.51  acres.  2,834  feet  on  east  side 
35W.  Service  road.  2,600  feet  North  State  Highway  114.  All 
utilities.  No  contouring.  (5)  135  acres  in  Collin  County.  Im- 
proved. Oil  interest.  (6)  430  acres.  Improved.  Two  minutes  to 
State  Highway  114  and  Interstate  35W.  Very  scenic.  (7)  300 
acres.  Gravel.  On  114  and  35 W.  (8)  19  city  lots.  Roanoke.  (9) 
15  acres  10  miles  north  Greater  Southwest  Industrial  Mart. 
Please  write  Miss  Pearl  Chadwick,  Broker,  Litsey  Ranch,  Roan- 
oke, Texas  76262. 


GP’S  OFFICE  AND  EQUIPMENT  FOR  SALE.  Fully  equip- 
ped office  and  clinic  of  recently  deceased  physician  in  prosper- 
ous growing  community.  Some  patients  records  available.  Excel- 
lent opportunity  for  general  practitioner.  Reply  to  Mrs.  Victor 
R.  Moore,  1123  Denrock,  Box  1108,  Dalhart,  Texas  79022.  Tele- 
phone  249-4229. 


OFFICE  SPACE  AVAILABLE : Good  location  and  office 
space  opportunity  for  physician  desiring  practice  in  southwest 
Houston.  Office  divided  to  accommodate  two  separate  practices. 
Presently  used  part-time.  Call  CA  4-9479  or  SU  1-2633,  Houston, 
Texas. 


OPPORTUNITY — OFFICE  AND  EQUIPMENT  available  in 
suburban  area  of  Houston.  Three  open  staff  hospitals  nearby. 
If  interested,  apply  to  Box  151,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE:  Established  seventeen  year  general  practice  in 
modern  clinic  building  with  six  other  doctors.  $30,000  plus,  net. 
Three  open  staff  hospitals,  Beaumont,  Texas.  $5,000  buys  equip- 
ment, etc.,  and  take  over  lease.  Please  reply  to  Box  152,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDICAL  OFFICER 

City  of  Dallas  has  an  immediate  opening  for 
a public  health  medical  doctor  with  experi- 
ence in  general  medicine,  involving  diagnosis 
and  treatment  of  a wide  variety  of  diseases 
and  injuries.  He  should  have  an  understand- 
ing of  the  principles  of  supervision,  adminis- 
trative ability  and  knowledge  of  personnel 
procedures. 

Basic  requirements,  degree  in  medicine,  li- 
censed to  practice  in  Texas,  or  three  years 
general  medical  practice,  one  year  rotating 
internship  may  be  substituted  in  fullfilling 
experience  requirements. 

Interested  applicants  are  invited  to  submit 
detailed  resume  of  academic  and  profession- 
al experience  to  Civil  Service,  Room  401. 

City  of  Dallas 

2014  Main  Street  Municipal  Building 

Dallas,  Texas 


The  advertising  in 

TEXAS  MEDICINE 

keeps  you  informed 


FOR  SALE:  General  practitioner’s  medical  equipment,  in- 
cluding x-ray  and  laboratory.  Most  of  the  equipment  is  less 
than  ten  years  old  and  is  in  excellent  condition.  Write  or  call 
Mrs.  Barney  G.  Grafa,  Jr.,  2804  Lockheed,  Midland,  Texas 
78701.  Telephone  OX  4-6123. 


We  are  exclusive  distributors  of  the 

McGIVNEY  HEMORRHOIDAL  LIGATOR 

*Jozd  tzbixon 
Company 

P.  0.  Box  35704 

Dollas,  Texas  75235  Phone:  ME  1-1932 


and  pays  for 
publishing  costs! 

When  the  local 
representative  calls, 


132 


TEXAS  MEDICINE 


ARM,  INC 26 

ABBOTT  LABORATORIES  16-18,89-92 

AMES  COMPANY  14-15 

ARCH  LABORATORIES  94 

AYERST  LABORATORIES  19 

BEVERLY  HILLS  HOSPITAL  107 

BLUE  CROSS-BLUE  SHIELD  OF  TEXAS  5 

BOND  RADIOLOGICAL  GROUP  108 

BRAYTEN  PHARMACEUTICAL  COMPANY  6 

BRISTOL  LABORATORIES  24-25 

THE  BROWN  PHARMACEUTICAL  COMPANY  20 

BURROUGHS  WELLCOME  & CO.,  INC 73 

CITY  OF  DALLAS  132 

COMPUTER  INSTRUMENTS  CORPORATION  13 

DALLAS  MEDICAL  AND  SURGICAL  CLINIC  2nd  Cover 

FORD  DIXON  COMPANY  132 

DUNCAN  MEMORIAL  HOSPITAL  108 

CHARLES  O.  FINLEY  AND  COMPANY  38 

FIRST  TEXAS  PHARMACEUTICALS,  INC 6 

C.  B.  FRANCIS  NURSING  HOMES  102 

GEIGY  PHARMACEUTICALS  8-9,109 

GLENBROOK  LABORATORIES  104 

HOMESTEAD  CHILD  PLACEMENT  AGENCY  108 

HUMCO  LABORATORY  20 

HYNSON,  WESTCOTT  AND  DUNNING,  INC 41 

KING'S  DAUGHTERS  CLINIC  Back  Cover 

LAKESIDE  LABORATORIES  134 

LEDERLE  LABORATORIES  4,86,115 

ELI  LILLY  AND  COMPANY  10-12,28,78-80 

MARTIN  X-RAY  AND  RADIUM  CLINIC  133 

MEDICAL  ARTS  CLINIC,  CORSICANA  108 

MEDICAL  PROTECTIVE  COMPANY  67 

MENNINGER  CLINIC,  CHILDREN'S  DIVISION  86 

PARKE,  DAVIS  AND  COMPANY  3rd  Cover 

PITMAN-MOORE  84 

PLAQUES  OF  PRIDE  INTERNATIONAL  96 

WM.  P.  POYTHRESS  14-15 

A.  H.  ROBINS  - 110 

ROCHE  LABORATORIES  7 

SAN  ANGELO  MEDICAL  AND  SURGICAL  CLINIC  68 

SANDOZ  PHARMACEUTICALS  74-75 

SCHREINER  JUNIOR  COLLEGE  AND  HIGH  SCHOOL  18 

SCOTT  AND  WHITE  CLINIC  Back  Cover 

G.  D.  SEARLE  76-77 

SOUTHERN  CLINIC  68 

SOUTHWEST  CLINIC  ASSOCIATION  ......  68 

STUART  COMPANY  23 
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CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
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Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy — withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 
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THIS  MONTH  IN  Texas 


SPECIAL  FEATURE 
44  Playing  It  Cool 

W.  Cone  Johnson  is  director  of  the 
Pulmonary  Physiology  Laboratories 
at  Scott  and  White  Memorial  Hos- 
pital, Temple.  As  athletes  begin 
training  for  sports  events,  they  are 
likely  to  be  working  during  some 
of  the  hottest  days  in  the  year.  Of 
utmost  importance  to  their  safety 
are  the  routine  measures  which 
can  prevent  heat  injuries.  Dr.  John- 
son, a member  of  state  and  nation- 
al organizations  devoted  to  sports  medicine  and  a 
member  of  the  TMA  Committee  on  Athletics,  em- 
phasizes that  heat  injuries  are  preventable.  He 
outlines  the  necessary  precautions  as  well  as  the 
mechanisms  of  injury  and  appropriate  treatment. 


DR.  JOHNSON 


SCIENTIFIC  ARTICLES 

48  Physiologic  Abnormalities  Common 
To  Severe  Malabsorption 

Belton  G.  Griffin  practices  gastro- 
enterology in  Houston.  He  was 
graduated  from  Tulane  University 
School  of  Medicine  in  1944,  in- 
terned at  Charity  Hospital  of  Lou- 
isiana, and  took  his  residency  in 
internal  medicine  and  gastroenter- 
ology at  the  Lahey  Clinic.  Currently 
he  serves  as  secretary  of  the  Texas 
Medical  Association’s  Section  on 
Digestive  Diseases. 


51  Feto-Fetal  Transfusion  Syndrome 

Ralph  D.  Loyd  is  a spring  graduate 
of  Baylor  University  College  of 
Medicine  in  Houston  and  is  cur- 
rently serving  an  internship  at  King 
County  Hospital  in  Seattle,  Wash. 
He  is  the  winner  of  the  1967 
Texas  Medicine  Award  for  scien- 
tific writing.  The  winning  article, 
published  in  this  issue  of  TEXAS 
MEDICINE,  was  written  under  the 
sponsorship  of  Dr.  Arnold  J.  Ru- 
dolph of  the  Department  of  Pedi- 
atrics at  Baylor. 


60  Bilateral  Brenner  Tumors 


DR.  HOGAN 


Marcus  L.  Hogan,  III,  a graduate 
of  the  University  of  Mississippi 
School  of  Medicine,  interned  at 
Brooke  General  Hospital,  San  An- 
tonio. He  began  his  residency  in 
obstetrics  and  gynecology  in  1964 
at  Baylor  University  College  of 
Medicine,  Houston,  and  became 
chief  resident  in  1966. 


63  Panniculus  Gelidus 

Dr.  Frederick  C.  Rehfeldt  is  a 
i \ neurological  surgeon  in  Fort  Worth. 

I A certified  member  of  the  Ameri- 

*7'  can  Board  of  Neurological  Surgery, 
f he  is  a past  president  of  the  Con- 

Mkk.  gress  of  Neurological  Surgeons  and 

of  the  Fort  Worth  Society  for 
Crippled  Children  and  Adults.  He 

DR  REHFELDT  was  ch'ef  °f  staf*  °f  Harris  Hos- 
pital in  Fort  Worth  from  1955 
through  1960  and  has  served  or 
is  now  serving  on  the  staffs  of  all  Fort  Worth  hos- 
pitals. He  explores  the  use  of  panniculus  gelidus 
for  relief  of  pain  in  medical  practice,  in  history, 
and  in  folklore. 


66  The  Death  Certificate,  the  Physician, 

And  the  Law  in  Texas 

Alfonso  J.  Strano,  assistant  profes- 
sor of  pathology  at  The  University 
of  Texas  Medical  Branch  in  Gal- 
veston, and  consultant  for  the 
United  States  Public  Health  Service 
hospital  in  Galveston,  has  been 
certified  in  anatomic  pathology.  He 
has  been  on  the  faculty  of  the 
Medical  Branch  since  1957,  having 
received  his  M.D.  degree  from  that 
institution  and  a Ph.D.  degree  from 
the  University  of  Oklahoma  School 
of  Medicine  in  Oklahoma  City. 


2 


TEXAS  MEDICINE 


neDicine 


August  1967  Vol  63  No  8 


72  Clinicopathologic  Conference 

Alvin  E.  Rodin,  associate  professor 
of  pathology,  and  Jimmy  L.  Simon, 
associate  professor  of  pediatrics, 
University  of  Texas  Medical  Branch, 
Galveston,  present  this  month's 
clinicopathologic  conference,  which 
is  the  second  of  a series.  Guest 
• editor  for  the  series  is  F.  Lamont 

DR  RODIN  Jennings,  professor  and  chairman 
of  the  Department  of  Pathology. 


EDITORIALS 

35  Individual  Responsibility — 

The  Background  and  Status 

James  H.  Sammons 

36  Contrast  Media  in  Study 
Of  Infant  Alimentary  Tract 

Edward  B.  Singleton 

37  Local  Care  Would  Benefit 
Many  State  Psychiatric  Patients 

Alex  D.  Pokorny 
Shervert  H.  Frazier 

38  Letters  to  TEXAS  MEDICINE: 

Removal  of  Loa  Loa  Worm 

Bert  E.  Davis 

39  Medical  Schools  Needed  in  Texas 

Howard  R.  Dudgeon,  Jr., 
TMA  President 

DEPARTMENTS 

41  ASSOCIATION  NEWS 

42  PERSONALS 

87  GENERAL  NEWS 
94  POSTGRADUATE  COURSES 
99  HIGHLIGHTS  OF  COMING  MEETINGS 
105  MEDICINE  AND  THE  LAW 
109  MEDICINE  IN  LITERATURE 
113  RECENT  DEATHS 


ON  THE  COVER 

Emergency  room  personnel  work  with  studied  effort 
to  provide  medical  assistance  to  a patient  brought 
to  the  hospital’s  emergency  room.  This  scene  is 
repeated  many  times  daily  in  hospitals  across  Tex- 
as. More  than  300  hospital  administrators,  chiefs 
of  medical  staffs,  supervisors  of  emergency  serv- 
ices, nursing  supervisors  of  emergency  services, 
and  other  medical  personnel  interested  in  improving 
emergency  room  care  gathered  in  Austin  on  July 
29  to  study  problems,  objectives,  and  needs  in- 
volved in  providing  adequate  emergency  medical 
care  for  the  public.  Conference  registrants  heard 
seven  speakers  discuss  various  facets  of  the  emer- 
gency medical  care  process,  heard  three  Texas  phy- 
sicians present  case  studies  of  hospital  emergency 
care  systems,  attended  workshops  on  various 
phases  of  emergency  medical  care,  and  asked 
questions  regarding  emergency  medical  care  of  a 
panel  of  speakers.  An  account  of  conference  events 
begins  on  p.  87. 


NEXT  MONTH 

In  September,  Texas  Medicine  will  publish  an  article 
on  food  preservation  by  use  of  ionizing  radiation  by 
Dr.  C.  L.  Dunham,  former  director  of  the  AEC 
Division  of  Biology  and  Medicine.  Other  articles 
will  deal  with  cardiac  pacemakers,  arrhythmias 
following  myocardial  infarction,  bedside  clues  in 
diagnosing  heart  failure,  and  hyponatremia.  The 
Texas  Medical  Association’s  Conference  on  Public 
Affairs  and  Public  Relations  will  be  held  Sept.  30 
in  Austin,  and  September’s  issue  will  contain  the 
complete  program. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $5  per  year  for  members;  $9  for  nonmembers; 
$10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76101. 
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ImferorT 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb / 100  cc. of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 

massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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fire -to  cut  expenses? 

When  people  raise  a hue  and  cry 
over  today’s  rising  hospital-medical 
charges,  Blue  Cross/Blue  Shield  be- 
lieves it  is  time  to  acquaint  them 
bluntly  with  the  facts  of  life: 

1)  That  today’s  great  hospital- 
medical  care  is  a team  effort,  de- 
manding higher  and  higher  skills 
year  after  year  . . . 

2)  That  the  record  of  hospital- 
medical  care  in  restoring  health  and 
saving  lives  is  rising  so  fantastically, 
that: 

3)  Everyone  should  be  not  critical 
of,  but  thankful  to  the  dedicated  peo- 
ple in  the  hospital-medical  field  for 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 


delivering  what  is  without  doubt  the 
greatest  bargain  in  the  world  today. 

When  enough  people  understand 
the  truth,  they  will  be  pulling  for  the 
hospitals;  not  against  them. 

This  is  the  gospel  we  are  preaching 
every  day  and  every  month,  in  our 
communications  to  decision-makers 
and  to  the  public. 


BLUE  CROSS® 

GROUP  HOSPITAL  SERVICE.  INC. 

BLUE  SHIELD 


GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 


OF  TEXAS 
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Anxiety  and  tension  stemming  from  organic  illness  may  undermine  your 
patient's  cooperation  and  possibly  retard  success  of  primary  therapy. 

If  his  emotional  symptoms  persist  in  the  face  of  your  counsel  and 
reassurance,  you  may  want  to  consider  adjunctive  use  of  Serax 
(oxazepam).  It  is  indicated  in  anxiety,  tension,  agitation,  irrita- 
bility, and  anxiety  associated  with  depression.  May  be  used  in 
a broad  range  of  patients,  usually  with  considerable  dosage 
flexibility. 

When  prescribing,  carefully  observe  dosage  recommenda- 
tions and  appropriate  precautions,  especially  as  pertain- 
ing to  the  elderly  and  when  complications  could  ensue 
from  a fall  in  blood  pressure.  (See  Wyeth  literature  or 
PDR  as  well  as  “IN  BRIEF"  below.) 

IN  BRIEF. 

Contraindications:  History  of  previous  hypersensitivity  to 
oxazepam.  Oxazepam  is  not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution 
where  complications  could  ensue  from  a fall  in  blood  pressure, 
especially  in  the  elderly.  Withdrawal  symptoms  upon  discon- 
tinuation have  been  noted  in  some  patients  exhibiting  drug 
dependence  through  chronic  overdose.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose:  excessive,  prolonged  use  in  susceptible  patients 
(alcoholics,  ex-addicts,  etc.)  may  result  in  dependence  or 
habituation.  Reduce  dosage  gradually  after  prolonged 
excessive  dosage  to  avoid  possible  epileptiform  seizures. 
Withdrawal  symptoms  following  abrupt  discontinuance 
are  similar  to  those  seen  with  barbiturates.  Caution 
patients  against  driving  or  operating  machinery  until 
absence  of  drowsiness  or  dizziness  is  ascertained.  Warn 
patients  of  possible  reduction  in  alcohol  tolerance.  Safety 
for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6-  to  12-year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  persistent, 
reduce  dosage.  Dizziness,  vertigo  and  headache  have  also 
occurred  infrequently;  syncope,  rarely.  Mild  paradoxical 
reactions  (excitement,  stimulation  of  affect)  are  reported  in 
psychiatric  patients.  Minor  diffuse  rashes  (morbilliform, 
urticarial  and  maculopapular)  are  rare.  Nausea,  lethargy, 
edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although 
rare,  leucopenia  and  hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does 
not  appear  related  to  dose  or  age.  These  side  reactions,  noted 
with  related  compounds,  are  not  yet  reported:  paradoxical 
excitation  with  severe  rage  reactions,  hallucinations,  menstrual 
irregularities,  change  in  EEG  pattern,  blood  dyscrasias  (including 
agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Serax 

oxazepam 


Wyeth  Laboratories 
Philadelphia,  Pa. 


-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


-SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


NURSING  and 
RETIREMENT  HOME 
CARE  AT  ITS  FINEST! 

Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


* All  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

’'Certified  for  Medicare 


PRESIDENT 


First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 


C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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When  relief  means  so  much  in  keeping  your  G.  U.  patient  comfortable 


CpiSJAL. 


Clinically 

effective 

for  G.  U.  Therapy  * 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner.  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310, 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate 

Methanamine  40.8  mg.  Benzoic  Acid 


5.4  mg. 
18.1  mg. 

4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists ) 


PHARMACEUTICALS,  INC 
CHICAGO.  ILLINOIS  60640 


MANUFACTURERS  OF  UR ICEUTICAL®  SPECIALTIES 

• CYSTOSPAZ®  • URISEDAM INE  ® • UTRASUL®  Tablets  and  Suspension 


PRINTED  IN  U. S. A. 


FEB  1967 


7th  Flag  Over  Texas 

You  won  t want  to  miss  the  19th  Annual  Scientific  Assembly  of 
The  American  Academy  of  General  Practice  in  Dallas  this  fall! 
You’ll  find  intriguing  innovations  in  quality-continuing  education 
breakfast  seminars  with  leading  clinicians,  “wet”  clinical  courses  in 
top  Dallas  hospitals,  programmed  learning,  as  well  as  the  usual 
outstanding  lecture  program.  All  are  designed  to  keep  you  abreast 
of  today’s  lightning  medical  developments  and  to  reinforce  your 
skills  in  everyday  practice.  Plan  NOW  to  attend  the  AAGP  Scientific 
Assembly. 


September  18-21,  1967 
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“George  wants  to  know  if  it's  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


NOVAHISTINE6  LP 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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rememberthe 
extra  tablet  at  bedtime 


who  can’t  sleep 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenance  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. Warn  patients  of ‘possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  .in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


(diazepam) 

Roche8 


djOCHEvb 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

N utley,  NJ.  07110 


Perhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Tripie  Sulfas 
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ERYTH  ROCIN  - SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 

In  clinical  trials12,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 

1.  Case  Reports  on  File,  Dept.  Clin.  Development, 

Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 

87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 
clinical  cure.  70,358 

A clinical  cure  rate  of  97.7% 

Brief 

Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Three  programs  for  boys  whose  parents 
desire  the  highest  type  of  educational 
opportunity  for  them: 

1.  Accelerated  Honors  Program,  a 
unique  educational  opportunity  open 
to  qualified  high  school  juniors  who 
wish  to  complete  2 years  of  high 
school  and  2 years  of  college  in  3 
years. 

2.  Standard  Junior  College  Department 
offering  degree  programs  in  Engi- 
neering, Business  Administration, 
Pre-law,  Pre-medical,  and  Liberal 
Arts. 


3.  College  Preparatory  Department. 
(Grades  9-12) 

Applications  now  being  received  for 
school  year  beginning  in  September. 

For  information,  write  or  phone 
The  Registrar, 


Box  TM,  Kerrville,  Texas  78028. 
Telephone:  (512)  CLearwater  7-8412. 
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THE  DICARBOSIL®  MONOGRAPH  ON  MODERN  ART 

Number  Three  of  a series:  Cubism 


■ After  Cezanne  had  amply 
expressed  his  dictum, 
“Everything  in  Nature  is 
based  on  the  sphere,  the 
cone  and  the  cylinder  . . 
two  artists,  Pablo  Picasso 
and  Georges  Braque  (1882- 
1963 ),  created  what  is  called 
Cubism  (1906-  ).  First 

came  “analytic”  Cubism 
(analysis  in  the  sense  of 
breaking  down  and  frag- 
menting objects  into  their 
parts ) simplifying  form  and 
simultaneously  showing 
different  facets  of  the  same 
object.  Even  subjects  were 
destroyed.  Cubes  were  not 
used  although  most  shapes 
were  geometric.  Before 
W.  W.  I these  artists  evolved 
“synthetic”  Cubism  using 
larger,  simpler  shapes, 
richer  colors,  and  real  tex- 
tures in  warmer,  intimate 
paintings. 

Watch  for  the  next  in  the 
series  . . . Expressionism. 


"Man  with  Pipe"  Picasso  (1881-  ) 


Courtesy  of  the  Art  Institute 
of  Chicago 

Gift  of  Mrs.  Leigh  B.  Block 


. . . for  the  best  taste 
in  the  art  of 

antacid  therapy 


icarbosil 


ANTACID 

DICARBOSIL  FEATURES:  ■ effective  neutralizing  power 
■ pleasant  taste  ■ exceptional  economy  ■ convenience. 


Specify  Dicarbosil  144's  (Box  of  144  tablets 
in  12  convenient  rolls).  Each  tablet  contains: 

Active  Ingredients:  Calcium  carbonate  precipitated  0.489  Gm., 
Magnesium  carbonate  0.01 1 G m. , Magnesium  trisilicate  0.006  Gm. 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


Volume  63,  August,  1967 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

* Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 


warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


Tandearil" 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Ettects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in  divided 
doses  for  2 to  3 days;  300  mg.  daily  thereafter.  Usual 
duration  of  therapy;  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil  helps  painful  shoulders 

oxyphenbutazone  aggjp 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 


Sperling.  I L 

Applied  Therap  6-117. 
1964 

Rosenbaum.  EE.  and 

Schwarz.  GR  North- 
west Med.  61  927, 1962 


3 out  of  4 painful  shoulder  patients 
responded  well 

84.2%  of  127  patients 

81%  of  48  patients 


TA-5094PC 


at  the  site  of  infection 


WM 


£\f  S JV 

{ 
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4b  yK 

Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1'2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


nn  700970 

Ilosone*  H 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeal 
be  definitely  related  to  use  of  the  drug,  laboratory  findings 
characterized  by  increased  direct-reacting  bilirubin,  ele 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cep 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glul 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  anc; 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  ha 
been  reported  in  other  patients  taking  prolonged  courses  c 
medication.  Patients  with  chronic  infection  have  been  givei 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months 
patients  with  rheumatic  fever  have  taken  prophylactic  dos 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  gro 
144  patients  who  received  the  drug  daily  for  two  years,  no 
dice  was  noted.  It  was  of  interest  that  members  of  six  of 
patients’  families,  who  were  not  taking  the  drug,  had  epi 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels 
determined  in  a group  of  fifty-four  adults  and  children  who 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  month 
rheumatic  fever  prophylaxis.  The  results  were  compared 
those  of  a similar  group  of  forty-four  patients  who  received  | 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elev; 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecc 
of  treatment  was  observed  in  one  patient  treated  with  lie 
and  in  two  patients  treated  with  penicillin.  Seven  other  pat 
in  the  group  receiving  Ilosone  and  four  others  in  the  pent 
group  showed  elevations  in  one  of  the  tests  at  some  time  di 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity, 
reported  in  102  pediatric  patients  who  received  short-term  i| 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  ii 
tions.  Results  of  liver  function  tests  in  these  patients  vi 
comparable  to  those  in  a similar  control  group  who  had  reccj 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatin 
fects  are  observed  in  a small  proportion  of  individuals  as  a nil 
of  a local  stimulating  effect  of  the  medication  on  the  alimen 
tract;  however,  the  normal  intestinal  gram-negative  bact<i 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the 
of  erythromycin,  there  have  been  occasional  reports  of  urtic: 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  1 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  1 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  he 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  do; 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythrom 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosag 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fif 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryt 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  ] 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wit 
suspected  lesion  of  syphilis  should  have  a dark-field  examina 
before  receiving  antibiotics,  and  monthly  serologic  tests  sh< 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equiva 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packa 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiva! 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packa) 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.- 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ba: 
in  bottles  of  50.  [032' 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247:69,  I 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  42:398,  1 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

229:198,  1960.  

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  46206.  L__ 

71 


■ \ 


m. 


utrexiri 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


- ■ 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


40  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


/ 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 

( LTR  22 > 


/ 


n vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine 
muscle  of  the  guinea  pig 


There  are  108,200* 
undetected  diabetics  in 

Texas 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 


Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 


Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514  42eR„  AlUSS 
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TEXAS  MEDICINE 


IN  EMPHYSEMA 


AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged -medication  tablets  4V2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach— nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 gr.) 


INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

| 

CH2OH 

l 


Hydrocortisone 


CH20H 

6=0 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  l and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1"4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 
-injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 
— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1-4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous  j 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by  : 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved ! 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
Itonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

*Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


In  peptic  ulcer. 

antacid 
therapy 

with  a 
new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONF— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,1  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances/  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Anqiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


HI 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  car 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  ii 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B,2  Crystalline 

4 mcgm 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Niacinamide 

100  mg 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691—6—3942 


NORPRAMIN 

(desipramine  hydrochloride) 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


IN  BRIEF: 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  ‘‘bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Individual  Responsibility— 

The  Background  and  Status 

IN  MAY,  1967,  the  Texas  Medical  Association’s 
House  of  Delegates  adopted,  after  a minor  amend- 
ment, Resolution  20N,  which  approved  and  endorsed 
the  Individual  Responsibility  Program,  and  the  At- 
tending Physicians  Statement  that  was  attached  to 
the  resolution. 

Subsequent  to  receiving  the  approval  of  the  House 
of  Delegates  in  May,  information  was  sent  to  the 
presidents  and  executive  officers  of  the  county  med- 
ical societies,  noting  that  the  Attending  Physicians 
Statement  could  be  purchased  from  the  Steck  Com- 
pany in  Austin.  Also,  we  solicited  from  each  county 
medical  society  informational  material  and  editorials 
on  the  Individual  Responsibility  Program. 

In  June,  following  the  instructions  of  the  Associa- 
tion’s House  of  Delegates,  the  Texas  delegates  to  the 
American  Medical  Association  sponsored  AMA  Reso- 
lution 91  entitled,  “Direct  Billing  and  Direct  Report- 
ing, which  sought  a reaffirmation  of  the  principles 
of  Individual  Responsibility  (direct  billing  and  di- 
rect reporting),  the  adoption  of  the  Attending  Phy- 
sicians Statement,  and  the  continued  advocation  of 
the  principle  of  Individual  Responsibility  in  AMA 
publications  along  with  information  on  how  to  obtain 
the  form.  Resolution  91  was  adopted  by  the  House 
of  Delegates  and  the  form  was  referred  to  the  Com- 
mittee on  Insurance  and  Prepayment  Plans  of  the 
Council  on  Medical  Service. 

In  addition,  the  IRP  form,  direct  billing  and  the 
usual  and  customary  fee  concept  will  be  employed  in 
the  recently  amended  Office  for  Civilian  Health  and 
Medical  Program  of  the  Uniformed  Services 
(OCHAMPUS). 

Responding  to  a May  directive  of  the  House  of 
Delegates,  representatives  of  the  Texas  Medical  As- 
sociation negotiated  with  Brigadier  General  Norman 
E.  Peatfield,  Executive  Director  of  OCHAMPUS,  an 
agreement  which  will  utilize  the  concept  of  usual, 
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customary,  and  reasonable  fees  and  direct 
billing  in  this  program.  It  is  significant  to 
Texas  physicians  because  Texas  has  the  sec- 
ond largest  number  of  military  dependents 
in  the  nation. 

TMA  representatives  also  got  agreement 
that  the  IRP  form  would  be  accepted  for  pay- 
ment of  physicians’  services  if  it  was  supple- 
mented by  additional  information  (primarily 
identification  information)  to  be  provided  by 
the  patient. 

Thus,  we  have  the  endorsement  of  the  prin- 
ciples of  Individual  Responsibility  by  both 
our  state  and  national  associations  and  have 
recognition  from  an  agency  of  the  federal 
government.  Perhaps  it  would  be  fruitful  to 
review  six  reasons  why  IRP  is  valuable  to 
us  as  physicians  and  to  our  patients : 

1.  Individual  Responsibility  preserves  the 
private  relationship  between  the  patient  and 
his  physician,  by 

2.  Excluding  third  parties  from  being 
privy  to  the  relationships  as  treatment  is  in 
progress.  The  patient  is,  of  course,  free  to 
deal  with  the  financial  underwriter  of  his 
health  care  as  he  sees  fit — be  it  a bank,  in- 
surance company,  or  governmental  agency. 

3.  Because  the  patient  and  his  physician 
deal  only  with  each  other,  matters  such  as 
charges  for  professional  services,  and  who 
is  to  pay  for  what,  are  clearly  delineated, 
and  the  possibility  of  future  confusion  over 
respective  responsibilities  is  reduced. 

4.  The  “Attending  Physicians  Statement” 
requires  the  least  amount  of  paperwork,  time 
of  the  physician  and  his  office  assistants, 
permitting  more  “medical-care”  time  for  each 
patient. 

5.  Assignments,  with  their  complexities 
and  the  confusion  patients  often  have  about 
them,  are  eliminated. 

6.  The  “Attending  Physicians  Statement” 
is  in  full  accord  with  Section  Six  of  the  Prin- 
ciples of  Medical  Ethics,  which  reads: 

A physician  should  not  dispose  of 
his  services  under  terms  or  condi- 
tions which  tend  to  interfere  with  or 
impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration 
of  the  quality  of  medical  care. 

Individual  Responsibility  and  the  “Attend- 
ing Physicians  Statement”  offer  a realistic 
approach  to  restoring  the  two-party,  physi- 
cian-patient relationship,  and  a bulwark 
against  efforts  by  third  parties  to  set  this 
concept  aside.  Our  patients  rely  upon  our 
individual  and  singular  responsibility  to  their 


best  medical  interests.  Our  future  capacity  to 
meet  this  responsibility  may  well  depend 
upon  how  willing  we  are  to  support  the 
principle  of  Individual  Responsibility  today. 

— James  H.  Sammons,  M.D.,  Baytown, 
Chairman,  Board  of  Councilors, 
Texas  Medical  Association. 

Contrast  Media  in  Study 
Of  Infant  Alimentary  Tract 

RADIOLOGIC  STUDIES  of  the  alimentary 
tract  of  infants,  frequently  in  the  neonatal 
period,  are  often  necessary  for  the  proper 
evaluation  of  obstructive  lesions  as  well  as 
for  the  identification  of  physiologic  disturb- 
ances. 

A multitude  of  organic  causes  must  be  kept 
in  mind  by  the  radiologist,  and  the  present- 
ing signs  and  symptoms  usually  include  vom- 
iting, abdominal  distention,  obstipation  or 
constipation  and  occasionally  diarrhea. 

Physiologic  disturbances,  including  pha- 
ryngeal incoordination,  pharyngonasal  re- 
flux, chalasia  and  achalasia  invariably  pre- 
sent as  vomiting  problems  in  the  infant.  In 
most  conditions,  especially  congenital  ob- 
structive lesions,  an  initial  scout  film  of  the 
chest  and  abdomen  is  mandatory  for  proper 
evaluation. 

Congenital  lesions  which  obstruct  the  eso- 
phagus include  atresia  and  congenital  stric- 
tures. Esophageal  atresia  may  be  suspected 
if  a preliminary  film  of  the  chest  and  ab- 
domen shows  air  in  the  distended  proximal 
esophageal  segment.  Confirmation  of  eso- 
phageal atresia  is  achieved  by  passing  a soft, 
opaque,  nasogastric  catheter  under  fluoro- 
scopic control  until  obstruction  is  met  in  the 
proximal  esophageal  segment.  Unless  this  is 
done  under  fluoroscopy,  the  catheter  may 
coil  upon  itself  and  give  the  erroneous  im- 
pression that  it  is  passing  into  the  stomach. 
Following  this,  a small  amount  of  barium  or 
water-soluble  iodide  material  (no  more  than 
1 cc.)  may  be  injected  and  the  upper  eso- 
phageal pouch  will  be  more  clearly  outlined. 
This  method  may  also  demonstrate  tracheo- 
esophageal communication  between  the  upper 
esophageal  segment  and  the  tracheobronchial 
tree.  After  the  diagnosis  is  confirmed,  the 
small  amount  of  contrast  media  injected  into 
the  esophagus  should  be  aspirated  and  the 
tube  removed. 
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Congenital  obstructions  of  the  proximal 
small  bowel  are  usually  obvious  on  inspection 
of  the  abdominal  scout  film.  There  is,  as  a 
rule,  distention  of  the  stomach  and  bowel 
proximal  to  the  obstruction  with  deficiency 
in  the  gas  pattern  distally.  In  such  cases, 
the  air  which  normally  is  present  in  the  gas- 
trointestinal tract  provides  adequate  contrast 
material  for  the  localization  and  identifica- 
tion of  the  obstruction.  There  is  no  need  to 
give  barium  or  other  forms  of  liquid  con- 
trast material  to  these  infants.  If  there  is 
sufficient  air  proximal  to  the  obstruction, 
air  may  be  introduced  through  a nasogastric 
tube,  and  by  properly  positioning  the  infant 
in  the  recumbent  or  upright  or  at  times  even 
inverted  position,  the  air  may  be  more  ac- 
curately utilized  to  locate  the  point  of  ob- 
struction. 

Obstructions  lower  in  the  small  intestine 
may  be  difficult  to  localize.  In  such  cases  the 
distended  small  bowel  becomes  displaced  and 
may  assume  a peripheral  position  giving 
the  erroneous  impression  that  gas  is  present 
in  the  colon.  The  evaluation  of  most  small 
bowel  obstructions  as  well  as  that  of  colonic 
obstructions  can  be  made  more  accurately  by 
barium  enema  examination.  If  there  is  no 
evidence  of  obstruction  of  the  colon  as  de- 
termined by  the  retrograde  flow  of  barium, 
the  obstruction  obviously  must  be  in  the 
small  intestine.  The  identification  of  an  ab- 
normally small  colon  (microcolon)  indicates 
that  the  colon  has  never  served  as  a conduit 
for  the  meconium  during  intrauterine  life; 
the  differential  possibilities  in  such  cases 
consist  of  meconium  ileus,  ileal  or  colonic 
atresia,  total  colonic  aganglionosis  and  the 
meconium  plug  syndrome.  It  is  not  only  un- 
necessary but  hazardous  to  give  young  in- 
fants with  colonic  or  lower  intestinal  obstruc- 
tion oral  contrast  media.  Water-soluble  io- 
dide materials  have  no  place  in  the  examina- 
tion of  the  infant’s  intestinal  tract,  and  be- 
cause of  their  hypertonic  effect  they  may 
produce  severe  hypovolemia  and  even  death. 
Barium  is  the  contrast  media  of  choice  in  the 
examination  of  the  colon.  This  material 
should  be  used  judiciously  in  the  evaluation 
of  chronic  constipation  or  suspected  mega- 
colon. If  megacolon  is  identified,  the  exami- 
nation should  be  stopped.  In  Hirschsprung’s 
disease,  the  identification  of  the  transition 
zone  which  is  usually  in  the  rectosigmoid 
area  is  all  that  is  necessary.  If  the  rectum 
is  dilated  and  filled  with  fecal  material  and 
there  is  a history  of  chronic  constipation, 
there  is  no  need  to  fill  the  entire  colon  with 


barium.  An  attempt  to  do  so  will  only  com- 
plicate the  patient’s  original  disorder. 

In  summary,  water-soluble  iodide  contrast 
materials  have  no  place  in  the  radiologic  eval- 
uation of  the  gastrointestinal  tract  of  infants 
and  children.  In  the  evaluation  of  high  in- 
testinal obstructions,  enough  air  is  usually 
present  to  accurately  locate  the  site  of  ob- 
struction and  if  not,  barium  is  a preferable 
contrast  material.  Barium  is  also  preferred 
in  the  evaluation  of  the  colonic  region,  but 
it  must  be  used  judiciously. 

— Edward  B.  Singleton,  M.D.,  Houston. 

Local  Care  Would  Benefit 
Many  Stale  Psychiatric  Patients 

MORE  THAN  HALF  of  the  patients  who  are 
now  in  Texas’  state  mental  hospitals  could 
be  appropriately  treated  in  some  other  type 
of  facility,  such  as  a day  hospital,  outpatient 
clinic,  nursing  home,  or  foster  home,  if 
enough  of  such  facilities  existed  in  the  popu- 
lation centers. 

This  is  the  general  conclusion  of  the  ad- 
ministrative survey1  of  Texas  state  mental 
hospitals  which  was  carried  out  in  the  sum- 
mer of  1966.  This  large-scale  study  of  the 
resident  patient  load  of  the  state  mental  hos- 
pitals was  supported  by  grants  from  the  Na- 
tional Institute  of  Mental  Health  and  the 
Texas  Department  of  Mental  Health  and 
Mental  Retardation.  More  than  100  Texas 
physicians  (mostly  psychiatrists,  internists, 
and  neurologists)  participated  in  the  plan- 
ning and  execution  of  the  survey,  along  with 
psychologists,  social  workers,  medical  stu- 
dents, sociologists,  nursing  personnel,  and 
technicians. 

Information  was  gathered  at  several 
levels : 

1.  Ratings  of  ward  behavior  and  nursing 
needs  were  obtained  on  all  15,284  patients  in 
the  seven  mental  hospitals  on  July  1,  1966. 

2.  A 10  percent  sample  of  these  patients, 
selected  to  match  the  total  group  in  age,  sex, 
ethnicity,  and  length  of  hospital  stay,  re- 
ceived detailed  examination  including  psy- 
chiatric interview,  physical  examination,  lab- 
oratory examinations,  social  interview,  and 
psychological  testing.  About  30  percent  of 
these  patients  were  also  referred  for  neuro- 
logical examination. 

3.  A panel  of  psychiatrists  and  social 
workers  then  reviewed  the  data  on  each  case 


Volume  63,  August,  1967 


37 


and  selected  the  type  of  placement  most  ap- 
propriate for  each  patient. 

The  panel  concluded  that  of  the  1,500  pa- 
tients examined,  25  percent  could  be  released 
from  institutional  care  (mostly  to  outpatient 
clinics  and  foster  homes),  32  percent  could 
be  transferred  to  other  facilities  (such  as 
nursing  homes,  day  hospitals,  and  half-way 
houses),  and  43  percent  should  remain  in  the 
state  hospitals.  Many  of  the  patients  have 
needs  similar  to  those  of  patients  presently 
in  nursing  homes  and  outpatient  clinics ; they 
could  be  transferred  to  such  facilities  and 
cared  for  by  nonpsychiatrists. 

Full  implementation  of  the  recommenda- 
tions of  the  survey  would  reduce  the  resident 
patient  population  of  the  state  mental  hos- 
pitals, improve  staff-patient  ratios,  and  make 
it  possible  to  abandon  some  substandard 
buildings.  The  hospital  staffs  could  concen- 
trate on  giving  more  intensive  treatment  to 
newly  admitted  patients,  which  would  lead 
to  shorter  stay.  This  type  of  change  has 
taken  place  in  state  mental  hospitals  in  other 
states,  and  it  can  happen  in  Texas. 

This  program  will  require,  however,  more 
community  facilities,  such  as  community  men- 
tal health  centers,  outpatient  clinics,  day  hos- 
pitals, and  preadmission  screening  programs. 
Promising  starts  in  this  direction  have  been 
made  in  several  Texas  communities.  The  phy- 
sicians of  Texas  can  contribute  to  this  pro- 
gram by  assisting  in  the  care  of  patients  re- 
leased from  mental  hospitals,  and  by  making 
use  of  the  various  alternatives  to  treatment 
in  state  hospitals  as  such  programs  are  set 
up. 

— Alex  D.  Pokorny,  M.D.,  and 
Shervert  H.  Frazier,  M.D.,  Houston. 

REFERENCE 

1.  Pokorny,  A.  D.,  and  Frazier,  S.  H.  : Report  of  the  Ad- 
ministrative Survey  of  Texas  State  Mental  Hospitals,  Texas 
Foundation  for  Mental  Health  and  Texas  Department  of  Mental 
Health  and  Mental  Retardation  (Jan.)  1967. 
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Removal  of  Loa  Loa  Worm 

A 22-vear-old  white  woman,  recently  re- 
turned from  duty  with  the  Peace  Corps  in 
South  Africa,  came  to  my  home  on  the  even- 
ing of  Nov.  7,  1966.  She  felt  a crawling  sen- 
sation in  her  left  eye,  and  said  that  she  had 
noticed  the  sensation  in  her  scalp  and  left 
temple  area  for  the  past  four  or  five  days. 


Female  Loa  loa  worm,  1.5  by  58  mm. 


At  first  examination  I discovered  what 
was  apparently  a moving  object  beneath  the 
conjunctiva  in  the  temporal  area  of  the  left 
eye  at  about  2 o’clock.  By  the  time  we  ar- 
rived at  my  office  some  15  minutes  later, 
this  object  had  moved  completely  across  the 
eye  to  the  nasal  side. 

After  administering  local  anesthesia,  I 
opened  the  conjunctiva  and  removed  a white 
worm  which  measured  1.5  mm.  in  diameter 
and  58  mm.  in  length.  It  was  identified  as  a 
female  Loa  loa  (Filaria  oculi) . 

In  my  opinion,  this  case  indicates  that 
people  who  serve  overseas  in  these  types  of 
programs  should  receive  a careful  examina- 
tion upon  their  return  to  the  United  States. 

Sincerely, 

Bert  E.  Davis,  M.D.,  Denton. 


The  Loa  loa  is  transmitted  to  man  by  the  bite  of 
the  Chrysops  fly,  which  contains  the  infective  larvae 
in  its  mouth  parts.  They  exist  in  the  human  body 
as  both  adult  worms  and  as  microfilaria.  The  adult 
worms  are  found  in  connective  tissue  under  the  skin, 
in  the  mesentery,  and  parietal  peritoneum.  They 
commonly  migrate  in  the  body,  and  are  most  often 
seen  in  the  subconjunctival  space  of  the  eye.  Tran- 
sient, painful,  red,  itching  subcutaneous  lesions  are 
probably  allergic  reactions.  There  is  usually  con- 
siderable eosinophilia.  Diagnosis  is  best  made  by 
demonstrating  microfilaria  in  smears  of  blood  taken 
at  midday.  Loiasis  responds  well  to  diethylcarbama- 
zine.  Spread  of  the  disease  is  limited  to  West  Africa, 
habitat  of  the  Chrysops  vector  fly. 

— Robert  L.  Rock,  M.D.,  Austin.* 


*Dr.  Rock,  an  ophthalmologist  who  spent  several 
months  in  Africa  as  a medical  missionary,  prepared 
this  paragraph  on  the  life  cycle  of  the  Loa  loa,  and 
some  of  the  clinical  manifestations  of  loiasis,  at  the 
request  of  the  editors. 
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MEDICAL  SCHOOLS  NEEDED  IN  TEXAS 


In  Texas  we  now  have  three  fully  functioning  medical 
schools — in  Dallas,  Galveston,  and  Houston.  Another  is  just  be- 
ginning to  function  in  San  Antonio.  At  first  glance  such  educa- 
tional facilities  might  seem  to  be  sufficient,  but  this  is  not 
true. 

The  membership  of  the  TMA  was  8,828  in  1962  but  was  9,822 
on  Dec.  31,  1966.  The  number  of  members  by  the  end  of  1967  should 
exceed  10,000.  However,  less  than  half  of  the  doctors  who  are 
starting  to  practice  in  Texas  have  been  educated  and  trained  in 
this  state.  Only  45  percent  of  the  doctors  who  have  joined  the 
TMA  since  1961  are  natives  of  Texas.  Only  48  percent  of  the  new 
members  of  this  organization  who  have  joined  between  1961-1966 
have  taken  their  medical  school  training  in  this  state.  These 
figures  are  from  a special  study  done  by  the  TMA  headquarters 
staff. 

We  are  attracting  many  young  doctors  to  Texas  because  it 
is  a pleasant  place  to  practice  and  live,  but  we  are  not  edu- 
cating and  training  enough  physicians  in  Texas  to  meet  our  pres- 
ent needs.  Realizing  this,  a resolution — addressed  to  the  gov- 
ernor of  Texas,  the  lieutenant  governor,  members  of  the  Legisla- 
ture of  the  State  of  Texas  and  of  the  Board  of  Regents  of  The 
University  of  Texas — was  introduced  and  passed  by  the  House  of 
Delegates  of  the  TMA  at  the  100th  Annual  Session  in  Dallas. 

The  resolution  requested  that  enough  money  be  made  avail- 
able to  The  University  of  Texas  Medical  School  at  San  Antonio  so 
that  100  students  can  be  accommodated  in  September,  1968.  Es- 
tablishment of  another  medical  school  was  urgently  requested 
to  be  considered.  Hopefully,  the  new  school  would  be  ready  to  re- 
ceive students  by  September,  1973.  Still  another  medical  school 
was  proposed  to  be  established  and  functioning  by  September 
1978. 

New  medical  schools  are  urgently  required  because  Texas 
will  need  an  estimated  21,000  practicing  physicians  by  1985  to 
care  for  the  14,500,000  people  who  will  be  living  in  this  state 
by  that  date. 

Talk  to  your  state  senator  or  representative  about  this 
pressing  need. 

Sincerely, 


Howard  R.  Dudgeon,  Jr.,  M.D., 

President , 
Texas  Medical  Association. 
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hen  the  road  back  to  good 
health  is  long  and  expensive... 

Your 

Texas  Medical  Association 

MAJOR  MEDICAL  PROGRAM 

can  be  of  great  help. 


A 


DOCTOR-SPOUSE-CHILDREN 
UP  TO  $15,000  FOR  EACH 
ILLNESS  OR  ACCIDENT. 
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TEXAS  MEDICINE 


ASSOCIATION  NEWS 


Dependents'  Medical  Care  Officials  Accept 
Direct  Billing,  Payment  of  Customary  Fees 


Two  objectives  highly  sought  by 
the  Texas  Medical  Association — the 
concept  of  usual,  customary,  and 
reasonable  fees  and  that  of  direct 
billing  of  patients  for  professional 
services — now  will  be  possible  in 
the  Military  Dependents’  Medical 
Care  program.  This  federal  program 
provides  comprehensive  benefits  for 
dependents  of  those  in  military  serv- 
ice, those  who  have  retired  and  their 
dependents,  and  dependents  of  de- 
ceased servicemen.  More  than 
360,000  Texans  presently  are  eligi- 
ble for  medical  care  under  the  pro- 
gram. 

These  considerations  were  report- 
ed at  a conference  between  repre- 
sentatives of  the  Office  for  Civilian 
Health  and  Medical  Program  of 
the  Uniformed  Services  (Dependents’ 
Medical  Care)  and  Texas  Medical  As- 
sociation held  July  18,  in  Austin. 

The  conference  had  been  recom- 
mended by  the  TMA  House  of  Dele- 
gates after  receiving  a report  from 
Dr.  James  D.  Murphy  of  Fort  Worth, 
the  Association’s  Immediate  Past 
President,  at  the  1967  Annual  Ses- 
sion. TMA  representatives  were  ask- 
ed to  seek  fair  reimbursement  for 
services  rendered  by  Texas  physi- 
cians through  the  concept  of  usual 
and  customary  fees  and  the  concept 
of  direct  billing. 

Texas  physicians  earlier  had  com- 
plained that  the  fiscal  agent  for  the 
program,  Mutual  of  Omaha,  had 
been  using  a maximum  fee  sched- 
ule which  is  outdated.  They  stated 
it  has  been  necessary  for  them  to 
reduce  their  usual  and  customary 
charges  which  they  routinely  make  to 
other  patients  with  similar  incomes. 

Physicians  also  had  informed 
TMA  that  they  have  been  encounter- 
ing difficulty  in  billing  these  patients 
directly  for  professional  services. 
Doctors  have  indicated  that  Mutual 
of  Omaha  would  not  accept  a claim 
submitted  by  a patient  unless  the 
physician  signs  a certificate,  stating 
that  he  would  accept  the  benefits 
listed  in  the  fee  schedule,  and  that 
he  would  not  charge  the  patient 
more  than  the  amount  allowed. 

Brig.  Gen.  Norman  E.  Peatfield, 
executive  director  of  the  Depend- 
ents’ Medical  Care  Program,  and  Lt. 
Col.  Robert  H.  Holzworth,  Special 


Assistant  for  Fees,  informed  repre- 
sentatives of  TMA  that  the  maximum 
fee  schedule  for  reimbursing  Texas 
physicians  no  longer  would  be  used. 
Instead,  payments  will  be  authorized 
to  physicians  on  the  same  basis  as 
the  “usual,  customary,  and  reason- 
able” fee  concept  which  is  used  in 
the  Medicare  program. 

Gen.  Peatfield  indicated  that  the 
change  will  be  effective  immediate- 
ly. In  initiating  this  new  concept, 
Gen.  Peatfied  asked  the  Texas  Medi- 
cal Association  to  appoint  a state 
committee  composed  of  its  own 
members  to  assist  in  reviewing  any 
charges  which  did  not  fall  within 
the  “usual,  customary,  and  reason- 
able” fee  concept. 

Association  representatives  also 
were  heartened  to  learn  that  the 
program  now  authorizes  direct  pay- 
ments to  the  beneficiary  or  the 
sponsor.  This  will  provide  physicians 
with  the  highly  desirable  option  of 
either  accepting  an  assignment  from 
the  patient,  or  billing  the  patient  di- 
rectly for  professional  services. 

Even  though  direct  billing  is  auth- 
orized, Gen.  Peatfield  was  frank  to 
acknowledge  that  the  armed  forces 
have  been  discouraging  this  method 
on  the  basis  that  “most  of  the  recipi- 
ents do  not  have  adequate  funds” 
to  pay  their  medical  bills. 

If  the  physician  chooses  to  ac- 
cept an  assignment,  he  will  complete 
the  form,  Statement  of  Services 
Provided  by  Civilian  Medical  Serv- 
ices. P.L.  369,  and  submit  it  to 
Mutual  of  Omaha.  Gen.  Peatfield 
indicated  that  the  form  presently  is 
being  revised  and  simplified. 

If  the  physician  chooses  to  bill 
the  patient  directly,  he  can  assist 
the  patient  by  providing  him  with  an 
itemized  statement.  The  IRP  form 
also  can  be  used  by  the  physician  to 
provide  the  necessary  information, 
but  this  form  must  be  supplemented 
by  information  to  be  provided  by 
the  patient.  The  patient  can  secure 
reimbursement  from  the  Office  for 
Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services,  Denver, 
Colo.  The  patient  will  receive  pay- 
ment for  that  portion  of  charges  for 
which  government  is  responsible, 
based  on  the  “usual,  customary,  and 
reasonable”  fee  concept. 


Legislation  creating  a program  of 
medical  services  for  dependents  of 
those  in  military  service  was  enact- 
ed by  Congress  originally  in  1956. 
The  plan  was  expanded,  effective 
Jan.  1,  1967,  to  authorize  civilian 
medical  care  for  those  who  have  re- 
tired from  military  service  as  well 
as  for  their  dependents. 

As  evidence  of  the  broadened 
scope  of  the  program,  there  are  an 
estimated  273,000  military  depen- 
dents who  reside  in  Texas  at  this 
time.  In  addition,  there  are  some 
29,000  retired  military  personnel 
and  another  58,000  of  their  depen- 
dents who  reside  in  this  state.  Only 
California  has  a larger  number  of 
military  dependents. 

Last  year,  under  the  original  pro- 
gram, Texas  physicians  filed  claims 
and  received  more  than  one  and  a 
half  million  dollars  in  payments  for 
professional  services.  Now  that  the 
program  has  been  expanded  to  in- 
clude retired  servicemen  and  their 
dependents;  and,  with  the  authoriza- 
tion for  care  by  physicians  in  private 
practice,  demands  by  military  de- 
pendents for  civilian  medical  serv- 
ices may  be  considerably  greater  in 
the  months  and  years  ahead. 

Benefits  of  the  Military  Depend- 
ents' Medical  Program  are  most  com- 
prehensive. Physicians’  services  are 
fully  covered.  Services  authorized  in- 
clude treatment  of  medical,  and  sur- 
gical conditions,  nervous  and  mental 
disorders,  chronic  conditions  and 
diseases,  and  contagious  diseases; 
maternity  and  infant  care;  family 
planning  services;  diagnostic  exam- 
inations; insulin,  drugs,  and  medi- 
cines written  on  prescription;  anes- 
thetics; oxygen;  physical  therapy; 
and  orthopedic  braces.  Semi-private 
hospital  accommodations  and  all 
necessary  services  and  supplies  fur- 
nished by  the  hospital  are  authorized. 
Isolated  benefits  not  provided  are 
routine  physical  examinations  and 
routine  immunizations,  well-baby 
care,  spectacles  or  examinations  for 
them,  dental  care,  and  domiciliary  or 
custodial  care. 

The  Texas  Medical  Association 
was  represented  at  the  conference 
on  the  Dependents’  Medical  Care 
Program  by  Dr.  Robert  F.  Gossett  of 
San  Antonio,  chairman  of  the  Coun- 
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cil  on  Medical  Service  and  Insurance; 
Dr.  G.  V.  Brindley,  Jr.,  of  Temple, 
President-Elect  of  TMA;  Dr.  R.  Har- 
vey Bell  of  Palestine,  Vice-President; 
Mr.  Philip  R.  Overton,  TMA  General 
Counsel;  his  associate,  Mr.  Sam  V. 
Stone,  Jr.;  Mr.  C.  Lincoln  Williston, 
Executive  Secretary,  and  Mr.  Donald 
M.  Anderson,  Assistant  Executive 
Secretary,  all  of  Austin. 

PERSONALS 

Dr.  Charles  Cameron  Sprague  as- 
sumed office  as  dean  of  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  on  July  1.  A native  of  Dallas 
and  a graduate  of  The  University  of 
Texas  Medical  Branch,  Dr.  Sprague 
was  previously  dean  of  Tulane  Uni- 
versity Medical  School  in  New  Or- 
leans. Dr.  Sprague  follows  Dr.  A.  J. 
Gill  as  dean  of  Southwestern.  Dr. 
Gill,  who  had  served  in  this  post 
since  1955,  resigned  last  fall  in 
order  to  return  to  a full-time  teach- 
ing career. 

An  advisory  council  composed  ini- 
tially of  seven  physicians  has  been 
named  to  assist  in  future  develop- 
ment of  The  University  of  Texas 
Medical  Branch  at  Galveston.  Mem- 
bers of  the  council,  all  alumni  of 
the  Medical  Branch,  are  Drs.  Robert 
Kimbro  of  Cleburne,  chairman;  Sam 
Dunn  of  Lubbock,  vice-chairman; 
Harvey  Renger  of  Hallettsville,  Court- 
ney M.  Townsend  of  Paris;  Van  D. 
Goodall  of  Clifton;  Mclver  Furman 
of  Corpus  Christi;  and  William  D. 
Seybold  of  Houston.  Dr.  Truman 
Blocker,  executive  director  and  dean 
of  the  school,  will  announce  addi- 
tional appointments  later. 

Five  Texas  physicians  have  been 
elected  to  serve  as  officers  of  spe- 
cialty sections  of  the  American  Med- 
ical Association.  These  physicians 
and  their  positions  are  Dr.  Marion 
T.  Jenkins  of  Dallas,  vice-chairman, 
Section  on  Anesthesiology;  Dr.  J. 
Fred  Mullins  of  Galveston,  chairman. 
Section  on  Dermatology;  Dr.  Sher- 
vert  H.  Frazier  of  Houston,  secre- 
tary, Section  on  Nervous  and  Mental 
Diseases;  Dr.  Ernest  Burke  Evans 
of  Galveston,  chairman,  Section  on 
Orthopedic  Surgery;  and  Dr.  Robert 
F.  Peterson  of  Temple,  assistant 
secretary,  Section  on  Pathology  and 
Physiology. 

Dr.  Truman  G.  Blocker,  Jr.,  execu- 
tive director  and  dean  of  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  was  recipient  of  the  1967 
Distinguished  Alumnus  Award  from 
the  Alumni  Association  of  Austin 
College  in  Sherman.  Dr.  Blocker  is  a 
1929  graduate  of  the  college. 


Approximately  370,000  Texans 
will  be  eligible  for  benefits  when  the 
Medicaid  program  (Title  XIX)  is 
placed  into  operation  in  this  state  on 
Sept.  1,  1967. 

Medical  assistance  will  be  made 
available  to  those  Texans  who  quali- 
fy for  categorical  aid  grants.  These 
are  the  truly  needy — that  is,  Old  Age 
Assistance  recipients,  the  blind,  the 
permanently  and  totally  disabled, 
and  families  with  dependent  chil- 
dren. Eligible  beneficiaries  who  pres- 
ently are  in  state  hospitals  and  in 
special  schools  will  be  covered. 

A fifth  category  of  beneficiaries 
permitted  under  the  federal  legisla- 
tion, the  medically  needy,  will  not  be 
included  in  the  Texas  program  at 
the  beginning.  This  is  the  group 
which  has  created  controversy 
through  high  income  limits  in  New 
York  and  several  other  states.  Nev- 
ertheless, it  will  be  necessary  for 
Texas  eventually  to  define  the  medi- 
cally indigent  and  to  provide  that 
group  with  coverage  by  1970. 

The  State  of  Texas  will  limit  the 
program  essentially  to  the  five  basic 
services  which  are  stipulated  in  the 
federal  law.  Reimbursement  will  be 
provided  for  (1)  physician’s  serv- 
ices; (2)  inpatient  hospital  services 
and  emergency  hospital  services;  (3) 
outpatient  hospital  services;  (4)  skill- 
ed nursing  home  services;  and  (5) 
laboratory,  x-ray,  and  other  radiolog- 
ical services.  Limited  provisions  have 
been  made  for  oral  surgery,  refrac- 
tions, and  cataract  lens,  chiropractic 
services,  podiatrist  services,  and  in- 
patient hospital  services  in  a Chris- 
tian Science  sanatorium. 

Initially  there  will  be  no  limits  on 
physicians'  services,  either  inpatient 
or  outpatient,  with  the  exception  of 
outpatient  psychiatric  treatment 
which  will  have  an  annual  limit  of 
$312.50  per  recipient.  When  pend- 
ing federal  legislation  is  passed 
there  will  probably  be  some  limits 
on  physicians’  outpatient  services 
and  on  certain  laboratory,  x-ray,  and 
other  diagnostic  services. 

Recipients  of  the  program  will  be 
eligible  for  30  days  of  inpatient  hos- 
pital services  for  each  spell  of  ill- 
ness. According  to  definition,  a spell 
of  illness  ends  when  the  individual 
has  not  been  an  inpatient  in  a hos- 
pital for  60  consecutive  days. 

Representatives  of  the  Texas  Med- 
ical Association,  headed  by  Dr.  Char- 
les Max  Cole  of  Dallas  and  a special 


Committee  on  Title  XIX,  have  played 
key  roles  in  helping  draft  the  legis- 
lation which  was  passed  by  the  1967 
Texas  Legislature. 

The  new  state  program  will  com- 
ply with  the  guide  lines  which  have 
been  approved  by  the  Association’s 
House  of  Delegates.  Very  important- 
ly it  will  embrace  the  concept  of 
reasonable  charges;  that  is,  the  phy- 
sician’s usual  and  customary  fees 
and  the  charges  which  prevail  in 
the  community.  The  operating  pro- 
cedures also  will  seek  to  preserve  the 
doctor-patient  relationship.  The  pa- 
tient will  have  the  right  to  select 
his  own  doctor.  The  physician  will 
be  free  to  accept  for  treatment  those 
patients  he  feels  he  can  benefit. 

Title  XIX  will  be  administered  in 
Texas  by  the  Texas  State  Depart- 
ment of  Public  Welfare,  though  inter- 
agency agreements  will  be  made 
for  related  programs  with  the  Texas 
State  Department  of  Health,  the  Tex- 
as State  Department  of  Mental 
Health  and  Mental  Retardation,  and 
the  Texas  Education  Agency.  The 
Texas  State  Department  of  Public 
Welfare  is  negotiating  with  Blue 
Cross  of  Texas  to  make  vendor  pay- 
ments for  medical  care  and  services. 

Payments  for  medical  care  and 
services  will  be  made  only  to  phy- 
sicians and  to  other  providers  of 
services.  Federal  regulations  pres- 
ently do  not  make  provisions  for 
direct  billing  under  Title  XIX.  This  is 
in  contrast  to  Medicare  in  which  the 
physician  has  the  option  of  billing 
directly  or  taking  an  assignment  of 
benefits  from  the  patient.  In  order 
to  secure  direct  billing,  Congression- 
al action  will  be  needed.  Federal 
regulations  also  provide  that  the  pa- 
tient cannot  receive  reimbursement 
from  the  Title  XIX  agency  for  de- 
ductible and  coinsurance  portions 
of  Title  XVIII  (Medicare)  in  the  event 
the  patient  pays  the  physician.  Legis- 
lation making  possible  direct  billing 
presently  is  being  considered  by  the 
US  House  of  Representatives  Ways 
and  Means  Committee. 

Funds  totaling  approximately  $130 
million  have  been  made  available 
for  the  first  year  of  operation  of 
the  Texas  Medicaid  program.  The 
Texas  Legislature  has  appropriated 
approximately  $26  million.  The  fed- 
eral government  will  provide  more 
than  $100  million,  representing  a 
matching  ratio  of  about  four  dollars 
for  each  one  state  dollar. 
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Be  on  hand  for  the  action ! 

Texas  Medical  Association's 

1967  Public  Affairs  and 
Public  Relations  Conference 


September  30  • Austin  • TMA  Headquarters 


FIVE  OUTSTANDING  GUEST  SPEAKERS 

Hon.  George  Bush,  United  States  Congressman,  Houston 
Blair  J.  Henningsgaard,  M.D.,  Chairman,  Board  of  Directors 
American  Medical  Political  Action  Committee 
Philip  Lesly,  President,  The  Philip  Lesly  Company,  Chicago 
Dwight  L.  Wilbur,  M.D.,  President-Elect,  AMA 
Otis  D.  Wolfe,  M.D.,  Past-President,  I owa  Medical  Society 

TWO  INFORMATIVE  PANEL  SESSIONS 

1 —  Current  Developments  from  TMA,  AMA  and  Washington 

2 —  Public  Relations,  Community  Action  and  Public  Health 

HOSPITALITY  HOUR 

Saturday  evening,  Hosted  by  Charles  O.  Finley  & Company 

SOUTHWEST  CONFERENCE  FOOTBALL 

UT  vs  Texas  Tech,  7:30  p.m.,  Sept.  30,  Memorial  Stadium 
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PLAYING  IT  COOL 


W.  CONE  JOHNSON,  M.D. 

Current  Review:  Heat  injuries  are  pre- 
dictable and  avoidable  threats  to  safety 
during  late  summer  football  practice.  Re- 
sponsibilities begin  with  physicians  and 
are  shared  with  coaches,  trainers,  school 
officials,  and  parents.  Simple  rules  are 
recommended  for  safe  and  logical  prac- 
tices to  minimize  dangers  of  hot  weather. 

HEAT  STRESS  is  a major  factor  behind  decreased  phy- 
sical and  psychological  performances  by  athletes.  While 
no  accurate  statistics  are  available,  some  sports  physi- 
cians hold  that  nonfatal  heat  injuries,  although  com- 
pletely preventable,  continue  to  occur  “by  the  hun- 
dreds” each  year.  Although  deaths  among  participants 
in  competitive  sports  are  infrequent,  mainly  accidental, 
and  unavoidable,  the  few  each  year  that  result  from 
heat  stroke  must  be  considered  preventable. 

There  is  no  doubt  that  the  hazards  are  increased 
during  midsummer.  Some  athletes  spend  the  entire 
summer  working  in  air-conditioned  comfort  while  oth- 
ers are  sedentary  or  indifferent  to  their  state  of  fit- 
ness. Both  types  are  physiologically  unprepared  to 
begin  football  practice  in  August,  particularly  if  it  is 
to  be  conducted  in  full  uniform  during  some  of  the 
hottest  days  of  the  year.  Ordinary  uniforms  weigh 
about  16  lb.  and  are  made  of  thick,  impermeable  ma- 
terial. By  covering  half  the  total  body  surface,  they 
may  drastically  impair  heat  loss.  All  six  deaths  from 
heat  stroke  in  1965  occurred  during  early  season 
drills  in  August;  they  were  in  mid-Southern  or  South- 
ern states  where  temperatures  and  humidities  are 
generally  high  at  that  time  of  the  year.  In  a pattern 
resembling  that  observed  in  a study  of  similar  deaths 
from  1959  to  1962,  most  of  the  athletes  involved  were 
interior  linemen  and  were  wearing  full  football  equip- 
ment. Heat  stroke  occurred  under  conditions  ranging 
from  either  high  dry-bulb  temperature  and  low  relative 
humidity  to  low  temperature  and  high  relative  hu- 
midity. In  some  instances,  players  were  not  permitted 
water  during  practice  but  were  required  to  take  salt 
tablets! 

The  hazards  of  heat  injury  will  be  magnified  during 
daylight  saving  time  if  the  environment  is  generally 


ignored  and  practice  and  playing  schedules  are  not 
shifted  accordingly.  Particular  caution  should  be  exer- 
cised in  the  timing  of  "night”  games. 

The  AMA  Committee  on  the  Medical  Aspects  of 
Sports  has  issued  warnings  each  year  since  1961  and 
has  held  repeated  conferences  in  an  effort  to  reem- 
phasize what  can  be  done  to  prevent  heat  injuries. 
Since  1961,  the  Texas  Society  of  Athletic  Team  Phy- 
sicians has  formally  advocated  all-summer  and  pre- 
season conditioning,  and  has  featured  heat  injury  on 
its  scientific  programs  in  1965  and  1967.  The  TMA 
Committee  on  Athletics  likewise  has  recommended 
adequate  preventive  measures,  and  has  enjoyed  close 
cooperation  with  other  interested  organizations  and 
officials.  Beginning  in  1966,  The  University  of  Texas 
Interscholastic  League  officially  sanctioned  an  addi- 
tional two  weeks  for  conditioning  workouts  prior  to 
the  first  regular  practice.  It  should  be  noted  that  In- 
terscholastic League  training  rules  apply  to  all  senior 
high  school  teams,  and  recommendations  are  made 
for  preseason  training  starting  times  and  for  elimina- 
tion of  spring  training  for  junior  high  and  elementary 
school  teams.  College  teams  are  not  subject  to  League 
jurisdiction. 

Recently,  several  articles  have  been  published  em- 
phasizing the  prevention,  recognition  and  treatment 
of  heat  injuries.2' 7 With  information  of  this  type  avail- 
able, there  is  no  longer  an  excuse  for  the  coach  who 
runs  practice  sessions  without  properly  acclimatizing 
his  athletes,  has  players  in  full  uniform  in  conditions 
of  excessive  heat  or  humidity  or  both,  or  who  with- 
holds water  and  minerals  during  play.  Participants  in 
organized  sports  programs  are  entitled  to  optimal  pro- 
tection against  disabling  injury.  Physicians  should 
take  the  lead  in  promoting  active  concern  with  those 
school  activities  outside  the  confines  of  the  class- 
room. 

Clinical  Syndromes:  Rather  than  by  serial  decline  in 
functions  as  heat  stress  increases,  injuries  are  defined 
by  the  dominant  clinical  presentation;  for  example, 
saline  depletion  with  progressive  hypovolemia,  weight 
loss,  nausea,  oliguria,  incoordination,  weakness,  fever, 
and  peripheral  vascular  collapse  (heat  exhaustion); 
hyponatremic  salt  depletion  with  fatigue,  weakness, 
nausea  and  painful  abdominal  muscle  contractions 
(heat  cramps);  dyspnea,  paresthesias  or  tetany  (heat 
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hyperventilation);  increased  capillary  permeability 
(thermic  edema);  hypokalemia,  muscle  damage,  weak- 
ness, hyposthenuria,  and  polyuria  (potassium  deple- 
tion); cessation  of  sweating  (anhidrotic  asthenia);  and 
severe  hyperpyrexia  with  altered  consciousness  (heat 
stroke).1-7  Some  interact  in  a complex  manner  and 
there  are  often  variations  or  admixtures,  notably  of 
heat  exhaustion,  potassium  depletion  and  hyperventi- 
lation.8-11 

While  the  pathogenesis  of  the  less  serious  heat  in- 
juries has  been  fairly  well  defined,  the  nature  of  events 
leading  to  heat  stroke  is  less  clear.4  It  results  from 
an  imbalance  between  the  heat  produced  from  muscu- 
lar activity  plus  that  absorbed  from  the  sun  and  the 
heat  loss  allowed  in  a given  atmosphere  by  the  cloth- 
ing worn  and  acclimatization  of  the  individual.  Per- 
sons adapted  to  cold  climates  tend  to  deposit  more 
subcutaneous  fat  and  have  shorter  appendages  and 
may  be  prone  to  stroke  on  sudden  exposure.  Cardio- 
vascular insufficiency  has  been  a prime  factor  in 
many  cases  where  heat  waves  involve  geographic 
regions  where  the  population  is  not  acclimatized.  In- 
terference with  selective  cutaneous  vasodilation  (or 
splanchnic  vasoconstriction)  prevents  an  adequate 
increase  in  blood  flow  through  the  skin  and  impairs 
heat  loss.  This  is  seen  in  vascular  and  nervous  system 
diseases  (diabetes  mellitus)  or  may  be  induced  by 
vasodilators  (especially  alcohol)  or  vasomotor  stimu- 
lants such  as  the  amphetamines.  Pyrogenic  factors 
associated  with  infection  or  inflammation  may  serve 
as  a trigger,  particularly  if  encephalitis  is  present. 
Adrenocortical  factors  such  as  insufficiency  or  any 
'other  salt-losing  disorders  are  undoubtedly  important. 
Rare  individuals  would  be  liable  because  of  conditions 
that  impair  evaporative  heat  loss,  such  as  absent  or 
defective  glands  (ectodermal  dysplasia,  cystic  fibro- 
sis). Disturbances  of  sweat  gland  activity  because  of 
skin  disease  or  drugs  (anticholinergics  or  thiazide 
diuretics)  may  produce  the  same  effect  or  provoke 
salt  depletion,  or  both. 

Inadequate  acclimatization  may  be  the  predominant 
factor  if  there  is  vigorous  exertion  at  relatively  low 
air  temperatures  and  high  humidities,  when  net  heat 
stress  may  be  seriously  underestimated  and  dehy- 
dration deceptively  swift.  Even  fully  trained  and  accli- 
matized athletes  are  susceptible  if  strenuous  activities 
are  performed  while  wearing  occlusive  garments.  The 


heavier  the  work,  the  sooner  the  limit  of  atmospheric 
cooling  powers  are  reached  and  the  less  compensible 
the  environment  becomes.  Stroke  may  occur  because 
highly  motivated  subjects  do  not  stop  when  “minor” 
symptoms  occur  and  because  water  and  mineral  debts 
are  almost  never  voluntarily  repaid  during  activity. 
Recent  studies  indicate  that  renal  disorders,  notably 
nephrocalcinosis  and  “hypokalemic”  nephropathy  may 
constitute  an  integral  factor  in  the  genesis  of  heat  in- 
juries, including  heat  stroke.11  The  second  of  these  is 
interesting  because  there  are  several  mechanisms  op- 
erating during  heat  exposure  that  could  lead  to  potas- 
sium depletion.3'  5 Adrenocortical  (aldosterone)  secre- 
tion remains  high  during  and  after  acclimatization  to 
heat  and  as  in  patients  with  hormone-secreting  tumors 
and  congestive  heart  failure,  accelerates  the  sodium- 
potassium  exchange  system  in  the  kidney,  causing  ex- 
cessive potassium  loss  even  after  sodium  disappears 
from  the  urine.13  Heavy  salt  intake  likely  increases  po- 
tassium excretion  even  further.  During  acclimatization 
the  volume  of  sweat  increases  but  the  potassium  con- 
centration remains  the  same  and  the  amount  lost  may 
be  comparable  to  that  during  diarrhea.  Severe  exertion, 
weight  reduction*  and  respiratory  alkalosis  from  hy- 
perventilation also  may  contribute  significantly  to  po- 
tassium depletion.8  Deficiencies  are  to  be  expected  if 
dietary  intake  is  marginal  as  the  losses  mentioned 
are  not  ordinarily  replaced  in  the  drinking  water.3-5 
If  a degree  of  depletion  develops,  glycogen  breakdown 
is  impaired  and  there  is  a shift  towards  anaerobic 
pathways.  Ironically,  the  resulting  lactic  acidosis  may 
provoke  still  further  potassium  loss.9 

The  release  of  potassium  from  cells  in  excess  of 
nitrogen  loss  decreases  cellular  osmolality  and  allows 
more  cell  water  to  defend  the  extracellular  volume. 
Progressive  depletion,  however,  abolishes  a funda- 
mental link  in  the  cellular  defense  of  circulating  vol- 
umes by  decreasing  the  amount  of  cation  ordinarily 
lost  in  deference  to  sodium.  Muscles  low  in  potassium 
content  apparently  can  function  more  effectively  than 
renal  epithelium,  although  tubular  salt  reabsorption 
may  proceed  normally  or  be  accelerated.  Any  asso- 
ciated renal  tubular  insensitivity  to  antidiuretic  hor- 
mone caused  by  potassium  depletion  may  yield  a 

*A  model  for  the  induction  of  “hypokalemic”  nephropathy 
calls  for  initial  protein  depletion  followed  by  a diet  high  in 
sodium  and  low  in  potassium.12 
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"normal”  or  high  urinary  volume  even  in  a dehy- 
drated individual.  This  situation  would  promote  sud- 
den cessation  of  sweating  and  hyperthermic  circula- 
tory failure — both  of  which  have  been  indicted  in  the 
genesis  of  heat  stroke.  The  effects  of  any  associated 
abnormalities  in  enzyme  and  cell  membrane  functions 
are  not  easily  assessed  but  undoubtedly  are  of  great 
importance.  The  critical  role  of  potassium  in  cellular 
function  is  underscored  if  it  is  recognized  that  should 
sodium  enter  in  replacement,  the  energy  costs  of  its 
extrusion  go  up  under  circumstances  of  excessive 
anaerobic  metabolism,  inactivated  enzymes,  altered 
membrane  lipids  and  increased  cellular  permeability. 

Prevention:  Successful  prevention  of  heat  injuries  de- 
pends largely  on  education,  particularly  of  supervisory 
personnel.  Specifically,  it  involves  the  application  of 
measures  to  increase  the  resistance  of  the  athlete  and 
reduction  of  exposure  as  much  as  is  practicable.  With 
fairly  simple  guidelines,  heat  injuries  can  be  greatly 
reduced  and  fatalities  from  heat  stroke  virtually  elimi- 
nated. 

Adequate  Preseason  Conditioning:  Details  of  a physi- 
cal examination  minimum  should  be  worked  out  with 
all  physicians  responsible  for  clearing  candidates. 
Those  with  diseases  of  the  skin,  kidneys,  heart  or 
blood  vessels  should  be  excluded.  The  obese  should 
lose  weight  gradually  and  without  drugs,  especially 
diuretics.  All  candidates  should  know  that  fitness  pro- 
grams in  an  air-conditioned  environment  will  not  pro- 
vide tolerance  to  heat  stress;  that  acclimatization  may 
be  induced  rapidly  by  short  daily  exposures  if  some 
exercise  is  performed.  Candidates  should  be  advised 
that  maintenance  of  weight,  proper  rest  and  avoid- 
ance of  drugs  are  of  equal  importance  to  exercise. 
Tranquilizers  (meprobamate  and  promazines)  may  in- 
hibit normal  responses  to  thermal  stress  through  their 
effects  on  the  central  nervous  system.  It  should  be 
pointed  out  that  alcohol  dilates  blood  vessels,  pro- 
duces unnecessary  sweating  even  at  room  tempera- 
tures, and  forces  the  kidneys  to  waste  vitally  needed 
water. 

Exposure  should  commence  at  least  three  weeks 
before  the  first  full  practice  session,  and  athletes 
should  wear  only  T-shirts  and  shorts  during  at  least 
the  first  five  days.  It  should  begin  earlier  for  candi- 
dates who  have  had  febrile  illnesses,  especially  if  bed 
rest  was  necessary.  If  there  is  any  trend  toward  pos- 
tural hypotension,  tachycardia,  or  a blunted  cold  pres- 
sor test  (indicating  cardiovascular  instability),  training 
should  commence  indoors  and  exposure  to  heat  de- 
layed until  all  these  signs  disappear.  The  transition 
should  be  even  more  gradual  if  one  or  two  cups  of  hot 
tea  fail  to  provoke  sensible  sweating.  Conditioning  in 
hot  weather  should  be  started  for  20  or  30  minutes  at 


a time,  jogging  or  running  in  light-weight  clothing.  The 
gradual  achievement  of  the  mile  run  by  running  220 
yards,  then  walking  220  yards,  slowly  increasing 
through  440  yards  until  the  mile  is  run  in  seven  to 
eight  minutes  during  the  first  week  of  the  season,  is 
a reasonable  program.  Heavy  gear  should  be  intro- 
duced gradually  before  work-outs  become  strenuous 
in  hot  or  humid  weather. 

Work-Out  Precautions:  Twice-a-day  work-outs  should 
be  scheduled  for  early  morning,  late  afternoon,  or 
early  evening.  They  should  be  interrupted  for  five 
to  ten  minutes  every  one-half  to  one  hour.  The  weight, 
and  if  possible,  body  temperature  of  each  player 
should  be  recorded  before  and  after  each  session.  A 
chart  can  be  posted  near  the  scales  and  a trainer  or 
student  manager  assigned  the  task.  Sweat  losses 
equal  to  3 percent  of  the  body  weight  may  signifi- 
cantly impair  work  performance  and  body  cooling.  If 
weight  loss  is  associated  with  an  increase  in  body 
temperature  or  the  passage  of  small  amounts  of  high- 
ly colored  urine,  or  both,  one  may  anticipate  incipient 
heat  injury  and  no  further  exposure  should  be  per- 
mitted. If  mineral  and  water  imbalances  are  corrected, 
the  candidate  may  re-enter  the  program  with  very 
brief  but  regular  daily  exposures.  If  weight  loss  is 
associated  with  polyuria,  it  means  that  heat  stroke 
may  occur  at  any  time  during  the  next  few  minutes 
or  hours.  The  result  can  be  compared  to  suddenly 
“springing  a leak”  in  the  radiator  of  an  automobile  on 
a hot  day.  By  the  same  token,  any  athlete  with  an 
absolutely  dry  shirt  is  also  rapidly  headed  for  trouble 
and  must  be  put  into  a cool  spot  immediately.  A phy- 
sician should  be  notified  after  first-aid  cooling  mea- 
sures (wet  towels  and  a fan)  are  begun. 

During  breaks  and  at  half  times,  jerseys  should  be 
lifted  and  helmets  removed.  Hot  spots  in  the  field 
should  be  avoided  and  players  should  be  seated  in 
well-shaded  areas  for  rest  rather  than  on  a bench  in 
the  sun.  Cool  breezes  should  be  sought  at  all  times, 
otherwise  a jersey  or  helmet  full  of  crushed  ice  will 
aid  in  rapid  cooling. 

Games:  Night  game  times  should  be  adjusted  ac- 
cording to  the  temperature  and  humidity.  This  is 
especially  important  when  teams  are  traveling  and 
may  not  know  if  host  stadiums  have  natural  breezes. 

Water  and  Minerals:  While  large  quantities  of  water 
may  produce  vomiting,  there  is  little  evidence  that 
small  quantities  (one  to  two  cups)  are  harmful.  Cool 
liquid  which  is  palatable  and  refreshing  may  relax  the 
pylorus  and  permit  greater  absorption  than  if  it  is 
tepid.  Replacement  must  be  made  from  the  first  hour. 
There  should  be  no  hesitation  in  providing  water  on 
the  practice  field  and,  of  course,  during  games.  The 
same  applies  to  minerals  and  a sample  method  of 
providing  both  is  as  follows: 
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a.  Mix  1-1  y2  teaspoons  of  table  salt  in  one  gallon 
of  water. 

b.  Add  two  or  more  small  cans  of  frozen  orange 
juice  to  taste.  Artificial  or  natural  fruit  concentrates 
may  be  used  for  variety  and,  if  supplemented, 
provide  a balanced  mixture. f 

A liquid  supplement  is  considered  by  some  to  be 
unpalatable,  but  most  players  will  get  used  to  the 
solution  and,  after  a time,  will  prefer  it  over  plain 
water.  It  is  also  preferred  because  the  plain  salt  tablet 
(containing  cornstarch  as  a disintegrating  agent)  dis- 
solves within  one  to  two  minutes.  In  concentrated 
form,  salt  is  not  readily  absorbed,  owing  to  restricted 
splanchnic  blood  flow,  and  may  cause  local  gastro- 
intestinal irritation. 

Foods  high  in  potassium  content,  such  as  baked 
potato,  bananas,  orange  juice,  dried  apricots  and 
cocoa  should  be  encouraged  so  long  as  salt  intake 
is  encouraged.  Acclimatization  may  take  up  to  three 
weeks,  but  usually  is  complete  in  a week  or  ten  days 
depending  on  the  level  of  sweating.  Weight  loss  al- 
ways should  be  minimized  but  as  a rule,  one  quart 
of  water-mineral  mixture  should  replace  every  two 
pounds  of  weight  lost.  In  short,  it  cannot  be  over- 
emphasized that  players  are  not  only  “worth  their 
salt,”  but  worth  their  potassium,  water,  vitamins,  and 
calories. 

Clothing:  By  blocking  evaporative  heat  loss  from 
the  body  surface,  uniforms  provoke  waste  of  body 
fluid,  and  often  an  elevation  of  body  temperature 
which  may  continue  to  rise  after  exertion  has  stopped. 
Players  should  wear  short-sleeved,  light-weight  uni- 
forms and  short  stockings,  and  keep  taping  to  the 
minimum  required.  There  is  no  place  for  long  stock- 
ings and  long-sleeved  jerseys  until  it  is  cold  and  late 
in  the  season.  The  use  of  winter  uniforms  or  rubber- 
ized suits  to  force  weight  loss  is  to  be  condemned,  as 
this  actually  is  "playing  with  fire.”  At  least  one  heat 
stroke  fatality  was  caused  by  this  practice  in  1964. 

Environmental  Surveillance:  Heat  injuries  are  most 
likely  to  occur  during  the  first  three  or  four  days  of 
practice  sessions  as  heat  overloading  with  water  and 
mineral  disturbances  may  develop  rapidly  during  the 
time  when  acclimatization  is  inadequate.  The  inci- 
dence falls  after  the  first  two  or  three  weeks.  There- 
after, the  hazards  of  hot  weather  remain,  although 
they  are  usually  greatly  diminished.  It  is  suggested 
that  each  team  obtain  a psychrometer  (sling  type) 
or  construct  a simple  apparatus  to  measure  the  wet- 
bulb  and  dry-bulb  temperatures  during  all  practice 
sessions.  The  relative  humidity  should  be  calculated. 
A rough  guide  to  the  limits  imposed  by  the  weather 
is  as  follows: 


fAvailable  as  Sol-ade,  which  contains  dextrose,  ascorbic 
acid,  sodium,  chlorine,  potassium,  and  phosphate. 


Wet-Bulb 

Reading 

Precautions 

Under  60° 

No  precaution  necessary. 

61-64° 

Observe  poorly  trained  or  obese  and  particularly 
any  squad  members  who  lose  much  weight. 

65-70° 

Insist  that  water  and  mineral  mixture  be  given 
ad  lib  on  field. 

71-75° 

Alter  schedule  to  provide  ten-minute  rest  periods 
every  one-half  hour.  In  addition  to  above  pre- 
cautions, T-shirts  should  be  lifted  frequently 
and  all  athletes  should  be  observed  carefully. 

76°  and  above 

Practice  should  be  postponed,  or  may  be  abbrevi- 
ated program  conducted  in  shorts  and  T-shirts 
with  close  supervision  by  coaches  and  the  team 
physician. 

Even  complete  acclimatization  is  no  guarantee 
against  serious  heat  injury  and  any  time  the  product 
of  the  dry-bulb  temperature  (Fahrenheit)  and  relative 
humidity  (percent)  exceeds  4,000,  hazardous  condi- 
tions exist  for  players  in  full  uniform.  Certainly  a 
“low”  air  temperature  should  not  be  used  to  discount 
the  possibility  of  heat  injury. 

Such  simple  measurements  are  not  intended  to  be 
conclusive  nor  do  they  provide  all  answers  for  heat 
injury  prophylaxis  on  the  field,  but  they  can  be 
grasped  for  use  by  coaches  and  trainers.  There  still 
is  no  substitute  for  the  team  physician’s  good  clinical 
judgment.  Knowledge  of  preseason  conditioning,  the 
appearance  of  the  athlete,  the  state  of  his  hydration 
and/or  weight  loss,  and  the  amount  of  work  re- 
quired, and  the  cooling  powers  of  the  environment 
must  be  constantly  reassessed  in  order  to  protect 
athletes  from  serious  heat  injury. 
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PHYSIOLOGIC  ABNORMALITIES 
COMMON  TO  SEVERE 
MALABSORPTION 


BELTON  G.  GRIFFIN,  M.D. 

Review  Article:  The  abnormalities  seen  in 
severe  malabsorption  are  manifestations 
of  the  various  absorptive  defects,  and  the 
overall  picture  is  that  of  severe  malnutri- 
tion but  with  many  specific  features 
much  more  severe  than  one  encounters 
in  simple  malnutrition. 

A NUMBER  OF  physiological  abnormalities  are  com- 
mon to  severe  malabsorption,  regardless  of  its  etiolo- 
gy. The  object  of  this  article  is  to  consider  both  the 
etiology  and  clinical  manifestations  of  these  abnor- 
malities. 

In  nontropical  sprue,  adult  celiac  disease,  primary 
intestinal  malabsorption,  or  gluten  enteropathy, 
there  is  universal  malabsorption,  a defective  absorp- 
tion of  all  nutrients,  which  is  associated  with  atrophy 
of  the  small  intestinal  mucosa.  This  anatomic  defect 
was  recognized  in  the  last  decade  of  the  19th  century, 
when,  as  now,  sprue  was  a favorite  subject  for  med- 
ical essayists,  especially  the  French,  British,  and 
Dutch  military  surgeons.  This  villous  atrophy  was  well 
illustrated  in  a camera  lucida  drawing  of  the  small 
intestinal  mucosa  (Fig.  1),  which  is  taken  from  Sir 
Philip  Manson-Bahr’s  book1  published  in  1915.  How- 
ever, the  validity  of  these  changes  was  by  no  means 
universally  accepted  at  that  time.  Many  authors 
thought  that  these  changes  were  the  result  of  post- 
mortem autolysis.  Throughout  the  first  three  decades 
of  this  century,  there  was  a running  debate  between 
those  who  accepted  the  validity  of  these  changes  and 
those  who  did  not.  This  question  was  settled  for  a 
long  time  by  Thaysen2  in  his  monograph  published  in 


1932.  He  thought  that  the  changes  were  due  to  post- 
mortem autolysis.  This  viewpoint  was  universally  ac- 
cepted for  the  next  two  or  three  decades.  Most  text- 
books published  in  that  period  stated  that  in  sprue 
there  was  a physiologic  defect  in  the  absorption  with- 
out associated  anatomic  changes. 

In  1954,  Paulley3  described  the  microscopic  chang- 
es observed  in  a number  of  surgical  biopsies  of  the 
small  intestine  of  sprue  patients.  Shortly  thereafter 
Shiner,4  Crosby,5  Butterworth,6  and  others  published 
careful  descriptions  of  villous  atrophy  seen  in  peroral 
biopsy  specimens  of  the  intestinal  mucosa  of  sprue 
patients.  An  example  of  a peroral  small  bowel  biopsy 
specimen  from  a normal  individual  is  seen  in  Fig.  2, 
while  the  shortening,  blunting,  and  confluence  of  the 
villi  seen  in  a patient  with  sprue  is  illustrated  in  Fig.  3. 
Clinically,  our  attention  in  malabsorption  has  been 
concentrated  on  the  impaired  fat  absorption.  This  is 
the  most  obvious  feature  of  the  disease.  The  large, 
greasy  stool  is  obvious  and  striking  when  present. 
However,  in  primary  intestinal  malabsorption  there  is 
a universal  malabsorption  so  that  the  defective  ab- 
sorption involves  not  only  fat  but  also  proteins,  carbo- 
hydrates, vitamins,  minerals  and  even  water. 

In  pancreatic  insufficiency,  the  defect  is  more  cir- 
cumscribed. In  this  situation,  there  is  impaired  hy- 
drolysis of  neutral  fats  to  fatty  acids  and  glycerin. 
There  is  defective  digestion  of  meat  and  starches  so 
that  neutral  fats,  undigested  meat  fibers,  and  complex 
carbohydrate  molecules  are  presented  to  the  small 
intestinal  mucosa,  which  is  unable  to  efficiently  ab- 
sorb these  large  molecules.  In  other  conditions,  such 
as  the  postgastrectomy  syndrome,  extensive  resection 
of  the  small  intestine,  amyloid  disease,  jejunal  diver- 
ticulosis,  Whipple’s  disease,  malignant  obstruction  of 
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the  lymphatics,  closed  loop  syndrome,  or  malabsorp- 
tion due  to  neomycin  ingestion,  the  absorptive  defect 
is  likely  to  be  more  circumscribed  than  in  primary 
intestinal  malabsorption.  The  impaired  absorption  of 
each  of  the  nutrient  substances  makes  itself  known  in 
its  own  appropriate  way.  Impaired  fat  absorption  is 
clinically  manifest  by  the  presence  of  large,  foul-smell- 
ing stools  which  at  times  may  be  grossly  greasy  in 
appearance.  In  milder  cases,  steatorrhea  may  be  de- 
tectable only  by  chemical  or  microscopic  examina- 
tion of  the  stool.  Loss  of  fat  in  the  stool  results  in  a 
tremendous  caloric  loss  to  the  patient  and  is  partly 
responsible  for  the  inanition,  weight  loss,  and  malaise 
which  are  present. 

Impaired  protein  absorption  results  in  hypoalbu- 
minemia  and  peripheral  edema  as  well  as  in  general 


Fig.  1. 


Reprinted  by  permission  of  Manson-Bahr,  P.  H.:  A Report  on  Researches  on 
Sprue  in  Ceylon,  1912-1914,  Cambridge,  Cambridge  University  Press,  1915. 


Fig.  2. 


Fig.  3. 
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debility.  Impaired  carbohydrate  absorption  also  con- 
tributes to  the  general  debility,  lassitude,  malaise,  and 
weight  loss  which  constitute  such  important  features 
of  the  overall  syndrome.  Defective  calcium  absorp- 
tion is  caused  partly  by  the  formation  of  insoluble 
calcium  soaps  and  partly  by  defective  absorption  of 
the  calcium  ion  itself.  The  resulting  hypocalcemia  is 
manifest  as  hyperirritability  and  at  times  even  as 
tetany.  There  may  also  be  bone  pain,  osteomalacia, 
and  at  times  pathological  fractures. 

Impaired  absorption  of  vitamin  D contributes  to  the 
defective  absorption  of  calcium.  If  vitamin  D is  given 
parenterally,  absorption  of  calcium  is  improved. 

Vitamin  A deficiency  may  rarely  result  in  night 
blindness  or  nyctalopia.  Vitamin  K deficiency  may  re- 
sult in  easy  bruising,  bleeding  gums,  or  gastrointesti- 
nal bleeding.  I know  of  one  patient  who  underwent 
exploratory  surgery  because  of  gastrointestinal  hem- 
orrhage. At  surgery,  diffuse  oozing  from  the  intesti- 
nal mucosa  was  found.  The  prothrombin  time  was 
then  found  to  be  less  than  10  percent.  This  led  to 
further  investigation  and  the  ultimate  diagnosis  of 
sprue,  which  was  “cured”  by  a gluten-free  diet.  There 
is  little  in  the  way  of  laboratory  evidence  to  document 
the  impaired  absorption  of  cevitamic  acid,  thiamine, 
riboflavin,  nicotinic  acid  and  pyridoxine.  However,  the 
patients  do  show  clinical  evidence  of  deficiencies  and 
these  vitamins  are  usually  given  in  treatment  of  the 
malabsorption  syndrome. 

There  are  well  documented  defects  in  the  absorp- 
tion of  vitamin  B12  and  folic  acid  in  primary  intestinal 
malabsorption,  with  resulting  macrocytic  anemia  in 
sprue  patients  which  is  similar  to  that  seen  in  per- 
nicious anemia.  It  responds  to  B12  and  folic  acid  ad- 
ministration. Many  sprue  patients  have  neurologic 
changes  consisting  of  impaired  vibratory  senses,  ab- 
sent tendon  reflexes,  and  at  times  painful  neuritides. 
If  neurologic  changes  are  present  (and  perhaps  if  they 
are  not  present),  folic  acid  should  not  be  given  alone, 
but  should  be  accompanied  by  vitamin  B12.  Folic  acid 


will  correct  the  hematologic  defect,  but  will  not  cor- 
rect the  neurologic  defect  and  it  is  thought  that  its 
administration  without  accompanying  B12  therapy  may 
actually  accelerate  the  neurologic  process. 

Impaired  absorption  of  iron  may  result  in  hypo- 
chromic anemia;  thus,  some  patients  have  macrocy- 
tic anemia  while  others  have  hypochromic  anemia. 

There  is  impaired  absorption  of  many  electrolytes 
including  sodium,  potassium  chloride  and  magne- 
sium. The  absorption  of  potassium,  however,  is  better 
than  that  of  sodium  and  chloride,  so  that  in  most 
instances  the  reduction  in  the  serum  sodium  and 
chloride  levels  is  more  pronounced  and  leads  to  hypo- 
volemia and  hypotension  resembling  Addison’s  dis- 
ease. There  is  also  pigmentation  of  the  skin,  the  exact 
cause  of  which  is  unknown. 

In  the  sprue  patient,  absorption  of  water  is  delayed. 
Wollaeger7  has  shown  that  water  remains  in  the  dilat- 
ed loops  of  small  intestine  for  several  hours  before  it 
is  finally  absorbed  and  subsequently  excreted  in  the 
urine  with  the  resulting  nocturnal  diuresis.  Excretion 
tests  for  Addison’s  disease  are  thus  invalid  in  this 
condition. 
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FETO-FETAL 

TRANSFUSION  SYNDROME 


R.  D.  LOYD,  M.D. 

TEXAS  MEDICINE  Award  Article:  The 

feto-fetal  transfusion  syndrome  is  prob- 
ably more  common  than  is  generally 
supposed.  This  intrauterine  transfusion 
from  one  twin  to  another  results  in  one 
anemic  child  and  one  polycythemic  in- 
fant. This  syndrome  contributes  to  in- 
creased mortality  in  monochorial  twins 
through  early  intrauterine  deaths.  It  also 
presents  a formidable  problem  in  live 
births.  Varied  treatment  and  guidelines 
of  therapy  are  presented. 

IN  RECENT  YEARS  numerous  isolated  cases  have  been 
reported  of  intrauterine  transfusion  from  one  twin  to 
another  resulting  in  one  anemic  and  one  polycythemic 
offspring.  A thorough  search  of  the  literature  revealed 
numerous  isolated  cases,  some  of  which  were  poorly 
documented  with  very  loose  criteria  for  the  diagnosis 
of  feto-fetal  transfusion  syndrome.  Almost  all  case 
reports  were  in  the  past  ten  years,  and  most  of  them 
were  retrospective  diagnoses.  The  frequency  of  this 
phenomenon  is  vague,  as  are  some  of  the  immediate 
and  long-term  effects  of  such  vascular  anastomoses. 

This  article  presents  a brief  history  of  the  syn- 
drome, a discussion  of  twinning,  and  probable  patho- 
physiology of  twin-to-twin  transfusion.  In  addition, 
cases  from  the  literature  have  been  analyzed  with 
regard  to  both  immediate  and  long-term  diagnosis, 
treatment,  and  prognosis. 

History:  Twenty-four  years  before  American  colonists 
declared  their  independence  from  England,  a British 


obstetrician,  William  Smellie,  presented  the  first  ac- 
count of  injection  of  a monochorial  placenta.  In  his 
Treatise  on  the  Theory  and  Practice  of  Midwifery 
(1752),  Smellie  described  twins  with  “one  placenta  in 
common’’  in  which  injection  of  one  umbilical  artery 
demonstrated  its  anastomoses  with  “vessels  belong- 
ing to  the  other."1  However,  it  was  not  until  1845  that 
Hiiter,  after  reviewing  numerous  cases  and  injecting 
dye  into  monochorial  placentas,  suggested  that  “per- 
haps the  occasional  dissimilarity  in  the  twins’  develop- 
ment is  caused  by  this  repeated  and  permanent  blood 
stagnation.’’2 

Between  1882  and  1910  Schatz  published  in  the 
Archiv  fur  Gynaekologie  one  of  the  most  meticulous 
and  extensive  of  all  studies  of  twin  placentas.  He  con- 
firmed previous  findings  of  grossly  apparent  artery- 
to-artery  and  vein-to-vein  anastomoses,  and  described 
capillary  sized  artery-to-vein  connections  within  the 
placental  parenchyma.  Schatz  concluded  that  these 
shunts  were  often  not  compensated  for  and  could  lead 
to  asymmetrical  development.  This  unequal  size  at 
birth  was  noted  by  Schatz  as  early  as  1882  in  a report 
on  monochorial  twins — one  twin  with  oligohydramnios 
and  the  other  with  polyhydramnios.2 

Although  the  early  groundwork  was  laid  by  obste- 
tricians, Herlitz,  a Swedish  pediatrician,  is  generally 
recognized  as  the  first  to  report  a case  of  feto-fetal 
transfusion  syndrome  in  which  differences  in  hemo- 
globin values  were  appreciated.  In  1941  he  reported 
four  cases  of  anemia  in  the  newborn,  two  of  which 
were  pairs  of  identical  twins  who  had  marked  differ- 
ences in  hemoglobin  values.  Herlitz  emphasized  the 
presence  of  increased  numbers  of  platelets  in  the 
anemic  twins  and  stated  that  "placental  anastomoses 
have,  in  all  probability  played  a part.”3 

It  was  not  until  1955  that  the  next  documented 
case  was  reported.4  Since  that  time,  however,  more 
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than  40  cases  have  been  reported  in  the  world’s  med- 
ical literature. 

Twinning:  The  mean  frequency  of  twinning  among 
white  births  in  the  United  States  is  1:93.3  and  among 
nonwhites  1:73.3.  The  incidence  of  double-ovum  twin- 
ning is  strongly  influenced  by  maternal  race,  age, 
heredity,  and  parity;  whereas,  the  frequency  of  single- 
ovum twinning  is  almost  wholly  independent  of  all 
four  factors.  Furthermore,  approximately  33  percent 
of  all  twin  pregnancies  are  single  ovum.3  Benirschke 
pointed  out,  however,  that  almost  all  such  studies 
were  retrospective  and  consequently  did  not  take  into 
consideration  the  higher  mortality  in  monochorial 
twins  (Table  1)  and  the  effects  of  intrauterine  trans- 
fusion.6 Also,  identical  twins  may  have  phenotypical 
differences  inasmuch  as  occasional  congenital  anom- 
alies may  be  present  in  only  one  member  of  single 
ovum  twins.7  In  a prospective  study  of  250  consecu- 
tive cases  of  twins  Benirschke  (using  Weinberg’s  rule) 
derived  an  expected  incidence  of  44  percent  monozy- 
gotic twins.6 

Placentation  of  monozygotic  twins  may  be  any  one 
of  four  types:  (1)  separated,  diamnionic-dichorionic; 
(2)  fused,  diamnionic-dichorionic;  (3)  diamnionic- 
monochorionic;  and  (4)  monoamnionic-monochorionic 
(a  common  cavity  for  the  two  fetuses).*  The  mono- 
chorial placenta  (types  3 and  4)  is  considered  to  be 
proof  of  monozygosity.  This  conclusion  is  largely 
based  on  the  fact  that  a monochorial  placenta  has 
never  been  reported  with  twins  of  the  opposite  sex. 
Dichorial  placentas  (types  1 and  2)  may  also  be  mono- 
zygotic and  they  are  generally  estimated  to  account 
for  about  20  percent  of  all  identical  twins.  However, 
Benirschke  estimated  that  dichorial  placentas  contri- 
buted approximately  33  percent  of  the  identical  twins 
in  his  series. 

Pathophysiology:  It  is  generally  accepted  that  the 
transfusion  syndrome  is  due  to  vascular  anastomoses; 

*Adapted  from  Benirschke’s  “Examination  of  the  Placenta.” 
The  amnion  is  composed  of  a single  layer  of  columnar  or 
cuboidal  cells  with  a thin  layer  of  connective  tissue.  It  is 
loosely  adherent  to  the  underlying  chorion  which  contains 
the  fetal  vessels  in  dense  connective  tissue  and  underlying 
trophoblasts.  In  cases  of  dichorionic  placentation  the  dividing 
wall  between  the  two  amnionic  cavities  is  dense,  opaque,  and 
readily  separated  into  two  “leaves.”  In  monochorionic  pla- 
centation this  dividing  wall  is  thin  and  trar^parent. 


but  the  types,  frequencies,  and  hemodynamics  of 
such  anastomoses  are  not  well  appreciated.  As  out- 
lined in  the  foregoing  brief  history,  the  presence  of 
anastomoses  in  monochorial  placentas  is  definite  and 
frequent.  Their  occurrence,  however,  with  dichorial  pla- 
centas is  highly  questionable  although  they  are  com- 
mon in  cattle  (producing  a freemartin  in  cases  of 
heterosexual  twins).8  There  may  be  rare  examples  of 
such  dichorial  anastomoses  according  to  a review  by 
Price.-  If  such  anastomoses  occur  they  must  indeed 
be  rare;  and  at  the  present  time  evidence  is  primarily 
circumstantial — that  is,  the  occurrence  of  blood  group 
chimeras  in  heterosexual  twins.9 

Benirschke  stated  that  none  of  the  173  dichorial 
placentas  he  examined  showed  any  evidence  of  anas- 
tomoses.6 He  cautions  would-be  examiners  of  placen- 
tas to  remember  that  dividing  membranes  may  take 
any  course  over  the  placental  surface  and  that  the 
respective  vascular  districts  may  be  independent  of 
the  dividing  membrane  “wall.”  (See  Obstet.  Gynec.  vol. 
18,  pp.  324,  325,  and  343  for  details  of  examination 
for  anastomoses  and  dye  injection  of  placentas.) 

Vascular  anastomoses  are  the  rule  rather  than  the 
exception  in  monochorial  placentas.  Schatz  noted  that 
villous  or  capillary  artery-to-vein  shunts  varied  marked- 
ly in  degree  from  one  case  to  another,  but  that  at 
least  a few  were  present  in  all  of  “about  one  hundred” 
monochorial  placentas  examined.  He  described  gross- 
ly visible  anastomoses,  mostly  arterial,  in  all  but  eight 
of  the  placentas.2 

According  to  Benirschke,  one  most  commonly  finds 
artery-to-artery  anastomoses  only;  and  based  on  his 
experience  he  concludes  that  this  is  the  “least  conse- 
quential” circumstance.  Of  much  less  frequency,  but 


Types  of  Placenta 

Total 

Babies 

Deaths 

Percent 

Monoamnionic-monochorionic 

6 

3 

50.0 

Diamnionic-monochorionic 

120 

28 

23.3 

Diamnionic-dichorionic,  fused 

126 

6 

4.7 

Diamnionic-dichorionic,  separated 

148 

14 

9.4 

Totals 

400 

51 

12.7 

Table  1.  Twin  Mortality  Rates  Based  on 
Type  of  Placentation. 

Reprinted  by  permission  from  Benirschke,  K.:  Twin  Placenta  in 
Perinatal  Mortality,  New  York  J.  Med.  61:1499  (May  1)  1961. 
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of  greater  import,  are  simultaneous  artery-to-artery  and 
vein-to-vein  anastomoses;  and  "In  such  an  instance, 
frequently  one  fetus  is  malformed  or  dead.”10 

In  studying  an  earlier  report  by  Benirschke11  (see 
Table  2)  and  analyzing  Naeye’s  13  autopsy  cases,12 
one  is  impressed  by  the  frequency  with  which  arterio- 
venous shunts  were  associated  with  serious  conse- 
quences. Eight  of  the  13  placentas  in  Naeye’s  series 
were  examined,  and  all  had  artery-to-vein  shunts  fa- 
voring the  “recipient”  twin.  Two  also  had  an  artery- 
to-vein  shunt  toward  the  smaller  infant,  and  one  had 
an  artery-to-artery  and  vein-to-vein  shunt. 

Most  of  the  cases  in  the  literature  in  which  the 
placenta  was  injected  demonstrated  artery-to-vein 
shunts,  frequently  with  associated  artery-to-artery  or 
vein-to-vein  anastomoses.13-15  However,  some  cases 
exhibited  only  artery-to-artery  connections,16- 17  but 
only  one  author  described  cases  with  only  vein-to-vein 
anastomoses.17  One  must  realize  that  the  feto-fetal 
transfusion  syndrome  may  result  with  any  one  of  a 
number  of  various  types  of  vascular  anastomoses  de- 
pending upon  the  hemodynamics  of  the  situation. 

It  is  obvious  how  uncompensated  artery-to-vein 
shunts  can  produce  a "donor”  and  a “recipient”  twin, 
but  why  does  this  occur  when  there  are  co-existing 
arterial  or  venous  anastomoses?  The  theory  first  pro- 
posed by  Klingberg,4  and  later  supported  by  Kerr,18 


Condition 

Total 

Sets  of 
Twins 
Surviving 

Deathst 

Artery-to-artery  only 

17 

12 

5 

Artery-to-artery  plus  artery-to-vein 

17 

14 

3 

Artery-to-artery  plus  vein-to-vein 

2 

2 

0 

Vein-to-vein  only 

3 

2 

1 

Artery-to-vein  only 

7 

3 

4 

Artery-to-vein  plus  vein-to-artery 

2 

1 

1 

Artery-to-vein  plus  vein-to-vein 

3 

1 

2 

No  anastomoses  seen* 

9 

6 

3 

*"The  retrospective  analysis  of  these  data  shows  that  the  last  group 
of  cases  'no  anastomoses  seen/  is  comprised  primarily  of  early 
study  cases  or  severely  lacerated  placentas."  (From  Benirschke, 
p.  1504). 

f"Deaths"  column  added  by  present  author. 

Table  2.  Vascular  Relations  in  Diamnionic- 
Monochorionic  Twin  Placentas. 

Reprinted  by  permission  from  Benirschke,  K.:  Twin  Placenta  in 

Perinatal  Mortality,  New  York  J.  Med.  61:1499  (May  1)  1961. 


is  that  the  “imbalance”  may  be  due  to  obstruction  of 
venous  return  to  the  anemic  infant.  Evidence  of  this 
mechanism  is  found  in  cases  in  which  the  anemic  in- 
fant’s portion  of  the  placenta  is  purple  and  the  veins 
obviously  engorged  in  comparison  to  the  placenta  of 
the  polycythemic  infant.  l> 13- 18> 19  However,  this  is 
not  always  the  case,  for  some  authors  noted  little  or 
no  difference  in  the  placental  halves.14-16  Although 
actual  points  of  obstruction  have  not  been  demon- 
strated, these  may  result  from  mechanical  factors, 
such  as  a cord  wrapping  tightly  around  an  extremity 
or  secondary  to  localized  narrowing  of  the  vessels 
themselves. 

Another  theory  which  may  explain  differences  in  end 
arterial  pressures  is  one  which  emphasizes  the  hemo- 
dynamic effect  of  arterial  branching.  Heinrichs  reports 
a case  in  which  the  only  anastomosis  was  an  artery- 
to-artery  one.  An  artery  of  the  polycythemic  twin  di- 
vided dichotomously  into  two  large  arteries  with  one 
branch  continuing  to  anastomose  with  a large  un- 
branched artery  from  the  anemic  twin.  Heinrichs  theo- 
rized that  the  polycythemic  twin  received  blood  due  to 
decreased  arterial  pressure  resulting  from  the  bifurca- 
tion of  its  anastomosing  artery.16 

Case  Reports  of  Dissimilar  Twins:  The  present  review 
of  cases  included  412  pairs  of  isosexual  twins  born  at 
St.  Luke’s  Episcopal  Hospital  and  Jefferson  Davis  Hos- 
pital in  Houston  between  January,  1960,  and  Au- 
gust, 1966.  One  of  the  purposes  of  the  study  was  to 
determine  the  frequency  of  sizeable  birth-weight  dif- 
ferences in  like-sexed  twins.  It  would  be  preferable  to 
determine  this  factor  in  monozygotic  twins,  but  this 
would  require  a prospective  study  over  a long  period. 
A difference  of  at  least  one  pound  was  arbitrarily 
chosen,  and  70  of  the  412  pairs  (or  17.0  percent) 
showed  this  degree  of  dissimilarity  in  weight  at  birth. 
Of  course  one  cannot  be  certain  how  many  of  these 
were  simply  the  result  of  heredity  differences.  How- 
ever, five  illustrative  cases  were  found  in  which  the 
placentas  had  definitely  been  identified  as  being 
monochorion ic-diamn ionic  placentas. 

These  cases  are  presented  in  Table  3. 

As  a contrast  to  the  preceding  five  cases  in  which 
hemoglobin  levels  were  not  done  (1  and  2)  or  were 
approximately  the  same  (3,  4,  and  5),  four  well  docu- 
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merited  cases  of  feto-fetal  transfusion  syndrome  were 
found.  These  cases  are  shown  in  Table  4.  At  least 
three  to  four  times  this  number  of  cases  were  suspect, 
but  lacked  sufficient  data  for  diagnosis. 

The  following  are  two  illustrative  cases  of  the  four 
in  Table  4. 

Case  3:  A 23-year-old  Negro  woman,  gravida  4, 
para  3,  abortion  0,  gave  birth  to  monozygotic  twins 
(monochorial  placenta)  without  complications  on  April 
17,  1966.  Twin  A weighed  2,970  gm.,  was  slightly 
pale  grossly,  and  had  a hematocrit  of  48  percent.  He 
was  in  no  acute  distress,  and  treatment  was  not  con- 
sidered necessary.  The  newborn  did  have  palsy  of  the 
right  side  of  the  face,  which  was  apparently  secondary 


Cases  of  Twins 

Clinical  Status 

Case  Twin 

Sex 

Weight 

1 A 

F 

6 lb.  6 oz. 

Both  infants  were  normal 

B 

F 

7 lb.  141/2  oz. 

on  physical  examination 

A 

B 


M 

M 


lb.  12  oz. 
lb.  12  oz. 


4 lb.  7 oz.  (Hgb. 
19.5  gm./lOO  ml.) 

5 lb.  8 oz.  (Hgb. 
20.0  gm./lOO  ml.) 


and  were  discharged  with- 
out problems. 

Neither  had  any  problems, 
and  no  laboratory  work  was 
done  except  for  blood  typ- 
ing. Both  were  B positive. 
(cDe). 

Neither  had  any  problems. 


4 A 
B 

5 A 
B 


M 2 lb.  13  oz.  (Hgb.  Apnea,  1 seizure  (idio- 
19.5  gm./lOO  ml.)  pathic) 

M 4 lb.  7 oz.  (Hgb.  No  problems 

19.8  gm./lOO  ml.)  Both  living  and  well  at 
discharge. 

M 4 lb.  9V3  oz.  No  problems 

(Hct.  65%) 

M 2 lb.  131/}  oz.  On  physical  examination  had 

(Hct.  62%)  a "dried  wrinkled  appear- 
ance" and  was  diagnosed  as 
"placental  insufficiency.'1 
Blood  group  in  both  in- 
fants was  0 positive. 

Both  infants  were  living 
and  well  upon  discharge. 


Table  3.  Monochorionic-Diamnionic 
Placentas. 


to  forceps  pressure.  His  course  was  uncomplicated  and 
his  hematocrit  at  the  time  of  discharge  on  April  21, 
1966,  was  40  percent.  Twin  B weighed  2,085  gm.  and 
was  plethoric  at  the  time  of  birth  (initial  hematocrit 
73  percent).  This  newborn  had  palsy  of  the  left  side 
of  the  face.  It  was  decided  to  observe  the  infant  close- 
ly but  to  treat  only  if  complications  occurred — none 
did,  and  the  infant  was  discharged  on  April  21,  1966. 
Maximum  bilirubin  was  10.8  mg./lOO  ml.  At  a two- 
month  follow-up  examination  the  facial  palsies  were 
improving,  and  both  infants  were  doing  well. 

Case  4:  A 19-year-old  Latin  American,  gravida  3, 
para  2,  abortion  0,  gave  birth  to  identical  twins  on 
June  28,  1966,  without  complications.  The  pathologist 
examined  the  placenta  and  found  it  to  be  monoam- 
nionic-dichorionic. 

Twin  A was  a 1,000  gm.,  Apgar  1,  boy  with  a hemo- 
globin of  9.0  mg./lOO  ml.  At  birth  he  appeared 
shocky,  pale,  and  slightly  edematous.  Albumin  and 
hydrocortisone  were  given  for  shock;  then  intravenous 
fluid  administration  was  started,  and  the  infant  was 
given  15  ml.  of  packed  cells.  Twin  A’s  hemoglobin  rose 
to  15  mg./lOO  ml.  then  to  23  mg./lOO  ml.  About  four 
hours  after  the  transfusion  he  became  apneic  and 
died  shortly  thereafter  at  30  hours  of  age. 

Twin  B was  a 640  gm.,  Apgar  1,  boy  who  rapidly 
became  pink  with  resuscitation  by  intubation.  Hemo- 
globin at  the  time  of  birth  was  22  gm./lOO  ml.  Treat- 
ment with  5 percent  dextrose  water  intravenously  was 
begun.  He  appeared  to  be  doing  well  until  the  second 
day  when  apnea  developed  and  he  died  suddenly  at 
50  hours  of  age.  The  autopsy  report  on  Twin  B showed 
prematurity,  intraventricular  hemorrhage,  and  conges- 
tive heart  failure. 

Analysis  of  Cases  in  the  Literature:  The  collection  of 
cases  from  the  literature  presented  in  Table  5 shows 
the  major  clinical  manifestations  of  the  feto-fetal 
transfusion  syndrome.  Reports  by  Naeye  (1963)  and 


Case 

Twin 

Wt.  (gm.) 

Sex 

Hgb. 

Skin  Color 

Placenta 

Course  and  Therapy 

Outcome 

1 

A 

1,410 

M 

24.7 

cyanosis 

NS* 

No  therapy 

L & W$ 

B 

1,380 

M 

14.5 

normal 

No  therapy 

L & W 

2 

A 

2,730 

F 

20.0 

dusky 

NS 

Slight  respiratory  distress; 

L & W 

VDRL+  (1:1);  treated  with  Bicillin 

B 

2,355 

F 

14.0 

pale 

No  problems;  no  therapy 

L & W 

3 

A 

2,970 

M 

Hct. 

pale 

IVI-Dt 

Right  facial  palsy — no  problems; 

L & W 

48% 

no  therapy 

B 

2,805 

M 

Hct. 

plethoric 

Left  facial  palsy — no  therapy; 

L & W 

73% 

no  problems 

4 

A 

1.000 

M 

9.0 

pale 

M-D 

Apgar  1;  shocky,  slightly  edematous — 

30  hr.,  died 

15  cc.  packed  cells 

B 

640 

M 

22.0 

normal 

Apgar  1;  infusion  D10W  appeared 

50  hr.,  died 

well  until  apneic  spell  on  second  day 

’ N.  S. — not  seen. 

+M-D — normal  monochorionic-diamnionic  unless  stated  otherwise 
SL  & W — living  and  well. 

Table  4.  Cases  of  Feto-fetal  Transfusion  Syndrome,  Present  Study,  1967. 
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References  and 

Wt. 

Sex 

Hgb. 

Skin 

Placenta 

Physical  Examination 

Outcome 

Case  Numbers 

(Gni.) 

(Gm./lOO  ml.) 

Color 

Therapy  & Courset 

Herlitz3 

Case  1 

A 

1.580 

M 

50%t 

pale 

V2  pale  and 

Oral  Fe 

L & W+ 

B 

2,580 

M 

160%* 

pink 

V2  normal 

Cyanotic  second  day 

L&W 

Case  2 

A 

3,030 

F 

200%* 

red 

M-D* 

No  icterus;  No  therapy 

L&W 

B 

2,220 

F 

65  %* 

pale 

I.M.  Fe  3 cc.  each  x 3 days 

Died  at  3 mo. 
Bronchopneumonia 

Klingberg4 

A 

2,690 

F 

25.2 

plethoric 

red,  collapsed 

Respiratory  distress;  phlebotomy 

107  cc.  in  3 days 

L&W 

B 

1,770 

F 

3.7 

pale 

purple. 

Hepatosplenomegaly;  exchange 

L&W 

engorged 

transfusion 

Conway1" 

A 

936 

M 

9.9 

pale 

% pale,  red 

Transfusion  15  cc.  packed  cells 

L&W 

B 

1.361 

M 

22.0 

plethoric 

V3  purple 

No  therapy;  respiratory  distress,  apnea 

Died  at  6V2  hr. 

Falkner1* 

A 

1,530 

F 

23.2 

dark  red 

M-D 

Phlebotomy,  15  ml.  blood;  infused 

15  ml.  normal  saline 

Died  at  14  days 

B 

1,770 

F 

14.6 

pale 

Transfusion,  15  ml.  crossmatched 
whole  blood 

L&W 

Hodapp15 

A 

2.500 

M 

14.4 

pale 

M-D 

No  therapy 

L&W 

B 

2,270 

M 

26.0 

plethoric 

Grunting  respiration  (digitalized  on 
second  day;  02;  phlebotomy  40  ml. 
second  day  and  61  ml.  later) 

L&W 

Kerr18 

Case  1 

A 

2,570 

M 

21.8 

plethoric 

pale 

No  therapy 

L&W 

B 

2,680 

M 

7.7 

pale 

engorged  veins 

Exchange  transfusion 

L&W 

Case  2 

A 

1.470 

F 

20.0 

plethoric 

pale 

Cyanosis  with  hepatomegaly; 
removed  30  ml.  blood 

Died  at  4 hr. 

B 

1,080 

F 

8.3 

pale 

engorged  veins 

Transfusion,  40  ml.  blood;  apnea 

Died  at  18  hr. 

Case  3 

A 

3,230 

F 

19.2 

plethoric 

NS* 

No  therapy 

L&W 

B 

2,190 

F 

14.1 

pale 

No  therapy 

L&W 

Case  4 

A 

2,410 

F 

14.7 

pale 

NS 

No  therapy 

L&W 

B 

2,490 

F 

21.8 

plethoric 

No  therapy 

L&W 

Littlewood19 

A 

2.551 

F 

25.6 

cyanotic 

larger  pale 

Jaundiced  at  10  hr.;  bilirubin 

23  mg./lOO  ml.  at  1 day;  exchange 
transfusion 

L&W 

B 

2,835 

F 

7.8 

pale 

small 

Slight  hepatomegaly;  transfusion 

L&W 

engorged 

80  ml.  blood 

Kendall21 

Case  1 

A 

2,430 

F 

12.8 

pale 

NS 

Transfusion,  45  cc.  packed  cells  at 

4 hr. 

L&W 

B 

2,190 

F 

§ 

Stillborn 

Case  2 

A 

900 

M 

9.9 

pale 

M-D 

Transfusion  15  ml.  of  whole  blood 

L&W 

B 

1,440 

M 

22.0 

normal 

No  therapy;  respiratory  distress 

Died  at  6V2  hr. 

Case  3 

A 

2.370 

F 

27.0 

red 

M-D 

No  therapy 

L&W 

B 

2,085 

F 

13.0 

oale 

Transfusion  40  ml.  blood 

L&W 

Rosenquist27 

A 

1,280 

M 

27%  Hct. 

§ 

NS 

Transfusion  30  ml.  taken  from  B; 

Died  at  34  hr. 

(single  ovum) 

respiratory  distress 

B 

2,560 

M 

80%  Hct. 

§ 

Phlebotomy  40  ml. 

L&W 

Becker8 

i 

A 

2,700 

M 

7.8 

pale 

"Anemic" 

No  therapy  until  gram-negative  sepsis 
on  ninth  day;  therapy 

L&W 

B 

3,000 

M 

27.6 

plethoric 

"Engorged" 

Phlebotomy  25  cc.;  infusion 

100  cc.  5%  D/W 

L&W 

Bergstedt29 

A 

3.030 

F 

23.6 

§ 

(injected  to 
show 

Respiratory  distress,  jaundiced;  bilirubin 

L&W 

anastomosis) 

23.5  mg./lOO  ml.  on  fifth  day 

B 

1,810 

F 

13.6 

§ 

No  problems 

L&W 

Valaes30 

Case  1 

A 

1,250 

F 

27.8 

plethoric 

M-D 

Removed  50  cc.  blood 

Died  at  7 days 

B 

1,500 

F 

8.2 

pale 

Transfusion  50  cc.  blood  from  A 

L&W 

Case  2 

A 

2,310 

M 

23.3 

plethoric 

NS 

Removed  40  cc.  blood 

L&W 

B 

1,670 

M 

12.8 

pale 

Transfusion  40  cc.  blood  from  A 

L&W 

Sacks® 

Case  1 

A 

1,431 

M 

5.5 

pale 

M-D 

Whole  blood  administered,  20  ml. 
first  day  plus  35  ml.  second 

L&W 

B 

2,084 

M 

24.0 

plethoric 

Intravenously  40  ml.  normal  saline 

Kernicterus, 

fifth  day 

died 

Case  2 

A 

1,424 

M 

18.0 

oink 

M-D 

Transfusion  40  ml.  at  1 mo. 

L&W 

B 

1,843 

M 

30.0 

plethoric 

Phlebotomy,  60  ml.;  50  ml.  plasma 

Died  at  1 day 

Case  3 

A 

2,523 

F 

33.0 

red 

M-D 

Phlebotomy,  75  ml.;  50  ml.  plasma 

L&W 

B 

2,041 

F 

12.8 

pallor 

No  therapy 

L&W 

Case  4 

A 

1.021 

F 

15.0 

oale 

NS 

Marked  respiratory  distress;  no  therapy 

Died  at  I6V2  hr. 

B 

1.162 

F 

27.0 

"red" 

Poor  breath  sounds,  respiratory  distress 

Died  at  I6V2  hr. 

Bosma32 

A 

§ 

§ 

31.0 

§ 

§ 

No  therapy 

Kernicterus, 

Death 

B 

§ 

§ 

4.0 

§ 

§ 

L&W 

Betke36 

A 

2,600 

M 

24.6 

§ 

§ 

No  therapy 

L&W 

B 

2,130 

M 

9.5 

§ 

Transfusion 

L&W 

von  Sydow37 

A 

1,430 

F 

18.8 

oink 

Vz  had  large 

No  therapy 

L&W 

B 

3,380 

F 

23.9 

oink 

full  veins 

No  therapy 

L&W 

4M-D:  normal  monochorionic-diamnionic  unless  stated  otherwise.  NS:  not  seen. 

fUncomplicated  course  except  where  stated  otherwise;  L&W — living  and  well  at  the  time  patient  was  last  seen  or  discharged.  Oligohydramnios 
(anemic  twin)  and  polyhydramnios  (plethoric  twin)  are  also  commonly  seen  with  the  transfusion  syndrome,  but  were  not  frequently  enough 
described  to  be  included  in  the  chart. 

♦Based  on  Hgb.  of  14.0  as  100%. 

§Data  not  available  to  present  author. 

Table  5.  Major  Clinical  Manifestations  of  the  Feto-Fetal 
Transfusion  Syndrome  as  Recorded  in  the  Literature. 


Rausen  (1965)  are  not  included  in  Table  5 because  of 
the  different  orientation  of  their  studies,  but  their  find- 
ings will  be  discussed.  The  primary  purpose  of  Rausen 
and  colleagues17  was  to  determine  the  role  of  twin-to- 
twin  transfusion  in  the  much  higher  mortality  rate  of 
monochorial  twins  as  contrasted  with  that  of  dichorial 
twins.  Theirs  was  a prospective  consecutive  study  and 
indicated  that:  (1)  the  incidence  is  much  higher  than 
generally  supposed  (some  evidence  of  the  transfusion 
syndrome  in  15  percent  of  their  cases  of  monozygotic 
twins);  (2)  mortality  is  higher  than  case  reports  indi- 
cate (approximately  two-thirds  died  in  the  perinatal 
period);  and  (3)  most  of  the  mortality  is  due  to  still- 
births (in  their  cases  83.3  percent  of  perinatal  deaths 
were  stillborn). 

However,  the  pediatrician  must  deal  with  the  living 
infants;  therefore  much  can  be  learned  by  examining 
the  other  cases  in  the  literature.  In  these  cases  (Table 
5):  (1)  the  polycythemic  twin  was  heavier  in  34  of  42 
cases;  (2)  there  was  a poor  correlation  between  hemo- 
globin and  weight  differences;  (3)  the  plethoric  twin 
was  most  often  first  born;  and  (4)  in  almost  all  cases, 
the  prognosis  is  worse  for  the  plethoric  twin  in  a par- 
ticular pair  of  twins,  but  the  overall  prognosis  is  pri- 
marily related  to  weight  (Table  6). 

Diagnosis,  Treatment,  Complications:  Some  consider 
the  twin-to-twin  transfusion  syndrome,  "an  easily 
identified  circulatory  disease  of  twins,”  and  certainly 
this  is  true  in  very  extreme  cases  in  which  one  twin 
is  “red”  and  the  other  “white.”  However,  in  reviewing 
the  412  cases  for  this  paper,  all  too  often  one  twin 
was  noted  to  be  “pale"  or  have  a low  hemoglobin 
without  the  pediatrician’s  considering  this  entity  and 
checking  the  hemoglobin  of  the  “healthy  pink”  infant. 
Of  course,  one  should  realize  that  the  second-born 
twin  may  normally  have  a slightly  higher  hemoglobin 
(Seip’s  study  showed  an  average  difference  of  approxi- 
mately 1.6  gm./lOO  ml.20).  However,  a hemoglobin 
difference  of  greater  than  5 mg./lOO  ml.  is  probably 
sufficient  for  the  diagnosis  if  other  causes  of  anemia 
or  polycythemia  have  been  ruled  out.  Rausen  and  oth- 
ers found  that  hemoglobin  differences  in  43  heterosex- 
ual twins  were  never  greater  than  3.3  gm./lOO  ml.17 

There  are  no  good  consecutive  prospective  studies 
available  on  weight  differences  in  monozygotic  twins, 


Weight  (Gm.) 

Number 

Live 

Dead 

330-1,000 

19 

2*1 

all  six  17 

1,000-1,500 

15 

4 / 

anemic  11 

1,500-2,000 

7 

4 

3+  lfour 

2,000-2,500 

14 

12 

2 /polycythemic 

2,500+ 

16 

16 

0 

“Five  of  their  six  larger,  plethoric  mates  died. 
fHemoglobin  values  for  these  four  polycythemic  infants  were  27.8, 
30.0,  23.2,  and  24.0  gm./lOO  ml.  In  each  of  these  four  cases  the 
anemic  twin  survived.  (The  only  one  of  these  five  that  was  an 
anemic  infant  died  at  three  months  of  age  with  bronchopneu- 
monia.3) 

Table  6.  Mortality  Summary  from  Cases 
Reported  in  the  Literature. 

but  a weight  difference  of  a pound  or  more  should  be 
suspect. 

Finally,  anything  that  can  produce  non-hemolytic 
anemia  and/or  polycythemia  may  simulate  twin-to- 
twin  transfusion.  Other  causes  of  non-hemolytic  ane- 
mia in  the  newborn  reviewed  by  Kendall21  are  feto- 
maternal  transfusion,  occult  placental  hemorrhage, 
hemorrhage  from  or  into  the  umbilical  cord,  and  hem- 
orrhage into  body  organs.  The  latter  two  causes  are 
generally  easily  recognizable  during  the  course  of  hos- 
pitalization or  at  autopsy,  but  feto-maternal  trans- 
fusion and  placental  hemorrhage  may  be  more  diffi- 
cult to  diagnose  clinically.  The  former  is  primarily 
identified  by  greater  than  normal  amounts  of  fetal 
hemoglobin  in  the  maternal  circulation — there  are 
now  numerous  case  reports  of  this  condition  in  the 
literature.22-  23  Blood  loss  due  to  placental  hemor- 
rhage presents  with  a picture  of  acute  blood  loss  in 
the  newborn  and  may  be  diagnosed  by  careful  pla- 
cental examination.24  Placental  hemorrhage  producing 
an  anemic  infant  is  a real  danger  in  lower  segment 
cesarean  section  in  cases  of  placenta  previa — 20  of 
45  cases  of  Neligan  and  Russell  had  an  incision  into 
the  placental  tissue  to  an  extent  involving  a risk  to 
fetal  circulation.25 

Polycythemia  in  the  newborn  may  also  occur  with 
cardiopulmonary  disease,  congenital  adrenal  hyper- 
plasia, stripping  of  the  umbilical  cord,  and  dehydra- 
tion (with  decreased  plasma  volume).15  Michael  and 
Mauer  have  reported  three  cases  of  maternal-fetal 
transfusion  resulting  in  plethoric  newborns.26 

When  and  how  should  one  treat  anemia  or  poly- 
cythemia in  cases  of  transfusion  syndrome?  In  study- 
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Ref. 

Hgb. 

Weight  (Gm.) 

Therapy  (if  given) 

Immediate  Outcome 

31 

33.0 

2,523 

Phlebotomy,  75  cc.;  gave  50  cc.  plasma 

L & W 

32 

31.0 

$ 

None 

(Kernicterus)  Dead 

31 

30.0 

1,843 

Phlebotomy,  60  cc.;  gave  50  cc.  plasma 

Dead  at  1 day 

3 

30.0 

3,030 

None 

L & W 

31 

27.8 

1,250 

Phlebotomy,  50  cc. 

Dead  at  7 days 

28 

27.6 

3.000 

Phlebotomy,  25  cc.;  I.V.  100  cc.  5%  D/W 

L & W 

31 

27.0 

1.162 

None 

Dead  at  I6V2  hr. 

21 

27.0 

2,370 

None 

L & W 

15 

26.0 

2,270 

Phlebotomy,  40  cc.  and  60  cc.;  digitalized 

L & W 

19 

25.6 

2,551 

Exchange  transfusion  (bilirubin  23.0) 

L & W 

4 

25.2 

2,690 

Phlebotomy  107  cc.,  anemic,  therapy 

L & W 

36 

24.6 

2.600 

None 

L & W 

3 

24.0 

2.580 

None 

L & W 

31 

24.0 

2.084 

Infusion,  40  cc.  normal  saline 

Died  at  5 days 
(Kernicterus) 

37 

23.9 

3.380 

None 

L & W 

29 

23.6 

3.030 

None  (bilirubin  rose  to  23.6  mg./lOO  ml.) 

L & W 

30 

23.3 

2.310 

Phlebotomy,  40  cc. 

L & W 

14 

23.2 

1,530 

Phlebotomy,  15  cc.;  I.V.  15  cc. 
normal  saline 

Died  at  14  days 

21 

22.0 

1,440 

None 

L & W 

13 

22.0 

1,361 

None 

Died  at  6V2  hr. 

18 

21.8 

2.570 

None 

L & W 

18 

21.8 

2,490 

None 

L & W 

18 

20.0 

1.470 

Phlebotomy,  30  cc. 

Dead  at  4 hr. 

18 

19.2 

3.320 

None 

L & W 

*Data  not  available  to  present  author. 

Table  7.  Summary  of  Cases  in  the  Medical  Literature  in  which 
Hemoglobin  Values,  Therapy,  and  Course  are  Available. 


ing  cases  of  acute  blood  loss  in  the  neonate,  Neligan 
concluded  that  one  should  treat  anemia  of  13.3 
mg./lOO  ml.  hemoglobin  or  less.  This  seems  to  be  a 
reasonable  criterion  for  treatment  of  cases  of  acute 
nonhemolytic  neonatal  anemia. 

In  cases  in  which  the  anemic  twin  is  larger  and/or 
the  infant  appears  shocky  it  is  likely  that  the  blood 
loss  is  acute  and  should  be  so  treated.  This  condition 
most  likely  was  true  of  case  4 in  Table  4;  where  the 
larger  anemic  twin  was  shocky  at  birth.  However,  in 
the  case  of  intrauterine  transfusion  the  blood  loss  is 
generally  chronic — in  the  large  majority  of  cases  the 
anemic  twin  is  smaller  and  has  an  increased  reticu- 
locyte count.19-  21- 27 

When  the  anemia  is  chronic  and  shock  is  not  a part 
of  the  problem,  a lower  figure  of  approximately  12 
gm./lOO  ml.  hemoglobin  would  be  a more  realistic 
level  for  deciding  to.  give  a transfusion.  Because  of 
eagerness  to  treat,  there  are  few  examples  of  untreat- 
ed anemic  infants;  but  one  should  refer  to  cases  by 
Herlitz,  Bergstedt,  Kerr  (case  3),  Sacks  (case  3),  and 
“Present  Study”  (case  2). 

The  method  of  treatment  of  the  anemia  should  es- 


sentially be  the  same  as  for  any  chronic  anemia,  that 
is,  include  replenishing  iron  stores  as  well  as  handling 
the  acute  problem.  Follow-up  studies  by  several  work- 
ers indicate  that  the  anemic  twins  tend  to  have  a 
persistent  and  increasingly  severe  anemia.28-30  The 
acute  problem  may  be  handled  by  transfusion  with 
blood  from  a blood  bank  or  with  blood  from  the  poly- 
cythemic infant.  Both  methods  have  been  used,  and 
there  is  no  evidence  to  indicate  that  one  is  preferable. 
Of  course,  if  the  polycythemic  infant’s  blood  is  used  it 
should  be  typed  and  cross  matched;  although,  in  theo- 
ry, if  the  diagnosis  is  correct  this  should  not  be 
necessary. 

When  and  how  should  one  treat  the  polycythemic 
infant?  If  the  cases  in  the  literature  are  arranged  ac- 
cording to  hemoglobin  values  it  is  obvious  that  there 
is  much  difference  of  opinion  as  to  what  is  a danger- 
ously high  blood  concentration  and  how  much  blood 
should  be  withdrawn  (Table  7).  Extremely  polycythem- 
ic infants  tend  to  have  more  problems,  but  there  are 
notable  exceptions  at  both  ends  of  the  chart.  Neonatal 
deaths  in  infants  only  mildly  polycythemic  (23.2,  22.0, 
and  20.0  gm./lOO  ml.)  were  all  in  premature  babies 
(<  1,600  gm.),  and  the  significance  of  increased 
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hemoglobin  levels  in  mortality  is  questionable.  Two 
infants  with  severe  polycythemia  (27.0  and  30.0  gm. 
/100  ml.)  survived  without  treatment,  but  both  were 
relatively  large  (2,370  and  3,030  gm.  respectively) 
and  long-term  follow-ups  are  not  available.  Therefore 
treatment  must  be  based  on  clinical  evaluation,  but 
it  would  seem  reasonable  to  suggest  phlebotomy  in 
infants  with  hemoglobin  values  greater  than  24.0 
gm./lOO  ml.  And  rather  than  haphazardly  choosing 
an  amount  to  withdraw,  it  is  suggested  that  one  cal- 
culate the  approximate  excess  using  a formula  such 
as  the  following: 

(gm./lOO  ml.  Hgb.  of  infant  — 20  gm.f/100  ml.) 

(wt.  in  kg.)  (80  ml. /kg.)  = excess  grams  of  Hgb. 

Excess  grams  of  Hgb.  -f-  gm./lOO  ml.  Hgb.  in  in- 
fant = cc.  of  blood  to  be  removed. 

This  formula  does  not  take  into  consideration  that 
accompanying  hypervolemia  may  result  in  greater  than 
the  estimated  80  ml. /kg.  of  blood,  but  is  to  be  used 
as  a reasonable  guide  and  is  certainly  preferable  to 
random  guessing. 

Since  the  polycythemic  infant  is  usually  hyper- 
volemic, Sacks  recommends  that  slightly  less  than  the 
volume  removed  (perhaps  two-thirds  of  the  total  vol- 
ume removed)  be  replaced  by  plasma,31  while  others 
have  used  normal  saline14  or  5 percent  dextrose 
water28  or  nothing  at  all32  for  replacement.  Results 
are  insufficient  for  any  comparison,  but  it  is  reason- 
able that  plasma  would  be  more  likely  to  maintain  a 
given  blood  volume  to  prevent  shock  following  phle- 
botomy. 

Finally,  exchange  transfusion  is  another  method  of 
treatment  which  may  be  particularly  valuable  with  as- 
sociated hyperbilirubinemia,19  and  may  actually  be 
more  “homeostatic”  (that  is,  considering  increased 
blood  volume  and  hemoglob'n  concentration)  than 
phlebotomy  in  cases  of  very  severe  polycythemia. 

The  complications  of  the  transfusion  syndrome  in 
twins  may  be  divided  into  immediate  and  long  range 
problems.  The  major  acute  problem  in  polycythemic 
infants  is  hyperbilirubinemia  with  resultant  kernic- 
terus.29-  31>  32  This  is  particularly  true  because  of  the 
frequency  of  prematurity  and  the  premature  infant’s 
special  predilection  to  hyperbilirubinemia. 

Another  complication  of  polycythemia  is  congestive 

f20  gm.  is  used  as  an  estimation  of  the  desirable  or  ideal 
hemoglobin  level  after  phlebotomy. 


heart  failure  with  pulmonary  edema.33  Minkowski  pre- 
sented seven  cases  of  congestive  heart  failure  with 
polycythemia  at  birth,  and  all  cases  improved  dra- 
matically with  phlebotomy.34  Although  it  has  not  been 
demonstrated  antemortem,  hypertension  may  be  a 
complication  as  indicated  by  Naeye’s  autopsy  findings 
of  cardiac  hypertrophy  ( this  is  in  contrast  to  normal 
weights  for  non-cardiac  organs)  and  of  an  increase  in 
the  muscle  mass  in  the  walls  of  pulmonary  arteries  of 
the  polycythemic  twins.12  Finally,  it  would  seem  that 
the  “recipient”  infant  would  be  subject  to  frequent 
thrombosis.  This  may  be  true,  but  it  has  not  been 
demonstrated  in  autopsies. 

The  immediate  complications  of  the  anemic  twin 
are  no  different  from  those  with  any  acute  or  chronic 
non-hemolytic  anemia.  These  are  tachypnea  and  con- 
gestive heart  failure,  but  perhaps  more  important  is 
the  added  compromise  of  anemia  associated  with  the 
pulmonary  immaturity  so  characteristic  of  premature 
infants. 

Follow-up  studies  on  twin-to-twin  transfusion  syn- 
drome infants  are  not  available.  However,  frequently, 
there  is  a great  discrepancy  in  the  birth  weights,  and 
a good  study  has  been  conducted  on  monozygotic 
twins  of  dissimilar  size  at  birth.  Babson  and  his  asso- 
ciates studied  nine  sets  of  monovular  twins  in  which 
the  smaller  twin  was  at  least  25  percent  smaller  and 
weighed  less  than  2,000  gm.  at  birth.35  The  group 
studied,  with  median  age  of  eight  and  one-half  years, 
showed  that  the  smaller  birth  weight  infants  continued 
to  be  significantly  smaller  in  height  and  weight  (proba- 
bility value  of  .0005),  and  that  the  "runted”  twin  had 
an  average  I.Q.  of  six  points  less  than  its  twin  (sta- 
tistically significant  below  5 percent  level). 

Summary  and  Conclusions:  A discussion  of  the  history 
of  feto-fetal  transfusion  syndrome  is  presented,  be- 
ginning with  William  Smellie  in  1752;  and  twinning  is 
discussed  as  it  relates  to  the  incidence,  nature,  and 
mortality  of  the  monochorial  placenta — the  only  type 
proven  to  produce  the  syndrome.  The  various  pro- 
posed pathophysiological  mechanisms  range  from 
simple  artery-to-vein  shunts  to  venous  obstruction 
and  preferential  arterial  runoff. 

Cases  of  great  differences  in  birth  weight  without 
hemoglobin  differences  are  suggested  as  possible  ex- 
amples of  either  placental  insufficiency  or  an  early 
transfusion  syndrome  which  corrects  itself  prior  to 
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birth.  A discussion  of  cases  from  the  literature  is  ac- 
companied by  suggestions  for  diagnostic  criteria, 
methods  of  treatment,  and  long-term  and  short-term 
prognosis. 

The  true  incidence  of  the  feto-fetal  transfusion  syn- 
drome is  not  known,  but  the  only  two  large  consecu- 
tive, prospective  studies  indicate  that  it  is  much  more 
common  than  is  generally  supposed — perhaps  as  high 
as  15  percent  of  all  monozygotic  twins.  Very  likely  its 
most  significant  contribution  to  increased  mortality  in 
monochorial  twins  is  in  early  intrauterine  deaths.  How- 
ever, it  can  present  a formidable  problem  in  live 
births,  both  from  the  standpoint  of  premature  labor 
associated  with  hydramnios  in  some  cases  and  be- 
cause of  the  blood  abnormalities. 

Diagnosis  at  the  time  of  birth  is  only  easy  in  ex- 
treme cases,  but  should  be  suspected  with  5 gm./lOO 
ml.  difference  in  hemoglobin  of  monozygotic  twins.  Of 
course,  one  must  rule  out  other  causes  of  non-hemo- 
lytic  anemia  and  polycythemia.  Treatment  in  the  past 
has  been  quite  variable,  and  guidelines  are  presented 
for  patterning  therapy. 

Finally,  the  immediate  prognosis  for  the  anemic 
infant  weighing  over  1,000  gm.  at  birth,  is  essentially 
the  same  as  that  for  any  premature  of  equal  weight, 
but  the  prognosis  of  the  polycythemic  twin  is  poorer. 
The  long-term  prognosis  is  not  so  apparent,  but  one 
study  suggests  that  the  smaller  infant  may  consistent- 
ly be  smaller  and  of  slightly  lower  I.Q. 
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BILATERAL 
BRENNER  TUMORS 


MARCUS  HOGAN,  III,  M.D.;  HAROLD  GARBER,  M.D.;  AND  RAYMOND  H.  KAUFMAN,  M.D. 


Case  Report:  Brenner  tumors  are  rela- 
tively uncommon,  and  this  is  the  35th 
reported  case  in  which  both  ovaries  were 
involved. 

History:  The  patient  was  a 40-year-old  Negro  woman, 
para  1,  gravida  1,  abortions  0,  last  normal  menstrual 
period  April  3,  1966.  She  was  admitted  to  Ben  Taub 
General  Hospital,  Houston,  because  of  an  abdominal 
mass  and  abnormal  uterine  bleeding.  The  patient  had 
amenorrhea  from  January  1965  until  June  1965.  She 
then  began  to  bleed  vaginally  every  two  to  four  weeks 
for  two  to  seven  days  each  time.  In  January  1966, 
she  noted  increasing  abdominal  girth  that  continued 
until  admission  on  April  28,  1966. 

Physical  Examination  showed  blood  pressure  175/ 
125  mm.  mercury,  pulse  98,  respirations  18,  tempera- 
ture 98.6  F.,  weight  198  lb.,  and  height  5 ft.  7 in. 

The  patient  was  edematous  and  dyspneic  and  ap- 
peared seriously  ill  on  admission.  The  neck  veins  were 
distended  in  the  sitting  position.  Rales  were  heard  in 
the  right  lung  base.  The  abdomen  was  protuberant, 
and  a firm  mass  arose  from  the  pelvis  and  extended 
to  the  umbilicus.  There  were  no  other  abnormal  mass- 
es. Bowel  sounds  were  active.  The  vulva  was  edema- 
tous. There  was  good  vaginal  wall  support.  The  cervix 
was  difficult  to  visualize  and  was  palpated  high  and 
anterior.  The  fundus  could  not  be  delineated  from  a 
large  mass  which  filled  the  cul-de-sac  and  extended 
from  one  side  of  the  pelvic  wall  to  the  other  and  to 
the  umbilicus.  A roentgenogram  of  the  abdomen  re- 
vealed a pelvic  mass  with  no  calcification.  The  clinical 
impression  was  that  the  mass  probably  represented 
uterine  leiomyomas.  The  patient’s  congestive  heart 
failure  was  believed  to  be  secondary  to  hypertensive 
cardiovascular  disease. 


Hospital  Course:  The  patient’s  hypertensive  cardio- 
vascular disease  and  congestive  heart  failure  were 
treated  vigorously  and  she  lost  40  lb.  in  nine  days. 
Her  blood  pressure  at  this  time  was  in  the  range  of 
150/100  mm.  mercury.  An  exploratory  celiotomy  was 
performed  on  May  6.  Bilateral  ovarian  tumors  were 
found  and  the  frozen  section  diagnosis  was  Brenner 
tumor.  Several  small  leiomyomas  were  found  in  the 
uterine  fundus.  Total  abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy  were  carried  out.  The 
postoperative  course  was  uneventful. 

Gross  Pathology:  The  specimen  consisted  of  bilateral 
ovarian  tumors,  oviducts,  and  a uterus  with  multiple 
leiomyomas.  The  left  ovarian  tumor  weighed  1,700 
gm.  and  measured  25  by  15  by  10  cm.  The  right 
ovarian  tumor  weighed  625  gm.  and  measured  13  by 
12  by  12  cm.  Both  tumors  were  grossly  similar  in 
appearance.  The  serosal  surfaces  were  pearly  gray- 
white  and  slightly  lobulated.  The  cut  surfaces  were 
pink-white.  A firm,  slightly  whorled,  fibrous  stroma 
encircled  scattered,  irregular,  smooth,  walled  cystic 
spaces  (Fig.  1).  These  cysts  ranged  in  size  up  to  7.0 
cm.  and  contained  serous  fluid.  The  uterus  weighed 
380  gm.  and  measured  9 by  10.5  by  14.5  cm.  There 
were  multiple  leiomyomas  varying  from  0.2  to  5.3  cm. 
in  diameter. 

Microscopic  Pathology:  The  tumors  were  composed  of 
irregular  nests  of  epithelial  cells  situated  in  fibrocol- 
lagenous  stroma  with  a few  focal  areas  of  hyaliniza- 
tion  of  the  stroma  (Fig.  2).  No  lipoid  stromal  cells 
were  present.  Stains  for  fat  were  negative.  The  same 
polygonal  cells  formed  the  cell  nests  and  the  lining  of 
the  cystic  spaces.  Their  nuclei  had  a vesicular  chro- 
matin pattern  and  the  cytoplasm  was  faintly  eosino- 
philic. 

Leiomyomas  and  atrophic  endometrium  tissue  were 
present  in  the  uterine  sections. 
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Fig.  1.  Gross  photograph  of  bilateral  ovarian  Brenner  tumors. 
The  larger  tumor  (left)  contains  scattered  cystic  spaces. 
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Comment:  Brenner  tumors  are  relatively  uncommon 
ovarian  neoplasms.  In  I960,  Farrar  and  associates5 
found  376  case  reports  in  the  literature  to  which  they 
added  26  cases.  Of  these  cases,  7 percent  were  bilat- 
eral. In  1962,  Woodruff  and  Acosta  reported  an  addi- 
tional 90  cases  of  which  none  were  bilateral.6  The 


Fig.  2.  Photomicrograph  shows  epithelial  nests 
in  dense  fibrous  stroma.  Hematoxylin  and 
eosin  stain,  X 94. 


rarity  of  bilateral  Brenner  tumors  is  attested  to  by  the 
few  case  reports  in  the  literature.1-4  The  possibility 
of  these  tumors  being  malignant  is  also  quite  unlikely2 
and  probably  is  not  increased  when  they  are  bilateral. 

Brenner  tumors  are  usually  smaller  than  either  of 
the  tumors  found  in  this  patient.  Of  the  23  tumors 
reported  by  Reagan,7  the  largest  weighed  370  gm. 
The  combined  weight  of  the  two  tumors  from  this 
patient  was  2,325  gm. 

Morris  and  Scully8  point  out  that  approximately 
25  percent  of  Brenner  tumors  are  associated  with 
abnormal  uterine  bleeding  and  10  percent  are  associ- 
ated with  endometrial  hyperplasia.  In  our  patient,  it  is 
unlikely  that  these  tumors  were  responsible  for  the 
uterine  bleeding  since  the  endometrium  was  atrophic. 
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PANNICULUS  GELIDUS 


FREDERICK  C.  REHFELDT,  M.D. 

Humor:  The  author  reviews  an  old  and 
common  therapy  with  uncommon  wit. 
Treat  yourself  to  this  delightful  journey 
through  history  and  folklore.  And  before 
you  start,  get  someone  to  bring  you  a 
nice  cold  rag  for  your  head  . . . 

APPLIED  TO  THE  HEAD  or  neck,  panniculus  gelidus 
is  universally  employed  as  a palliative  for  agonies  of 
headache,  nausea,  vomiting,  and  nosebleed.  The  fact 
that  it  is  so  widely  used  suggested  that  its  origins  were 
of  witchcraft  or  old  wives,  yet  the  fact  that  it  is  so 
credibly  acceptable  in  the  sick  room  suggested  a 
scientific  origin.  A search  of  the  medical  literature 
revealed  that  panniculus  gelidus  is  indeed  iatrogenic. 
Whatever  its  origin,  however,  it  is  no  longer  the  exclu- 
sive therapeutic  property  of  the  medical  practitioner 
or  layman,  but  has  come  to  be  community  property, 
such  as  aspirin. 

Panniculus  gelidus  is  the  diminutive  of  pannus 
(cloth)  and  gelidus  (cold),  thus  it  literally  means  little 
cold  rag.  To  be  cold,  the  cloth  must  be  moist,  thus 
cryohydrotherapy. 

Soniat1  has  recognized  panniculus  gelidus  as  a 
diagnostic  hint,  observing  that  individuals  (particu- 
larly the  less  sophisticated)  suffering  tension  cepha- 
lalgias are  especially  addicted  to  the  rag. 

He  further  recalls  that  for  generations  the  Negroes 
of  New  Orleans  have  worn  a tight,  dry  cloth  about  the 
head  for  varied  ailments,  the  dry  cloth  seeming  to  be 
more  suitable  for  the  ambulatory. 

The  practitioners  of  the  northern  hemisphere  who 
had  access  to  natural  ice  probably  initiated  its  thera- 
peutic application.  For  example,  professional  German 
wrestlers  of  the  19th  century  applied  ice  to  sprained 
joints  to  facilitate  early  return  to  the  ring.  2 Such  prac- 


tices may  have  become  more  common  in  warmer  cli- 
mates as  artificial  ice  became  available.  Natural  ice 
was  first  transshipped  from  New  York  to  Charleston  in 
1799  and  was  considered  a luxury.  In  1834  Jacob 
Perkins,  employing  a liquid  gas  principle,  built  the 
first  ice  machine;  however,  the  first  manufacturing 
plant  for  ice  was  not  established  until  1868,  in  New 
Orleans.  The  initial  output  of  this  factory  was  expen- 
sive, as  was  the  transshipped  ice,  a fact  which  may 
have  added  to  its  therapeutic  allure. 

Cerebral  Cooling:  An  investigation  of  the  effect  of  cere- 
bral cooling  was  reported  by  Winternitz  in  The  Practi- 
tioner in  1878. 3 

Pieces  of  ice  laid  upon  the  dura  mater  produced 
powerful  contractions  of  both  arteries  and  veins, 
which  continued  for  thirty  seconds,  after  the  remov- 
al of  the  ice,  when  it  has  been  applied  for  ten  sec- 
onds. In  most  of  the  animals  experimented  upon, 
the  superior  ganglion  of  the  sympathetic  had  been 
removed  on  one  side,  and  on  the  corresponding 
side  of  the  pia  mater  the  application  of  ice  had 
little  or  no  effect  upon  the  vessel.  A cold  wet  com- 
press upon  the  belly  or  back  of  the  animal  pro- 
duces, almost  without  exception,  immediate  and 
persistent  dilatation  of  arteries  and  veins  in  the  pia 
mater.  Their  pulsations  become  more  plainly  visi- 
ble, and  at  the  same  time  slower;  the  respirations 
become  deeper  and  slower.  After  the  termination  of 
the  experiment,  the  dilatation  sometimes  continues 
for  a short  time,  and  then  is  succeeded  by  a con- 
traction which  generally  passes  off  quickly  and  is 
succeeded  by  gradual  return  to  normal. 

The  therapeutic  effect  of  cerebral  cooling  was  re- 
ported in  1847  by  Kneeland,  of  Boston:4 

Cerebral  affections. — In  cerebral  congestions, 
have  already  mentioned  cold  applications  to  the 
head,  assisted  by  previous  depletion  and  revulsive 
irritation.  The  following  case  of  M.  Recamier  (Ga- 
zette des  Hopitaux,  March  12,  1842)  shows  the 
utility  of  cold  water  in  meningitis;  the  disease  had 
lasted  a week,  and  presented  the  following  symp- 
toms: small  and  frequent  pulse,  burning  heat  of 
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skin,  dry  and  black  tongue;  almost  constant  deliri- 
um, especially  at  night;  spasmodic,  painful  con- 
traction of  the  muscles  of  the  neck;  retention  of 
urine.  A tumblerful  of  cold  water  (50  F.)  was  ordered 
every  fifteen  minutes,  with  quarter  enemata  at  the 
same  temperature.  His  object  was  to  excite  a move- 
ment of  reaction  towards  the  skin, — when  this  took 
place  the  “heating  compresses”  were  applied  to 
the  contracted  muscles, — the  symptoms  rapidly 
abated.  In  the  March  and  May  numbers  of  the 
same  journal  for  1842,  he  gives  several  cases  of 
delirium,  from  various  causes,  successfully  treated 
by  the  cold  affusion, — among  others,  a chronic 
delirium,  or  commencing  mental  alienation;  the  de- 
lirium so  common  as  a sequel  of  meningitis,  after 
the  inflammatory  symptoms  have  disappeared;  that 
depending  on  some  unknown  modification  of  the 
innervation;  and  that  pioduced  by  the  abuse  of 
alcoholic  drinks, — he  concludes  that  the  cold  affu- 
sion may  be  employed  with  confidence,  when  the 
cerebral  affection  is  without  fever,  or  with  a very 
slight  one;  when  there  are  no  longer  symptoms  of 
congestion;  and  even  in  those  depending  on  a ma- 
terial lesion,  if  proper  treatment  have  previously  re- 
duced their  intensity.  In  furious  insanity,  a sudden 
plunge  in  the  cold  bath  is  almost  a specific  remedy. 

In  the  stupor  arising  from  certain  poisons,  as  the 
narcotic  drugs,  carbonic  acid  gas,  alcohol  &c.,  a 
sudden  dash  of  cold  water  acts  with  a “voltaic 
energy,  sending  a thrill  through  every  nerve” — but, 
in  the  “poisoning”  by  alcohol,  it  is  of  the  most 
frequent  utility;  the  drunkard  is  best  roused  from 
his  “apoplectic  slumbers”  by  cold  water;  “thus  the 
heat  is  reduced,  the  orifices  of  the  skin  opened, 
sensible  perspiration  is  produced,  and  one  half  of 
the  mischief  of  intoxication  is  prevented.” 

He  says  in  summary: 

We  trust  we  have  given  a sufficiently  full  account 
of  the  different  methods  of  using  cold  water  for  the 
prevention  and  cure  of  disease,  their  principal  indi- 
cations and  contra-indications.  We  have  endeavored 
to  keep  within  the  strict  line  of  recorded  facts,  and 
to  interpret  these  in  accordance  with  the  acknowl- 
edged laws  of  physiology  and  pathology.  At  any  rate, 
all  will  allow  that  cold  water  may  be  made  a power- 
ful auxiliary  to  medicine;  but  from  its  very  power,  it 
becomes  a dangerous  weapon  in  the  hands  of  the 
ignorant  and  unprincipled.  Moreover,  were  it  ten 


times  more  powerful  than  it  really  is,  and  adminis- 
tered with  perfect  knowledge  of  its  properties  and 
the  laws  of  the  human  system,  it  could  never  be 
raised  to  the  honour  which  Priessnitz  and  his  fol- 
lowers would  give  it,  the  absurd  title  of  a UNIVER- 
SAL REMEDY. 

In  1906,  the  established  therapeutic  position  of 
panniculus  gelidus  was  pointed  out  by  Aurness,  in  an 
article  entitled  “Ice-Bags  and  When  To  Use  Them”:5 

The  reluctance  with  which  the  laity  used  to  sub- 
mit to  the  application  of  ice-bags  or  the  use  of  cold 
water  in  disease  is  fast  disappearing.  Wholesome 
and  general  awakening  to  the  full  appreciation  of 
the  great  remedial  power  possessed  in  the  scientific 
application  of  simple  means  like  water  and  its  dif- 
ferent forms,  vapor  or  ice  (hydrotherapy,  thermo- 
therapy, or  frigerotherapy)  instead  of  relying  on 
antipyretic  or  analgesic  drugs,  when  fighting  sys- 
temic or  localized  inflammations,  is  evidence  that 
the  teachings  of  men  like  Esmarch,  Winternitz, 
Schlikoff  and  others  is  gaining  ground. 

There  is,  however,  still  field  for  educational  work, 
not  alone  among  the  laity,  but  also  among  physi- 
cians, as  there  are  many  who  still  keep  on  "cross- 
ing the  river  in  going  after  water,”  as  the  saying  is. 

Many  medical  men  know  the  value  of  cold  appli- 
cations as  well  as  the  danger  of  antipyretic  and 
analgesic  drugs,  yet  they  lack  the  moral  courage  to 
carry  theory  into  practice  from  fear  of  being  dis- 
charged by  an  ignorant  patient  for  applying  any- 
thing so  "dangerously”  cold  as  an  ice-bag.  Further- 
more, some  men  relegate  themselves  to  the  rear 
guard  of  the  profession  by  condemning  at  all  times 
the  use  of  hydro-therapeutic  measures  and  cold 
applications  in  any  form,  and  prefer  to  stick  to  the 
dirty,  antiquated  flax-seed  poultice  or  to  some  pro- 
prietary “mud”  preparation  with  its  cure-all  quali- 
ties. 

Obviously,  Aurness  felt  considerable  disdain  for  fel- 
low practitioners  who  were  timid  in  the  employment 
of  cryotherapy.  (Might  they  have  been  cryo-chickens?) 

Rag  Snubbed  by  Art:  Artists  have  paid  scant  attention 
to  the  little  cold  rag.6-12  There  is  no  reproduction  of  a 
painting,  fresco,  or  caricature  in  available  medical 
libraries  which  depicts  the  cloth  in  use.  Panniculus 
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gelid  us  is  referred  to  as  a “wash  rag,”  or  "wash 
cloth,”  or,  by  the  more  effete,  as  the  "English  face 
cloth,”  or  "face  flannel." 

Edward  Lear  gave  panniculus  gelidus  literary  im- 
mortality:13 

The  Pobble  who  had  no  toes 
Swam  across  the  Bristol  Channel 
But  before  he  set  out,  he  wrapped  his  nose 
In  a piece  of  scarlet  flannel. 

Material:  Flannel  is,  of  course,  woven  wool,  whereas  a 
face  cloth  is  customarily  of  cotton.  The  relative  merits 
of  wool,  cotton,  and  synthetic  fibers  as  cooling  agents 
are  not  germane,  since  their  differences  are  insignifi- 
cant. Availability  favors  cotton,  since  cotton  face 
cloths  are  in  use  wherever  people  lave.  Also,  cotton  is 
relatively  inexpensive  and  absorbs  comparatively  large 
amounts  of  water  which  evaporates  slowly.  As  might 
be  expected,  cotton  cloth  is  in  a competitive  situa- 
tion, with  disposable  cloths  making  appearances  in  an 
increasing  number  of  homes  and  hospitals.  A leading 
medical  supply  house  manufactures  disposable  face 
cloths,  which  have  the  added  feature  of  being  impreg- 
nated with  hexachlorophene. 

Method:  The  application  of  panniculus  gelidus  requires 
a concave  vessel,  usually  hemispherical,  containing 
crushed  or  cubed  ice.  The  receptable  is  placed  at  the 
bedside  within  easy  reach  of  the  patient  or  attendant. 
While  most  patients  can  change  the  cloth,  the  proce- 
dure appears  to  be  much  more  effective  if,  in  the  case 
of  male  patients,  a female  attendant,  particularly  one 
unrelated  to  him,  makes  the  application.  In  the  case 
of  female  patients,  treatment  appears  to  be  more 
effective  if  a mother,  aunt,  or  a prospective  or  guilty 
husband  makes  the  application. 

Also,  a better  result  can  be  obtained  if  two  panniculi 
gelidi  are  employed,  one  to  remain  in  the  ice  water 
while  the  other  is  cooling  the  body  part.  By  thus  alter- 
nating the  panniculi  gelidi,  one  can  be  assured  that 
one  panniculus  will  always  be  gelidus. 

Summary:  The  cold  rag,  a time-honored  cryohydro- 
palliative,  needed  a good  name  and  a place  in  the 
medical  literature.  I trust  that  this  article  provides 
both. 
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DISCUSSION:  Gelidus  brings  back  memories  of  a pro- 
fessor of  English  who  was  so  much  of  an  esthete  that 
I thought  he  was  on  the  strange  side,  and  who  was 
fond  of  the  affectations  of  18th  century  poetry.  One 
poet  described  a cool  breeze  as  a “gelid  gale.” 

If  you  get  further  into  abstruse  Latin  you  may 
flounder  as  helplessly  as  did  the  schoolboy  who  trans- 
lated the  famous  first  line  of  Virgil’s  “Aeneid,”  Anna 
virumque  cano  ("I  sing  of  arms  and  of  men”),  as  "A 
man  with  a dog  under  his  arm”;  or  the  hapless  lad 
who  translated  Horace’s  Exegi  monumentum  acre 
perennius  (I  have  builded  a monument  more  lasting 
than  bronze),  as  “I  have  eaten  a monument  more 
lasting  than  brass,”  and  was  told  by  the  teacher, 
“Then  for  God’s  sake,  sir,  sit  down  and  see  if  you  can 
digest  it.” 

Before  it  was  ever  dignified  by  formal  medical  no- 
tice, the  cold  (or  at  least  the  wet)  rag  gained  wide- 
spread popularity.  In  fact,  anyone  who  said,  “I  need 
a wet  rag!  Hurry!”  got  one.  He  did  not  need  to  justify 
or  explain  his  request. 

A cold  rag  is  a handy  thing  to  administer  to  any- 
body. 

— R.  J.  WHITE,  M.D.,  Fort  Worth. 
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THE  DEATH  CERTIFICATE, 
THE  PHYSICIAN, 

AND  THE  LAW  IN  TEXAS 


ALFONSO  J.  STRANO,  M.D.,  Ph.D.,  and  RICHARD  E.  COONS,  B.S.  LL.B. 


The  physician  in  Texas  who  must  certify 
the  cause  of  death  of  an  individual  is 
faced  with  making  a decision  that  could 
bring  serious  consequences  to  bear  upon 
him.  A physician  who  is  unfamiliar  with 
the  deceased  person’s  medical  history 
should  act  with  extreme  caution.  A doc- 
tor should  familiarize  himself  with  the 
Texas  legal  provisions  for  the  certifica- 
tion of  cause  of  death.  Legal  safeguards 
may  help  him  protect  himself;  however, 
if  he  is  unaware  of  these  and  other  pro- 
visions, he  could  easily  violate  the  law. 

EVERY  PHYSICIAN  should  be  wary  of  certifying  the 
cause  of  death  when  he  is  unfamiliar  with  the  dece- 
dent's medical  history  or  when  there  is  the  slightest 
doubt  that  death  was  due  to  anything  other  than  na- 
tural causes.  The  law  affords  the  physician  protection 
from  committing  errors  which  could  result  in  the  de- 
frauding of  private  estates  or  insurance  companies  or 
in  concealing  criminal  acts.  For  his  own  protection  as 
well  as  that  of  the  public,  every  physician  should  be 
acquainted  with  the  rights  and  duties  involved  in 
certifying  death. 

First,  the  physician  is  authorized  to  fill  out  only  the 
"Medical  Certification”  (presently,  Item  18-22C  of  the 
Texas  State  Certificate  of  Death  Form)  (Fig.  1).  It  is 
the  physician’s  duty,  with  certain  statutory  limita- 
tions, to  fill  out  this  form. 

Under  Revised  Civil  Statutes  (RCS)  Article  4477, 
Rule  40a,  the  doctor  must  have  been  the  physician 
last  in  attendance  of  the  deceased;  this  indicates  that 
the  patient  must  have  been  alive  when  the  physician 
attended  him  and/or  that  the  physician  must  be 


acquainted  with  the  historical  as  well  as  the  medical 
events  leading  to  the  terminal  event.  If  the  decedent 
was  not  under  the  care  of  a physician  before  his 
death,  the  medical  certification  of  the  cause  of  death 
is  to  be  made  by  the  local  registrar,  the  local  health 
officer,  or  the  justice  of  the  peace  (RCS  Art.  4477, 
Rule  41a).  In  those  counties  with  medical  examiners, 
all  of  the  duties  and  authority  of  holding  inquests  and 
investigations  are  assumed  by  the  medical  examiner. 

The  medical  certification  portion  of  the  certificate 
of  death  contains  two  parts  (Fig.  1).  Part  I requires 
statements  of  the  cause(s)  of  death.  Part  II,  No.  20a, 
b,c,d,e,  and  f,  of  the  medical  certification  are  con- 
cerned with  injury  and  the  mode  of  death  other  than 
natural.  Item  20a  asks  whether  the  injury  was  the  re- 
sult of  accident,  suicide,  or  homicide.  The  physician 
must  then  decide  whether  he  is  bound,  or  even  au- 
thorized, by  the  Texas  Legislature  to  make  this  deter- 
mination. Art.  49.01,  Texas  Code  of  Criminal  Proce- 
dure, delineates  he  circumstances  under  which  it  is 
the  duty  of  a justice  of  the  peace  to  hold  an  inquest 
and  certify  the  cause  of  death.  These  provisions  re- 
quire an  inquest  even  though  the  deceased  may  have 
been  attended  by  a physician  before  his  death. 

Inquest:  The  following  is  a verbatim  quotation  of  Art. 
49.01,  Texas  Code  of  Criminal  Procedure  defining 
situations  under  which  a justice  of  the  peace  is  au- 
thorized to  hold  inquests: 

It  is  the  duty  of  the  Justice  of  the  Peace  to 
hold  inquests,  with  or  without  a jury,  within  his 
county  in  the  following  cases: 

1.  When  a person  dies  in  prison  or  in  jail; 

2.  When  any  person  is  killed,  or  from  any 
cause  dies  an  unnatural  death,  except  under 
sentence  of  the  law;  or  dies  in  the  absence  of 
one  or  more  good  witnesses; 

3.  When  the  body  of  a human  being  is  found, 
and  the  circumstances  of  his  death  are  unknown; 

4.  When  the  circumstances  of  the  death  of  any 
person  are  such  as  to  lead  to  suspicion  that  he 
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18.  CAUSE  OF  DEATH  [Enter  only  one  cause  per  line  for  (a),  (b).  and  (c).] 

PART  1.  DEATH  WAS  CAUSED  BY: 

INTERVAL  lETWEEN 

ONSET  AND  OEATH 

Condition*,  if  any, 
which  gave  rite  to 
above  cauie  (a), 
itating  the  under- 
lying cause  last. 

DUE  TO  (cl — 

PART  II.  OTHER  SIGNIFICANT  CONDITIONS  CONTRIBUTING  TO  DEATH  BUT  NOT  RELATED  TO  THE  TERMINAL  DISEASE  CONDITION  GIVEN  IN  PART  l|a| 

19.  WAS  AUTOPSY  PER- 

FORMED? 

YESQ  NOQ 

20a  ACCIDENT  SUICIDE  HOMICIDE 

□ □ □ 

20b  DESCRIBE  HOW  INJURY  OCCURRED.  (Enter  nature  of  injury  in  Part  1 or  Part  II  of  Hem  18  ) 

20c.  TIME  OF  Hour  Month  Day  Year 

INJURY 

a.m. 

p.m. 

20d.  INJURY  OCCURRED 

WHILE  AT  . NOT  WHILE  , — , 

WO«  LJ  AT  won* 

20e.  PLACE  OF  INJURY  (e.g..  in  or  about  home.  farm,  factory, 
street,  office  building,  etc.) 

20f.  CITY.  TOWN.  OR  LOCATION  COUNTY  STATE 

last  saw  the  deceased  alive 

■dge,  from  the  causes  stated 

nn  19  Death  occurred  at  m.  on  the  date  stated  above,  and  to  the  best  of  my  knowte 

22a.  SIGNATURE  (Degree  or  title) 

22b.  ADDRESS 

22c.  DATE  SIGNED 

Fig.  1.  The  medical  certification  portion  of  the  Texas  Death  Certificate. 


came  to  his  death  by  unlawful  means; 

5.  When  any  person  commits  suicide,  or  the 
circumstances  of  his  death  are  such  as  to  lead 
to  suspicion  that  he  committed  suicide; 

6.  When  a person  dies  without  having  been 
attended  by  a duly  licensed  and  practicing  physi- 
cian, and  the  local  health  officer  or  registrar  re- 
quired to  report  the  cause  of  death  under  Rule 
41a,  Sanitary  Code  of  Texas,  Article  4477,  Re- 
vised Civil  Statutes,  General  Laws,  46th  Legisla- 
ture, 1939,  page  343,  does  not  know  the  cause 
of  death.  When  the  local  health  officer  or  registrar 
of  vital  statistics  whose  duty  it  is  to  certify  the 
cause  of  death  does  not  know  the  cause  of  death, 
he  shall  so  notify  the  justice  of  the  peace  of  the 
precinct  in  which  the  death  occurred  and  request 
an  inquest; 

7.  When  a person  dies  who  has  been  attended 
by  a duly  licensed  and  practicing  physician  or 
physicians,  and  such  physician  or  physicians  are 
not  certain  as  to  the  cause  of  death  and  are  un- 
able to  certify  with  certainty  the  cause  of  death 
as  required  by  Rule  40a,  Sanitary  Code  of  Texas, 
Article  4477,  Revised  Civil  Statutes,  Chapter  41, 
Acts,  First  Called  Session,  40th  Legislature,  1927, 


page  116.  In  case  of  such  uncertainty  the  attend- 
ing physician  or  physicians,  or  the  superintendent 
or  general  manager  of  the  hospital  or  institution 
in  which  the  deceased  shall  have  died,  shall  so 
report  to  the  justice  of  the  peace  of  the  precinct 
in  which  the  death  occurred,  and  request  an 
inquest; 

The  inquests  authorized  and  required  by  this 
Article  shall  be  held  by  the  justice  of  the  peace 
of  the  precinct  in  which  the  death  occurred,  but 
in  event  the  justice  of  the  peace  of  such  precinct 
is  unavailable  or  shall  fail  or  refuse  to  act,  then 
such  inquest  shall  be  conducted  by  the  nearest 
available  justice  of  the  peace  in  the  county  in 
which  the  death  occurred. 

No.  7 preceding  provides  that  when  the  attending 
physician  is  not  certain  as  to  the  cause  of  death  and 
is  unable  to  certify  with  certainty  the  cause  of  death, 
he  or  the  specified  hospital  administrators  “shall  so 
report  to  the  justice  of  the  peace  of  the  precinct  in 
which  death  occurred  and  request  an  inquest.”  The 
degree  of  certainty  the  Legislature  intended  that  the 
physician  must  have  is  doubtful,  but  the  substance 
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of  Art.  49.01,  Tex.  C.C.P.  leaves  the  rendering  of  legal 
decisions  or  crime  detection  in  the  hands  of  the  jus- 
tice of  the  peace  and  other  lawfully  constituted  inves- 
tigative agencies. 

Accident,  Suicide  or  Homicide:  It  is  not  unusual  for 
the  average  physician  to  treat  a person  who  has  been 
injured  as  a result  of  suspect  or  unnatural  causes  and 
who  subsequently  dies.  The  Legislature  requires  the 
justice  of  the  peace  to  hold  an  inquest  and  complete 
the  certificate  of  death  if  the  circumstances  leading 
to  death  fall  within  Art.  49.01,  Tex.  C.C.P. 

At  this  point,  the  physician  must  decide  whether  or 
not  to  fill  out  the  medical  certification.  Who  shall  de- 
cide if  the  information  which  the  physician  has  at  his 
disposal  requires  the  justice  of  the  peace  to  hold  an 
inquest?  Who  shall  decide  if  the  information  is  true? 
Physicians  are  specialists  in  medicine,  not  in  evalua- 
ting evidence.  This  is  the  sort  of  determination  that 
should  be  made  by  the  police  or  the  justice  of  the 
peace. 

In  the  courtroom,  a physician  is  restricted  to  eval- 
uating medical  evidence.  Why,  then,  should  he  be 
required,  or  even  allowed,  to  investigate  the  acts  of 
persons  through  interrogation  of  witnesses  and  then 
arrive  at  a decision  as  to  whether  their  statements 
are  true  and  whether  the  sequence  of  events  leading 
to  death  constitutes  an  accident,  suicide,  or  homicide? 
To  call  a death  due  to  external  causes  an  accident 
implies  that  it  has  been  found  not  to  be  a suicide  or 
homicide.  Surely  this  is  a question  of  law,  not  medi- 
cine. 

An  opinion  of  the  attorney  general  of  Texas,  March 
23,  1939,  states,  “In  the  event  of  a fatal  accident, 
the  doctor  last  in  attendance  shall  make  the  death 
certificate  unless  the  facts  are  such  as  to  require  the 
Justice  of  the  Peace  under  Art.  968a,  C.C.P.,  to  hold 
an  inquest.”  Does  this  mean  the  attorney  general 
would  require  the  physician  to  rule  on  the  facts  of  the 
case,  i.e.,  to  decide  that  there  is  not  a suspicion  of 
suicide  or  homicide,  or  that  it  was  not  an  unnatural 
death,  and  that  there  is  no  suspicion  that  he  came 
to  his  death  by  unlawful  means?  Surely  the  attorney 
general  of  Texas  intended  that  in  any  death  due  to 
violence  or  external  causes  the  physician  should  call 
the  police  or  the  justice  of  the  peace  in  order  that 


those  qualified  might  evaluate  the  evidence.  If  the 
police  or  the  justice  of  the  peace  decide  that  the 
death  was  accidental  and  a formal  inquest  need  not 
be  held,  then  the  physician  could  fill  out  the  medical 
certification  with  the  knowledge  that  he  has  not  im- 
peded justice. 

A physician  has  a particularly  important  responsi- 
bility to  society  to  aid  in  the  investigation  of  unlawful 
events  or  practices  leading  to  death.  When  he  is  the 
attending  physician,  he  should  bring  to  the  attention 
of  the  proper  authorities  deaths  due  to  violence  or 
external  causes.  Then  those  who  have  the  duty  of 
investigation  and  who  are  more  expert  and  knowledge- 
able at  investigations  can  carry  out  their  function. 

How  would  you  as  the  attending  physician  have 
handled  the  following  cases?  Would  you  have  signed 
the  death  certificate  indicating  the  cause  of  death 
and  the  mode  of  death? 

Case  1:  While  at  a party  arid  in  the  presence  of  five 
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witnesses,  a slightly  inebriated  36-year-old  white  man 
reportedly  stumbled  over  a chair,  smashed  headlong 
into  a plate  glass  picture  window,  and  sustained  mul- 
tiple deep  lacerations  about  the  right  side  of  the 
scalp  and  face.  He  was  immediately  rushed  to  the 
hospital  emergency  room,  arriving  12  minutes  later, 
and  his  personal  physician  was  called.  Immediate 
attention,  which  included  adequate  hemostasis  and 
blood  replacement,  produced  little  noticeable  effect. 
The  patient  continued  in  an  unconscious  condition, 
dying  approximately  six  hours  after  admission.  There 
was  no  history  of  previous  illness. 

In  spite  of  five  witnesses  to  the  apparent  accident, 
the  physician  was  at  a loss  to  explain  the  patient’s 
failure  to  respond  to  what  was  considered  prompt 
and  adequate  therapy.  The  family  refused  to  grant 
permission  for  an  autopsy.  The  physician  refused  to 
sign  the  death  certificate,  and  the  case  was  referred 
to  the  justice  of  the  peace.  An  autopsy  revealed  deep 


lacerations  of  the  scalp  and  right  side  of  the  face 
(but  no  disruption  of  major  blood  vessels),  a ruptured 
berry  aneurysm,  and  herniation  of  the  brain  stem 
(Figs.  2 and  3). 

The  death  certificate  was  filled  out  by  the  justice 
of  the  peace  listing  the  cause  of  death  as  herniation 
of  the  brain  stem  secondary  to  ruptured  berry  aneu- 
rysm, and  the  mode  of  death  as  natural. 

Case  2:  A two-year-old  Latin  American  boy  with  com- 
plaint of  cough,  difficult  breathing,  and  fever  was 
brought  to  a physician  by  his  grandmother.  Examina- 
tion revealed  bilateral  rales  and  rhonchi,  dullness  to 
percussion  in  both  lung  bases,  temperature  of  101.2 
F.,  and  multiple  contusions  of  the  body  and  left  arm. 
When  questioned  about  the  contusions,  the  grand- 
mother stated  the  child  had  fallen  down  the  steps  two 
days  previously. 

A tentative  diagnosis  of  early  and  minimal  bron- 


Fig.  2.  (Left)  Extensive 
lacerations  of  face  seen 
in  case  1. 


Fig.  3.  (Right)  Demon- 
stration of  ruptured  berry 
aneurysm  of  basilar  ar- 
tery in  case  1.  Most  of 
the  hemorrhage  has  been 
cleared. 
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Fig.  4.  Contusions  of  abdomen  in  the  shape  of 
a woman’s  pointed  shoe  found  in  case  2. 


Fig.  5.  Roentgenogram  of  healing  fracture  of 
femur  from  case  2. 


chopneumonia  was  made,  and  anteroposterior  and 
lateral  chest  films  were  consistent  with  this  diagnosis. 
A throat  culture  was  taken,  and  the  child  was  sent 
home  on  antibiotics.  The  grandmother  was  given  in- 
structions for  supportive  care.  Twelve  hours  after  the 
examination,  the  physician  was  called  and  told  that 
the  child  was  having  considerably  more  difficulty 
breathing  and  was  turning  blue.  The  father  was  direct- 
ed to  take  the  child  immediately  to  the  hospital  emer- 
gency room  where  they  would  be  met  by  the  physi- 
cian. The  child  was  examined  in  the  emergency  room 
some  15  minutes  later,  but  was  without  vital  signs. 

The  case  was  referred  to  the  justice  of  the  peace 
because  the  attending  physician  was  not  entirely  sat- 
isfied with  the  explanation  of  the  bruises,  and  a check 
of  hospital  records  revealed  a previous  hospitalization 
for  fracture  of  the  left  femur.  An  autopsy  was  ordered. 

Autopsy  showed  skin  contusions  of  various  ages 


Fig.  6.  Roentgenogram  demonstrating  elevation 
and  calcification  of  periosteum  of  bones  of 
upper  extremity  seen  in  case  2. 


with  the  most  recent  and  severe  contusion  having  the 
configuration  of  a woman's  shoe  (Fig.  4).  An  x-ray 
bone  survey  showed  fracture  of  the  left  femur  (Fig.  5), 
multiple  fractures  of  varying  age  of  the  ribs,  and  evi- 
dence of  previous  joint  trauma  (Fig.  6).  Death  was 
attributed  to  marked  atelectasis  and  confluent  bron- 
chopneumonia. 

In  this  case  the  justice  of  the  peace  rendered  a 
verdict  of  death  due  to  pneumonia  and  atelectasis 
secondary  to  maltreatment  and  trauma  (battered 
child  syndrome)1  and  the  mode  of  death  as  homicide. 

Case  3:  A 36-year-old  Negro  woman,  alcoholic,  who 
was  out  drinking  with  a boyfriend  became  irritable, 
argumentative,  and  then  "sick.”  At  3 p.m.,  she  was 
taken  home  and  put  to  bed.  At  TO  p.m.  she  was  found 
on  the  floor  of  her  bedroom,  thrashing  about  and 
complaining  of  nausea.  A neighbor  helped  calm  her 
and  return  her  to  bed.  The  next  morning  the  patient 
was  again  found  on  the  floor  of  the  bedroom,  lying 
in  a pool  of  vomitus.  A physician  was  called,  and  after 
clearing  the  airway  of  vomitus  had  her  admitted  to 
the  hospital.  The  patient  continued  having  difficulty 
with  respiration.  She  was  somewhat  somnolent  and 
uncooperative.  Chest  films  suggested  slight  basilar  in- 
filtrations and  marked  congestion.  In  spite  of  antibi- 
otics and  other  supportive  therapy,  the  patient  lapsed 
into  coma  and  died  six  hours  after  admission.  The 
attending  physician,  being  uncertain  of  the  cause  of 
death,  referred  the  case  to  the  justice  of  the  peace. 
An  autopsy  was  ordered. 

Autopsy  showed  moderate  edema  and  marked  con- 
gestion of  the  lungs  without  evidence  of  aspiration 
pneumonia.  No  other  remarkable  features  of  the  or- 
gans of  the  thoracic  or  abdominal  cavities  were  found. 
Examination  of  the  cranial  contents  revealed  a mas- 
sive (200  ml.)  subdural  hematoma  (Fig.  7).  There  was 
no  gross  anatomic  evidence  of  recent  trauma  or  of 
recent  natural  disease  of  the  cranium  or  its  contents. 
Microscopic  examination  showed  an  old  subdural  sac 
which  grossly  had  been  obscured  by  the  recent  hem- 
orrhage. 
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The  completion  of  the  death  certificate  in  this  case 
was  quite  difficult  because  autopsy  did  not  show  a 
natural  disease  to  be  a cause  of  the  hemorrhage.  The 
justice  of  the  peace,  with  considerable  assistance 
from  local  law  enforcement  agencies,  was  unable  to 
elicit  any  history  of  previous  trauma,  either  by  an 
assailant  or  by  accident.  His  final  decision  was:  cause 
of  death — herniation  of  brain  stem  resulting  from 
massive  subdural  hemorrhage  at  site  of  old  subdural 
sac;  mode  of  death — accidental. 

Case  4:  A 32-year-old  white  woman  was  taken  by  her 
husband  to  a hospital  emergency  room.  He  stated 
that  she  had  ingested  rat  poison  (containing  approx- 
imately 1.75  gm.  arsenic  trioxide).  Thirty  minutes  had 
elapsed. 

She  was  admitted  to  the  hospital,  and  treatment 
was  instituted  immediately.  Her  condition  deteriorated 
rapidly,  and  she  lapsed  into  deep  coma  and  shock. 
Twelve  hours  after  admission,  she  was  transferred  to 
another  hospital  where  therapy  was  continued  and 
intensified. 

Twenty-eight  hours  after  admission  to  the  second 
hospital  she  developed  refractory  ventricular  tachy- 
cardia and  died.  The  husband  stated  that  the  patient 
had  had  episodes  of  severe  depression  for  three  years 
and  had  previously  attempted  suicide.  With  the  hus- 


band’s permission,  an  autopsy  was  performed.  Gross 
anatomic  findings  were  minimal  and  not  diagnostic. 
Toxicologic  examination  of  various  tissues  showed 
lethal  levels  of  arsenic. 

In  violation  of  Texas  law  (Art.  49.01,  Tex.  C.C.P.), 
the  death  certificate  was  executed  by  the  attending 
physician  listing  the  cause  of  death  as  arsenic  poison- 
ing and  the  mode  of  death  as  suicide. 

Summary:  The  physician  is  authorized  to  fill  out  only 
the  medical  certification  of  death.  He  can  do  this  only 
when  he  was  the  physician  last  in  attendance  of  the 
deceased  and  is  certain  that  the  cause  of  death  is 
natural  or  truly  accidental.  If  either  violence  or  an 
external  cause  was  a contributing  factor  in  death,  or 
if  he  is  unaware  of  or  uncertain  of  the  circumstances 
leading  to  death,  he  should  notify  the  justice  of  the 
peace  and  should  leave  the  medical  certification  to 
the  justice  of  the  peace. 
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Fig.  7.  The  massive  sub- 
dural hematoma  found  in 
case  3.  Much  of  the  loose 
blood  has  fallen  away. 
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A.  E.  RODIN,  M.D.,  AND  J.  L.  SIMON,  M.D. 

Presented  and  discussed  are  the  clinical 
and  pathological  findings  in  a three-year- 
old  girl  who  died  in  renal  failure  24  days 
after  the  onset  of  diarrhea  with  necrotiz- 
ing vasculitis  of  the  intestine,  hemolytic 
anemia,  and  thrombocytopenia. 

Clinical  Protocol:  This  three-year-old  white  girl  was 
the  product  of  an  uncomplicated  full-term  pregnancy. 
There  was  no  maternal  illness  except  for  occasional 
vomiting,  and  no  significant  drug  therapy  or  x-rays 
during  the  pregnancy.  Birth  weight  was  8 lb.  3 oz. 
No  resuscitation  was  needed.  Dietary  and  develop- 
mental history  were  normal.  At  the  age  of  eight 
months  there  was  an  episode  of  vomiting  with  no 
fever.  The  patient  had  had  rubella,  roseola  and 
mumps,  but  no  whooping  cough  or  chickenpox.  There 
were  no  noted  drug  or  other  sensitivities.  She  had  re- 
ceived DPT,  polio  and  measles  vaccines. 

On  April  24,  1966,  she  had  several  loose  watery 
stools.  On  April  26,  cramping  generalized  abdominal 
pain  began  with  recurrence  of  watery  stools.  By  April 
27  there  was  fever  and  some  vomiting  with  continua- 
tion of  abdominal  pain.  At  this  time  examination  of 
the  lungs  and  heart  was  normal.  There  was  mild, 
generalized  abdominal  tenderness  but  the  abdomen 
was  soft  and  bowel  sounds  were  present  and  hyper- 
active. She  was  admitted  to  her  local  hospital  where 
laboratory  work  revealed  these  values:  hemoglobin 
(Hgb.)  13.5  gm./lOO  ml.,  white  cells  (WBC)  17,800 
with  1 stab,  80  polys,  16  lymphocytes,  and  3 mono- 
cytes. Urine  had  a specific  gravity  of  1.030  with  no 
sugar  or  albumin  but  considerable  acetone  and  an 
occasional  WBC/h.p.f.  The  patient  was  treated  with 
intravenous  glucose  and  neomycin.  Loose  watery 
stools  continued  but  were  not  bloody.  On  April  28  her 
bowel  sounds  were  absent.  She  was  then  given  chlor- 
amphenicol and  penicillin.  On  April  30  a laparotomy 


was  performed.  The  peritoneal  cavity  contained  straw- 
colored  fluid.  The  wall  of  the  cecum,  ascending  colon 
and  right  portion  of  the  transverse  colon  was  hemor- 
rhagic and  edematous  with  numerous  purpuric  spots. 
Edema  was  present  in  the  mesentery  of  the  terminal 
ileum.  A right  hemicolectomy  was  performed  with  an 
end-to-side  anastomosis  of  terminal  ileum  to  trans- 
verse colon.  The  kidneys  appeared  quite  normal.  Sec- 
tions of  the  intestine  revealed  fibrinoid  necrosis  of 
small  vessels. 

On  May  1 her  condition  appeared  to  be  better  but 
her  Hgb.  was  only  4.2  gm./lOO  ml.  and  her  BUN 
was  55  mg./lOO  ml.  There  was  some  vomiting  of 
coffee-ground  material,  but  still  no  urinary  output. 
Methyl  prednisolone,  10  mg.  intramuscularly  every  six 
hours  was  started.  On  May  2,  there  was  slight  muscle 
twitching,  and  vomiting  continued;  BUN  was  116  mg./ 
100  ml.  She  was  transferred  to  John  Sealy  Hospital 
on  May  3.  On  admission  her  temperature  was  99  F., 
pulse  96,  respirations  25  to  30,  weight  40  lb.,  and 
blood  pressure  130/100  mm.  of  mercury.  The  child  ap- 
peared to  be  hypoactive  but  easily  disturbed.  She  was 
well  nourished  but  quite  pale  with  some  edema  of  the 
face  and  feet.  Ear,  nose  and  throat  examination  was 
normal  and  there  was  no  past  history  of  upper  respira- 
tory infection.  Heart  and  lung  sounds  were  not  un- 
usual. Abdominal  and  nervous  system  examination 
revealed  no  abnormalities.  Roentgenograms  of  the 
chest  showed  an  infiltrate  in  the  left  lower  lobe  of  the 
lung. 

Initial  laboratory  work  included:  Serum  sodium  118, 
potassium  4.5,  chlorides  83,  and  carbon  dioxide  com- 
bining power  22.5  mEq. /liter,  respectively.  BUN  was 
111  mg./lOO  ml.,  Hgb.  9.9  gm./lOO  ml.,  hematocrit 
31  percent,  and  WBC  14,800  with  69  neutrophils,  8 
stabs,  14  lymphocytes,  8 monocytes,  and  1 eosinophil. 
Platelets  were  only  41,000/cu.  mm.  Serum  calcium 
was  7.7  and  phosphorus  6.3  mg./lOO  ml.  Blood  pH 
was  7.35  and  PC02  was  20  mm.  of  mercury.  By  May 
4 her  BUN  was  122  mg./lOO  ml.,  Hgb.  10.2  gm./lOO 
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ml.;  and  reticulocytes  5 percent.  The  peripheral  blood 
smear  contained  scattered  burr  cells  and  fragmented 
red  cells. 

On  May  5,  she  passed  liquid,  tarry  stools.  She  was 
somnolent  and  quite  irritable  when  awakened.  The 
electrocardiogram  (ECG)  was  within  normal  limits. 
Antistreptolysin  titer  was  less  than  100  units.  C-reac- 
tive  protein  was  negative.  Glucose  was  104  mg./lOO 

ml. ,  BUN  152  mg./lOO  ml.,  and  platelets  112,500/cu. 

mm.  Prothrombin  time  was  80  percent  of  normal. 
Total  serum  protein  was  5.8  gm./lOO  ml.  with  albumin 
2.87  and  a normal  electrophoretic  pattern.  Lupus 
erythematosus  cell  tests  were  negative.  The  patient 
still  did  not  have  any  urinary  output.  By  May  9 her 
serum  potassium  had  risen  to  7.1  mEq. /liter,  and  her 
ECG  showed  hyperkalemic  effects.  Kayexalate  therapy 
was  begun,  and  she  was  given  packed  cells.  Peritoneal 
dialysis  was  begun.  Urinalysis  on  a small  amount  of 
voided  urine  revealed  proteinuria  (2-f),  pH  of  6.7, 
many  red  cells,  some  hyaline  and  granular  casts  and 
no  white  cells.  On  May  12  her  platelet  count  was 
60,500/cu.  mm.  and  she  voided  approximately  15  cc. 
of  urine.  She  was  also  given  reserpine,  hydrocortisone 
and  Apresoline.  On  May  14  she  had  occasional  epi- 
sodes of  flapping  of  hands.  BUN  had  risen  to  225 
mg./lOO  ml.  Serum  calcium  was  now  8.5  mg.  and 
phosphorus  9.7  mg./lOO  ml.  The  patient  became 
quite  lethargic,  stuporous,  and  listless.  Her  pulse  rose 
to  120.  Liver  and  spleen  were  not  palpable.  Blood 
pressure  was  110/86  mm.  of  mercury.  She  was  still 
somewhat  edematous.  Serum  potassium  was  7.4, 
sodium  146,  chlorides  84,  and  carbon  dioxide  com- 
bining power  15.1  mEq. /liter.  Blood  pH  was  7.32. 
Hemoglobin  was  now  5.2  gm./lOO  ml.  She  developed 
periodic  clonic  movements  of  the  left  arm.  ECG  now 
showed  a gallop  rhythm  with  a rate  of  160. 

By  May  16  her  BUN  had  risen  to  260  mg./lOO  ml. 
Respirations  became  labored  and  rales  were  heard 
in  the  lungs.  There  were  still  a few  clonic  movements. 


Respirations  rose  to  about  60/min.  Dialysis  was  con- 
tinued. Blood  pH  was  7.27.  Hemoglobin  was  5.8 
gm./lOO  ml.  and  WBC  20,800  with  92  neutrophils,  3 
stabs,  and  5 lymphocytes.  Reticulocytes  rose  to  13 
percent.  Serum  calcium  was  now  92  and  phosphorus 
12.8  mg./lOO  ml. 

On  May  17  her  platelets  were  30,000.  The  liver  was 
palpable.  Dialysis  was  discontinued  at  1:25  p.m.  About 
1:40  p.m.  the  patient  vomited,  gagged,  and  then  re- 
gurgitated vomitus.  A laryngoscope  was  passed  and 
blood  suctioned  from  the  larynx  and  trachea.  Heart 
rate  could  not  be  obtained.  She  was  resuscitated,  but 
died  at  2:30  p.m. 

Clinical  Discussion:  Dr.  Simon:  We  have  an  interesting 
case.  We  are  told  that  this  child  was  the  product  of 
an  uncomplicated  full-term  pregnancy  with  no  ma- 
ternal illnesses  except  for  occasional  vomiting,  which 
I will  tend  to  ignore.  There  was  no  significant  drug 
therapy.  Birth  weight  was  8 lb.  3 oz.,  thus  making  the 
child  a little  bit  larger  than  a normal  infant.  No  re- 
suscitation was  needed.  Diet  and  developmental  his- 
tory were  normal.  At  the  age  of  eight  months,  there 
was  one  episode  of  vomiting  with  no  fever.  Certainly 
I can  attach  no  significance  to  this  point.  The  child 
had  had  rubella,  roseola,  and  mumps,  but  no  whoop- 
ing cough  or  chickenpox.  It  is  interesting  that  she 
had  had  DPT,  polio,  and  measles  vaccines;  the  latter 
indicates  that  she  had  been  seen  by  a private  physi- 
cian because,  if  my  understanding  is  correct,  measles 
vaccines  were  not  being  given  by  the  well-child  clinics 
until  the  past  few  months. 

Her  illness  began  on  April  24,  1966,  when  she  had 
several  loose  watery  stools.  It  is  not  mentioned 
whether  the  mother  was  concerned  enough  to  take 
her  to  a doctor  at  that  time.  Two  days  later  she  be- 
gan having  generalized  abdominal  pain.  This  is  not 
unusual  in  gastroenteritis  which  is  common  in  three- 
year-olds.  By  April  27,  there  was  some  fever  and 
vomiting  with  continuation  of  abdominal  pain.  This 
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fever  could  be  due  to  beginning  dehydration  or  to 
viral  or  bacterial  infection.  At  this  time  she  was  seen 
by  a doctor,  evidently  for  the  first  time.  Examination 
of  the  lungs  and  heart  was  reported  as  normal,  and 
there  was  mild  generalized  abdominal  tenderness. 
This,  again,  is  a finding  that  is  not  uncommon  in 
children  with  acute  viral  or  bacterial  gastroenteritis. 

The  clinical  course  to  this  point  does  not  seem 
specific  enough  to  indicate  abdominal  surgery,  though 
we  must  recognize  that  appendicitis  in  children  under 
five  years  of  age  frequently  presents  in  an  atypical 
fashion.  The  abdomen  was  soft  and  bowel  sounds  were 
present  and  hyperactive.  I assume  these  were  not 
hyperactive  rushes  but  just  the  hyperactive  sounds 
that  one  hears  in  a child  with  gastroenteritis.  At  this 
point  she  was  hospitalized. 

It  is  important  that  at  the  beginning  of  this  illness 
the  child  had  a remarkably  good  hemoglobin  level.  It 
is  unusual  to  see  hemoglobin  levels  of  13.5  gm.  in 
three-year-olds;  the  majority  are  between  10  and  12 
gm.  The  WBC  was  elevated  (17,800)  and  showed  a 
definite  shift  to  the  left.  In  the  January,  1967,  issue 
of  Pediatrics, 1 there  is  an  article  reviewing  the  statisti- 
cal chances  of  having  Shigella  infection  with  different 
white  blood  cell  counts.  Children  who  have  Shigella  in- 
fections are  much  more  likely  to  have  a large  number 
of  immature  polymorphonuclear  leukocytes.  This 
child’s  leucocytosis  was  due  to  an  increase  in  mature 
neutrophils  which  tends  to  negate,  but  certainly  not 
rule  out,  Shigella  infection. 

The  urine  had  a specific  gravity  of  1.030,  which 
shows  (a)  that  this  child  did  have,  at  this  point,  ade- 
quate kidney  function,  and  (b)  that  the  child  had  a 
fair  amount  of  dehydration.  No  sugar  or  albumin  were 
noted.  This,  again,  would  be  important  in  view  of 
later  developments.  Considerable  acetone  would  con- 
firm that  this  child  was  moderately  dehydrated.  An 
occasional  white  blood  cell  per  high  power  field  would 
indicate  to  me  that  this  child  was  dehydrated.  It 
would  not  indicate  a urinary  tract  infection. 

The  child  was  treated  with  intravenous  glucose.  I 
would  assume  that  she  was  not  given  pure  5 percent 
glucose  in  water  but  also  some  electrolytes,  or  at 


least,  I would  hope  so.  I assume  that  the  neomycin 
was  given  orally,  because  the  physician  was  con- 
cerned with  the  possibility  of  pathogenic  E.  coli  diar- 
rhea. This  does  occur  in  three-year-olds  but  it  is  much 
more  common  in  the  first  year  of  life.  Loose  watery 
stools  continued  but  were  not  bloody.  I think  one 
must  suspect  Salmonella  or  Shigella  in  a child  with 
bloody  diarrhea,  but  the  fact  that  the  child’s  diarrhea 
was  not  bloody  does  not  rule  out  Salmonella  or  Shi- 
gella infections.  I imagine  that  the  child  was  given 
chloramphenicol  because  of  the  possibility  of  such 
an  infection.  It  is  not  clear  to  me  from  the  protocol 
why  the  child  was  given  penicillin. 

On  April  29,  we  note  for  the  first  time  that  the 
child’s  urine  output  was  decreased.  Whether  the  urine 
output  was  poor  because  this  was  the  beginning  of 
kidney  failure  or  because  the  child  was  becoming 
extremely  dehydrated  would  be  the  question.  I would 
tend  to  favor  the  latter.  The  child’s  temperature  con- 
tinued to  elevate  to  101  F.  The  degree  of  dehydration 
indicated  by  specific  gravity  of  1.030,  acetone  in  the 
urine  and  poor  urine  output  could  certainly  explain  the 
fever.  The  child  then  developed  an  ileus  and  was 
taken  to  surgery. 

My  diagnosis — and  I don’t  know  whether  electro- 
lyte studies  were  done  in  the  outside  hospital — would 
be  that  this  ileus  was  probably  secondary  to  hypokale- 
mia. If,  in  truth,  the  child  was  given  only  intravenous 
glucose,  and  if  she  was  passing  small  amounts  of 
urine  rather  than  none  at  all,  I think  this  would  be  a 
good  bet.  At  any  rate,  six  days  after  the  beginning  of 
the  illness,  a laparotomy  was  performed  and  there  was 
evidently  no  sign  of  perforation.  There  was  transudate 
in  the  peritoneal  cavity.  A right  hemicolectomy  was 
done. 

Sections  of  the  surgical  specimen  revealed  fibrinoid 
necrosis  of  the  small  vessels.  I think  that  this  is  an 
interesting  finding.  When  one  hears  about  fibrinoid 
necrosis  of  small  vessels,  one  must  consider  several 
disease  entities.  For  the  moment  I will  leave  out  the 
entity  I think  this  child  actually  had.  One  would  think 
of  diseases  like  polyarteritis  nodosa,  lupus  erythema- 
tosus, and  thrombotic  thrombocytopenic  purpura.  The 
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day  after  surgery  the  child’s  hemoglobin  was  only  4.2 
gm./lOO  ml.  My  initial  inclination  would  be  to  say 
it  must  have  been  a bloody  operation  and  the  sur- 
geons did  not  keep  up  with  the  blood  loss.  In  view 
of  the  findings  that  are  revealed  later  in  the  protocol, 
this  may  not  be  true  at  all.  At  any  rate  the  child 
must  have  received  a transfusion  at  this  point,  be- 
cause, when  she  was  transferred  to  John  Sealy  Hos- 
pital, the  hemoglobin  level  was  9.9  gm./lOO  ml. 

After  surgery  the  child  continued  to  vomit  coffee- 
ground  material.  Her  BUN  was  55  mg./lOO  ml.  This 
could  be  explained  by  dehydration  alone.  On  the  other 
hand,  it  could  also  be  the  beginning  of  renal  failure. 
Prednisone,  40  mg.  every  24  hours,  was  started.  I 
imagine  the  referring  physician  hoped  that  the  steroids 
would  be  helpful  if  the  vasculitis  were  present.  On 
May  2 there  was  some  slight  muscle  twitching.  One 
should  think  of  hypocalcemia  at  this  point.  We  don’t 
know  what  the  calcium  level  was  but  by  this  time  the 
BUN  had  reached  116  mg./lOO  ml.  If  we  assume  that 
this  child  was  getting  adequate  amounts  of  fluids  in- 
travenously from  May  1 to  May  2,  she  was  beginning 
to  go  into  renal  failure.  At  this  point  or  a day  later 
the  child  was  transferred  to  John  Sealy  Hospital. 

On  admission  here  her  temperature  was  99  F., 
pulse  96,  respirations  slightly  increased,  and  weight 
40  lb.  This  weight  is  most  important,  because  it  is 
well  above  the  90th  percentile.  It  is  not  mentioned 
whether  this  child  appeared  obese,  but  we  are  told 
that  she  was  edematous,  and  I imagine  that  she  had 
a tremendous  amount  of  edema  on  admission  to  this 
hospital.  Blood  pressure  on  admission  was  130/100 
mm.  of  mercury — a significant  elevation.  The  child 
appeared  well  nourished,  but  pale.  Aside  from  that  the 
physical  examination  was  essentially  negative.  Roent- 
genograms of  the  chest  and  abdomen  were  taken,  and 
I would  like  Dr.  Schreiber  to  show  those  films  now. 
I would  be  especially  interested  to  know  if  there  is 
any  evidence  of  fluid  either  in  the  abdomen  or  in  the 
chest. 

Dr.  Melvyn  H.  Schreiber:  The  chest  film  taken  on 
May  3 revealed  an  infiltration  in  the  left  lower  lobe, 
representing  either  pneumonia  or  some  other  cause 


for  partial  consolidation  of  the  lung.  It  could  be  an 
infarct  related  to  arteritis  or  hemorrhage  into  the  lung, 
but  it  looks  like  ordinary  pneumonia  in  the  left  lower 
lobe  posteriorly.  The  abdominal  film  (May  3)  is  not 
unusual  except  that  all  we  see  is  gas  in  only  the  left 
side  of  the  colon.  The  child’s  right  colon  had  been  re- 
moved. There  was  little  gas  in  the  stomach.  There 
was  no  sign  of  free  fluid  in  the  peritoneal  cavity  or 
of  organomegaly. 

Medical  Student:  Dr.  Schreiber,  could  it  be  atelec- 
tasis? 

Dr.  Schreiber:  That  is  one  of  the  things  that  it 
probably  couldn't  be,  because  it  has  no  margin.  Left 
lower  lobe  atelectasis  commonly  produces  a sharp 
band  and  dense  consolidation.  This  child’s  x-ray  just 
looks  like  patchy  bronchopneumonia. 

Dr.  Simon:  The  initial  laboratory  work,  I think,  is 
worth  review.  The  serum  sodium  was  118  mEq. /liter 
and  chloride  was  83  mEq. /liter.  I wonder  how  much 
electrolyte  solution  was  given  to  this  child  in  the 
outside  hospital.  She  had  severe  hyponatremia.  The 
BUN  was  111  mg./lOO  ml.;  this  is  approximately 
the  same  as  it  was  the  day  before  in  the  outside  hos- 
pital. The  hemoglobin  was  9.9  gm./lOO  ml.  I don’t 
know  how  much  blood  was  given  between  May  1, 
when  the  hemoglobin  was  4.2,  and  admission  here 
when  the  hemoglobin  was  9.9  gm./lOO  ml.  It  certain- 
ly had  to  be  a considerable  quantity.  The  hematocrit 
was  31.  The  white  count  was  of  little  help,  but  for  the 
first  time,  we  note  the  platelets  were  41,000.  We  have 
already  mentioned  thrombotic  thrombocytopenic  pur- 
pura as  a diagnostic  possibility,  but  this  child  had  no 
evidence  of  purpura  or  of  central  nervous  system 
(CNS)  involvement  except  terminally.  Most  children 
with  thrombotic  thrombocytopenic  purpura  do  have 
CNS  involvement  from  the  start.  This  child  developed 
the  classical  CNS  manifestations  of  uremia. 

Serum  calcium  and  phosphorus  values  were  better 
on  admission  than  later.  The  blood  pH  was  7.35, 
which  was  amazingly  good  in  this  child,  and  the  par- 
tial pressure  of  carbon  dioxide  was  low.  On  May  4 the 
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Fig.  1.  Section  of  the  spleen  shows  a small 
follicular  artery  which  exhibits  concentric 
periadventitial  fibrosis  and  a smudgy 
degenerative  change  in  one  area  of  its  wall. 
Hematoxylin  and  eosin  stain,  X 125. 


BUN  was  122  mg./lOO  ml.,  hemoglobin  10.2  gm./lOO 
ml.,  and  the  reticulocyte  count  5 percent.  Scattered 
burr  cells  and  fragmented  red  cells  seen  on  peripheral 
smear  indicate  that  there  was  some  increase  in  red 
blood  cell  destruction.  The  child  was  given  prednisone 
in  this  hospital,  probably  because  of  the  low  platelet 
count,  and  phenobarbital,  penicillin,  and  chloramphen- 
icol. From  this  point  on,  her  course  was  progressively 
downhill.  On  May  5 she  passed  liquid  tarry  stools  from 
which  I assume  she  was  still  having  gastrointestinal 
bleeding.  It  is  not  mentioned  whether  a guaiac  test  on 
stool  was  done,  but  I am  sure  it  would  have  been 
positive.  The  child  was  becoming  somnolent,  and  her 
BUN  rose  to  152  mg./lOO  ml. 

Her  platelet  count  was  112,000,  the  lower  limit  of 
normal  being  150,000.  Platelet  counts  are  fraught 
with  error  even  when  performed  by  experienced  tech- 
nicians. The  prothrombin  time  was  abnormal,  the  total 
serum  proteins  normal,  and  tests  for  lupus  erythema- 
tosus were  negative.  I would  have  anticipated,  if  this 
was  really  lupus,  that  a Coombs  test  would  have  been 
positive.  If  this  was  an  acquired  type  of  hemolytic 
anemia,  the  Coombs  test  also  should  be  positive.  The 
fact  that  it  was  not  done  indicates  that  the  house 
officers  were  reasonably  confident  of  the  diagnosis  by 
this  time. 

The  patient  still  did  not  have  any  urinary  output;  in 
fact,  no  urinary  output  from  the  time  she  was  admitted 
until  May  5.  It  is  amazing  that  her  serum  potassium 
level  had  remained  essentially  normal  so  long  and 
that  ECG  tracings  showed  no  signs  of  hyperkalemia. 
On  May  9 the  child  did  develop  typical  hyperkalemia 
determined  both  by  ECG  and  by  serum  estimation.  She 
was  given  an  exchange  resin,  Kayexalate,  which  ex- 
changes sodium  for  potassium.  Her  platelet  counts 
were  repeated  and  were  low.  Reserpine  and  Apresoline 
were  started  because  of  the  child’s  increased  blood 
pressure.  A typical  uremic  state  with  phosphorus  re- 
tention then  developed.  Her  hemoglobin  level  contin- 
ued to  drop.  This,  I think,  is  most  important  and  we 
see,  toward  the  terminal  part  of  her  illness,  that  the 
reticulocyte  count  had  risen  to  13  percent  and  phos- 
phorus to  12.8  mg./lOO  ml.  The  child  then  died  of 
uremia. 

In  summary,  then,  we  have  a child  who  had  non- 
specific gastroenteritis  and  required  laparotomy  for 


an  ileus  which,  I believe,  was  due  to  electrolyte  im- 
balance. Soon  after  admission,  signs  of  renal  failure 
and  hemolytic  anemia  developed. 

One  other  important  finding  was  that  at  one  point 
this  child  had  red  blood  cells  in  the  urine.  Any  child 
with  hematuria,  hypertension  and  renal  failure  must 
be  suspected  of  having  acute  glomerulonephritis.  This 
child  was  a little  young  for  acute  glomerulonephritis, 
though  numerous  cases  have  been  reported  in  this  age 
group.  We  have  no  history  of  a streptococcal  sore 
throat.  The  antistreptolysin  O titer  was  normal.  Neither 
of  these  factors  can  rule  out  acute  glomerulonephritis. 
On  the  other  hand  the  fulminating  course  of  the  dis- 
ease and  the  history  of  viral  gastroenteritis  early  in 
the  illness  makes  this  diagnosis  unlikely. 

I have  already  mentioned  the  reasons  why  I do  not 
think  this  patient  had  thrombotic  thrombocytopenic 
purpura.  Lupus  must  be  a consideration  in  any  child 
who  has  hematuria  and  thrombocytopenia.  On  the 
other  hand  this  child  had  no  high  spiking  fever  which 
is  frequent  in  lupus,  and  no  skin  or  joint  manifesta- 
tions of  that  disease.  Our  case  is  not  typical  of  lupus 
which  is  unusual  under  the  age  of  five. 

I think  this  child  had  the  hemolytic  uremic  syn- 
drome. I’m  not  sure  that  it  is  really  a disease.  This 
syndrome,  first  reported  in  1955  by  Gasser,2  consists 
of  three  essential  components:  acute  renal  failure, 
hemolytic  anemia,  and  decreased  platelets.  At  that 
time,  and  in  subsequent  reports,  there  has  been  a 
fair  amount  of  debate  as  to  whether  this  is  actually  a 
variant  of  thrombotic  thrombocytopenic  purpura.  The 
consensus  seems  to  be  that  the  severity  of  renal  dis- 
ease, plus  the  absence  of  neurological  signs  before 
these  children  become  uremic,  would  probably  sepa- 
rate this  syndrome  from  thrombotic  thrombocytopenic 
purpura.  The  majority  of  the  children  with  this  syn- 
drome have  been  between  6 and  12  months  of  age. 
However,  Lieberman3  recently  reported  three  children 
with  this  syndrome  who  were  three  years  or  older. 

It  is  interesting  that  one  of  the  cases  reported  by 
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Fig.  2.  Segment  of  small  intestine 
showing  sub  peritoneal  hemorrhage  along 
the  mesenteric  margin.  (The  white  spots 
are  artefactual  highlighting  in  the 
photograph). 


Lieberman3  showed  “fibrinoid  necrosis  of  the  arterio- 
les throughout  the  gastrointestinal  tract.”  In  children 
with  this  syndrome,  one  almost  always  finds  a history 
or  diarrhea  or  vomiting,  or  both,  occurring  one  to  ten 
days  before  the  onset  of  hemolytic  anemia  and  renal 
failure.  Almost  invariably,  stool  cultures  are  negative 
for  both  bacterial  and  viral  pathogens.  Hemolysis  is 
characterized  in  these  children  by  the  development  of 
burr  cells  which  are  described  in  our  protocol.  These 
children  almost  always  develop  proteinuria  and  hema- 
turia. Their  antistreptolysin  O titers  are  almost  invari- 
ably normal.  About  one-half  of  these  children  are  hy- 
pertensive. Some  have  had  seizures  due  to  either 
hypertensive  encephalopathy  or  electrolyte  imbalance. 
There  has  been  no  evidence  to  indicate  that  steroid 
therapy  has  any  appreciable  effect  on  the  course  of 
this  syndrome. 

I think  the  diagnosis  is  the  hemolytic  uremic  syn- 
drome and  that  the  terminal  event  was  renal  failure 
due  to  cortical  necrosis.  I predict  that  Dr.  Rodin  will 
show  us  patchy  to  almost  total  cortical  necrosis  of  the 
kidneys,  submucosal  hemorrhages  in  the  stomach  and 
throughout  the  gastrointestinal  tract,  and  fibrinoid  ne- 
crosis of  arterioles. 

Pathologic  Findings:  Dr.  Rodin:  At  autopsy  the  skin, 
as  you  might  expect,  was  pale.  There  were  small 
hemorrhages  around  needle  puncture  marks.  The  peri- 
cardial cavity  contained  75  cc.  of  clear  but  faintly 
reddish  tinged  fluid,  and  100  cc.  of  similar  fluid  was 
seen  in  the  peritoneal  cavity.  Each  pleural  cavity  con- 
tained 300  cc.  of  clear  straw-colored  fluid.  The  heart 
weighed  95  gm.  as  compared  to  an  expected  weight 
of  59  gm.  There  were  petechial  hemorrhages  over  the 
epicardium.  The  heart  was  definitely  dilated  and  its 
walls  thickened.  The  right  ventricle  was  also  dilated. 
The  bone  marrow  grossly  and  microscopically  ap- 
peared normal.  Each  lung  was  about  two  to  three 
times  the  normal  weight.  They  were  more  firm  than 
the  usual,  bright  reddish-brown  and  moist.  Micro- 


scopically, there  was  edema  fluid  and  congestion  in 
all  lobes.  Focal  petechial  areas  of  intra-alveolar  hem- 
orrhage were  present.  In  a few  areas  the  septae  were 
infiltrated  by  round  cells  suggesting  interstitial  pneu- 
monitis. No  bronchopneumonia  was  seen  in  spite  of 
the  x-ray  appearance. 

There  were  a few  shallow  ulcers  of  the  mucosa  at 
the  lower  end  of  the  esophagus,  probably  a terminal 
event.  The  liver  weighed  765  gm.  which  is  almost 
twice  the  normal  weight.  It  appeared  congested  and 
slightly  firmer  than  usual.  Microscopically,  there  was 
considerable  fatty  vacuolation  of  hepatic  cells.  In  the 
portal  triad  there  were  small  arteries  and  arterioles 
exhibiting  hyaline  thickening  of  their  wall.  The  spleen 
was  almost  twice  the  normal  weight,  firm,  and  con- 
gested. On  histologic  examination  follicular  vessels 
appeared  abnormal  (Fig.  1).  An  occasional  small  artery 
showed  smudgy  reddish  alteration  of  its  wall  sugges- 
tive of  fibrinoid  necrosis.  There  was  also  mild  ad- 
ventitial and  periadventitial  proliferation  of  fibrous 
tissue,  somewhat  resembling  changes  seen  in  lupus 
erythematosus  but  not  the  typical  onionskin  alteration. 
A similar  change  was  seen  in  the  lymph  nodes. 

The  small  intestine  had  focal  areas  of  peritoneal 
and  subperitoneal  hemorrhage,  especially  near  the 
mesenteric  border  (Fig.  2).  However,  the  wall  of  the 
intestine  itself,  the  mucosa,  submucosa,  and  muscular 
layers  were  not  involved  in  this  hemorrhage  process. 
We  could  not  find  any  specific  bleeding  areas  in  the 
mucosal  surface.  The  end-to-side  ileotransverse  anas- 
tomosis was  intact  and  patent.  We  could  not  find  any 
abnormal  vessels  within  the  wall  of  the  intestine.  In 
the  adjacent  mesentery  there  were  thrombi,  probably 
of  capillaries,  identical  to  the  so-called  platelet  throm- 
bi. However,  review  of  sections  from  the  surgically  ex- 
cised specimen  revealed  that  much  of  the  wall  was 
degenerated  and  hemorrhagic.  Arterioles  in  the  surgi- 
cal material  showed  smudgy,  reddish-brown  thicken- 
ing and  degeneration  of  the  walls,  compatible  with 
fibrinoid  necrosis  (Fig.  3). 
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Fig.  3.  In  this  section  of  the  ileum  (removed  surgically)  four 
arterioles  show  necrosis  of  their  walls  with  loss  of  structural 
integrity.  Adjacent  to  the  vessels  are  inflammatory  cells  and 
edema.  Hematoxylin  and  eosin  stain,  X 250. 


4 


Fig.  4.  The  capsular  surface  of  the  left  kidney  has  a blotchy 
appearance  due  to  dark  areas  of  hemorrhage  and  lighter 
areas  of  necrosis.  Cut  surface  of  the  right  kidney  shows 
similar  changes  in  the  cortex. 
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Fig.  5.  Section  of  kidney  shows  a necrotic,  partially  disrupted 
arteriole.  The  arrow  points  to  a red  blood  cell  traversing  the 
necrotic  wall.  Hematoxylin  and  eosin  stain,  X 300. 


Fig.  6.  Section  of  synovium  of  the  knee  shows 
two  arterioles  with  hyaline  thickening  of  their 
walls.  Hematoxylin  and  eosin  stain,  X 250. 


The  right  kidney  weighed  67  gm.  and  the  left  75 
gm.,  again,  both  close  to  twice  their  normal  weight 
(Fig.  4).  On  the  capsular  surface  there  was  a definite 
mottling  with  large  pale  areas,  and  intervening  hemor- 
rhagic areas.  The  cut  surface  had  a similar  appear- 
ance, with  much  of  the  cortex  replaced  by  lesions 
which  were  quite  typical  of  renal  infarcts  except  that 
they  were  extensive  enough  to  constitute  bilateral 
cortical  necrosis.  Histologic  preparations  revealed  mas- 
sive coagulation  necrosis  with  hemorrhage.  In  more 
intact  areas,  fibrinoid  necrosis  of  arterioles  was  ap- 
parent with  a fuzzy,  brownish-red,  degenerative  ap- 
pearance (Fig.  5).  Several  capillaries  and  arterioles 
were  occluded  by  thrombus  material. 

We  looked  elsewhere  for  arteriolar  change.  In  the 
thyroid  several  vessels  exhibited  some  hyaline-like 
thickening  of  the  wall.  In  the  synovium  of  the  knee 
there  was  rather  striking  thickening  of  the  wall  of 
some  arterioles  (Fig.  6).  Platelet-like  thrombi  were 
found  in  capillaries  of  skeletal  muscle  and  fallopian 
tube  (Fig.  7).  This  latter  site  also  contained  smudgy, 
reddish-brown  aterioles  compatible  with  fibrinoid  ne- 
crosis. A few  “platelet”  thrombi  were  also  found  in 
the  brain.  Scattered  petechial  hemorrhages  were  pres- 
ent in  the  brain  and  pituitary. 
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Fig.  7.  Section  of  a fallopian  tube  shows  two 
capillaries  occluded  by  “platelet”  (fibrin) 
thrombi.  Hematoxylin  and  eosin  stain,  X 300. 


Other  findings  included  moderate  cerebral  edema, 
and  hemosiderosis  of  liver  and  spleen.  Superficial 
esophageal  ulcers  and  atrophy  of  the  thymus  were 
nonspecific  terminal  events. 

Discussion:  Dr.  Rodin:  I will  label  the  sum  of  these 
many  findings  as  hemolytic  uremic  syndrome  but,  like 
Dr.  Simon,  I am  not  certain  what  it  really  represents. 
Basically,  the  present  case  is  one  of  generalized  ar- 
teriolar disease  including  thickening,  necrosis,  and 
thrombosis.  The  presence  of  arteriolar  necrosis  and 
thrombosis  provides  an  explanation  for  the  intestinal 
necrosis  found  at  laparotomy,  and  the  renal  cortical 
necrosis  at  autopsy. 

There  are  several  categories  of  disease  that  are 
associated  with  generalized  arteriolar  disease.  Hyper- 
tension is  an  example,  but  thrombi  or  the  periadven- 
titial  hyperplasia  do  not  occur.  In  our  case,  hyper- 
tension was  probably  secondary  to  kidney  disease  and 
resulted  in  cardiac  hypertrophy.  Another  category  is 
allergic  vasculitis,4  such  as  serum  sickness,  drug  sen- 
sitivity, or  hypersensitivity,  but  there  is  not  sufficient 
information  for  such  a diagnosis  in  this  case. 

The  third  category  is  collagen  disease.  We  have  al 
ready  mentioned  that  the  splenic  changes  in  our  case 
were  not  typical  of  the  onionskin  arteriolar  lesion 
found  in  lupus.  In  addition,  the  glomerular  capillaries 
did  not  show  the  typical  “wire-loop”  lupus  pattern. 
Polyarteritis  nodosa  involves  larger  arteries  and  is  as- 
sociated with  inflammation  throughout  the  wall,  which 
did  not  hold  true  in  our  case. 

Bilateral  cortical  necrosis  was  due  to  the  widespread 
visceral  arteriolar  lesions  and  possibly  some  element 
of  vasospasm.  There  are  many  possible  causes  in- 
cluding toxemia  of  pregnancy,  various  infections  such 
as  scarlet  fever,  pneumonia,  tonsillitis,  dysentery,  poi- 


soning with  diethylene  glycol,  and,  experimentally,  by 
injection  of  staphylococcal  toxin,  and  choline  deficien- 
cy.■■  But  there  is  no  evidence  of  these  predisposing 
situations  in  our  case. 

Pertinent  to  our  case  are  differential  considerations 
related  to  hypersensitivity  states.0  The  Shwartzman 
reaction  is  not  really  a hypersensitivity  phenomenon 
but  is  usually  included  under  this  category.  The  ex- 
perimental condition  is  produced  by  two  intravenous 
injections  of  bacterial  toxins  given  24  hours  apart. 
Lesions  include  generalized  necrotizing  arteriolar 
changes  plus  bilateral  cortical  necrosis  as  in  our  case,7 
but  it  is  debatable  whether  or  not  the  Schwartzman 
reaction  occurs  in  humans.s  Schonlein-Henoch  disease 
also  is  characterized  by  generalized  arteriolar  lesions 
with  necrosis  of  vessels,  particularly  in  skin,  joint  and 
gastrointestinal  tract,  and  associated  hemorrhages.9 
There  were  no  clinical  skin  or  joint  manifestations  in 
our  case.  In  addition,  Schonlein-Henoch  disease  is 
not  associated  with  bilateral  ccrtical  necrosis. 

Finally,  we  must  discuss  two  categories  which  are 
characterized  by  hemolytic  anemia  and  thrombo- 
cytopenia, and  may  have  cortical  necrosis.10  Bilateral 
cortical  necrosis  is  an  unusual  event  in  thrombotic 
thrombocytopenic  purpura  whereas  it  is  often  the  rule 
in  hemolytic-uremic  syndrome.  In  addition,  the  latter 
condition  is  associated  with  bizarre  red  cell  changes  as 
seen  in  our  case.  The  basic  autopsy  findings  in  hemo- 
lytic uremic  syndrome  have  been  bilateral  cortical  ne- 
crosis and  capillary  thrombi,  although  a few  cases  have 
been  reported  with  acute  glomerulonephritis.12  I have 
reviewed  many  of  the  reports  for  descriptions  of  ne- 
crotizing and  generalized  arteriolar  changes,  such  as 
were  found  in  our  case,  and  I could  not  find  any  aside 
from  the  case  mentioned  by  Dr.  Simon. 

We  still  face  the  problem  of  etiology  of  the  hemo- 
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lytic-uremic  syndrome.  Dr.  Simon  has  suggested  that 
the  initiating  factor  may  be  viral  gastroenteritis  with 
constant  diarrhea,  dehydration,  and  renal  changes. 
Others  have  emphasized  the  similarity  of  the  path- 
ologic changes  to  those  found  in  the  experimental  in- 
jection of  bacterial  endotoxins — the  Shwartzman  re- 
action, for  example.  There  is  also  a strong  possibility 
that  the  hemolytic-uremic  syndrome  may  be  a variant 
of  thrombocytopenic  purpura  in  which  cortical  necrosis 
occasionally  occurs. 

The  so-called  platelet  or  hyaline  thrombi  have  been 
reported  in  most  cases  of  hemolytic  uremic  disease 
and  also  in  various  hypersensitivity  states.6  However, 
the  thrombi  are  not  composed  of  platelets  but  of 
fibrin,  as  demonstrated  by  various  immunohistochemi- 
cal  techniques13  and  special  stains.14  The  widespread 
degenerative  and  necrotizing  vessel  changes  in  the 
present  case  provide  some  support  for  a hypersensi- 
tivity pathogenesis  of  the  hemolytic  uremic  syndrome. 
Consideration  of  all  the  clinical  and  pathological  aber- 
rations found  in  the  present  case  and  in  reported 
cases  favor  a hypersensitivity  mechanism,  whether  or 
not  they  are  related  to  Schonlein-Henoch  purpura,  the 
Schwartzman  reaction,  or  thrombotic  thrombocytopen- 
ic purpura. 

Dr.  William  C.  Levin:  Dr.  Rodin,  you  indicated  that 
atrophy  of  the  thymus  is  regularly  found  in  children 
who  are  very  ill.  May  I suggest  that  it  may  be  just 
the  opposite  in  terms  of  chronologic  developments? 
Is  it  possible  that,  due  to  reasons  that  we  don’t  under- 
stand, this  patient  developed  atrophy  of  the  thymus 
and  therefore  became  immunologically  incompetent 
and  was  unable  to  withstand  antigenic  stimuli  with 
resultant  necrotizing  angiitis? 

Dr.  Rodin:  Every  infant  who  dies  after  being  seri- 
ously ill  for  more  than  a few  days  has  an  abnormally 
small  thymus.  This  is  a rather  universal  finding. 

Dr.  Mary  Ellen  Haggard:  When  an  infant  who  has  a 
prominent  thymic  shadow  on  x-ray  is  given  steroids, 
the  thymus  melts  away  in  a matter  of  a day.  So,  al- 
though what  Dr.  Levin  says  cannot  be  refuted,  I think 
we  do  not  have  to  look  far  to  find  the  reason  why  the 
thvmus  in  this  case  virtually  disappeared. 

Dr.  Luther  Travis:  Dr.  Rodin,  do  you  think  there 
might  not  be  a greater  association  between  this  dis- 
ease and  a Schwartzman  reaction  than  you  seem  to 
indicate?  Both  have  similar  pathological  changes  in- 


cluding intravascular  “platelet”  fibrinoid  thrombi.  In  at 
least  some  of  these  patients,  a type  of  consumptive 
coagulopathy  of  intravascular  coagulation  has  been 
demonstrated.  What  starts  this  is  not  clear.  It  may  be 
angiitis  on  some  hypersensitivity  basis,  and  I wonder 
if  this  is  not  related  to  the  experimental  Schwartzman 
reaction. 

Dr.  Rodin:  It  may  well  be,  except  for  the  opinion 
of  some  investigators  that  the  Shwartzman  phenome- 
non probably  does  not  have  an  equivalent  human 
model. 

Dr.  Travis:  One  other  supporting  factor  is  that  the 
favorable  response  to  heparinization  in  some  human 
cases  is  identical  to  that  seen  in  experimental  animals 
with  the  Shwartzman  phenomenon. 
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Peetefi,  f?)e  ff) am  Patients  Hlndetistand fljoM  [fees? 

Patients  hesitate  to  ask  about  fees.  But  they  want  to  know.  They  nat- 
urally worry  about  what  their  medical  costs  will  be.  And  if  they  don’t  feel 
free  to  talk  about  it,  serious  problems — misunderstanding,  resentment  and  even 
deep  hostility — can  arise,  threatening  the  all-important  rapport  between  you 
and  your  patients. 

Open  discussion  before  treatment  prevents  such  embarrassing  problems. 
It  paves  the  way  for  mutual  understanding  and  good  will. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your  waiting  room,  serves 
as  an  open  invitation  for  your  patients  to  discuss  medical  costs  and  financial 
problems  with  you.  It  shows  that  you  care.  Just  seeing  the  message  can  give 
many  financially  worried  patients  peace  of  mind. 

The  AMA  Fee  Plaque  works  hard  to  prevent  doctor -patient  misunder- 
standings. And  it  works  well. 

Suitable  for  wall  or  desk  display,  the  plaque  measures  6"  x 10%".  The  let- 
tering is  white  on  a dark  brown  background  and  the  frame  is  durable  beige 
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How  do  you  obtain  one? 

Just  mail  the  coupon  below  and  your  check,  or  money  order,  for  $1.25 
(postage  paid).  Your  Fee  Plaque  will  be  sent  to  you  by  return  mail. 
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American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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Seven  Speakers  Cite  Problems,  Objectives 
Of  Emergency  Medical  Care  at  Conference 


Seven  speakers  outlined  needs, 
problems,  and  objectives  of  provid- 
ing adequate  emergency  medical 
care  for  the  public  at  a Conference 
on  Emergency  Room  Care  July  29 
in  Austin.  The  conference  was  spon- 
sored by  Texas  Medical  Association 
and  Texas  Hospital  Association.  The 
conference  was  attended  by  311 
hospital  administrators,  chiefs  of 
medical  staffs,  supervisors  of  emer- 
gency services,  nursing  supervisors 
of  emergency  services,  and  other 
personnel. 

Speakers  included  four  physicians, 
a hospital  administration  executive, 
a lawyer,  and  a legislator. 

Dr.  Kozoll:  Dr.  Donald  D.  Kozoll  of 
Chicago,  director  of  admitting  serv- 
ices and  medical  records  at  Cook 
County  Hospital,  listed  ten  causes 
for  the  present  crisis  in  emergency 
medical  care. 

Dr.  Kozoll  quoted  a statement  by 
the  National  Academy  of  Sciences 
and  the  National  Research  Council 
which  found  accidents  to  be  the 
fourth  most  frequent  cause  of  death 
in  the  United  States. 

The  ten  causes  for  this  most  “ne- 
glected disease  of  modern  society” 
listed  by  Dr.  Kozoll  were  (1)  in- 
creased demand  for  emergency  care; 
(2)  decreased  supply  of  medical  fa- 
cilities for  emergency  care  including 
both  physicians  and  hospital  physi- 
cal facilities  in  proportion  to  public 
need;  (3)  inadequate  education  of 
public,  medical,  and  paramedical 
personnel  in  the  importance  and 
fundamentals  of  emergency  care; 
(4)antiquated  communications  sys- 
tems that  lag  behind  improvements 
in  other  fields  of  science  and 
result  in  bottlenecks  in  emergency 
care  service;  (5)  obsolete  transpor- 
tation systems  staffed  with  un- 
trained personnel  and  possessing 
little  capacity  to  aid  patients  and 
which  tend  to  get  bogged  down  in 
surface  traffic;  (6)  inadequate  emer- 
gency room  staffing;  (7)  lack  of 
standards  for  the  inter-hospital 
transfer  of  emergency  care  patients; 
(8)  lack  of  research  in  the  emergen- 
cy medical  care  area;  (9)  federal 
legislation  increasing  demand;  and 
(10)  breakdown  in  feelings  of  obliga- 


tions in  the  communities  them- 
selves. 

Dr.  Manegold:  Dr.  Richard  P.  Mane- 
gold  of  Chicago,  director,  Department 
of  Hospitals  and  Medical  Facilities, 
American  Medical  Association,  enu- 
merated some  of  the  problems  con- 
nected with  staffing  emergency 
rooms. 

“Emergency  medical  care  is  a 
whole  package.  One  can’t  look  at  a 
piece  without  being  concerned  with 
the  whole.  We  are  really  talking 
about  the  whole  system,”  Dr.  Mane- 
gold said.  “The  emergency  medical 
care  system  should  be  organized  to 
deliver  the  patient  to  the  emergency 
room  in  the  best  condition  in  the 
least  possible  time,”  he  continued. 

In  listing  the  requisites  for  ef- 
fective treatment  of  injuries  sus- 
tained in  accidents,  Dr.  Manegold 
stated  that  the  functioning  of  the 
system  is  more  accidental  than 
planned. 

Requisites  listed  by  Dr.  Manegold 
for  adequate  emergency  care  include 


adequate  devices  for  alerting  the 
emergency  care  system  that  an  ac- 
cident has  taken  place.  Once  the 
alert  has  been  given,  trained  and 
competent  personnel  should  re- 
spond. Unfortunately,  those  who 
must  respond  first — ambulances, 
police,  and  fire  department  person- 
nel— usually  are  without  adequate 
training  and  equipment. 

After  the  alert  has  been  received 
and  the  proper  personnel  have  re- 
sponded, proper  decisions  need  to 
be  made.  Proper  decisions  depend 
on  adequate  ambulance  and  com- 
munication. All  too  often  federally 
allotted  radio  frequencies  are  not 
used;  and  receiving  hospitals  are  not 
alerted  to  the  emergency  at  hand; 
and  these  hospitals  have  difficulty 
in  organizing  for  the  making  of  the 
right  decisions.  Finally,  a system 
should  have  an  appropriate  distribu- 
tion of  facilities.  Such  distribution  of 
facilities  to  match  needs  can  be 
achieved  only  by  careful  and  coordi- 
nated planning. 


Program  participants  at  the  Conference  on  Emergency  Room  Care  Sponsored  by 
Texas  Medical  Association  and  Texas  Hospital  Association  on  July  29  in  Austin 
included  (seated,  left  to  right)  Drs.  Richard  C.  Manegold,  director  of  the  Depart- 
ment of  Hospitals  and  Medical  Facilities  of  the  American  Medical  Association  and 
Donald  D.  Kozoll,  director  of  admitting  services  and  medical  records  at  Cook 
County  Hospital,  both  of  Chicago;  and  Mr.  Steven  Sieverts  of  Pittsburgh,  associate 
executive  director,  Hospital  Planning  Association  of  Allegheny  County;  (standing, 
left  to  right)  Mr.  Philip  R.  Overton  of  Austin,  general  counsel  to  TMA;  Mr.  George 
B.  Pearson  of  Tyler,  administrator,  Medical  Center  Hospital;  and  Dr.  Robert  Mayo 
Tenery  of  Waxahachie,  chairman,  TMA  Council  on  Constitution  and  By-laws. 
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Mr.  Sieverts:  Following  Dr.  Mane- 
gold’s  presentation,  Mr.  Steven  Sie- 
verts of  Pittsburgh,  associate  execu- 
tive director,  Hospital  Planning  As- 
sociation of  Allegheny  County,  spoke 
to  the  conference  on  the  role  of  the 
hospital  in  providing  emergency 
medical  care. 

Mr.  Sieverts  cited  two  opposing 
trends  of  medical  care  in  the  United 
States  at  present,  the  persona!  pro- 
fessional relationship  versus  the  in- 
stitutional approach  to  medicine. 

“The  ideal  of  medical  care  in  this 
country  is  that  everybody  ought  to 
maintain  a close  primary  relation- 
ship with  a physician,”  Mr.  Sieverts 
said.  However,  the  problem  of  main- 
taining this  personal  medical  care  is 
becoming  increasingly  more  difficult 
because  of  the  inability  of  medical 
facility  production  to  keep  abreast 
of  population  growth. 

“The  public  is  not  aware  of  where 
to  find  medical  help  when  they  want 
it,”  Mr.  Sieverts  continued.  Many 
times  when  a medical  problem  is  not 
an  emergency  and  the  family  phy- 
sician should  be  called,  persons  with 
such  medical  problems  go  instead 
to  the  emergency  rooms.  These  peo- 
ple get  medical  aid  and  are  satisfied, 
but  should  this  trend  be  encouraged? 

In  Allegheny  County  in  Pennsyl- 
vania Mr.  Sieverts  stated  that  the 
medical  profession  had  thought  the 
trend  toward  institutionalized  medi- 
cine in  the  emergency  room  should 
not  be  encouraged.  He  enumerated 
several  attempts  made  in  the  county 
to  discourage  the  going  to  an  emer- 


Dr.  Walter  W.  Carroll  of  Chicago,  member 
of  the  Joint  Commission  on  Accreditation 
of  Hospitals  from  the  American  Medical 
Association,  addressed  the  Conference  on 
Joint  Commission  standards  as  they  re- 
late to  the  emergency  room. 


gency  room  instead  of  calling  a fam- 
ily physician. 

Exhorting  the  public  not  to  come 
to  the  emergency  room  only  seemed 
to  make  the  public  more  aware  that 
medical  care  was  available  there  and 
find  more  persons  coming  to  the 
emergency  room  for  treatment.  Bet- 
ter facilities  only  meant  still  more 
visits  to  the  emergency  room.  Turn- 
ing away  people  from  the  emergency 
room  only  resulted  in  bad  publicity 
and  lawsuits  or  fear  of  these,  be- 
cause there  is  no  adequate  way  of 
screening.  The  triage  method  of  re- 
viewing cases  was  tried;  but  from 
the  triage  physician  people  general- 
ly learned  what  they  came  to  learn, 
that  is,  whether  their  condition  was 
serious;  and  an  increase  in  emer- 
gency room  visits  again  occurred^ 

The  current  solution  being  tried  is 
the  construction  of  an  ambulatory 
care  facility  on  the  same  grounds 
with  the  hospital.  Physicians  offices 
will  be  located  there  and  physicians 
will  be  on  call  to  the  emergency 
room.  It  is  hoped  that  this  solution 
will  help  people  see  that  they  do 
not  need  to  go  to  an  emergency 
room  in  order  to  see  a doctor  and 
then  they  will  at  least  in  some  mea- 
sure refrain  from  going  there  when 
the  occasion  is  not  a true  emer- 
gency. 

Dr.  Carroll:  Dr.  Walter  W.  Carroll 
of  Chicago,  Joint  Commission  on  Ac- 
creditation of  Hospitals,  spoke  to 
conference  attendees  on  “Standards 
of  the  Joint  Commission  as  They 
Relate  to  Emergency  Room  Care.” 
Dr.  Carroll  considered  socioeconom- 
ic factors  as  well  as  medical  ones 
and  cited  the  need  for  systematic 
research  in  this  area. 

Because  the  United  States  popu- 
lation is  becoming  increasingly  mo- 
bile and  families  are  becoming  in- 
stitutionally oriented,  Dr.  Carroll 
said  that  steps  should  be  taken  to 
insure  that  the  staffs  of  hospitals 
will  and  can  respond  to  the  public 
needs. 

Dr.  Carroll  listed  ten  new  stand- 
ards that  went  before  the  Joint  Com- 
mission for  approval  on  Aug.  11.  He 
listed  specific  requirements  under 
each  standard. 

The  ten  proposed  standards  cur- 
rently under  consideration  for  the 
emergency  room  are: 

1.  A well-defined  emergency  plan 
and  service  shall  exist  in  every  gen- 
eral hospital. 

2.  The  emergency  facilities  shall 
have  an  entrance  from  the  street  and 
be  clearly  marked. 

3.  Reception,  examination,  treat- 
ment, and  observation  rooms  shall 


be  provided  to  care  adequately  for 
patients. 

4.  All  instruments  and  supplies  to 
be  used  in  the  emergency  facility 
must  be  of  the  same  high  quality  as 
that  in  the  rest  of  the  hospital. 

5.  A fully-developed  emergency 
department  shall  be  well-organized, 
properly  directed,  and  well-integrated 
with  hospital  departments  and  com- 
munity agencies. 

6.  A firm  policy  shall  be  estab- 
lished regarding  patient  care,  and 
services  and  staffing  shall  be  set 
down  in  relation  to  medical  needs. 

7.  Practical  reference  materials 
must  be  provided  for  all  emergency 
service  personnel. 

8.  Adequate  medical  records  must 
be  kept  on  patients  in  the  emergen- 
cy room  and  shall  be  examined 
periodically  for  the  same  complete- 
ness as  used  for  inpatient  records. 

9.  All  hospitals  must  be  prepared 
for  care  of  casualties  in  time  of 
local  disaster. 

10.  A disaster  plan  shall  be  com- 
pletely rehearsed  twice  a year,  once 
with  other  community  agencies. 

Dr.  Carroll  expressed  the  hope 
that  the  standards  would  serve  as 
reasonable  and  acceptable  guide- 
lines for  the  accrediting  of  hospitals 
on  the  basis  of  emergency  medical 
care  facilities. 

Dr.  Tenery:  In  a change  of  pace 
address  that  brought  much  audience 
comment  and  applause.  Dr.  Robert 
Mayo  Tenery  of  Waxahachie,  chair- 
man, Council  on  Constitution  and 
By-Laws,  Texas  Medical  Association, 
spoke  on  “Medical  Ethics  Considera- 
tions in  Emergency  Room  Care.” 

“It  has  been  said,”  Dr.  Tenery 
began,  “that  our  profession  has 
changed  from  an  art  with  a little 
science  to  a science  with  a little 
art,  and  a physician  sometimes  for- 
gets there  is  a human  being  at  both 
ends  of  the  stethoscope.  Ours  is  a 
profession  and  not  a business!” 

Citing  several  principles  in  the 
AMA  Judicial  Council  Opinions  and 
Reports,  Dr.  Tenery  stated  the  phy- 
sician’s role  in  the  emergency  medi- 
cal care  system.  He  listed  several 
time-honored  ideals  of  medicine — 
responsibility  to  individuals  and  so- 
ciety and  responsibility  to  tend  the 
emergency  needs  of  all. 

He  spoke  of  physicians  who,  when 
called  in  a situation,  whether  an 
emergency  or  not,  direct  their  pa- 
tients to  the  hospital  emergency 
room.  And  he  answered  specialists 
who  decline  to  serve  on  call  in  the 
emergency  room  on  grounds  of  in- 
capability to  deal  with  medical  prob- 
lems outside  their  specialties.  “The 
physician  on  emergency  call  is  re- 
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Visiting  before  lunch  at  the  Conference  on  Emergency  Room  Care  are,  left  to  right, 
the  Hon.  Chet  Brooks  of  Pasadena,  senator,  Seventh  Senatorial  District,  State  of 
Texas;  Dr.  G.  V.  Brindley,  Jr.,  of  Temple,  President-Elect  of  Texas  Medical  Associa- 
tion; Mr.  Gordon  Epperson,  president,  Texas  Hospital  Association;  and  Dr.  Howard 
R.  Dudgeon,  Jr.,  of  Waco,  President  of  TMA. 


Questioning  Conference  speaker  Steven  Sieverts  about  the  hospital’s  role  in  emer- 
gency medical  care  are  Mr.  F.  Donaldson  of  the  Lockheed  Missile  and  Space 
Division  in  California,  left,  and  Dr.  0.  H.  Timmins  of  San  Antonio. 


quired  to  make  medical  decisions, 
not  to  necessarily  render  medical 
care.  He  should  call  the  proper  in- 
dividual if  he  is  not  capable  of  ad- 
ministering treatment  himself,”  Dr. 
Tenery  said. 

Mr.  Overton:  The  legal  aspects  of 
providing  emergency  care  were  dis- 
cussed by  Mr.  Philip  R.  Overton  of 
Austin,  general  legal  counsel  to  Tex- 
as Medical  Association. 

Mr.  Overton  found  that  the  whole 
concept  of  medical  care  has  changed 
in  the  last  few  years.  ‘‘People  don’t 
know  where  to  go  for  medical  care 
or  are  misguided  by  a physician.” 

Trends  will  be  in  the  future  (in 
both  Texas  and  the  nation)  as  a 
whole  toward  more  litigation  granted 
to  plaintiffs  against  medical  person- 
nel. “Charitable  immunity  in  the  US 
is  on  the  way  out  for  hospitals,”  Mr. 
Overton  said. 

“The  health  needs  of  the  country 
will  be  met  with  or  without  our  ap- 
proval. It  is  our  job  to  work  out  the 
best  programs  to  solve  these  health 
problems  to  do  it  without  interfer- 
ence,” Mr.  Overton  continued. 

Mr.  Overton  emphasized  in  closing 
that  the  medical  profession  can 
solve  its  own  problems,  and  do  it 
better,  without  outside  interference. 
Senator  Brooks:  The  morning  session 
of  the  conference  having  been  con- 
cluded with  the  presentation  by  Mr. 
Overton,  the  group  gathered  for 
luncheon  and  an  address  by  the 
Hon.  Chet  Brooks  of  Pasadena, 
senator  from  the  Seventh  Senatorial 
District,  State  of  Texas. 

In  presenting  the  address  “Emer- 
gency Room  Care  and  the  Public 
Interest,”  Senator  Brooks  defined 
the  emergency  room  problem  from 
the  public  point  of  view. 

“We  have  a problem  in  Texas;  and 
it  is  not  just  a medical  problem,  a 
hospital  problem,  a legislative  prob- 
lem, or  a public  problem  alone,” 
Senator  Brooks  said.  He  then  cited 
the  action  taken,  sometimes  ineffi- 
ciently, with  regard  to  emergency 
medical  care  of  the  indigent. 

“Of  course,  there  are  extempor- 
aneous reasons  involved  in  actions 
taken,  but  the  public  is  not  happy 
about  the  situation.”  In  particular, 
the  senator  mentioned  two  instances 
where  patients  had  recently  been 
turned  away  from  hospital  emergen- 
cy rooms  and  who  subsequently 
died.  When  reported  in  the  public 
press,  the  situation  seemed  to  indi- 
cate that  the  only  factor  involved 
was  the  persons’  inability  to  pay  for 
services  rendered  at  the  hospitals. 

In  the  60th  Texas  Legislature  Sen- 
ator Brooks  was  sponsor  of  a bill  to 


require  all  hospitals,  both  public  and 
private,  to  provide  at  least  emergen- 
cy first  aid  facilities  for  emergency 
cases  brought  to  the  hospital  regard- 
less of  a patient’s  ability  to  pay 

Though  the  bill  was  not  passed, 
the  Texas  Legislature  agreed  to  ap- 
point a committee  to  study  the 
problem  and  come  up  with  solutions 
to  the  problem. 

“It  is  my  fond  hope  that  our  com- 
mittee on  hospital  treatment  will  be 
able  to  make  some  minor  changes 
in  the  law  and  come  up  with  a solu- 
tion to  the  problem,”  Senator  Brooks 
said.  “The  problem  is  so  critical  and 
so  emotional  that  it  will  be  solved — 
even  if  it  is  solved  wrong.”  The 
senator  expressed  his  interest  in 
finding  a right  solution  for  all  con- 
cerned and  reiterated  that  it  was  not 
his  intention  to  make  private  hos- 
pitals public  ones. 


Appointments  by  the  speaker  of 
the  House  of  Representatives  and  by 
the  lieutenant  governor  to  this  com- 
mittee of  legislators  will  be  an- 
nounced sometime  after  Aug.  28, 
the  senator  said.  These  legislators 
will  meet  with  representatives  of 
TMA,  THA,  and  the  Private  Clinics 
and  Hospitals  Association  of  Texas 
in  an  effort  to  work  out  satisfactory 
legislation  regarding  emergency 
medical  care. 

Case  histories  of  emergency  room 
operations  in  several  hospitals  were 
presented. 

Workshops  on  (1)  Quality  of  Care 
and  Physician  Staffing,  (2)  Hospitals 
and  Joint  Commission,  and  (3)  Le 
gal  and  Ethical  Aspects,  and  a panel 
discussion  featuring  all  speakers  in 
a question  and  answer  session 
rounded  out  the  conference  ac- 
tivities. 
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US-MEXICO  BORDER  DROPS 
SMALLPOX  REQUIREMENT 

Travelers  between  the  United 
States  and  Mexico  are  no  longer 
required  to  present  a smallpox  vac- 
cination certificate,  provided  they 
have  visited  no  other  countries  with- 
in 14  days  prior  to  crossing  the 
border. 

The  change  in  Mexican  regula- 
tions took  effect  in  June,  and  an- 
nouncement of  the  change  was 
made  at  the  meeting  of  the  United 
States-Mexico  Border  Public  Health 
Association  on  June  7 by  US  Public 
Health  Service  Surgeon  General  Wil- 
liam H.  Stewart  and  Mexican  Secre- 
tary of  Health  and  Welfare  Dr.  Ra- 
phael Moreno  Valle. 

The  last  reported  outbreak  of 
smallpox  in  Mexico  occurred  in 
1951.  The  United  States  has  been 
free  of  laboratory-confirmed  cases 
of  the  disease  since  1949. 

MEDICAL  EXAMINERS 
SET  DECEMBER  MEETING 

The  Texas  State  Board  of  Medical 
Examiners  will  meet  Dec.  4-6  at  the 
Hotel  Texas  in  Fort  Worth.  Examina- 
tions will  be  given,  and  reciprocity 
applications  will  be  considered. 

Completed  examination  applica- 
tions for  applicants  who  were  gradu- 
ated from  United  States  medical 
schools  must  be  filed  with  the  office 
of  the  secretary  of  the  Board  30 
days  prior  to  the  meeting  date. 

Completed  examination  applica- 
tions for  applicants  who  were  grad- 
uated from  foreign  medical  schools 
must  be  filed  60  days  prior  to  the 
meeting  date. 

Completed  reciprocity  appli- 
cations must  be  filed  60  days  prior 
to  the  meeting  date  if  they  are  to 
be  given  consideration. 

Applications  may  be  obtained 
from  Dr.  M.  H.  Crabb,  Secretary, 
Texas  State  Board  of  Medical  Ex- 
aminers, 1612  Summit  Ave.,  Suite 
303,  Fort  Worth  76102. 

WOMAN’S  AUXILIARIES 
HONOR  DR.  M.  0.  ROUSE 

Two  Texas  woman's  auxiliaries  to 
medical  societies  have  recently  con- 
tributed gifts  to  education  funds  in 
honor  of  Dr.  Milford  O.  Rouse,  Presi- 
dent of  the  American  Medical  Asso- 
ciation. 

The  Woman’s  Auxiliary  to  the  Tex- 
as Medical  Association  has  given 


$1,000  to  the  AMA  Education  and 
Research  Foundation  in  honor  of  Dr. 
Rouse.  And  the  Woman's  Auxiliary 
to  the  Dallas  County  Medical  Society 
has  honored  Dr.  Rouse  by  contribu- 
ting $1,000  to  the  Edith  Cavell 
Scholarship  Fund  for  scholarships 
to  student  nurses. 

Following  the  announcement  of 
the  two  gifts,  Dr.  Rouse  said,  “I  cer- 
tainly do  not  feel  worthy,  but  I ap- 
preciate most  deeply  what  these 
wonderful  ladies  have  done.” 

NURSING  WORKSHOPS 
TO  BE  OFFERED  BY  TWU 

The  Texas  Woman’s  University 
College  of  Nursing  in  Denton,  will 
hold  a series  of  four-week  workshops 
for  professional  nurses  in  Rehabili- 
tation Nursing. 

Workshop  dates  are  as  follows: 
Oct.  2-27,  1967;  Jan.  8-Feb.  2.  1968; 
Feb.  26-March  22,  1968;  April  22- 
May  17,  1968;  June  3-28,  1963:  and 
July  22-Aug.  16,  1968. 

The  workshops  are  to  be  offered 
at  the  Texas  Woman’s  University 
Houston  Center. 

Objectives  of  the  workshons  are 
to  provide  opportunity  for  nurses  (1) 
to  expand  their  knowledge  and  to 
increase  their  skills  in  rehabilitation 
nursing  techniques:  (2)  to  plan,  de- 
velop, and  implement  a nursing 
care  plan;  and  (3)  to  give  individ- 
ualized and  personalized  nursing 
care  to  a selected  patient. 

The  program  of  instruction  will 
include  lectures,  demonstrations,  dis- 
cussions, and  clinical  practice  in  the 
basic  elements  of  preventive  and 
restorative  nursing  measures  appli- 
cable to  the  nursing  care  of  the  pa- 
tient with  chronic  illness  or  disabili- 
ty. The  Texas  Institute  for  Rehabili- 
tation and  Research  will  be  used  for 
clinical  experience. 

Traineeships  are  available  through 
a grant  from  the  United  States  Pub- 
lic Health  Service  covering  the  cost 
of  tuition  and  a stipend.  Tuition  is 
covered  for  those  participants  whose 
tuition  is  not  paid  by  any  other 
source. 

Priority  will  be  given  to  teachers 
in  basic  programs  in  nursing,  to 
teachers  in  in-service  education  in 
hospitals  and  health  agencies,  and 
to  head  nurses  and  supervisors  in 
hospitals  and  public  health  agencies. 

Further  information  may  be  ob- 
tained by  writing  to  Miss  Lucie  C. 
M.  Schultz,  Program  Director,  Re- 
habilitation Nursing  Workshops,  Tex- 
as Woman’s  University  College  of 
Nursing,  1130  M.  D.  Anderson  Boul- 
evard, Houston,  Texas  77025. 


PSYCHIATRIC  CENTER  PLANS 
50TH  ANNIVERSARY  MEET 

Timberlawn  Psychiatric  Center  in 
Dallas  will  commemorate  its  50th 
anniversary  wPh  a Fiftieth  Anniver- 
sary Seminar  Sept.  22-23. 

The  theme  of  the  seminar,  which 
will  be  held  at  the  Center,  is  "In- 
novations, Experimentations,  and 
Emerging  Patterns  of  Psychiatric 
Thought  and  Treatment.”  All  Psy- 
chiatrists in  the  South  and  South- 
west have  been  invited  to  attend. 

Guest  speakers  and  their  discus- 
sion topics  will  include  Dr.  Henry 
W.  Brosin,  chairman  of  the  Depart- 
ment of  Psychiatry  at  the  University 
of  Pittsburgh  School  of  Medicine 
and  president  of  the  American  Psy- 
chiatric Association,  "Information 
Retrieval”  and  “Language  and  the 
Secondary  Process”;  Dr.  Walter  E. 
Barton,  Washington,  DC.,  medical 
director  of  the  American  Psychiatric 
Association,  “Administration  in  Psy- 
chiatry from  Several  Aspects,  In- 
cluding Leadership  Potential”  and 
“The  Place  of  the  Mental  Hospital 
in  a Community  Mental  Health  Pro- 
gram”; and  Dr.  Frances  J.  Brace- 
land,  Hartford,  Conn.,  editor  of 
American  Journal  of  Psychiatry,  “Bi- 
ological Research  Developments  in 
Psychiatry.” 

Other  speakers  are  Dr.  Dana  L. 
Farnsworth  director  of  University 
Health  Services  at  Harvard  Universi- 
ty, Cambridge,  Mass.,  “Adolescence 
and  Young  Adulthood:  Psychiatric 
Problems  in  College  Students”  and 
"Ethical  Issues  in  Psychiatric  Prac- 
tice”; Dr.  Lawrence  C.  Kolb,  chair- 
man of  the  Department  of  Psychiatry, 
College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York  City; 
"Psychotherapeutic  Evolution  and 
Implications”  and  “The  Value  of 
Consultation”;  and  Dr.  Douglas  D. 
Bond,  chief  psychiatrist,  University 
Hospital,  Cleveland,  Ohio,  "Develop- 
ments and  Directions  of  Psychoanal- 
ysis” and  “The  Psychoanalytic  Ap- 
proach to  Anorexia  Nervosa.” 

Moderators  for  seminar  sessions 
will  be  Dr.  Robert  L.  Stubblefield, 
chairman  of  the  Department  of  Psy- 
chiatry, The  University  of  Texas 
Southwestern  Medical  School,  Dal- 
las; Dr.  Hamilton  F.  Ford,  chairman 
of  the  Department  of  Psychiatry,  The 
University  of  Texas  Medical  Branch, 
Galveston;  and  Dr.  Shervert  H. 
Frazier,  chairman  of  the  Department 
of  Psychiatry,  Baylor  University  Col- 
lege of  Medicine,  Houston. 
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STAFF  OF  COUNSELORS 
TO  AID  UT  STUDENTS 

A continuous  telephone  informa- 
tion service,  staffed  by  professional 
counselors,  became  available  to  Uni- 
versity of  Texas  students  beginning 
July  17. 

Designed  to  meet  emergencies 
and  to  guide  students  on  questions 
of  all  kinds,  the  24-hour  information 
system  is  one  of  several  additions 
to  the  University’s  counseling  pro- 
gram resulting  from  intensive  stud- 
ies over  a period  of  18  months. 

By  dialing  one  of  two  phone  num- 
bers a student  may  receive  help  on 
any  problem  that  may  be  troubling 
him.  Follow-up  assistance  also  will 
be  arranged. 

The  counselors  who  will  answer 
telephone  queries  to  the  Emergency 
and  Referral  Service  have  been  in 
an  intensive  training  program  in  pre- 
paration for  the  opening  of  the 
center. 

Counselors  will  be  on  duty  seven 
days  a week,  working  eight-hour 
shifts — 8 a.m.  to  4 p.m.,  4 p.m.  to 
12  midnight,  and  midnight  to  8 a.m. 
They  will  have  access  to  the  Stu- 
dent Health  Center  and  headquarters 
of  campus  Traffic  and  Security  Serv- 
ices by  telephone  extensions  and  di- 
rect lines. 

The  new  service  is  part  of  a plan 
to  expand  and  improve  student  ad- 
visory programs  in  each  institution 
of  The  University  of  Texas  System. 
The  Board  of  Regents  and  its  stand- 
ing committee  on  academic  and  de- 
velopmental affairs  began  discus- 
sions of  student  counseling  in  No- 
vember, 1965. 

At  the  request  of  the  regents,  the 
administration  in  May,  1966,  ap- 
pointed a special  faculty  committee 
on  student  counseling  headed  by 
Dr.  Robert  L.  Sutherland,  professor 
of  sociology  and  director  of  the 
Hogg  Foundation  for  Mental  Health. 
Two  UT  students  were  ex-officio 
members. 

The  committee’s  lengthy  and 
thorough  report  was  presented  to 
the  Board  of  Regents  in  November, 
1966.  Administration  officials  were 
asked  to  submit  recommendations 
for  innovations  after  making  an  in- 
tensive evaluation  of  existing  pro- 
grams of  student  services. 

Upon  recommendation  of  Chan- 
cellor Harry  Ransom,  Vice-Chancel- 
lor Norman  Hackerman,  and  Dean  of 
Students  Jack  Holland,  the  Regents 
in  the  spring  approved  an  expanded 
student  advisory  program,  including 
the  24-hour  information  service. 

Other  major  changes  include  es- 


tablishment of  an  advisory  council 
to  the  dean  of  students,  made  up  of 
seven  faculty  members,  two  stu- 
dents, and  two  off-campus  special- 
ists in  student  personnel  services, 
and  separation  of  the  Testing  and 
Counseling  Center  into  two  centers, 
one  for  testing  and  one  for  coun- 
seling. 

Advisory  programs  of  teaching  de- 
partments and  University-owned  liv- 
ing units  also  will  be  strengthened, 
and  particular  attention  will  be  given 
new  students,  including  both  fresh- 
men and  transfers. 


UT  AT  HOUSTON  TO  GET 
NEW  DENTAL  INSTITUTE 

Regents  of  The  University  of  Tex- 
as System  at  their  meeting  in  Austin 
Saturday,  June  17,  approved  pre- 
liminary plans  for  a Dental  Science 
Institute  Building  at  The  University 
of  Texas  at  Houston. 

The  plans  and  outline  specifica- 
tions for  the  building,  expected  to 
cost  about  $5  million,  were  prepared 
by  the  firm  of  MacKie  and  Kamrath 
of  Houston,  associate  architect  for 
the  project. 

The  multistory  building  will  con- 
tain 137,400  gross  square  feet  of 
space.  It  will  be  located  adjacent  to 
two  other  UT  institutions,  the  Den- 
tal School  and  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute. 

The  Dental  Science  Institute,  a 
part  of  the  Dental  Branch,  is  a re- 
search organization  designed  to  de- 
termine basic  biological  factors  that 
underlie  dental  health  and  disease. 


PATIENT  HOSPITAL  STAY 
INCREASED  STEADILY  IN  ’66 

Average  length  of  hospital  stay  for 
Medicare  patients  in  the  nation's 
community  hospitals  increased  for 
the  fifth  consecutive  month  in  De- 
cember, according  to  Hospitals,  Jour- 
nal of  the  American  Hospital  Associ- 
ation. 

Reporting  on  December,  1966,  fig- 
ures in  the  March  16,  1967,  issue  of 
Hospitals,  survey  results  show  that 
the  over-65  age  group  had  an  aver- 
age length  of  stay  of  13.3  days  per 
admission  in  December  while  the  un- 
der-65  patients  held  relatively  con- 
stant at  6.8  days.  Since  July  1,  1966, 
when  Medicare  became  effective  the 
average  length  of  stay  for  the  over- 
65  group  has  increased  from  11.2 
days  in  July  to  12.0  in  August,  12.5 


in  September,  12.6  in  October,  12.7 
in  November  to  the  latest  report  of 
13.3  days. 

The  study  is  based  on  data  from 
a representative  sample  of  628  hos- 
pitals selected  from  a universe  of 
5,684  community  hospitals  regis- 
tered by  the  American  Hospital  As- 
sociation. 

Also  reported  was  a record  high 
$56.69  for  1966  in  total  hospital  ex- 
pense per  patient  day  and  a yearly 
high  of  $35.28  payroll  expense  per 
patient  day.  A year  earlier  the  hos- 
pitals reported  $49.87  total  expense 
per  patient  day  and  $30.67  payroll 
expense  per  patient  day. 

Increases  in  total  expense  per  pa- 
tient day  and  payroll  expense  per 
patient  day  reflect  the  wage  raises 
received  late  in  1966  by  nurses  and 
other  hospital  personnel  in  nearly 
every  section  of  the  country. 

‘PEOPLE-ORIENTED’  ADS 
TESTED  ON  PHYSICIANS 

The  Kendall  Co.,  manufacturer  of 
15  medical  and  hospital  products 
advertised  in  about  20  professional 
journals,  has  made  a departure 
from  the  completely  staid  and  clini- 
cal message  in  its  advertising,  re- 
ports Printer’s  Ink. 

Because  no  other  professional 
group  is  the  object  of  the  mass  and 
variety  of  promotional  material  that 
physicians  are  subject  to,  the  ad- 
vertisers for  this  company  have  ex- 
perimented with  a new  advertising 
technique  based  on  the  discovery 
that  physicians  are  people. 

The  average  doctor  receives  a 
multiplicity  of  both  general  and 
specialized  medical  media  and  a 
constant  stream  of  direct  mail.  Ac- 
cording to  Professional  Market  Re- 
search Inc.,  pharmaceutical  com- 
pany mailings  to  doctors  increased 
more  than  10  percent  in  1966  over 
1965,  while  all  mail  increased  by 
2.8  percent. 

Tatham-Laird  & Kudner,  advertis- 
ing agency  for  Kendall,  exposed  a 
sampling  of  physicians  in  every  spe- 
cialty to  a new  Kendall  program 
which  was  designed  to  be  “People- 
oriented”  and  contemporary  in  ini- 
tial impact,  while  body  copy  re- 
mained informative.  A sample  head- 
line is,  “The  catheter  that’s  firm 
without  any  hard  feelings.”  Inter- 
views subsequent  to  viewing  of  the 
ads  determined  that  response  to 
the  new  approach  was  enthusiastic, 
not  adverse,  and  that  the  lighter 
touch  was  more  effective  in  draw- 
ing readers  into  the  body  copy. 
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PHYSICIAN  POPULATION 
GROWS  IN  STATE,  NATION 

Total  physician  population  in  Tex- 
as was  11,461  as  of  December, 
1966,  according  to  American  Medi- 
cal Association  doctor  distribution 
figures.  This  is  an  increase  in  num- 
ber of  243  physicians  over  the  totals 
in  December,  1965. 

The  total  number  of  physicians 
can  be  broken  down  into  categories 
as  follows:  general  practice,  3,294; 
medical  specialists  (allergy,  cardio- 
vascular diseases,  dermatology,  gas- 
troenterology, internal  medicine, 
pediatrics,  pediatric  allergy,  pediat- 
ric cardiology,  pulmonary  disease), 
2,238;  surgical  specialties  (general 
surgery,  neurological  surgery,  obstet- 
rics and  gynecology;  ophthalmology, 
orthopedic  surgery,  otolaryngology, 
plastic  surgery,  colon  and  rectal  sur- 
gery, thoracic  surgery,  urology), 
3,199;  other  specialties  (aviation 
medicine,  anesthesiology,  child  psy- 
chiatry, diagnostic  radiology,  foren- 
sic pathology,  neurology,  occupation- 
al medicine,  psychiatry,  pathology, 
physical  medicine  and  rehabilitation, 
general  preventive  medicine,  public 
health,  radiology,  therapeutic  radiolo- 
gy, not  recognized,  unspecified),  2,- 
244;  and  inactive,  486. 

The  increase  in  Texas  physicians 
was  accompanied  by  an  increase  in 
doctors  all  over  the  country.  In  De- 
cember, 1965,  there  were  292,088 
doctors  of  medicine  in  the  United 
States.  In  December,  1966,  the  num- 
ber had  risen  to  300,375. 

National  specialty  divisions  were: 
general  practice,  70,223;  medical 
specialties,  65,591;  surgical  special- 
ties, 79,245;  other  specialties,  70,- 
798;  inactive  13,212;  and  address 
unknown,  1,306.  There  were  also 
26,178  federal  physicians  in  the  US. 

Many  factors  influence  the  de- 
mand for  and  supply  of  health  care 
services.  Differences  among  loca- 
tions with  regard  to  health  levels, 
socio-demographic  composition,  and 
cultural  characteristics  of  the  popu- 
lation affect  the  amount  of  services 
purchased  and  the  supply  of  health 
personnel.  Various  professional,  per- 
sonal, and  other  factors  also  influ- 
ence physicians’  decisions  in  choos- 
ing locations  for  practice. 

Productivity  of  physicians  and  all 
health  services  available  in  an  area 
also  influence  the  distribution  of 
physicians.  Some  of  these  influences 
are  scientific  and  technological  ad- 
vances, increased  specialization  and 
utilization  of  ancillary  personnel,  im- 
proved practice  organization,  and 
better  communications  and  faster 


travel.  Geographic  variations  also 
influence  physician  distribution. 

Of  the  nation’s  physicians,  285,- 
857  have  known  addresses  and  are 
professionally  active.  The  majority 
(93.3  percent)  of  the  active  physi- 
cians are  in  the  patient  care  cate- 
gory, that  is,  they  are  self-employed, 
under  retainers,  or  salaried  by  hos- 
pitals, other  institutions,  industry,  or 
government.  The  remaining  6.7  per- 
cent are  in  other  practice  which  in- 
cludes administration,  medical 
school  facilities,  and  research. 

Federal  physicians  are  employed 
in  the  federal  service  and  are  con- 
centrated in  the  South  Region  and 
particularly  in  the  South  Atlantic 
states.  Concentration  in  these  areas 
is  mainly  in  administration  and  re- 
search. Federal  physicians  have  not 
been  tabulated  by  state  or  county 
because  such  political  divisions  ex- 
ert little  influence  on  their  distribu- 
tion. 

Federal  physicians  are  distributed 
by  service  as  follows:  Veterans’  Ad- 
ministration, 7,152;  military  services 
combined,  16,112.  The  majority  of 
federal  physicians  are  in  patient 
care. 

The  greatest  percentage  of  non- 
federal  physicians  — and  of  those  in 
patient  care  and  administration  are 
to  be  found  in  the  Northeastern 
states.  Research  is  also  heavily  con- 
centrated in  the  Northeast  region 
and  also  in  the  New  England  and 
Middle  Atlantic  divisions. 

Physicians  tend  to  locate  their 
practices  with  such  factors  in  mind 
as  number  of  hospitals,  beds,  popu- 
lation, and  average  income.  As  the 
population  of  the  United  States  has 
become  increasingly  urbanized  the 
distribution  of  physicians  has  be- 
come more  concentrated  in  cities. 

Medical  association  physician- 
placement  services,  such  as  the  one 
operated  by  Texas  Medical  Associa- 
tion, are  often  instrumental  in  aid- 
ing physicians  in  deciding  on  loca- 
tions for  practice. 


"You've  just  finished  your  first  appoint, 
ment;  now,  do  you  have  any  other  com- 
plaints?" 


STATE-WIDE  WAR  BEGINS 
ON  MEASLES  AND  POLIO 

Texas  has  received  a $315,659 
Public  Health  Service  grant  to  be 
used  for  a state-wide  immunization 
project  against  measles,  polio,  diph- 
theria, tetanus,  and  whooping  cough. 
The  project  will  be  carried  on  in  co- 
operation with  local  health  depart- 
ments and  medical  societies. 

The  project  will  continue  until 
April  30,  1968,  with  an  additional 
year  tentatively  funded  with 
$325,000. 

Preschool  children  in  Texas  num- 
ber approximately  1,550,000.  About 
40  percent  of  these,  or  620,000,  are 
believed  susceptible  to  measles; 
and  at  least  30  percent,  or  465,000, 
are  susceptible  to  polio. 

No  state  law  requires  immuniza- 
tions for  entry  into  elementary 
school,  because  such  requirements 
are  in  the  hands  of  local  school 
boards.  Most  school  systems  do 
recommend  and  many  require  diph- 
theria and  smallpox  immunizations, 
and  in  many  areas  polio  and  measles 
inoculations  are  also  recommended. 

Presently,  immunizations  are  pro- 
vided through  64  health  depart- 
ments located  throughout  the  state, 
and  covering  about  75  percent  of 
the  population,  according  to  Dr.  J. 
E.  Peavy,  state  health  commissioner. 

"We  hope  that  by  the  end  of  1967 
a case  of  measles  will  be  a thing 
of  rarity,’’  Dr.  Peavy  said. 

ASSISTANTS  ASSOCIATION 
INSTALLS  NEW  OFFICERS 

Officers  of  the  Texas  Medical  As- 
sistants Association  installed  at  the 
organization’s  annual  convention  in 
April  are  Mrs.  Jan  Mustonen  of  Dal- 
las, president;  Mrs.  Rita  Paris  of 
Fort  Worth,  president-elect;  Mrs. 
Phyllis  Goodrich  of  El  Paso,  vice- 
president;  Mrs.  Bobbie  Smith  of  Port 
Arthur,  recording  secretary;  and  Mrs. 
Faith  Eder  of  San  Antonio,  treasurer. 

Other  officers  are  Miss  Carolyn 
Ridley  of  Houston,  parliamentarian; 
Mrs.  Martha  Zuehl  of  San  Antonio, 
historian;  and  Mrs.  Tena  VanDe- 
venter  of  Marshall,  chaplain. 

Mrs.  Gwen  Martin  of  Amarillo,  re- 
tiring president,  was  named  TMAA 
member  of  the  year.  Also,  certifi- 
cates of  appreciation  for  special  sup- 
port were  given  to  the  Texas  Medical 
Association  headquarters  staff  and 
to  TMAA  member  Helen  Kirk  Lauve 
of  Galveston. 
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SUICIDE  RATE  IS  HIGHEST 
AMONG  MEDICAL  DOCTORS 

Doctors  of  medicine  are  more 
prone  to  suicide  than  men  in  other 
professions,  reports  Medical  World 
News  in  the  June  9,  1967,  issue. 

While  36  per  100,000  of  the  phy- 
sician population  commit  suicide, 
only  11  per  100,000  persons  in  the 
general  population  commit  suicide. 
The  suicide  rate  is  particularly  great 
among  psychiatrists,  70  out  of 
100,000  population. 

Two  psychiatrists  reported  these 
figures  to  the  recent  annual  meet- 
ing of  the  American  Psychiatric  As- 
sociation in  Detroit.  Dr.  Walter  Free- 
man, chief  of  neurology  at  Santa 
Clara  County  Hospital  in  San  Jose, 
Calif.,  and  Dr.  Daniel  E.  De  Sole, 
staff  physician  at  the  Veterans  Ad- 
ministration hospital  in  Albany,  N.Y., 
based  their  statistics  primarily  upon 
the  obituary  columns  of  the  Journal 
of  the  American  Medical  Associa- 
tion. 

The  physician’s  role  in  society  is 
such  that  he  must  shoulder  the 
“dependency  needs”  of  his  pa- 
tients. Many  patients  look  to  their 
physicians  as  father  figures.  The  re- 
search psychiatrists  believe  that 
physician  suicides  can  be  cut  down 
by  more  careful  screening  of  medi- 
cal school  applicants.  Applicants 
should  be  selected  whose  primary 
reason  for  entering  the  profession 
is  not  the  need  for  accolades  and 
the  support  of  others.  Testing  proc- 
esses must  be  devised,  concludes 
one  Mayo  clinic  psychiatrist,  “to 
make  sure  the  applicants  can 


shoulder  the  dependency  needs  of 
others.” 

Why  is  the  suicide  rate  highest 
among  psychiatrists?  The  answer 
might  be,  according  to  Dr.  Freeman, 
that  “some  physicians  turn  to  psy- 
chiatry seeking  aid  for  their  own 
conflicts.  Some,  at  advanced  ages, 
with  insight  into  their  decline,  are 
unwilling  to  face  the  future.  Others 
— and  this  applies  to  younger  men 
— find  that  the  intense  emotional 
experience  in  undergoing  psychiat- 
ric and  especially  psychoanalytic 
training  induces  crises  of  insight 
that  prove  unbearable.” 

Dr.  Freeman  made  a study  of 
203  psychiatrists  who  killed  them- 
selves between  1895  and  1965.  Fif- 
ty-four took  their  lives  between 
1960  and  1964;  and  nearly  a third 
of  these  committed  suicide  while  in 
their  20’s  or  30’s.  More  than  half  of 
all  the  psychiatrists  ended  their  lives 
with  drugs,  and  approximately  one- 
fourth  of  the  deaths  were  by  fire- 
arms. Three  killed  their  wives  before 
committing  suicide.  More  than  one- 
third  killed  themselves  before  the 
age  of  40. 


EXAMINERS  MOVE  OFFICE 

The  Texas  State  Board  of  Medical 
Examiners  has  moved  its  offices  to 
1612  Summit  Ave.,  Suite  303,  Fort 
Worth  76102.  All  correspondence  to 
the  Board  should  be  directed  to  the 
new  address.  The  address  change 
became  effective  on  Aug.  1. 

The  Board  was  formerly  located  at 
1714  Medical  Arts  Building,  Fort 
Worth. 


POSTGRADUATE  COURSES 

Hospital  Administration 

The  University  of  Colorado  School 
of  Medicine  will  conduct  a postgrad- 
uate course  entitled  “The  Hospital 
Medical  Staff  Conference,”  Oct.  2-6. 
The  course  will  take  place  at  the 
YMCA  Conference  Center  in  Estes 
Park,  Colo.,  and  is  designed  espe- 
cially for  physicians  who  are  staff 
leaders  in  the  community  hospital. 
Purpose  of  the  course  is  to  provide 
better  understanding  of  the  duties, 
responsibilities,  and  opportunities  of 
staff  leaders.  Administrators  and 
trustees  may  attend  with  members 
of  medical  staffs. 

A detailed  program  and  informa- 
tion on  housing  accommodations  are 
available  from  The  Office  of  Post- 
graduate Medical  Education,  Univer- 
sity of  Colorado  School  of  Medicine, 
4200  E.  Ninth  Ave.,  Denver,  Colo. 
80220. 

Miscellaneous  Courses 

Hahnemann  Medical  College  and 
Hospital  in  Philadelphia,  Pa.,  will  pre- 
sent seven  postgraduate  courses  be- 
tween October,  1967,  and  Novem- 
ber, 1968.  Courses  and  dates  are 
as  follows:  “General  Internal  Medi- 
cine,” Oct.  4,  1967-March  27,  1968; 
"A  Current  View  of  Congestive  Heart 
Failure,”  Nov.  13-14,  1967;  “Human 
Sexual  Function  and  Dysfunction,” 
Nov.  17-18,  1 9 6 7;  “Psychodelic 
Drugs,”  March  18-20,  1968;  “Pre- 
and  Postoperative  Management  of 
the  Cardiopulmonary  Patient,”  April 
8-10,  1968;  “Auscultation  of  the 

Heart,”  May  27-31;  and  "Psychiatry 
in  Internal  Medicine,”  Nov.  18-20, 
1968. 

Persons  interested  in  these 
courses  may  obtain  further  informa- 
tion from  Miss  Sage  Rosen,  Assis- 
tant Director  of  Postgraduate  Edu- 
cation, Hahnemann  Medical  College 
and  Hospital,  230  N.  Broad  St.,  Phil- 
adelphia, Pa.  19120. 

Acute  Leukemia 

The  American  Cancer  Society  and 
the  National  Cancer  Institute  will 
sponsor  a “Symposium  on  Acute 
Leukemia  and  Burkitt’s  Tumor”  to 
be  held  at  the  Boston  Museum  of 
Science  in  Boston,  Mass.,  Sept.  20. 

The  symposium  is  open  to  all 
members  of  the  medical  profession 
and  students:  Address  inquiries  con- 
cerning the  program  to  Dr.  Jack  W. 
Milder,  Research  Department,  Amer- 
ican Cancer  Society,  Inc.,  219  E. 
42nd  St.,  New  York,  N.Y.  10017. 


Dr.  Byron  P.  York  of  Houston,  chairman  of  the  Texas  Medicine  Board  of  Publica- 
tion, presents  1967  Texas  Medicine  award  for  scientific  writing  excellence  to  Ralph 
D.  Loyd,  at  the  senior  banquet  of  Baylor  University  College  of  Medicine,  June  8 
in  Houston.  Dr.  Loyd  is  a spring  graduate  of  Baylor  and  is  currently  serving  an 
internship  at  King  County  Hospital  in  Seattle,  Wash.  His  winning  scientific  article, 
“Feto-Fetal  Transfusion  Syndrome,”  appears  on  p.  51. 
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TEXAS  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


1 0 mg.  c3  1 5 mg.  a 


DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT  FT 


FRONT 


SIDE 


SIDE 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product— amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels , the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora / dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

secret 


of 

controlling 
yowir  weight 


I 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 


s 

M 

T 

w 

T 

F 

1 

s 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

s 

1 

M 

2 

T 

3 

w 

4 

T 

5 

F 

6 

s 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
10  Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 

701069 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


TEXAS  MEDICAL  ASSOCIATION 

1967  PUBLIC  AFFAIRS 

AND  PUBLIC  RELATIONS  CONFERENCE 

Five  speakers  have  accepted  invitations  to  participate  on  the 
program  of  Texas  Medical  Association’s  1967  Public  Affairs 
and  Public  Relations  Conference,  Sept.  30  at  the  TMA  Head- 
quarters Building  in  Austin. 

Scheduled  speakers  and  their  topics  are  the  Hon.  George  Bush 
of  Houston,  US  Congressional  Representative  from  the  Seventh 
District  of  Texas,  “Health  Care  Issues,  Taxes,  and  Related 
Issues  Before  the  House  Ways  and  Means  Committee”;  Mr. 
Philip  Lesly  of  Chicago;  president  of  the  Philip  Lesly  Com- 
pany public  relations  counseling  firm,  and  author  of  books  on 
public  relations,  “The  Complex  Art  of  Public  Relations  in  a 
Complex  Society”;  Dr.  Blair  J.  Henningsgaard  of  Astoria,  Ore., 
chairman  of  the  Board  of  Directors  of  the  American  Medical 
Political  Action  Committee,  “Role  of  the  Chairman  of  the  Board 
of  Directors  of  AMPAC”;  Dr.  Otis  D.  Wolfe  of  Marshalltown, 
Iowa,  past  president  of  the  Iowa  Medical  Society,  “Medicine’s 
PR  Problems”;  and  Dr.  Dwight  L.  Wilbur  of  San  Francisco, 
President-elect  of  the  American  Medical  Association,  “Medical 
Manpower.”  Two  panel  discussions  will  also  contribute  to  the 
Conference  program.  Panel  group  titles  will  be  “A  Current  Re- 
port on  Recent  Changes  in  TMA  and  AMA  Policies”  and  “Public 
Relations  Community  Action  and  Public  Health.” 

An  Orientation  Program  for  new  and  transfer  members  will  be 
held  also  at  the  Headquarters  Building.  Members  of  the 
Woman’s  Auxiliary  will  hold  a board  meeting  on  Thursday, 
Sept.  28,  and  a school  of  instruction  on  Friday,  Sept.  29,  at  the 
TMA  Headquarters  Building. 

About  40  TMA  committees,  councils,  and  boards  will  meet  at 
various  times  and  places  throughout  the  conference  weekend. 
The  Executive  Board  will  meet  Sunday  morning,  Oct.  1,  to  con- 
sider and  act  on  reports  from  these  meetings. 

Following  the  Conference  at  5:30  p.m.,  Charles  0.  Finley  & 
Company  will  sponsor  a hospitality  hour  at  the  Colonnade  I 
Room  of  the  Commodore  Perry  Hotel.  On  Saturday  evening, 
conference  attendees  will  have  an  opportunity  to  view  the  an- 
nual University  of  Texas-Texas  Tech  football  game  at  7:30  p.m. 
Physicians  needing  hotel  accommodations  should  write  directly 
to  the  facilities  of  their  choice  to  make  reservations.  Football 
game  tickets  are  $5  each  and  may  be  ordered  from  TMA. 

TEXAS  HEART  ASSOCIATION 

Seven  main  speakers  will  provide  the  program  for  the  Texas 
Heart  Association’s  32nd  annual  scientific  sessions  Sept.  22-23 
in  Dallas  at  the  Sheraton-Dallas  Hotel. 

The  seven  speakers  are  Dr.  James  Conway,  Ann  Arbor,  Mich., 
director,  Hypertension  Unit,  Department  of  Internal  Medicine, 
University  of  Michigan  Medical  Center;  Dr.  Michael  E.  De- 
Bakey,  Houston,  chairman,  Department  of  Surgery,  Baylor 
University  College  of  Medicine;  Dr.  James  W.  Du  Shane,  Ro- 
chester, Minn.,  head,  Section  of  Pediatrics,  Mayo  Clinic;  Dr. 
Jesse  E.  Edwards,  St.  Paul,  Minn.,  president-elect,  American 
Heart  Association;  Dr.  Charles  K.  Friedberg,  New  York  City, 
chief,  Cardiology  Division,  Mount  Sinai  Hospital;  Dr.  C.  Walton 
Lillehei,  Minneapolis,  Minn.,  professor  of  surgery,  University  of 
Minnesota  Medical  School;  and  Dr.  Robert  E.  Whalen,  Durham, 
N.C.,  associate  professor  of  medicine,  Duke  University  Medical 
Center.  The  meeting  program  will  also  include  discussion  groups, 
workshops,  and  scientific  and  technical  exhibits. 

Mr.  Ernest  T.  Guy,  P.  O.  Box  25041,  Houston  77005,  is  execu- 
tive director  of  the  association. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

THE  WOMAN’S  AUXILIARY  TO  THE 
TEXAS  MEDICAL  ASSOCIATION  will 
hold  an  executive  board  meeting,  a school 
of  instruction,  workshops,  and  committee 
meetings  Sept.  28-29  at  the  TMA  Head- 
quarters Building  in  Austin. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  plans  a frank  exploration  of 
the  doctor-patient  relationship  as  one  of 
the  highlights  of  the  19th  annual  scientific 
assembly,  Sept.  18-21  in  Dallas’  Market 
Hall.  The  four-day  program  will  feature  26 
top  speakers,  and  doctors  will  have  a 
chance  to  view  more  than  100  scientific 
exhibits.  The  scientific  program  will  fol- 
low the  annual  meeting  of  the  academy’s 
Congress  of  Delegates  Sept.  16-18  at  the 
Statler-Hilton  Hotel.  Across-the-table  dis- 
cussions with  a featured  assembly  speaker 
or  member  of  the  faculty  of  The  University 
of  Texas  Southwestern  Medical  School  will 
involve  250  doctors  attending  the  assembly. 
Breakfast  conferences,  accommodating  pre- 
registered participants,  will  be  hosted  by  25 
selected  speakers  and  faculty  members  and 
will  feature  unstructured  discussion  on  top- 
ics brought  up  by  participants.  “Bedside” 
clinical  refresher  courses  will  be  conducted 
by  the  faculty  of  Southwestern  Medical 
School  and  will  be  open  to  small  groups  of 
preregistered  “students.”  Courses  will  cover 
topics  of  specific,  practical  interest  to  fam- 
ily doctors  and  will  utilize  the  patients  and 
facilities  of  seven  Dallas  hospitals.  Attend- 
ance at  the  four-day  assembly  lecture  pro- 
gram offers  14  hours  of  approved  post- 
graduate credit  to  academy  members.  Mr. 
M.  F.  Cahal,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112,  is  executive  secre- 
tary of  the  academy. 


AMERICAN  DIETETIC  ASSOCIATION 
has  scheduled  several  informative  symposia 
during  its  Fiftieth  Anniversary  Meeting  in 
Chicago,  Aug.  14-18  at  the  Conrad  Hilton 
Hotel.  The  American  Heart  Association 
will  sponsor  a symposium  on  diet  in  coro- 
nary heart  disease.  A symposium  on  dia- 
betes will  be  co-sponsored  by  ADA,  the 
US  Public  Health  Service,  and  the  Ameri- 
can Diabetes  Association.  Also  slated  is 
a manpower  symposium  at  which  new  ap- 
proaches to  staffing  will  be  analyzed.  Ruth 
M.  Yakel,  620  N.  Michigan  Ave.,  Chicago 
60611,  is  the  association’s  executive  secre- 
tary. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


TEXAS  STATE  BOARD  OF  MEDICAL 
EXAMINERS,  San  Antonio,  Aug.  23-27, 
1967.  Dr.  M.  H.  Crabb,  1612  Summit  Ave., 
Suite  303,  Fort  Worth  76102,  Sec. 


OCTOBER 

TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH,  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 


BLACKFORD  MEMORIAL  LECTURES, 
Sherman,  Sept.  9-10,  1967.  Dr.  Fred  W. 
Shelton,  600  N.  Highland  Ave.,  Sherman 
75090,  Chairman. 


TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES  (Examinations),  Austin,  October, 
1967.  Mrs.  Betty  J.  Anderson,  201  E.  14th  St.,  Austin 
78701,  Exec.  Sec. 


PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres,  Box  2276, 
Amarillo  79105,  Acting  Exec.  Sec. 


AMERICAN  ASSOCIATION  FOR  LAB- 
ORATORY ANIMAL  SCIENCE  will  hold 
its  18th  annual  meeting  at  the  Sheraton- 
Park  Hotel,  Washington,  D.  C.,  Oct.  2-6. 
Scientific  papers  will  be  presented  during 
the  scientific  sessions  at  the  meeting,  Oct. 
4,  5,  and  6.  In  addition,  a two-day  program 
(Oct.  2-3)  of  seminars  and  basic  animal 
care  lectures  are  scheduled.  Mr.  J.  J. 
Garvey,  Box  10,  Joliet,  111.  60434,  is  execu- 
tive secretary  of  the  American  Association 
for  Laboratory  Animal  Science  (formerly 
the  Animal  Care  Panel ) . 


AMERICAN  ASSOCIATION  OF  OBSTE- 
TRICIANS AND  GYNECOLOGISTS.  Hot 
Springs,  Va.,  Sept.  7-9,  1967.  Dr.  R.  B. 
Wilson,  200  First  St.  S.  W„  Rochester, 
Minn.,  55902,  Exec.  Sec.  < 


SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Bermuda, 
Oct.  1-3,  1967.  Dr.  Mark  A.  Griffin,  Jr.,  Appalachian 
Hall.  Asheville,  N.C.,  28803,  Sec.-Treas. 


AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  15  Second  St.  S.  W.,  Rochester,  Minn. 
66901,  Exec.  Sec. 


AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Oct.  18-20,  1967.  Mr.  Charles  R.  Ebersol,  219  E.  42nd 
St.,  New  York  10017,  Sec. 


AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Los 
Angeles,  Oct.  29-Nov.  1,  1967.  Daniel  Weiss,  33  W.  60th 
St„  New  York  10023,  Exec.  Dir. 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec. 
Sec. 


AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
2-6,  1967.  Dr.  Samuel  P.  Harbison,  55  E.  Erie  St.,  Chi- 
cago, 111.  60611: 


AMERICAN  SOCIETY  OF  ANESTHESI- 
OLOGISTS, Las  Vegas,  Sept.  30-Oct.  4, 
1967.  Mr.  J.  W.  Andes,  515  Busse  High- 
way, Park  Ridge,  111.  60608,  Exec.  Sec. 


AMERICAN  HEART  ASSOCIATION,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10010,  Exec.  Dir. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  INC., 
Miami  Beach,  Fla.,  Oct.  23-27,  1967.  Dr,  B.  F.  Mattison, 
1790  Broadway,  New  York  10019,  Exec.  Dir. 


AMERICAN  SOCIETY  OF  CLINICAL 
PATHOLOGISTS,  Chicago,  Sept.  22-30, 
1967.  Dr.  William  D.  Dolan,  5129  N.  16th 
St.,  Arlington,  Va.,  22205,  Sec.-Treas. 


ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Houston,  Oct.  6-7,  1967.  Mr.  H.  E. 
Northam,  186  N.  Wabash,  Chicago  60601,  Exec.  Dir. 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


NOVEMBER 

GASTROENTEROLOGY  RESEARCH  GROUP,  Chicago, 
Nov.  3,  1967.  Dr.  Frank  P.  Brooks,  3400  Spruce  St., 
Philadelphia,  19104,  Sec. 

TEXAS  NURSING  HOME  ASSOCIATION,  Houston.  Nov. 
28-30,  1967.  John  M.  Crawford,  Jr.,  6225  Highway  290  E. 
Austin  78723,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
Birmingham,  Ala.  35205. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  INC., 
Atlanta,  Ga.,  Nov.  29-Dec.  3,  1967.  Mrs.  Gertrude  F. 
Conroy,  1740  Broadway,  New  York,  N.Y.  10019,  Exec. 
Dir. 

GASTROENTEROLOGY  RESEARCH  GROUP  (forum), 
Chicago,  Nov.  3,  1967.  Dr.  George  HaUenbeck,  Mayo 
Clinic,  Rochester,  Minn.  55901,  Sec. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier.  1744 
S.  68th  St.,  Lincoln,  Neb.,  68104,  Sec. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  December,  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77650,  Sec. 

TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
Dec.  1,  1967.  Dr.  Earle  Scharff,  Jr.,  800  Fifth  Ave..  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin,  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs. 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 


JANUARY 

TEXAS  MEDICAL  ASSOCIATION  (Legislative  Confer- 
ence), Austin,  Jan.  20,  1968.  Mr.  C.  Lincoln  Williston, 
1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  26-27, 
1968.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale  St., 
Fort  Worth  76104,  Sec. 


TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view 75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76601, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston. 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192, 
Austin  78703,  Sec.-Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY.  Chicago, 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  18-20,  1968.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE, 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 


APRIL 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.  SW,  Rochester, 
Minn.  55901,  Sec. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-5,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 
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A Choice  ior  You 

Individual  Responsibiliiy  and  the  "Attending  Physicians  Statement"  offer  a realistic  approach 
to  restoring  the  two-party,  physician-patient  relationship,  and  a bulwark  against  efforts  by  third 
parties  to  set  this  concept  aside.  Our  patients  rely  upon  your  individual  and  singular  responsibiliiy 
to  their  best  medical  interests.  Our  future  capacity  to  meet  this  responsibility  may  well  depend 
upon  how  willing  we  are  to  support  the  principle  of  Individual  Responsibility  today. 

The  form  on  the  right  shows  how  the  Attending  Physicians  Statement  may  be  used.  For  in- 
formation on  how  to  order  these  forms,  see  page  111. 


Individual  Responsibility  Program 

1.  Preserves  doctor-patient  relationship. 

2.  Protects  patient  and  doctor  from  third  party  interference. 

3.  Produces  least  misunderstandings  with  patients. 

4.  Demands  least  time  from  doctor  and  his  assistants. 

5.  Reduces  complexities  of  taking  assignments. 

6.  Fully  in  accord  with  Section  Six  of  The  Principles  of 
Medical  Ethics. 
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ATTENDING  PHYSICIANS  STATEMENT 


Approved  and  Endorsed  by  the  TMA  House  of  Delegates,  May  19  67 


Name: 

Doe 

, Mr.  John  Henry 

Age  AO 

Everywhere  Memorial 

Diagnosis: 

1 

Hypertensive  cardiovascular 

disease 

HOSPITAL 

Admitted  July  l>  1967 

2. 

Chronic  pulmonary  edema 

n,„e,a.ge7^WT7-T^7 

3. 

Mitral  Stenosis 

4.  

Disability  due  to:  Illness Accident  on Pregnancy LMP 

Employment  Injury EDC 


DATE  SERVICES  RENDERED  CHARGES 


7-1-67 

Complete  history  and  physical  exam  and  hospital 

XX.  XX 

7-2-67 

admission 

Hospital  visits  times 

two 

XX. XX 

7-3-67 

Hospital  visits  times 

two 

XX. XX 

7-4-67 

Hospital  visits  times 

two 

XX. XX 

7-5-67 

Hospital  visits  times 

two 

XX. XX 

7-6-67 

Hospital  visit  one  with  discharge 

XX. XX 

1 first  treated  you  for  the  primary  condition  on:  7-1-67 
In  my  opinion  this  condition  began  approximately  6-28-67 


Is  medical  care  for  this  condition  still  necessary?  Yes  X 


No 


Medical  opinion  to  Total  Disability:  From  6~28~67 

Remarks:  Continued  observation  and  adjustment 

of  medication  will  be  necessary. 

Released  to  return  to  work  on  July  17. 


This  form  is  completed  without  charge. 


(TYPED  OR  PRINTED  NAME) 


Everywhere  , U.S.A. 

(ADDRESS) 


In  keeping  with  everyone’s  individual  responsibility,  please  complete  this  section  and  forward  to  your  insurance 
carrier  immediately.  If  you  have  a major  medical  deductible  insurance  please  file  with  the  insurance  company  as 
soon  as  the  deductible  is  met. 


, Three  Lakes  Agency 

4b  (INSURANCE  COMPANY  AGENCY) 


ABC-661122-OX 


Mr.  John  Henry  Doe 


(NAME  OF  INSURED) 

112  N.  21st  St.  Everywhere,  U.S.A. 


(POLICY  f*  OR  SOCIAL  SECURITY  ft) 

Everywhere  Municipal  Co. 


(EMPLOY  ER) 


The  same 


</> 

.y> 


(ADDRESS  OF  INSURED) 


(RELATIONSHIP  OF  PATIENT  TO  INSURED) 


Your  signature  below  will  authorize  your  insurance  carrier  to  obtain  from  me  any  further  information  necessary  for 


Q the  settlement  of  your  claim, 
g Date  7-17-67 

& H-481  1RP  Insurance 

Steck  Company  - Austin,  Texas 
(Rev.  6-67) 


. Signature 


Q-*-' 


TMA  APPROVE 
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USE  'POLYSPORIN. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


brand 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
•LtCtl  Tuckahoe,  N.Y. 


POLYSPORC- 

POLYMYXIN  B-BACITRACW 

I OINTMENT 

% prevent  infection  kri 
burns,  and  abrasion^*1 
I aid  in  healing* 


For  the  taste 
you  never 

get  tired  of. 
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MEDICINE  AND  THE  LAW 


Texas  Supreme  Court  Sets  Discovery  Rule' 
For  Decisions  in  Medical  Malpractice  Cases 


On  July  5 the  Supreme  Court  of 
Texas  adopted  a new  rule  with  re- 
gard to  medical  malpractice  cases. 
In  the  future  the  courts  will  consider 
the  two-year  statute  of  limitations 
as  beginning,  not  when  the  incision 
is  closed,  as  previously;  but  when 
the  negligent  act  is  discovered.  This 
“discovery  rule”  will  mean  that  the 
physician  will  need  to  keep  detailed 
medical  records  for  an  indefinite 
period  of  time  following  treatment. 

Hard  on  the  heels  of  its  decision 
in  Wilson  v.  Scott,  412  S.W.  2d  299, 
which  established  “informed  con- 
sent” as  the  law  in  Texas,  the  Texas 
Supreme  Court  has  released  another 
medicolegal  bombshell.  In  Gaddis 
v.  Smith  (opinion  delivered  July  5, 
1967)  the  court  has  overruled  the 
line  of  cases  holding  that  a medical 
malpractice  lawsuit  is  barred  by  the 
statute  of  limitations  after  two  years 
following  the  date  of  the  alleged  in- 
jury and  has  adopted  what  has  be- 
come known  as  the  “discovery  rule.” 
This  rule  is  defined  by  the  court: 

Where  a foreign  substance  is 
negligently  left  in  a patient’s 
body  by  a physician  . . . and 
the  patient  is  in  ignorance  of 
the  fact,  and  consequently  of 
his  right  of  action  for  malprac- 
tice, the  limitation  period  does 
not  begin  to  run  on  said  action 
until  the  patient  learns  of  or, 
in  the  exercise  of  reasonable 
care  and  diligence,  should  have 
learned  of  the  presence  of  such 
foreign  substance  in  his  body. 

In  adopting  this  rule,  the  court 
stated  that  it  was  joining  “a  growing 
number  of  courts  of  other  states 
[that]  are  embracing  what  has  be- 
come known  as  the  ‘discovery  rule.’  ” 
In  the  Gaddis  case,  the  petitioner 
and  her  husband  filed  suit  against 
two  physicians  on  Feb.  21,  1964, 
alleging  that  the  physicians  per- 
formed a caesarean  section  upon 
Mrs.  Gaddis  on  or  about  Jan.  7, 
1959.  The  Gaddises  alleged  that 
"after  a long  period  of  increasing 
internal  pain,  Mrs.  Gaddis  submitted 
to  surgery  in  California  in  1963,  for 
what  was  believed  to  be  a tumor.  It 
was  discovered  that  she  did  not 
have  a tumor,  but  that  a surgical 


sponge  had  been  left  inside  her 
body,  allegedly  after  surgery  in  1959. 
Petitioners  further  pled  that  Mrs. 
Gaddis  had  no  knowledge,  and  no 
way  of  knowing,  that  a surgical 
sponge  had  been  left  inside  her 
body  until  it  was  actually  discovered 
in  October  of  1963.” 

The  trial  court  granted  the  physi- 
cian’s Motion  for  Summary  Judg- 
ment based  upon  the  two-year  stat- 
ute of  limitations  and  this  judgment 
was  upheld  in  the  Texas  Court  of 
Civil  Appeals  wherein  that  court  re- 
lied on  Carrell  v.  Denton,  157  S.W. 
2d  878  (1942)  and  Stewart  v.  Janes, 
393  S.W.  2d  428  (Tex.  Civ.  App. 
1965,  writ  refused),  which  cases 
stood  for  the  proposition  that  “a 
cause  of  action  accrues  when  the 
incision  is  closed,  rather  than  when 
the  negligent  act  is  or  should  have 
been  discovered.”  Thus,  under  the 
prior  Texas  rule,  a cause  of  action 
for  malpractice  is  barred  two  years 
after  the  incision  is  closed,  even  If 
it  was  impossible  for  the  patient  to 
discover  the  negligent  act  within  the 
two-year  period. 

In  overturning  the  previous  inter- 
pretation of  the  two-year  limitation, 
the  state  Supreme  Court  ruled  that: 

Causes  of  action  based  upon 
the  alleged  negligence  of  a phy- 
sician in  leaving  a foreign  ob- 
ject in  his  patient's  body  are 
proper  subjects  for  the  ‘discov- 
ery rule.’  All  of  the  procedures 
for  placing  objects  in  and  re- 
moving them  from  the  body  are 
in  the  control  of  the  surgeon. 

It  is  a virtual  certainty  that  the 
patient  has  no  knowledge  on 
the  day  following  the  surgery — 
nor  for  a long  time  thereafter — 
that  a foreign  object  was  left  in 
the  incision.  Courts  out  of  ne- 
cessity have  made  exceptions 
in  order  to  do  justice.  Accord- 
ingly, we  hold  that  the  cause  of 
action  for  the  negligent  leaving 
of  a foreign  object  in  a patient’s 
body  by  a physician  accrues 
when  the  patient  learns  of,  or 
in  the  exercise  of  reasonable 
care  and  diligence,  should  have 
learned  of  the  presence  of  such 
foreign  object  in  his  body.  Car- 
rell v.  Denton,  supra,  and  Slew- 


art  v.  Janes,  supra,  are  over- 
ruled. 

In  order  that  the  court's  opinion 
might  not  be  misinterpreted  regard- 
ing extension  of  the  statute  of  limi- 
tations by  the  “discovery  rule”  in 
situations  other  than  the  “foreign 
body”  one  the  court  states:  “It 
should  be  noted  that  our  holding 
here  is  limited  to  causes  of  action 
in  which  a physician  leaves  a foreign 
object  in  the  body  of  his  patient.” 

The  court  recognizes  that  there 
are  many  arguments  to  be  made 
against  the  “discovery  rule”  and, 
seemingly,  limits  its  opinion  to  the 
“foreign  object  in  the  patient’s  body” 
fact  situation.  As  is  obvious,  the 
“discovery  rule”  places  a burden 
upon  the  physician  to  maintain,  the- 
oretically forever,  patient  medical 
records.  Based  on  the  court's  lan- 
guage in  the  Gaddis  case,  the  phy- 
sician should  recognize  that  he  may 
never  be  really  safe  from  lawsuits 
arising  out  of  surgery  he  has  per- 
formed regardless  of  the  time  which 
may  have  elapsed.  Even  so,  the 
Texas  Supreme  Court  holds: 

Nevertheless,  this  is  a peculiar 
type  of  case  which  is  not  par- 
ticularly susceptible  to  fraudu- 
lent prosecution;  furthermore, 
the  disadvantage  to  the  defen- 
dant is  overbalanced  by  the 
shocking  results  of  the  con- 
trary rule  which  would  bar  a 
plaintiff  from  recovery  when  he 
could  not  know  of  the  wrong- 
ful act  until  after  the  period  of 
time  prescribed  by  the  statute 
of  limitations  had  run. 

In  a strong  dissent  to  the  majority 
opinion,  Associate  Justice  Meade  F. 
Griffin  points  out  that  the  “discovery 
rule”  is  not  the  majority  rule  in  the 
United  States  and  that  in  fact  35  Of 
the  50  states  recognize  a rule  which 
permits  the  statute  of  limitations  to 
begin  to  run  at  the  time  the  incision 
is  closed.  And,  Judge  Griffin  states: 

This  ‘discovery’  doctrine  will 
lead  to  hopeless  confusion  and 
leave  liability  open  without  any 
limitation  ‘cutoff  point.  The 
Legislature  has  established  a 
‘cutoff  point,  and  this  Court 
has  no  right  to  pass  legislation 
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changing  the  statute  of  limita- 
tions. 

Only  two  years  ago  in  the  action 
of  this  court  in  giving  an  un- 
qualified refusal  to  Stewart  v. 
Janes  (Tex.  Civ.  App.,  1965), 
393  S.W.  2d  428,  we  refused  to 
allow  the  philosophy  of  the  ma- 
jority opinion.  I see  nothing 
that  has  happened  in  the  last 
two  years  to  call  for  a different 
result. 

However,  seven  of  the  nine  jus- 
tices of  the  Texas  Supreme  Court 
aligned  themselves  with  the  ‘‘dis- 
covery rule”  thus  making  any  te- 
versal  of  this  stand  on  a motion  for 
rehearing  extremely  doubtful. 

To  the  practitioner  of  medicine  in 
the  State  of  Texas,  the  Supreme 
Court’s  opinion  in  the  Gaddis  case 
will  have  an  important  impact.  First, 
each  physician  should  reexamine 
his  policy  toward  the  maintenance 
of  old  medical  records.  Clearly,  there 
will  be  no  safe  point  in  time  where 
a physician  can  discard  the  medical 
records  concerning  a surgery  patient. 

As  regards  other  patients,  the 
physician  should  realize  that  the 
same  reasoning  applied  to  ‘‘foreign 
bodies”  left  in  a patient’s  body 
might  be  applied  to  the  administra- 
tion of  drugs,  treatment  by  x-ray, 
and  other  medical  procedures.  It 
is  encouraginig  to  note,  however, 
that  most  jurisdictions  adopting  the 
"discovery  rule”  have  limited  its 
application  to  the  "foreign  body” 
situation.  And,  the  Supreme  Court 
of  Texas  indicates  that,  at  present, 
its  intentions  are  to  limit  the  rule 
to  this  specific  fact  situation. 

In  the  past,  we  have  recommend- 
ed that  physicians  maintain  their 
medical  records  on  each  patient  for 
at  least  two  years,  preferably  for 
four  or  five  years,  except  where  the 
patient  is  a minor  at  the  time  of 
treatment  and  in  such  cases  the 
patient’s  medical  records  should  be 
kept  for  at  least  two  years  (prefera- 
bly more)  after  that  patient  reaches 
his  21st  birthday. 

Now,  with  the  Gaddis  opinion, 
physicians  are  advised  to  maintain 
for  an  indefinite  period  of  time  all 
those  records  relating  to  patients 
who  have  been  treated  by  surgery  or 
by  the  insertion  of  any  foreign  ob- 
ject into  their  body. 

—PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 


PAMPHLETS 

Health  Education  Materials  — and 
the  organizations  which  offer  them 
is  a new  booklet  published  by  the 
Health  Insurance  Institute.  The  20- 
page  pamphlet  contains  an  exten- 
sive list  of  sources  which  make 
available  material  on  health  sub- 
jects. The  national  organizations 
listed  offer  either  free  or  inexpen- 
sive informational  and  educational 
materials,  with  those  offering  free 
literature  to  students  specifically 
identified. 

Copies  of  the  booklet  can  be  ob- 
tained by  writing  to  Department  H, 
Health  Insurance  Institute,  277  Park 
Avenue,  New  York,  N.Y.,  10017. 

Guide  for  Medical  Society  Commit- 
tees on  Blood  is  a part  of  the  Amer- 
ican Medical  Association’s  continu- 
ing program  to  encourage  and  en- 
hance medical  leadership  and  direc- 
tion in  blood  banking  and  blood 
uses.  The  pamphlet  lists  several 
recommended  activities  to  local 
medical  societies  for  their  commit- 
tee on  blood. 

Copies  of  the  pamphlet  and  addi- 
tional information  on  blood  banking 
and  blood  uses  are  available  from 
the  Department  of  Environmental 
Health  of  the  AMA,  535  N.  Dear- 
born St.,  Chicago  60610. 

Obesity  and  Health  is  a Public 
Health  Service  source  book  for 
health  professionals.  This  pamph- 
let is  a compendium  of  current  in- 
formation designed  to  assist  the 
health  professions  with  the  obesity 
problems  they  encounter  in  their 
respective  fields  of  activity.  It  was 
prepared  by  a panel  of  specialists 
and  was  released  by  the  Heart  Dis- 
ease Control  Branch,  Division  of 
Chronic  Diseases. 

Single  copies  of  the  booklet  are 
available  free  from  the  Public  Health 
Service,  Department  of  Health,  Edu- 
cation, and  Welfare,  Washington, 
D.C.  20201.  The  pamphlet  sells  for 


"We're  taking  up  an  office  collection  lor 
Ann.  She's  going  to  have  surgery." 


60  cents  a copy  and  is  available 
from  the  Superintendent  of  Docu- 
ments, Government  Printing  Office, 
Washington,  D.C.  20402. 

Sexual  Adjustment  in  Marriage  by 

Richard  H.  and  Margaret  G.  Klemer 
is  a Public  Affairs  Pamphlet  which 
deals  with  ways  of  improving  and 
enriching  the  sexual  relationship. 
Early  in  the  pamphlet  the  authors 
discuss  how  male  sexual  attitudes 
and  female  sexual  attitudes  devel- 
op, how  they  differ,  and  where  the 
sources  of  adult  sexual  difficulties 
may  lie. 

The  pamphlet  is  available  for  25 
cents  from  the  Public  Affairs  Com- 
mittee, 381  Park  Avenue  S.f  New 
York,  N.Y.,  10016. 

Alcoholism  in  Industry  is  a 24-page 
booklet  covering  how  to  recognize 
and  manage  problem  drinkers  in  in- 
dustry and  details  of  starting  an  in- 
dustrial alcoholism  program.  The 
pamphlet  contains  four  articles  and 
a panel  discussion  which  have  ap- 
peared in  various  issues  of  the  Jour- 
nal of  Occupational  Medicine,  offi- 
cial publication  of  the  Industrial 
Medical  Association. 

Copies  of  the  booklet  are  avail- 
able at  $1  each  from  the  Industrial 
Medical  Association,  55  E.  Washing- 
ton St.,  Chicago  60602. 

Viruses,  Colds,  and  Flu,  a Public 
Affairs  Pamphlet,  explains  how 
these  ailments  differ  and  also  traces 
the  development  of  current  knowl- 
edge about  their  causes,  treatment, 
and  the  search  for  immunization. 
The  author  is  Dr.  Michael  H.  K.  Ir- 
win, medical  officer  at  the  United 
Nations. 

The  pamphlet  is  avilable  for  25 
cents  from  the  Public  Affairs  Com- 
mittee, 381  Park  Avenue  South,  New 
York,  N.Y.,  10016. 

Guides  to  the  Evaluation  of  Perma- 
nent Impairment — Mental  Illness 
was  developed  by  the  Committee  on 
Rating  of  Mental  and  Physical  Im- 
pairment of  the  American  Medical 
Association.  This  guide,  as  all  others 
in  the  series  ‘‘Guides  to  the  Evalua- 
tion of  Permanent  Impairment,”  has 
been  designed  primarily  for  use  by 
physicians.  It  is,  however,  of  inter- 
est and  use  to  all  concerned  with 
the  medical,  administrative,  or  judi- 
cial aspects  of  programs  for  the 
disabled. 

A limited  number  of  copies  of  this 
guide  may  be  obtained,  without 
charge,  upon  written  request  to  the 
Committee  on  Rating  of  Mental  and 
Physical  Impairment,  535  N.  Dear- 
born St.,  Chicago  60610. 
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TEXAS  MEDICINE 


Lately,  you  have  been  urged  to  use  a semi-synthetic 
penicillin  as  though  it  were  a broad-spectrum  antibiotic. 

Should  you?  In  the  face  of  the  fact  that  the  Council  on 
Drugs  of  the  American  Medical  Association  has  for 
some  time  advised  against  it?'  And  now  the  new  (1967) 
United  States  Dispensatory  says  much  the  same 
thing,  in  even  stronger  terms — that  the  drug  in  question 
is  neither  a broad-spectrum  antibiotic  in  the  sense  that 
the  tetracyclines  are,  nor  is  it  even  the  first  penicillin 
with  a wider  range  of  antibacterial  action.2 

Should  you,  for  example,  in  treating  pneumonia?  The 
rationale  for  using  this  penicillin  in  pneumonia  is  that 
it  is  effective  against  Hemophilus  influenzae  as  well  as 
against  Diplococcus  pneumoniae. 

So,  be  it  noted,  is  DECLOMYCIN. 

But  what  about  Mycoplasma  pneumoniae,  which  may 
be  better  known  to  you  as  Eaton  Agent?  No  penicillin 
is  known  to  be  effective  against  this  common  cause  of 
pneumonia.  DECLOMYCIN  is. 

Some  believe  that  Mycoplasma  pneumoniae  may 
be  responsible  for  upwards  of  30  per  cent  of  all  cases 
of  pneumonia.3  Could  this  mean  that  if  you  employ  a 
penicillin  in  pneumonia  when  the  etiological  agent  is 
unknown,  there  may  be  an  automatic  30  per  cent 
chance  of  failure? 

When  you  consider  using  a drug  like  a broad-spec- 
trum antibiotic,  why  not  use  a true  broad-spec- 
trum antibiotic?  Like  DECLOMYCIN. 

References:  1.  A.M.A.  Council  on  Drugs:  New  Drugs 
1966  ed.  Chicago:  American  Medical  Association,  p.  12. 

2.  Osol,  A.;  Pratt,  R.,  and  Altschule,  M.D.:  The  United 
States  Dispensatory,  26th  ed.  Philadelphia:  J.  B. 
Lippincott  Co.,  1967,  p.  844.  3.  Purcell,  R.  H.,  and 
Chanock,  R.  M.:  Role  of  Mycoplasmas  in  Human 
Respiratory  Disease.  Med.  Clin.  N.  Amer.  51:791 
(May)  1967. 


Prescribing  information 
on  next  page. 


For  a wide  range  of  everyday 
infections -- respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

TRUE  BROAD  SPECTRUM 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  than  other  tetracyclines  when 
the  offending  organisms  are  tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning-In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin — maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions-urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

X)IXIX)MYCI\ 

DEMETHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


MEDICINE  IN  LITERATURE 


Miscellaneous  Medical  Interest  Books  Provide 
Background  Reading  for  Physician,  Non-Physician 


Radiology  in  World  War  II  (prepared 
and  published  under  the  direction 
of  Lt.  Gen.  Leonard  D.  Heaton,) 
Col.  A.  L.  Ahnfeldt  (ed.),  1087 
pp.,  illus.,  Washington,  D.C.  US 
Gov.  Office,  1966,  $8.25. 

ALL  THEATERS  of  the  war  are  well 
covered  in  this  work,  each  theater 
with  its  distinct  problems  of  climate, 
supply,  and  mission. 

The  authors  include  helpful  infor- 
mation about  existent  types  of  hos- 
pitals and  the  equipment  needed  to 
serve  them.  The  best  methods  of 
serving  each  component  part  of  the 
armed  services  gets  due  considera- 
tion, with  the  types  of  injuries  being 
handled  and  the  supplies  and  equip- 
ment necessary  for  proper  manage- 
ment taken  into  account.  The  quanti- 
ty of  supplies  and  materials  needed 
are  estimated  with  an  analysis  of 
the  manner  in  which  one  might  ar- 
rive at  the  correct  estimates  under 
active  operational  conditions.  One 
must  have  flexibility,  the  ability  to 
improvise,  and  the  will  to  render  the 
best  possible  radiological  service. 

To  each  radiologist  serving  in 
World  War  II,  this  book  will  have  a 
different  appeal,  but  for  all  it  will 
be  interesting  and  like  a visit  with 
old  friends. 

— JOE  C.  RUDE,  M.D., 
Austin. 


Drugs  and  Pharmacy  on  Stamps. 

George  B.  Griffenhagen,  96  pp., 

illus.,  Milwaukee,  Wis.,  American 

Topical  Assoc.,  1967,  $5. 

THE  “PHARMACOPOEIA  PHILATEL- 
ICA,”  the  main  chapter  of  the  book, 
is  an  entirely  new  volume  of  materia 
medica,  written  in  the  interpretive 
language  of  postage  stamps.  More 
than  1,000  postage  stamps  are  iden- 
tified according  to  a modified  Ameri- 
can Hospital  Formulary  Service  Class- 
fication  system.  A glossary  of  thera- 
peutic terms  is  included  for  the 
nonpharmacist  collector,  and  a 
cross-index  of  drug  names  is  added 
for  quick  and  easy  location  of  the 
drugs  pictured  on  adhesives. 


The  new  96-page  publication, 
which  is  the  second  in  the  American 
Topical  Association  Medical  Hand- 
book Series,  includes  chapters  on 
personalities  connected  with  phar- 
macy pictured  on  stamps;  drug 
dosage  forms  illustrated  on  stamps, 
pharmaceutical  equipment  and  sym- 
bols on  stamps,  and  drug  advertise- 
ments printed  on  or  as  a part  of 
postage  stamps.  A chapter  is  also 
devoted  to  the  “private  die  proprie- 
tary medicine  stamps”  used  during 
the  Civil  War  and  the  Spanish  Amer- 
ican War. 

Ciba  Foundation  Symposium,  Prin- 
ciples of  Biomolecular  Organiza- 
tion, G.  E.  W.  Wolstenholme  and 
Maeve  O’Connor  (eds.),  491  pp., 
illus.,  Boston,  Little,  Brown  and 
Co.,  1966,  $15. 

THIS  SYMPOSIUM  deals  with  the 
atomical,  molecular,  and  crystaline 
structure  of  organs.  It  suggests  that 
biological  molecules  have  a history, 
continuity,  and  a specific  unity.  All 
biological  molecules  are  a strict  copy 
of  their  original.  This  evolves  from 
the  concept  that  life  is  not  a meta- 
physical entity;  rather  it  is  a pre- 
cisely patterned  material  structure, 
reaching  down  to  the  basic  atom. 
The  discussants  also  consider  cry- 
stallography, the  study  of  a structure 
with  any  kind  of  repeat  organization. 

Anatomists,  biochemists,  physio- 
logists, virologists,  and  anyone  in- 
terested in  cellular  biology  at  an  ad- 
vanced level  will  find  this  discussion 
of  particles,  fibers,  membranes,  and 
solid  crystal  bodies  an  essential  ref- 
erence in  this  field. 


Drunk’s  Diary,  Theodore  Van  Dorn, 
116  pp.,  New  York,  Philosophical 
Library,  Publishers,  1966,  $4. 

AS  AN  EX-PROBLEM  DRINKER  now 
in  his  12th  year  of  continuous  so- 
briety, the  author  has  set  down  im- 
pressions and  experiences  concern- 
ing his  years  of  alcoholism  and  the 
resources  which  have  effected  the 
means  of  recovery. 


The  New  Way  To  Live  With  Diabetes, 
Charles  Weller  and  Brian  Richard 
Boylan,  133  pp.,  illus.,  Garden 
City,  N.Y.,  Doubleday  and  Co., 
Inc.,  1966,  $3.95. 

DIABETES  IS  the  one  disease  where 
it  is  absolutely  necessary  that  the 
patient  know  as  much  about  the 
disease  as  his  doctor.  In  “The  New 
Way  to  Live  with  Diabetes,”  a med- 
ical man  collaborates  with  a feature 
writer  to  publish  for  the  patient  and 
his  family  a practical  guide  to  living 
with  diabetes. 

The  book  is  the  first  to  report  on 
a new  development  in  diabetes  ther- 
apy: the  discovery  that  diabetes  is 
not  one  disease,  but  three  diseases, 
each  with  different  symptoms  and 
requiring  different  treatments. 
These  diseases  are  insulin  diabetes, 
overweight  diabetes,  and  stress  dia- 
betes. 

The  New  Way  To  Live  With  Dia- 
betes discusses  the  symptoms,  de- 
tection, control,  diet,  exercise,  new 
drugs,  travel,  employment,  getting 
insurance,  and  numerous  other 
problems  connected  with  diabetes. 

First  Aid  for  Emergency  Crews.  Carl 
B.  Young,  Jr.,  166  pp.,  illus., 
Springfield,  III.,  Charles  C Thom- 
as, Publisher,  1965,  $2. 

THIS  FIRST  AID  MANUAL  is  de- 
signed for  use  by  those  who  are  ac- 
tively engaged  in  rendering  emer- 
gency aid  at  the  scene  of  an  acci- 
dent and  transporting  the  victims  to 
medical  care.  This  is  primarily  a text 
for  ambulance  crews,  but  the  impor- 
tant duties  of  police  and  fire  person- 
nel are  also  discussed. 

Subject  matter  in  this  manual  is 
limited.  Only  the  most  frequently- 
encountered,  major  emergencies  are 
covered.  These  are  discussed  from  a 
practical,  common-sense  standpoint. 

First  aid  technique  should  be  sim- 
ple and  easy  to  employ,  and  this 
text  is  designed  for  simplicity.  Wide 
use  of  illustrations  is  employed.  Em- 
phasis is  placed  on  protecting  the 
injured  from  additional  harm  at  the 
scene  of  the  emergency  or  during 
transportation. 


Volume  63,  August,  1967 


109 


Cellular  Concepts  in  Rheumatoid 
Arthritis.  C.  A.  L.  Stephens,  Jr., 
and  A.  B.  Stanfield,  212  pp.,  illus., 
Springfield,  III.,  Charles  C Thomas, 
Publisher,  1966,  $14.75. 

THIS  WORK  is  an  excellent  sym- 
posium on  rheumatoid  arthritis  as 
it  applies  to  recent  research  being 
carried  on  and  directed  to  the  cellu- 
lar and  connective  tissue  level. 

Since  the  introduction  of  the  sero- 
logical tests,  a high  percentage  of 
patients  with  rheumatoid  arthritis 
have  shown  positive  reaction  to 
sheep  cells  and  other  materials  such 
as  latex  particles.  There  has  been 
more  and  more  interest  in  the  possi- 
bilities of  this  disease  representing 
an  auto-immune  disease.  This  vol- 
ume is  a symposium  by  leaders  in 
this  field  who  discussed  the  various 
aspects  of  rheumatoid  arthritis  as  a 
homologous  disease. 

The  book  includes  discussions  of 
the  morphogenesis  of  connective 
tissue  by  Keith  R.  Porter;  organo- 
typic test  objects  by  C.  M.  Pomerat 
and  F.  F.  Strasser;  auto-immunity 
by  William  Dameshek;  the  antinu- 
clear factors  in  man  and  rabbit  by 
five  contributors;  and  the  mechan- 
ism of  homologous  disease  as  it 
applies  to  rheumatoid  arthritis  by 
Morris  Ziff,  Peter  Stastny,  and  Vern- 
ie  A.  Stembridge. 

This  volume  gives  a complete 
symposium  on  the  current  thinking 
of  leading  investigators  who  are  in- 
volved in  research  pertaining  to 
rheumatoid  arthritis  at  the  connec- 
tive tissue  and  cellular  level. 

— H.  C.  COGGESHALL,  SR.,  M.D., 

Dallas. 


Appraisal  of  Current  Concepts  in 
Anesthesiology,  vol.  3,  John  Adri- 
ani,  522  pp.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1966,  $10.85. 

THESE  NEW  PRESENTATIONS  are 
not  intended  to  be  exhaustive  re- 
views. They  have  been  prepared  by 
clinicians,  are  written  in  the  lan- 
guage of  clinicians  and  are  intended 
primarily  for  clinicians. 

Some  of  the  subject  matter  not 
only  includes  topics  that  pertain  di- 
rectly to  anesthesiology  but  also 
topics  that  are  only  indirectly  relat- 
ed to  the  specialty  but  with  which 
the  anesthesiologist  should  have 
some  general  familiarity. 


Atlas  of  Hernia  Repair.  Carl  H.  Cai- 
man, 159  pp.,  illus.,  St.  Louis, 

The  C.  V.  Mosby  Co.,  1966. 

THE  TITLE  of  this  book  will  un- 
doubtedly catch  the  eye  of  physi- 
cians interested  in  surgery.  But  an 
attractive  title  is  not  enough.  Dr. 
Caiman  writes:  “In  this  text  I have 
sought  to  remedy  the  defects  in  at- 
tention to  hernias  and  the  problems 
surrounding  the  adequate  repair  of 
hernias.”  This  laudable  endeavor  en- 
compasses more  than  the  book  pro- 
vides. 

Writing  with  clarity,  conciseness, 
and  good  organization,  the  author 
attempts  these  remedies  in  150 
pages  of  text  and  illustrations.  A 
useful  list  of  rare  hernias  is  present- 
ed and  discussed.  This  list  could  be 
valuable  in  considering  diagnoses  in 
problem  cases.  He  outlines  various 
presently  used  methods  of  repair, 
giving  warnings  regarding  weakness 
of  certain  techniques;  but  in  his  un- 
derlying theme  he  cautions  the  sur- 
geon to  evaluate  each  hernia  sepa- 
rately and  to  repair  accordingly.  He 
does  not  propose  any  new  proce- 
dures. He  offers  little  more  than 
step-by-step  reminders,  which 
should  be  taken  as  just  that  and 
nothing  more. 

One  senses  that  this  is  just  an- 
other book  in  short  form  on  a popu- 
lar subject.  Indeed,  there  seems  to 
be  throughout  the  book  the  assump- 
tion that  the  operator  already  pos- 
sesses a significant  enough  amount 
of  required  knowledge  in  anatomy, 
pathophysiology,  proper  preopera- 
tive and  postoperative  care,  as  well 
as  the  technical  ability  of  an  ad- 
vanced surgeon  to  be  able  to  com- 
bine this  knowledge  with  skilled 
visual  and  tactile  perceptions. 

— W.  M.  LEE,  M.D., 
Alvin. 


Well,  tonight  Harold  popped  the  big 
question.  He  asked  why  I haven't  had  a 
rhinoplasty." 


NEW  BOOKS 
IN  TMA  LIBRARY 

Money,  J.,  ed.:  The  Disabled  Read- 
er: Education  of  the  Dyslexic 
Child,  Baltimore,  The  Johns  Hop- 
kins Press,  1966. 

Schein,  C.  J.,  Stern,  W.  Z.,  and  Ja- 
cobson, H.  G.:  The  Common  Bile 
Duct,  Operative  Cholangiography, 
Biliary  Endoscopy  and  Choledo- 
cholithotomy,  Springfield, 
III.,  Charles  C Thomas,  Publish- 
er, 1966. 

Miller,  G.,  ed.:  A Bibliography  of  The 
Writings  of  Henry  E.  Sigerist, 
Montreal,  Quebec,  Canada,  Mc- 
Gill University  Press,  1966. 

Sigerist,  H.  E.:  Henry  E.  Sigerist: 
Autobiographical  Writings,  Mon- 
treal, Quebec,  Canada,  McGill 
University  Press,  1966. 

NEW  FILMS 
IN  TMA  LIBRARY 

Hypochromic  Anemia.  Sound,  color, 
22  minutes,  1966,  Dr.  William  B. 
Castle,  director. 

DR.  CASTLE  ILLUSTRATES  hypo- 
chromic anemia  with  smears  as  well 
as  bone  marrow  studies.  He  com- 
pares the  normal  indexes  with  those 
from  patients  having  an  iron-defi- 
ciency state.  The  clinical  picture  is 
described,  and  blood  values  are  re- 
lated to  the  patient.  The  iron  re- 
quirements are  described  both  for 
normal  children  during  the  rapid 
growth  phase  and  for  women  during 
menstruation. 


Megaloblastic  Anemia.  Sound,  color, 

32  minutes,  1966,  Dr.  William  B. 

Castle,  director. 

THIS  FILM  DEPICTS  anemias  due 
to  vitamin  B12  and  folic  acid  defi- 
ciencies. Bone  marrow  studies,  peri- 
pheral blood  smears,  and  animated 
case  records  are  used  to  show  the 
effect  of  both  vitamin  B12  and  folic 
acid  on  patients  with  deficiencies  of 
these  two  vitamins.  The  physical 
diagnostic  signs  in  pernicious  ane- 
mia, such  as  pallor,  the  condition 
of  the  tongue,  and  neurological  de- 
fects are  illustrated. 
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Attention  TMA  members  - Here  is  how  to  order  the 

ATTENDING  PHYSICIAN’S  STATEMENT  FORM  (IRP  Form): 


Request  Form  #H-481  (revised  May,  1967) 
from  Mr.  Alvin  Jones,  Hospital  Sales 
The  Steck  Company 
P.  0.  Box  968 
Austin,  Texas  78767 


COST: 


Per  500  sets  $13.80 
Per  1000  sets  $22.80 

Also  quantity  price  breaks  at 
3,000,  5,000  and  10,000. 


or  call  your  Steck  Company  representative  in  most  major  Texas  cities. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


^>outf)ern  dime 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkansas-Texas 


Surgery 


Walter  C.  Barnes,  Jr.,  M.D.* 
Robert  M.  Bransford.  M D.* 
Donald  C.  Spencer,  M.D  * 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D  * 

Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Scars,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.** 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Wolter  Jones,  M.D.* 
James  W.  Harrison,  M.D  * 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 

'Diplomate  of  The  American  board  of  his  specialty 

for  Certification  by  the  American  Board 


‘•Required  training  for  Certification  b 
of  his  specialty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery : 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D. 


Ill  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO.  TEXAS 

Obstetrics  and  Gynecology: 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw.  M.D.,  F.A.C.S.,  F.A.C.O.G. 

Urology : 

W.  L.  Porter.  M.D.,  F.A.C.S. 

Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology : 

J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
en  terology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye.  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 
Administration  : 

W.  V.  Smith,  Administrator 
Fred  Wills,  Business  Manager 
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winning 

ways 

with  patients 


\ '\\  v ■ ’ ' \v  - \ 

a public  relations  aid  for 

the  doctors’  medical  assistants 


MUST 

READING 

FOR 

YOUR 

MEDICAL 

ASSISTANT 


OCTOR,  you  can't  afford  for  your  medical  assistants  to 
be  without  "Winning  Ways  With  Patients!" 

Everybody  gains  when  your  medical  assistants  follow  the 
helpful  hints  given  in  this  20-page  AMA  publication — you, 
your  patients  and  the  office  staff,  too. 

"Winning  Ways  With  Patients"  has  helped  many  a phy- 
sician and  medical  assistant  introduce  methods  guaranteed  to 
keep  the  front  office  running  cheerfully  and  efficiently.  That's 
why  it  has  proved  so  popular.  Currently,  more  than  10,000 
copies  are  being  distributed  annually.  And,  now  "Winning 
Ways  With  Patients"  is  available  in  an  updated,  newly  illus- 
trated version! 

Specifically  designed  as  a guide  advising  today's  medical 
assistants  how  to  perform  their  services  most  effectively. 


"Winning  Ways  With  Patients"  is  loaded  with  practical  "how- 
to-do-it"  steps  and  techniques.  Here  are  just  a few  of  the 
important  areas  covered: 

• How  to  keep  patients  and  others  comfortably  occupied 
in  the  waiting  room 

• How  to  most  effectively  use  the  telephone  in  routine 
and  special  situations 

• How  to  schedule  appointments  and  handle  correspon- 
dence 

• How  to  keep  medical  histories  up  to  date 

• How  to  plan  thoughtfully  and  take  the  pain  out  of 
paying 

Order  your  free  copies  of  this  valuable  booklet  now  so 
you  can  begin  enjoying  the  benefits  right  away. 


Send  your  order  to  Program  Services  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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Deaths 


DR.  G.  W.  BEAN 

Fort  Worth  allergist.  Dr.  George 
William  Bean,  died  on  May  11,  1967, 
in  a hospital  there.  He  was  39. 

Born  on  July  7,  1927,  in  Big 
Spring,  Tex.,  he  was  the  son  of 
George  W.  and  Ruth  M.  Jones  Bean. 
He  was  graduated  from  Paschal 
High  School  and  Texas  Christian 
University,  both  in  Fort  Worth,  and 
had  attended  The  University  of  Tex- 


as in  Austin.  At  TCU  he  was  a mem- 
ber of  Alpha  Chi  honorary  scholastic 
fraternity.  In  1952  he  received  his 
medical  degee  from  Temple  Univer- 
sity School  of  Medicine  in  Philadel- 
phia, Pa.,  where  he  was  a member 
of  Babcock  Surgical  Society  and  Phi 
Chi  medical  fraternity.  He  served  in- 
ternship and  residency  in  pediatrics 
at  Charity  Hospital  of  Louisiana  in 
New  Orleans,  La.  Postgraduate  work 
in  allergy  was  taken  at  the  University 
of  Rochester  School  of  Medicine  and 
Dentistry  in  Rochester,  N.Y.  In  1959 
he  began  practice  in  Fort  Worth. 

He  was  a lieutenant  commander 
in  the  US  Navy  from  1954  to  1956. 

Dr.  Bean  was  certified  by  the 
American  Board  of  Pediatrics.  He 
belonged  to  Tarrant  County  Medical 
Society,  Texas  Medical  Association, 
American  Medical  Association,  and 
Fort  Worth  Club  of  Internists.  He 
was  president  of  Fort  Worth  Pedi- 
atric Society  and  a fellow  of  the 
American  Academy  of  Pediatrics  and 
of  American  College  of  Allergists. 
He  served  as  secretary  of  the  medi- 
cal staff  of  the  W.  I.  Cook  Memorial 
Hospital  Center  for  Children.  He  also 
was  an  instructor  at  The  University 
of  Texas  Southwestern  Medical 
School  in  Dallas. 

A deacon  in  the  First  Presbyterian 
Church,  he  also  belonged  to  the 
South  Side  Rotary  Club  in  Fort 
Worth  and  the  Fort  Worth  Boat  Club. 

Survivors  include  his  wife,  Eliza- 
beth, whom  he  married  on  July  7, 
1961,  in  Fort  Worth;  a son,  George, 
Jr.,  Fort  Worth;  his  parents,  Mr.  and 
Mrs.  George  Bean,  Fort  Worth;  and  a 
sister,  Mrs.  Elizabeth  J.  Folmar,  Pel- 
ham, New  York. 


DR.  C,  H.  BAUSMAN,  JR. 

Dr.  Charles  Henry  Bausman,  Jr., 
38,  died  June  3,  1967,  in  Post,  Tex. 

The  son  of  Charles  H.  and  Clara 
Garrison  Bausman,  he  was  born  Oct. 
26,  1928,  in  Oak  Park,  III.  He  was 
graduated  from  high  school  in  Chi- 
cago, and  from  Northwestern  Uni- 
versity in  Evanston,  III.  He  received 
his  medical  education  from  North- 
western Medical  School  in  Chicago 


in  1952.  After  interning  at  Passa- 
vant  Memorial  Hospital  in  Chicago, 
Dr.  Bausman  did  research  for  one 
year  at  Northwestern  Medical  School 
and  served  a residency  there. 

From  1956  to  1958  he  served  in 
the  USAF  at  Sheppard  AFB,  Tex.  He 
practiced  in  Arlington,  Tex.;  Am- 
herst, Tex.,  and  Earth,  Tex.,  before 
moving  to  Post  in  1965. 

He  married  Patty  Davis  in  Am- 
herst on  March  21,  1961. 

Dr.  Bausman  was  a member  of 
Lubbock-Crosby-Garza  Counties  Med- 
ical Society,  Texas  Medical  Associa- 
tion, and  American  Medical  Asso- 
ciation. 

He  is  survived  by  his  wife,  two 
sons,  David  Wayne  and  Charles  III, 
and  a daughter,  Rebecca  Lynn,  all 
of  Post;  and  his  father,  C.  H.  Baus- 
man, Sr.,  of  Lubbock. 


DR.  J.  E.  DALY 

Dr.  Jack  Ernest  Daly,  a Fort  Worth 
general  practitioner  and  surgeon, 
died  May  5 at  his  home  in  Fort 
Worth.  He  was  71. 

Born  on  Dec.  25,  1895,  he  was 
a native  of  Boyce,  Tex.  He  was  one 
of  ten  children  born  to  Dr.  Thomas 
J.  and  Jennie  Bivings  Daly.  On  June 
6,  1942,  Dr.  Daly  and  Mary  Allyne 
Parham  of  Norman,  Okla.,  were  mar- 
ried there. 

He  attended  high  school  in  Palm- 
er, Tex.,  Southwestern  University  in 
Georgetown,  Tex.,  and  Southern 
Methodist  University  in  Dallas.  His 
medical  education  was  obtained 
from  Baylor  University  College  of 
Medicine,  then  located  in  Dallas,  and 
Northwestern  University  Medical 
School  in  Chicago.  He  received  his 
medical  degree  from  Northwestern 
in  June,  1923.  He  interned  at  Cook 
County  Hospital  in  Chicago.  In  1924 
he  began  practice  in  Fort  Worth. 

From  1917  to  1918,  Dr.  Daly 
served  in  the  US  Army  as  a hospital 
sergeant. 

An  honorary  member  of  the  Texas 
Medical  Association,  he  belonged  to 
Tarrant  County  Medical  Society, 
which  he  had  served  as  president, 
and  to  the  American  Medical  Asso- 
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ciation.  He  was  also  a fellow  of  the 
American  College  of  Surgeons. 

He  was  a member  of  the  First 
Methodist  Church  in  Fort  Worth. 

Survivors  include  his  wife  of  Fort 
Worth;  three  brothers,  Ted  Daly  of 
Frisco,  Tex.,  and  Scott  and  B.  B. 
Daly,  both  of  Fort  Worth;  and  five 
sisters,  Mrs.  W.  W.  Taylor,  Mrs.  N. 
D.  Simmons,  Mrs.  Darwin  Keith,  and 
Mrs.  Elizabeth  Daly  Jenson,  all  of 
Fort  Worth,  and  Mrs.  Charles  G. 
Cryer  of  Waco. 


DR.  C.  D.  DIXON 

Dr.  Chalmer  Dor  Dixon,  59,  died 
on  March  6,  1967,  in  a Houston 
hospital.  Cause  of  death  was  cancer. 
He  had  practiced  in  Corpus  Christi 
since  1946. 

He  was  born  on  March  20,  1907, 
in  St.  Charles,  Minn.,  where  he  was 
graduated  from  high  school.  He 
attended  the  University  of  Minnesota 
and  received  a bachelor  of  science 
in  medicine  degree  from  Northwest- 
ern University  Medical  School.  He 
was  graduated  from  Northwestern 
University  Medical  School  in  Chicago 
in  1936.  He  served  internship  at 
Buffalo  General  Hospital  in  New 
York  City,  and  residencies  at  King’s 
County  Hospital  in  Brooklyn,  N.Y., 
and  Lenox  Hill  Hospital  in  New 
York  City. 

Dr.  Dixon  entered  the  US  Army 
Medical  Corps  during  World  War  II 
and  served  in  Africa  and  at  Fitzsim- 
ons  Army  Hospital  in  Denver,  Colo. 
After  his  military  service,  he  began 
private  practice  in  general  and  in- 
dustrial surgery  in  Corpus  Christi. 
In  1958  he  became  the  medical  di- 
rector of  Reynolds  Metals  Company 
there. 

He  married  the  former  Mary  Kerri- 
gan on  April  28,  1941,  in  Denver, 
Colo. 

A member  of  Nueces  County  Med- 
ical Society,  he  belonged  to  Texas 
Medical  Association,  American  Medi- 
cal Association,  Southwestern  Surgi- 
cal Congress,  Industrial  Medical  As- 
sociation, and  Texas  Industrial  Med- 
ical Association. 

Survivors  include  his  wife;  one 
daughter,  Mrs.  Clifford  Avant;  four 
sons,  James  Dor  Dixon,  Robert  C. 


Dixon,  Thomas  P.  Dixon,  and  Chal-  Neches;  and  a brother,  Jack  Thorn- 
mer  D.  Dixon,  Jr.,  all  of  Corpus  ton  of  Groves,  Tex. 

Christi;  and  one  granddaughter. 


DR.  W.  R.  THORNTON 

Dr.  William  Rosser  Thornton,  53, 
was  killed  on  May  30,  1967,  in  the 
crash  of  a private  air  plane  he  was 
piloting.  He  had  been  practicing  ra- 
diology in  Amarillo  since  September, 
1966. 

Dr.  Thornton  had  been  in  general 
practice  in  Port  Neches  from  1947 
to  1956.  During  that  time  he  had 
served  as  medical  director  for  Texa- 
co and  for  US  Rubber  Co.,  and  as 
city  health  officer  of  Port  Neches. 
In  1956  he  began  a residency  in 
radiology  at  The  University  of  Texas 
Medical  Branch  in  Galveston. 

A native  of  Dallas,  he  was  born 
on  June  1,  1913,  the  adopted  son 
of  Charles  William  and  Dorsie  Flow- 
ers Thornton.  He  attended  Port 
Arthur  schools,  Lamar  State  College 
of  Technology  in  Beaumont,  and  The 
University  of  Texas.  He  received  his 
medical  degree  from  The  University 
of  Texas  Medical  Branch  in  Galves- 
ton in  1943.  He  interned  at  the  US 
Naval  Hospital  in  Corpus  Christi.  He 
served  in  the  US  Navy  from  1944- 
47. 

He  was  a member  of  Potter-Ran- 
dall  Counties  Medical  Society,  Texas 
Medical  Association,  American  Med- 
ical Association,  American  College 
of  Radiology,  Radiological  Society 
of  North  America,  Inc.,  and  Texas 
Radiological  Society.  He  also  be- 
longed to  the  Industrial  Medical  As- 
sociation, American  Heart  Associa- 
tion, and  Texas  Heart  Association. 

Dr.  Thornton  was  a member  of 
the  First  Methodist  Church  in  Gal- 
veston. He  was  a member  of  Theta 
Kappa  Psi  medical  fraternity,  and 
while  in  Port  Neches  he  was  a mem- 
ber of  the  executive  board  of  the 
Sabine  Area  Council  of  Boy  Scouts 
of  America. 

Survivors  include  his  wife,  the 
former  Frances  Merle  Block;  a 
daughter,  Elizabeth  Ann  Thornton  of 
Galveston;  a son,  William  R.  Thorn- 
ton, Jr.,  a recent  graduate  of  The 
University  of  Texas  at  Austin;  a 
sister,  Mrs.  Glen  Blackmon  of  Port 


DR.  S.  C,  SPENCER 

Dr.  Shelby  Cruthirds  Spencer,  80, 
died  at  his  home  in  Waco  on  May 
21,  1967.  He  specialized  in  diseases 
of  the  eye,  ear,  nose,  and  throat. 

A native  of  Pittsboro,  Miss.,  he 
was  born  on  Sept.  26,  1886,  the 
son  of  William  Calvin  and  Ida  Alleen 
Brown  Spencer.  He  was  graduated 
from  Mississippi  A & M College  in 
1906  and  from  the  University  of 
Alabama  in  1909.  He  interned  at 
Providence  Hospital  in  Mobile,  Ala., 
from  1909  to  1910.  He  practiced 
in  Shannon,  Miss.,  until  1917  when 
he  entered  the  US  Army  Medical 
Corps.  He  remained  in  the  service 
until  1923,  having  attained  the  rank 
of  major.  He  then  took  more  courses 
at  Tulane  University  School  of  Med- 
icine and  served  a residency  at  the 
Eye,  Ear,  Nose  and  Throat  Hospital 
in  New  Orleans,  La.  In  1926  he 
moved  to  Waco  where  he  became 
associated  with  Colgin  Hospital.  He 
retired  in  1961. 

A diplomate  of  both  the  American 
Board  of  Ophthalmology  and  the 
American  Board  of  Otolaryngology, 
he  belonged  to  the  McLennan  Coun- 
ty Medical  Society,  American  Medi- 
cal Association,  and  was  an  honor- 
ary member  of  the  Texas  Medical 
Association.  He  was  a fellow  of  the 
American  College  of  Surgeons,  a 
member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngolo- 
gy, Southwestern  Surgical  Congress, 
and  American  Society  of  Otolaryn- 
gology and  Ophthalmology. 

He  was  a member  of  the  First 
Presbyterian  Church  in  Waco. 

He  received  the  silver  star  award 
from  the  Surgeon  General  of  the  US 
Army  Air  Force  in  1918,  and  the 
Congressional  Service  Medal  for 
Service  on  Advisory  Draft  Board  No. 
14  from  March,  1941,  to  March 
1947. 

On  July  9,  1924,  he  married  the 
former  Wilma  E.  Dunlap,  in  Troy, 
Miss.  She  survives,  as  do  a sister, 
Mrs.  George  F.  Archer  of  Greenville, 
Miss.;  and  a brother,  Sidney  B.  Spen- 
cer of  Bogue  Chitto,  Miss. 


114 


TEXAS  MEDICINE 


Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

J.  L.  Greenstone,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill.  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

Fort  Worth 

Claude  Williams,  M.D.,  M.A.C.R.  R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Rolland  F.  Oakes,  M.D.,  M.A.C.R.  Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R.  John  S.  Alexander,  M.D.,  M.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R.  Gomer  W.  Roberts,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  M.A.C.R. 

1217  West  Cannon — ED  6-8627 

Tom  B.  Bond,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 

Douglas  E.  Bibby,  M.D.,  F.A.C.R.  Robert  J.  Atcheson,  M.D.,  M.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

100  Medical  Tower — ED  6-8681 
1550  West  Rosedale  76104 

Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Pediatrics : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr„  M.D. 

Urology : 

H.  F.  Rives,  M.D. 

Obstetrics  and  Gynecology : 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 

Memorial  Hospital 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 

MEDICAL  ARTS  CLINIC 

Box 

841 

Corsicana,  Texas 

PEDIATRICS  & PEDIATRIC  CARDIOLOGY 

BUSINESS  MANAGER 

JOHN  W.  GRIFFIN,  M.D.,  FA.A.PJ 

OWEN  G.  ELLIOTT,  M.G.M.A. 

INTERNAL  MEDICINE 

SURGERY 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

CHARLES  I.  BILTZ,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 

OBSTETRICS  & GYNECOLOGY 

DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

ROBERT  A.  LANG,  D.D.S. 

*Diplomate  of  the  American  Board 
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A CONSERVATIVE,  FOUR-POINT  PROGRAM)) 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.  ' For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  ‘If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."3 


Iimiui  nF 


^ethocarbam' 


I to  cncfi  tablet 

l;lw  | V<ll* 
f°l>  loomytioM  o' 


HflOBINSj 


©Heat'  "A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
hot  bath... "s 


'Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2) . Gottschalk, 
L A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  78.26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23,  1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:142,  1962.  (7).  Feuer,  S.G.,  eta/..-  New  York  J.  Med.  62:1 985,  1962. 


P Robaxin -750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 

/1'H'pOBINSA  H' ROBINS  company 


RICHMOND,  VIRGINIA  23220 


NEW  EVIDENCE: 

Pro-Banthlne®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

N IMPORTANT  PROBLEM  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography1  visually 
confirm  previous  evidence  that 
Pro-Banthlne  does,  indeed, possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthlne  intravenously. 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1 . Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 


SEARLE 



Research  in  the  Service  of  Medicine 


Against  these  three  major  pathogens 


tK ;v  . 

Vs®  l 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


PB 


Befa-Hemolyfit 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 

Median  Range 

MIC  (meg. /ml.) 

Median  Range 

MIC  (meg. /ml.) 

Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

— 

— 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med., 269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  $.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K & 


700847 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  informatioi 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  hig; 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  anc  I 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensifive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,-  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  o 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed,-  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 


How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  1 00,-  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [032067] 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206.  


[032067] 
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70006' 


in  the  treatment  of 


Android 


® 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

* 11  Sex  lull  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine , April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  . 5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  . 12.5  mg. 

Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Write  for  literature  and  samples: 

, THE  BROWN  PHARMACEUTICAL  CO. 

(BR. 

SAaI *9  2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


REFER  TO 

PDR 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemothera  py 

cannot  be  disputed,  also  available  with  ESTROGEN 

Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIOE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens-, 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month  CONTRA-INDICATIONS  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (Va  gr.)  . 15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 


One  of  hundreds 
of  TOWNE 

QUALITY  GENERICS. 


MEPROBAMATE’ 

Tablets 
400  mg 


THINK 


when  you  think 

GENERICS 

In  medicine  and  in  pharmacy  only  the  BEST 
is  good  enough.  When  you  prescribe  generically 
specify  the  manufacturer’s  name. 

Play  it  safe  . . . Specify  Jjwne. 

So  your  patient  will  consistently  receive 
the  highest  quality  and  uniformity. 


fownz. 


Product  List  available  ou  request. 


/(jwtvb. 


PRESCRIPTION  PRODUCTS  DIVISION 


Towne,  Paulsen  & Company,  Inc. 

Pharmaceutical  Chemists  Monrovia,  California 
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The  MediatricAge:  j 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . .vague  aches  and  pains. 

Mediatric  can  help  them  lead  a more  active,  useful  life 


Candidates  for  Mediatric 


Commonly  heard  complaints  from  your  geriatric  pa- 
tients may  indicate  an  underlying  disorder  that  may 
require  immediate  attention-and  definitive  therapy. 
But,  with  or  without  an  underlying  functional  illness, 
the  patients’  physical  and  emotional  well-being  may 
I be  enhanced  by  adjunctive  steroid-nutritional  ther- 
apy. That’s  why  so  many  patients  just  like  these  are 
suitable  candidates  for  MEDIATRIC  from  their  very 
first  visit. 

“A  steroid-nutritional  compound  (Mediatric)  was 
used  in  1 00  patients  to  relieve  some  of  the  symptoms 

caused  by  degenerative  changes  of  aging ” This 

therapy  resulted  in  improvement  of  75  per  cent  of  the 
patients. 

McNeill,  A.  J.:  Clin.  Med.  S:518  (Mar.)  1961. 


The  estrogen  component  is  PREMARIN®  (conju- 
gated estrogens  — equine),  the  orally  active,  natural 
estrogen  most  widely  prescribed  for  its  physiologic 
and  metabolic  benefits.  The  combination  of  estrogen 
and  methyltestosterone  can  help  maintain  an  anabolic 
balance  to  forestall  premature  estrogen-related  de- 
generative changes. 

MEDIATRIC  also  supplies  a small  amount  of 
methamphetamine  to  provide  a gentle  mood  uplift; 
and  nutritional  supplements  specially  selected  to 
meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients  alert 
and  active;  helps  relieve  general  malaise,  easy  fatiga- 
bility, vague  pains  in  the  bones  and  joints,  and  lack  of 
interest  so  often  associated  with  declining  gonadal 
hormone  secretion. 


contraindication:  Carcinoma  of  the 
prostate,  due  to  methyltestosterone 
component. 

warning:  Some  patients  with  pernicious 
anemia  may  not  respond  to  treatment 
with  the  Tablets  or  Capsules,  nor  is  ces- 
sation of  response  predictable.  Periodic 
examinations  and  laboratory  studies  of 
pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal 


bleeding,  breast  tenderness  or  hirsutism 
may  occur. 

suggested  dosages:  Male  and  female: 
1 Tablet  or  Capsule,  or  3 teaspoonfuls 
Liquid,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stim- 
ulation of  breast  and  uterus,  cyclic  ther- 
apy is  recommended  (3  week  regimen 
with  1 week  rest  period  — Withdrawal 
bleeding  may  occur  during  this  1 week 
rest  period). 


In  the  male:  A careful  check  should  be 
made  on  the  status  of  the  prostate  gland 
when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  752  - MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 

No.  252  - MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910  - MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces  and  1 gallon. 


rij.  • j , ...  . Each  Eachl5cc. 

Steroid-nutritional  compound  M™LAETTRic 


Conjugated  estrogens-equine  (PREMARIN®) 

Methyltestosterone 

Methamphetamine  HC1 

Cyanocobalamin 

Intrinsic  factor  concentrate 

Thiamine  HC1 

Thiamine  mononitrate 

Riboflavin 

Niacinamide 

Pyridoxine  HC1 

Calcium  pantothenate 

Ferrous  sulfate  exsiccated 

Ascorbic  acid 


CAPSULE 

LIQUID 

contains: 

contains: 

0.25  mg. 

0.25  mg. 

2.5 

mg. 

2.5  mg. 

1.0 

mg. 

1.0  mg. 

2.5 

meg. 

1.5  meg. 

8.0 

mg. 

- 

- 

5.0  mg. 

10.0 

mg. 

- 

5.0 

mg. 

— 

50.0 

mg. 

— 

3.0 

mg. 

— 

20.0 

mg. 

— 

30.0 

mg. 

— 

100.0 

mg. 

— 

(Contains 
15%  alcohol) 
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Mediatric 


tablets  • capsules  • liquid 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 


removes  the  mental  blur 


that  clouds  vision 


S01F0T0N 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  recjuest. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE 

Solfoton  (yellow,  uncoated  tablets  UP ”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
M anufacturers  of  ethical  pharmaceuticals  since  1856 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr..  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D..  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey.  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker.  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


Ma/itin  X-Ray  and 
Radium  Clinic. 


3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 


For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 


Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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TEXAS  MEDICINE 


We  invite  you  to  visit  our 

“Instrument  Store  at  the  Meeting” 

Booth  361 

American  Academy  of  General  Practice 
Dallas  - September  18-21,  1967 

*jozd  ‘Siixon 
Company 

5470  Denton  Dr.  Cut-off,  Dallas  ME  1-1932 


Be  on  hand  for  the  action! 


Texas  Medical  Association’s 

1967 

Public  Affairs 

and 

Public  Relations 
Conference! 

September  30  • Austin 

FIVE  GUEST  SPEAKERS  HOSPITALITY  HOUR 

TWO  PANELS  UT-TEXAS  TECH  FOOTBALL 


mu'dJicuie 

-fir 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide ] 95  mg 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HG1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MLIDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  EL.IXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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“ You’re  up  ten  pounds  since  your  last  physical.  We’re  going  to  have  to  do  something  about  that.” 
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TEXAS  MEDICINE 


Get  them  while 
they’re  easily  reversible. 

Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better-during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
rmne  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity,  and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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Clinical  Laboratories 


TM  A 

PHYSICIANS' 

DIRECTORY 


Space  is  available  to  TMA  members  at 
$6.50  per  column  inch  and  must  run  six 
months.  A discount  of  5%  is  allowed  for 
six  month's  advance  payment.  Mail  copy 
to  Advertising  Director,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is 
the  20th  of  the  month  preceding  publica- 
tion month. 


MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D..  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bids.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER.  M.D..  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


McGOVERN  ALLERGY  CLINIC 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatric  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


PILCHER-SISSON  LABORATORY 

PATHOLOGY -CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  MD. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston” 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 


HOUSTON 
EEG  LABORATORY 
1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 
EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 
811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories.  CA  6-5473 
Limited  to  ELECTROENCEPHALOGRAMS 
John  E.  Skoeland,  M.D..  Ph.D..  Director 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology.  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4463 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


ERIC  G.  COMSTOCK,  M.D. 
Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  0.  Box  2565 

Houston,  Texas  77001 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 


Anatomic  Pathology 

Surgical  Pathology 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 


John  A.  Webb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 


704  The  Medical  Towers  Houston  25,  Texas 


Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


Tohn  H.  Childers.  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  76236 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns.  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.  D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterisation 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia.  M.D 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada.  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H. 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 


GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner.  M.D. 

William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 


PEDIATRICS 

Earl  J.  Brewer,  Jr., 
F.A.A.P. 


M.D. 


Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke.  M.D., 
F.A.C.S 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

RADIOLOGY 

Charles  J.  Fagan.  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 
Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FA  A Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


MEDICINE 
Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 

William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D 
F.A.C.S. 

GENERAL  & THORACIC 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 
OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 
OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

, NEUROPSYCHIATRY 

Raleigh  R.  Gleason,  M.D. 
SURGERY  BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B Chester,  M.D..  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy.  M.D..  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ra  ph  C.  Disch  M.D.,  F.A.C.S..  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester.  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D..  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell.  M.D..  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller.  M.D..  Consultant  in  Radiologv 

Gerald  Noteblom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 

Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 
AND  THE 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Big  Spring,  Texas 


Cardiovascular  Disease 

Charles  D.  Reece.  M.D. 
Thomas  J.  Fatherree.  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson.  M.D. 
Michael  B.  Raine.  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb.  M.D. 

W.  Tom  Arnold.  M.D. 

Belton  G.  Griffin.  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan.  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift.  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby.  M.D. 

Clinic  Manager 
R.  L.  Heith 


Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot.  Jr.,  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 


CONSULTATION  BY  APPOINTMENT 


G.  F.  Dillon,  M.D. 
Hospital  Administrator 
D.  S.  Riley 


Dermatology 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Obstetrics  and  Gynecology 
G.  W.  Beeler.  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O'Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 

EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 
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J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


Eye,  Ear,  Nose,  Throat 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 
Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 

Dr*.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M D., 

F. A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr..  M.D., 

DAB  Oph.,  F. A.C.S.  DAB  Oto.,  F.A.C.S..  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 


Gastroenterology  and 
Proctology 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


Directory  of 
Professional  and  Lay 
Medical  Films 

Now  Available! 


Write:  Librarian 

Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2573  Res.  Tel.  EM  1-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 
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J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 

MILFORD  O.  ROUSE,  M.D. 
Consultant  in  GASTROENTEROLOGY 
1412  Medical  Arts  Building 
Dallas,  Texas 
RI  2-6144 


CECIL  O.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 
1414  Medical  Arts  Building 
Dallas,  Texas 
RI  2-6141 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 
3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 
Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 


W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 
Telephone  RI  8-4975  Dallas  1,  Texas 


C.  D.  L.  CROMAR,  M.  D. 
Surgery  of  the  Rectum  and  Colon 
617  South  Tatar  Street 
Pasadena,  Texas  77502 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 

1000  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 


HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 


JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S. in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 
1407  Medical  Arts  Building  Houston,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1502  Logan  Ave.  Laredo,  Texas 


HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 


BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 
1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 


FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 
1506  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 
CA  7-5505 


Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 
Mineral  Wells,  Texas 
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TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

♦Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

•Diplomate  American  Board  of  Psychiatry  and  Neurology 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 

JA  4-7547 

P.  0.  Box  2565  Houston,  Texas  77001 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology /Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling: 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  J A 8-5373  Residence:  JA  8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomats  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Obstetrics/Gynecology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  76060 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

RICHARD  S.  RUIZ,  M.  D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  JA  8-6871 
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F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 


Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 
Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomatea  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 


HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


L.  FERNANDO  SCHWEITZER,  M.D. 

Diplomate  American  Board  of  Ophthalmology 

1403  St.  Joseph  Prof.  Bldg.  AND  7812-A  Fulton 
CA  5-5217  OX  2-6363 

Houston,  Texas 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


TEXAS  MEDICAL  ASSOCIATION 

1 967  Public  Affairs  and 
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Otolaryngology 

Plastic  Surgery 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

W.  P.  ANTHONY,  M.D. 

Otology 

705  Fifth  Avenue  Fort  Worth  4,  Texas 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth,  Texas  76104 

EDison  5-4751 

Pediatrics 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

BYRON  P.  YORK,  M.D. 

Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT.  JR.,  M.D.,  D.A.B.R. 

WTI.BUR  Q BTJDD.  M.D..  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  MA.C.R. 
Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg ....  RI  1-3621 

6011  Harry  Hines  Blvd.__  ME  1-7070 

3607  Gaston  Ave.___  _ TA  3-ppfil 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10.  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MAD  ALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

S02  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.  D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

THOMAS  H.  GUTHRIE,  M.D.,  F.A.C.S. 
HERBERT  M.  SEYBOLD,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

JA  8-1691 

5420  Caroline  Street  Houston 

EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd. Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 
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ADVERTISEMENTS 


Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


TRINITY,  TEXAS,  NEEDS  ANOTHER  DOCTOR.  A new, 
open  staff,  31-bed  general  hospital  (community  owned,  non-profit, 
and  solvent)  is  in  full  operation.  Imminent  development  of  82,000- 
acre  Lake  Livingston  is  beginning  to  boom  economy.  Good  schools, 
churches  and  highways.  Unsurpassed  recreation  facilities.  Write 
or  call  P.  H.  Cauthan,  Jr.,  or  Dr.  Sam  R.  Barnes,  Trinity,  Texas. 


INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 


PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 


WANTED— OBSTETRICIAN  AND  GYNECOLOGIST.  Board 
eligible  or  certified  to  be  associated  with  well  established  13-man 
specialty  group.  Salary  open,  no  investment,  early  partnership 
Progressive  city  of  35,000  in  Central  Texas  with  fine  churches, 
schools,  and  recreation  facilities.  Write  J.  D.  Wilson,  M D 
King’s  Daughters  Clinic,  304  South  22  Street,  Temple,  Texas.’ 


DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


NEEDED:  ORTHOPEDIST  to  join  14 -man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant  for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTEID:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D..  Hereford. 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER  AND  ONE  PEDIATRICIAN  to  join  established  group 
m Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities  it  offers  will  be  furnished  on  inquiring. 

WANTED : PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 


WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10.000  ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street. 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  ENT 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  7870l! 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.  Austin 
Texas  78701. 


GENERAL  PRACTITIONER.  Practice  on  the  beautiful  Gulf 
Coast.  Located  just  outside  the  city  limits  of  Corpus  Christi  and 
Robstown.  Become  associated  with  a five  man  clinic  group,  each 
in  private  practice  but  taking  call  as  group.  New  offices  ad- 
joining 85-bed  modern  hospital  just  two  years  old.  Choice  of 
practice,  either  private  or  partnership  on  salary,  no  investment 
necessary.  Liberal  assistance  in  getting  started.  Income  limited 
only  by  ambition.  Write  to  Doyne  Hamilton,  M.D.,  Rt.  4,  Box 
46,  Robstown,  Texas. 


WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  WANTED.  Town  of  1,000  pop- 
ulation. Drawing  area  6,000.  Hill-Burton  Hospital  operated  by 
county.  No  doctor  in  community.  Seven  room  clinic  rent  free. 
Good  hunting  and  fishing.  Located  only  30  miles  from  Sam 
Rayburn  Dam.  Address  inquiry  to  John  Sirman,  Corrigan,  Texas. 


OPENING  FOR  FOURTH  PHYSICIAN  with  group  of  three. 
Facilities  of  100-bed  hospital  available.  Practice  general  surgery, 
obstetrics,  pediatrics,  internal  medicine.  Salary  open.  Prefer 
man  35  years  or  younger.  Contact  Robert  E.  Chapman,  M.D., 
5808  East  Belknap,  Fort  Worth,  Texas. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  Guaranteed  salary  of  $1,200  per  month  for  six  months, 
then  guarantee  of  $1,200  per  month,  plus  50%  of  any  income 
above  that  for  next  six  months.  Office  expenses,  nurses,  aids, 
etc.  paid.  20-bed,  three  doctor,  clinic-hospital  in  Nocona,  Texas. 
Deceased  doctors  net  income  above  $2,500  per  month.  Nocona 
is  city_  of  4,000  with  good  schools,  industry,  all  white  popula- 
tion, nice  lake  and  golf  course,  hunting  and  fishing,  90  minutes 
from  Dallas  and  Fort  Worth.  Contact  A.  D.  Major,  M.D.,  or 
K.  J.  Wharram,  M.D.,  Major  Clinic-Hospital,  Nocona,  Texas. 
Phone  area  code  817,  825-3371. 


GENERAL  PRACTITIONER  to  join  me  in  established  prac- 
tice on  coast  in  Nederland.  Fully  equipped  offices  with  x-ray 
and  laboratory.  Arrangements  will  be  worked  out  on  an  individ- 
ual basis.  No  money  required.  Stock  in  new  87-bed  hospital  and 
new  67-bed  nursing  home  when  desired.  Reply  to  Raymond 
Benski,  M.D.,  Box  787,  Nederland,  Texas  77627. 


PHYSICIAN  WANTED:  Would  you  like  to  practice  medicine 
in  an  area  where  your  professional  education  and  abilities  are 
in  great  need?  Elgin,  Texas.  A 23-bed  hospital  (non  profit)  is 
in  full  operation.  Office  space  available.  Good  schools,  churches 
of  all  denominations,  recreation  unsurpassed  in  reach  of  Elgin. 
Potentials  unlimited.  For  information  write  Elgin  Chamber  of 
Commerce,  Elgin,  Texas. 


URGENTLY  NEEDED : two  internists,  one  general  surgeon, 
one  orthopedist,  board  certified  or  eligible  preferred  by  422-bed 
DM&S  hospital.  Salary  based  on  qualifications.  Non-discrimina- 
tion in  employment.  Apply:  Director,  VA  Hospital,  Kerrville, 
Texas  78028. 


WANTED  RADIOLOGIST  by  well  established  and  expanding 
group  hospital  and  clinic  combination  in  Lubbock,  Texas.  Uni- 
versity city  of  170,000  population.  Financial  arrangements  open 
and  to  be  negotiated.  Please  reply  to  Ronald  E.  Lemmons,  M.D., 
University  Medical-Surgical  Clinic,  511  College  Avenue,  Lubbock, 
Texas  79401. 


OPPORTUNITY:  GENERALIST  OR  SURGEON  to  associate 
with  established  general  practitioner  in  rapidly  growing  resi- 
dential and  industrial  area  southwest  Dallas  County.  Presently 
am  only  M.D.  in  community  of  12,000.  Ample  office  space,  fully 
equipped,  with  x-ray  and  laboratory.  No  investment  needed 
Excellent  fringe  benefits.  Two  miles  to  Oak  Cliff  Country  Club. 
Income  limited  only  by  your  need  for  rest.  Hospital  privileges 
available  in  Oak  Cliff.  Reply  to  Allen  Maurice  Fain,  M.D.,  621 
Hustead  and  Fain,  Duncanville,  Texas  75116. 


WANTED— IMMEDIATE  OPENINGS  FOR  FULL  TIME 
PHYSICIANS  for  Student  Health  Service  at  Texas  A&M  Uni- 
versity, College  Station,  Texas.  Texas  licensure  and  Basic  Sci- 
ence Certificate  required.  Send  complete  medical  resume  of 
professional  qualifications  with  first  letter.  Limited  call  duty, 
liberal  vacation  and  fringe  benefits.  Beginning  salary  $13,000 
with  merit  increases.  Physicians  who  are  interested  contact  K.  L. 
Nelson,  M.D.,  Director,  Student  Health  Service,  Texas  A&M 
University,  College  Station,  Texas  77841.  Phone  AC713,  846-4705 
or  4706. 
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OPPORTUNITIES  IN  TEXAS 

ANESTHESIOLOGY:  Well  trnd,  cordio-vasc  ones;  very  impor  Iqe 
multispec  grp;  sal  & frngs  worth  $30,000;  recomm'd. 

GENERAL  PRACTICE:  (d)  Able  do  S;  prtnrshp  grp;  shld  net  $30,000 
'st  Yt-  (e)  Assn  6 elig  or  cert  spec;  2 GP's;  exc  cl  facil;  fine 
hsp;  $24,000;  prtnr.  (f)  W/int  ob;  50-bd  priv  medicare  approved 
hsp-cl  (5  men);  $24,000;  no  investmt;  ideal  wrkg  cond. 

INDUSTRIAL  MED:  Asst  med  dir;  Ige  impor  co;  reqs  min  5 yrs  GP 
or  Indus  exp;  must  be  able  superv  Ige  dept  prev  med;  $22-$24,000. 

INTERNAL  MEDICINE:  (a)  Fairly  Ige,  long-est  multi-sp  grp;  1 cert 
IM;  $25,000;  later  prtnr.  (b)  Grp,  est  30  yrs;  own  hsp;  expansn 
prog;  1 IM  in  dept;  new  $500,000  cl;  $24,000;  erly  prtnr;  nr 
Dallas,  (c)  Assn,  6 men,  spex  & GP's;  new  cl  facil  in  exc  hsp 
now  expndg;  to  $24,000  guar;  coll  twn;  fine  potential. 

OALR:  (|)  Oph:  8-man  multi-sp  grp,  expndg  to  16  men;  1 cert,  rest 
elig;  $25,000;  prtnr  2nd  yr,  Ige  coll  twn.  (j)  Oph:  Chief;  w/15- 
man  spec  grp;  all  but  1 cert  or  elig;  own  bldg;  exc  facils;  profit 
partic  basis,  erly  prtnr;  fine  potent;  resort  area,  (k)  Oto:  Cl  est 
23  yrs;  10  cert  spec;  new  facil;  serves  area  300,000;  substntl  sal- 
jr  prtnr  2 yrs;  full  prtnr  5 yrs;  intrvu  exp  pd  for  self  & wife- 
well  known  to  us  & recommended. 

OB-GYN:  Qual  as  chief;  grp  esfab  25  yrs;  new  cl;  $24,000;  early 
prtnr;  college  town. 

0R™0R£D'£S:,  Sol°  indeP  9^  pract;  grp  will  subsidize  short  time; 
$25-$30,000  1st  yr;  area  $40,000  2nd  yr;  exc  oppor. 

PEDIATRICS:  (c)  Assn  w/2  cert  peds;  very  active  pract  in  rapidly 
expndg  twn  oyer  100,000;  financl  arrangmts  open  (but  will  be 
very  worth  while,  (d)  Chief;  6-man  grp;  1 cert;  impor  med  schl 
cty;  fine  sal  1st  yr,  then  prtnr. 

UROLOGY:  Chief;  very  long  est  multi-sp  grp,  expndg  to  18  men; 
exc  tacil,  $22,000  1st  yr;  prtnrshp  2nd  yr;  oppor  build  exceptnl 
practice  in  large,  expanding  city. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE. 

STRICTLY  CONFIDENTIAL 


WANTED:  TWO  GENERAL  PRACTITIONERS  to  associate 
with  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
State  College  City  of  seven  hills  in  the  piney  woods  of  East 
Texas,  population  17,000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention : Dr.  E.  M.  Addison. 


ASSOCIATE  WANTED — Ear,  nose  and  throat — Board  eligible 
for  two-man  Ear,  Nose,  and  Throat  Department  with  well  estab- 
lished multi-specialty  group  in  Dallas,  Texas.  Partnership  after 
_wo  years.  Excellent  fringe  benefits.  No  investment  required, 
leaching  opportunities.  Interviewing  expense  paid.  Please  replv 
to  Arthur  L Cook,  The  Dallas  Medical  and  Surgical  Clinic,  P.  O 
Box  28,  Dallas,  Texas  75221, 

, OB/GYN  WANTED.  Salaried  associate  with  partnership  possi- 
bility. Ample  office  space,  lab;  clinic  located  in  medical  center 
Beaumont,  Texas.  Solo  practice  with  350  deliveries  last  vear. 
Willingness  to  work  primary  qualification.  Contact  George  A. 
Bosch,  M.D.,  3280  Fannin,  Beaumont,  Texas. 


. WANTED  : RESIDENT  PHYSICIAN,  preferably  with  specia 
interest  m pediatrics  and/or  orthopedics.  Excellent  opportunit- 
102"bed  Children’s  Hospital.  Starting  salary  $10,000  t< 
$15,000  commensurate  with  qualifications.  Write  Mr.  Herschel  I 
™eL  Administrator,  Fort  Worth  Children’s  Hospital,  For 
Worth  Medical  Center,  Fort  Worth,  Texas. 

WANTED:  GENERAL  PRACTITIONER  for  immediate  duty 
Salary,  open.  Partnership  available  if  mutual  satisfactory  ar 
rangement  can  be  worked  out.  East  Texas  town  of  7.000  popula- 
tion^ Good  schools,  churches,  and  homes  available.  Please  reph 
to  Box  155,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin 
lexas  78701. 


PHYSICIANS  WANTED  for  multi-specialty  group.  Board 
eligible  or  certified  specialists  in  otolaryngology,  urology,  derma- 
tology and  orthopedic  surgery.  Wanted  for  a 12-man  multi- 
specialty group  on  Gulf  Coast.  New  clinic  building  and  excellenl 
hospital  facilities.  Participating  basis  with  a guaranteed  salarj 
for  the  first  two  years.  After  this,  on  a partnership  basis. 
Contact  Box  157,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


_FHYSICIAN  WANTED:  GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals  in 
neighborhood.  Office  and  equipment  available.  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Box  158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


r, ^o‘v,NJr™  ™t,5r).RTHOPKDIST  — OPHTHALMOLOGIST  — 
DERMATOLOGIST.  Office  space  available  in  modern  air-con- 
ditioned professional  building.  Excellent  location,  halfway  be- 
tween Dallas  and  Fort  Worth,  Texas.  Laboratory  and  pharmacy, 
good  hospitals.  Guaranteed  referrals.  Immediate  need,  none  other 
Ani  are;!'  ;ree„r!'nt  until  practice  established.  Contact:  J R. 
Almand,  Jr  M.D.,  909  Dalworth  Street,  Grand  Prairie,  Texas. 
Phone  AN  2-6880  or  AN  2-2045. 

WANTED:  SEN  I OITuROlToGYIi  ESIDENT,  willing  to  spend 
nis  vacation  assisting  two-man  group  in  beautiful  Gulf  Coast 
Sity,.'Nll  e eacb  takes  his  vacation.  Apply  to  Box  162  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PRi?rTTCFRICSaGJ1?BC?^?GY’  EENT-  AND  GENERAL 
tbe  sJ^VErn  ed  fi>r„  17-doctor  Medical  Plaza  located  across 

Situated  in  * /“  L accredited  228-bed  general  hospital. 

Situated  in  the  preferred  southwest  part  of  Houston,  Texas 

fro">  the  Houston  Medical  Center  and  downtown 
Houston.  Pleasant  climate  year  round,  abundant  water  recrea- 
tional and  cultural  activities.  Free  rent  for  three  months,  assis- 

contactmwCqUlrin!V0f^Ce  furnisbin£s.  For  further  information, 
Texas  Howard  E-  Troutt,  5314  Dashwood  Street,  Houston, 

in™^D:  ASSOCIATE^  PEDIATRICS  to  help  with  boom- 

ppet’ee  m Houston.  Present  pediatrician  is  on 
mfww  ?f  Buaylor  University  College  of  Medicine  and  all 
major  Houston  hospitals.  Associate  would  begin  on  salary,  pro- 
pressing  to  a partnership  arrangement.  Reply  to  Box  160 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  7870L 

WANTED : PARTNER  IN  GENERAL  PRACTICE— Com- 

tore  St°ff22’”°-1  popu.lati°n.  excellent  economy  oil,  gas,  agricul- 
Whn'  rSe^5  P mu  ^ fr°m  ?tart  in  100-bed  hospital.  Prefer  one 

preceptor-min^ed!^Expect«l ’rninfmuin^iimoine  ^firet^year°$20^)00S 

b!X  Austhi.^Texas  1801  *°rth  Lama]; 


Situations  Wanted 


UROLOGIST.  36  year  old  university  trained  urologist  taking 
certification  this  year.  Nine  year  experiences  in  surgery,  urolo- 
f/h  and  .general  practices.  Wishes  to  relocate  in  any  size  town 
where  his  qualifications  applicable.  Partnership,  group  or  solo 
practice  considered.  Available  for  interview,  provided  traveling 

?8nTnMor^T  UrSetlr>,P!,eaSeA  Wr-'te  i°  Box  154’  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  available  for  part-time  assignment 
wrthin  125  miles  of  Austin.  Locum  Tenums  also  considered 
flexible  terms  as  compensation.  For  further  information  write 
Box  lbl-  Texas  Medlcine,  1801  North  Lamar  Blvd.,  Austin,  Texas 

i o i . 


For  Sale  or  For  Rent 


• G N,-V ^ ^ ^ ,Er P UNITY  to  begin  active  practice  in  exclu- 

sive  Oak  Cliff  Red  Bird  industrial-residential  area  located  in 
the  largest  industrial  sector  in  Dallas  County.  Rapidly  increas- 
ing population  and  industry  provides  a ready  made  practice 
and  demand  for  all  specialties  and  dentistry  in  the  first  and 
only  medical-surgical-dental  professional  building.  Located  op- 
posite the  new  Army  PX  building  with  1,200  employees,  adjacent 
to  new  150  room  motel,  and  one  block  from  the  Maryland  Cup 
industries  with  2,000  proposed  employees  near  Loop  12,  Cockrell 
Hill  Ledbetter,  and  Walton  Walker  Loop  ; just  two  miles  from 
Methodist  Hospital  Satellite  160  bed  unit.  Office  available  to 
M.D.  s,  D.D.S.’s  on/or  about  November  1,  1967.  in  spacious 
professional  budding  with  lab,  x-ray,  and  pharmacy  facilities. 
Unique  central  telephone  secretary  services  available.  Ample 
parking.  Suites  built  to  your  specifications  if  provided  before 
Jup.e.  U 7!)67-  Reasonable  lease  rental  with  maintenance  and 
utilities.  Temporary  facilities  and  office  space  available  earlier 
in  nearby  clinic  if  desired  for  limited  number.  Reply  to  Allen 
Maunce  Fain.  M.D..  Red  Bird  Industrial  Clinic,  621  Hustead 
and  Fain,  Duncanville,  Texas  75116, 

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic.  P O Box  20115.  Laredo.  Texas. 


FOR  SALE:  Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg.  222  Otis,  Kingsville.  Texas,  or  cali 
LY  2-5668  or  LY  2-2606. 


OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT.  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd..  Austin.  Texas  78701. 


MEDTCAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter. 30c  per  square  foot.  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  5200 
Cedar,  Bellaire,  Texas. 
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FOR  LEASE — office  for  one  or  two  practitioners.  1500  square 
feet  of  floor  space.  Located  county  seat,  Hidalgo  County,  in 
Lower  Rio  Grande  Valley,  20,100  population  with  nine  general 
practitioners  at  the  present  time.  New  50-bed  hospital  to  be 
built  in  the  near  future.  Contact  B.  R.  Stewart,  Attorney,  Box 
330,  Edinburg,  Texas.  , 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


FOR  SALE  OR  FOR  LEASE:  Your  greatest  opportunity.  Two 
story  clinic,  brick  building,  completely  equipped  and  furnished. 
X-ray,  Ekg,  etc.  Year  round  heating  and  air  condition.  Put  your 
jacket  on  and  see  30  to  60  patients  daily.  Collections  are  good. 
$250,000  value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms 
and  6 upper  rooms  plus  2 bath  rooms.  Same  location  35  years. 
Desire  immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Meth- 
vin  Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 


OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  540  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building.  Please  contact  James  R.  Phillips,  M.D.,  308  N.W.  2nd, 
Grand  Prairie.  Texas. 


FOR  SALE : Modern  one  story  13  room  medical  building 
containing  laboratory,  x-ray,  surgical  suite,  air  conditioned. 
Convenient  to  city  and  hospital  on  beautiful  tree  shaded  lot. 
Winner  of  architectural  merit.  Excellent  professional  relation- 
ships. Priced  to  sell ; financing,  terms  or  leasing  may  be  con- 
sidered. Shown  by  appointment.  Doctor  plans  change.  Box  581, 
Gonzales,  Texas  78629.  AC  512,  672-2824. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe,  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 


FOR  SALE : Established  seventeen  year  general  practice  in 
modern  clinic  building  with  six  other  doctors.  $30,000  plus,  net. 
Three  open  staff  hospitals,  Beaumont,  Texas.  $5,000  buys  equip- 
ment, etc.,  and  take  over  lease.  Please  reply  to  Box  152,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE:  General  practitioner’s  medical  equipment,  in- 
cluding x-ray  and  laboratory.  Most  of  the  equipment  is  less 
than  ten  years  old  and  is  in  excellent  condition.  Write  or  call 
Mrs.  Barney  G.  Grafa,  Jr.,  2804  Lockheed,  Midland,  Texas 
78701.  Telephone  OX  4-6123. 


RANCH  FOR  SALE — Irrigated,  highly  improved  675  acre 
reputation  ranch  south  of  Eagle  Pass,  Texas.  $260,000.  Terms. 
Details  sent  on  request.  Part  or  all  of  1,000  head  Brangus  cattle 
may  be  purchased  if  desired.  Box  26,  El  Indio,  Texas. 


FOR  SALE — Practically  new  brick  clinic  on  corner  lot  with 
plenty  of  parking  space  in  progressive  North  Texas  community. 
Private  office,  reception  room  and  receptionist  office,  three 
treatment  rooms  (each  with  lavatory  and  storage  cabinets), 
ladies  powder  bar  and  rest  room,  dark  room,  large  laboratory 
with  generous  storage  space  and  double  sink  (can  be  used  as 
treatment  room),  refrigerator,  water  heater,  storage  room, 
central  heating  and  cooling,  air  compressor,  intercom  and  radio 
to  all  rooms.  Community  needs  physicians — EENT,  surgeon  and 
GP’s.  $3  million  hospital  under  construction.  $3  million  geriatric 
hospital  to  be  built.  224  housing  units  at  cost  of  $1,928,000. 
Please  reply  to  Box  156,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FOR  SALE : Fully  equipped  small  licensed  hospital  in  opera- 
tion, x-ray,  pharmacy,  lab,  etc.  Opportunity  for  general  practi- 
tioner who  does  surgery  and  obstetrics.  Doctor’s  office  and 
living  quarters  (unfurnished)  adjacent  to  hospital  included. 
Shown  by  appointment.  P.  O.  Box  5203,  San  Antonio,  Texas. 


DOCTOR’S  OFFICE  FOR  RENT  IN  CHOICE  DALLAS  LO- 
CATION. Spacious  offices  for  single  practitioner  or  group  in 
established  doctor’s  building.  Convenient  Oak  Lawn  location,  just 
minutes  from  town,  hospitals.  Will  remodel  to  suit.  Very  rea- 
sonable. For  further  information  contact:  Mrs.  Joseph  Wolfe, 
8511  Bluebonnet  Road,  Dallas,  Texas. 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you  ? Write  today ! Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE — good  used  medical  equipment  including  examin- 
ing tables,  thermofax,  diathermy,  sterlizer,  Burdict  EKG  (porta- 
ble) with  mobile  stand,  100  miliamp  GE  x-ray,  dark  room 
supplies,  centrifuges  for  blood  and  urine,  surgical  light,  and 
miscellaneous  items.  Ted  M.  Sousares,  M.D.,  7205  Shoal  Creek 
Blvd.,  Austin,  Texas  78757. 


OFFICE  SPACE  DALLAS-FORT  WORTH  AREA.  New  2,000 
square  foot  building.  Share  with  established  dentist.  Specialist 
preferred.  Located  next  to  four-man  general  practice  clinic. 
Robert  J.  Gibbons,  D.D.S.,  901  South  Center  Street,  Arlington, 
Texas.  Phone  CR  5-4121. 


'l/aAomut 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 


ANTIHISTAMINIC 
Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . 0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


'ItaAOMUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . 0.50% 

Chlorobutanol  0.15% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


Vasonusf 


(ANTIHISTAMINIC) 


Vdsomisf 

'ANTIHISTAMINlCi 

take * A*OCO!l*T  WCTOJL ' 

i Acbver  ***  ANTIHlSTAWTme 

I $8:  . *r d 

fSl 

. *******  Soh iUMI  J 

tA*0»ATCMfcY 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart"'  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  Vb  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell1 2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  "dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.l.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  et  al. : A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-19 67,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC., Milwaukee,  Wisconsin  53201 
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54  Food  Preservation 

With  Ionizing  Radiation 

C.  L.  Dunham  is  chairman  of  the  Division  of  Medi- 
cal Sciences,  National  Academy  of  Sciences,  Na- 
tional Research  Council,  Washington,  D.  C.  He  was 
formerly  director  of  the  Atomic  Energy  Commis- 
sion’s Division  of  Biology  and  Medicine,  having 
joined  the  AEC  in  1949.  Dr.  Dunham,  a graduate 
of  Rush  Medical  College,  Chicago,  serves  on  the 
board  of  directors  of  both  the  American  Nuclear 
Society  and  the  Health  Physics  Society. 


58  Ominous  Arrhythmias 

Following  Myocardial  Infarction 

A.  D.  Dennison,  Jr.,  Indianapolis, 
is  a consultant  in  cardiology  at 
four  hospitals  in  Indiana  and  two 
in  New  Jersey.  At  Methodist  Hos- 
pital in  Indianapolis  he  is  chairman 
of  the  cardiovascular  committee, 
attending  physician  in  cardiology, 
and  serves  on  the  internal  medi- 
cine education  committee.  Active  in 
the  American  Colleges  of  Cardiolo- 
gy, Chest  Physicians,  and  Angiolo- 
gy,  he  also  takes  part  in  many 
civic,  educational,  and  religious 
programs. 


72  Implantable  Cardiac  Pacemakers: 
Radiologic  Appearance 

Frank  M.  Rembert  is  a resident  in 
radiology  at  The  University  of  Tex- 
as Medical  Branch  at  Galveston. 
He  is  a graduate  of  Rice  University 
at  Houston  and  The  University  of 
Texas  Medical  Branch,  and  has 
served  an  internship  at  St.  Luke's 
Hospital  in  San  Francisco,  Calif. 
He  is  a member  of  the  Galveston 
County  Medical  Society.  Dr.  Rem- 
bert teams  up  with  Dr.  Robert  N. 
Cooley,  chairman  of  the  Depart- 
ment of  Radiology  at  The  Medical 
Branch,  to  write  on  an  innovation 
in  the  practice  of  radiology. 


80  Rupture  of  Liver  in  Newborns 

Michael  P.  Tristan  of  Laredo  is  a pediatrician  and 
specialist  in  allergy.  A graduate  of  Boston  Univer- 
sity School  of  Medicine,  he  was  a resident  at  Bos- 
ton City  Hospital  and  practiced  in  Sudsbury,  Mass., 
before  moving  to  Texas.  Dr.  Tristan  is  a member 
of  the  American  Academy  of  Pediatrics  and  the 
Texas  Pediatric  Society,  and  is  certified  by  the 
American  Board  of  Pediatrics.  His  interests  range 
from  sailing  and  golf  to  reading,  political  science, 
history  and  arts. 
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65  Bedside  Clues  to  the  Diagnosis 
Of  Heart  Failure 

A.  D.  Dennison,  Jr. 
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Joseph  W.  Davidson,  Jr.,  is  a di- 
rector of  medical  education  in 
Dallas’  Methodist  Hospital.  A 
graduate  of  Southwestern  Medical 
School,  he  is  now  a clinical  as- 
sistant professor  there;  internal 
medicine  is  his  specialty.  Aside 
from  his  professional  activities, 
which  include  work  with  diabetes, 
tuberculosis,  cancer,  and  internal 
medicine  organizations,  he  enjoys 
sports  such  as  judo,  tennis,  arch- 
ery, and  weight  lifting. 
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ON  THE  COVER 

The  symbol  of  radiation,  as  well  as  the  symbol 
for  civil  defense,  calls  attention  to  the  article 
“Food  Preservation  with  Ionizing  Radiation,” 
written  by  Dr.  Charles  L.  Dunham  and  appearing 
on  p.  54.  Dr.  Dunham  cites  in  his  article  specific 
data  regarding  a relatively  new  process  for  food 
preservation,  ionizing  radiation.  This  method  has 
shown  great  promise  in  destroying  microorgan- 
isms, preventing  sprouting,  and  destroying  in- 
sects and  parasites  which  may  be  present  in 
foods.  The  article  lists  several  possible  benefits 
that  may  result  from  use  of  this  method,  such 
as  the  reduction  of  food  waste.  Also  included  are 
certain  problems  connected  with  the  method, 
such  as  changes  in  food  flavor,  color,  and  tex- 
ture. Besides  covering  benefits  and  problems 
involved,  the  author  also  discusses  possible 
commercial  application  of  the  ionizing  radiation 
method  of  food  preservation. 


NEXT  MONTH 

The  October  issue  of  Texas  Medicine  will  feature 
three  articles  in  the  field  of  ophthalmology — 
one  on  laser  coagulation  of  the  retina,  another 
on  causes  of  blindness  in  children  at  the  Texas 
State  School  for  the  Blind,  and  another  on  prac- 
tical orthoptics.  Other  articles  in  other  fields  that 
will  appear  in  the  October  issue  will  include 
“Nodular  Keratoses”  by  Dr.  Robert  G.  Freeman, 
“Status  Asthmaticus  and  Respiratory  Failure” 
by  Dr.  David  P.  Nicholson,  and  “Planter  Flaps; 
Transposition  and  Rotation”  by  Dr.  Bromley  S. 
Freeman.  Dr.  E.  T.  Standley  will  also  discuss 
“Data  Processing  in  a Private  Laboratory”  in  the 
October  Texas  Medicine. 
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MERCUHYDRIN 

(meralluride  injection) 


IAKE5IDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  V3  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell2  has  stated:  “The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  "dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry, ef  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC. .Milwaukee,  Wisconsin  53201 
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Why  not  just  treat  your 
heart  attack  at  home? 


We  don’t  really  believe  anyone  will,  as  long  as  the 
hospital  doors  stay  open.  But  in  this  month’s  Blue  Cross/ 
Blue  Shield  messages  to  leaders  of  community  thought, 
and  to  the  general  public,  we  are  asking  this  obviously 
ironic  question,  to  bring  straight  home  to  them  some  vital 
facts  of  life: 

1)  Today’s  hospital-medical  care  is  the  greatest  bar- 
gain on  earth. 

2)  It  will  cost  the  patient  more  money  because  the 
hospital’s  costs  are  rising,  period. 

We  don’t  really  believe  anybody  seriously  wants  the 
“good  old  days,”  even  if  the  price  is  higher,  today  — 
everyone  seems  to  want  to  have  his  life  saved. 
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Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 


Cautions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
k penic  purpura,  agranulocytosis  and  hemolytic  anemia— have  occurred  rarely,  almost  always 

^ in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 

mittent  use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 

* Bk  for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 

gastric  lavage  and  appropriate  supportive  therapy. 

{:■  Contraindications:  History  of  sensitivity  to  meprobamate. 

• Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 

. ^ Tablets,  Wyseals®  Equan  il  (meprobamate)  400  mg.  Continuous- 

Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 


Professionally  posed. 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1-2’3  4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5- 6- 7- 8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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What’s 
all  the  fuss 
about 

bactericidal? 

The  ultimate  aim  in  antibiotic  therapy 
is  to  contain  the  bacterial  colony  and  elimi- 
nate infection.  Both  'cidal’  agents  and  bac- 
teriostatic DECLOMYCIN  achieve  this  goal. 
DECLOMYCIN  inhibits  susceptible  pathogens 
by  stopping  their  growth;  cidal  agents  affect  the 
pathogens  only  while  they  are  growing. 

Though  the  two  mechanisms  differ,  the  end 
result  is  the  same— containment  of  the  infecting 
organism.  However,  a very  important  attribute 
of  any  antibiotic  is  its  potency  against  a broad- 
range  of  pathogens.  DECLOMYCIN  not  only 
offers  broad -spectrum  potency,  but  high  serum 
and  tissue  levels  with  persistent  activity  against 
tetracycline-sensitive  organisms.  Therapeutic 
benefits  continue  for  1-2  days  after  dosage  stops 
to  help  prevent  relapsing  infection. 

These  are  the  reasons  why  so  many  doctors 
make  DECLOMYCIN  their  basic  broad- 
spectrum  antibiotic.  At  last  count,  one  billion 
doses  had  been  administered  since  its  introduc- 
tion, and  the  number  keeps  rapidly  growing. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


For  a wide  range  of  everyday 
infections— respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

True 

broad  spectrum 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  than  other  tetracyclines  when 
the  offending  organisms  are  tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 
A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

DECLOMYCIN 

DEMETHYLCHLOBTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  NorinyM  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 


Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 


*Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  G,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-l  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


formally,  the  endometrium  progresses  through 
i proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone, 
during  the  secretory  phase  the  endometrium  is 
eceptive  to  the  fertilized  ovum. 


Endometrium  produced 
by  Norinyl-l 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


>ee  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl-1  achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 

‘Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto.  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 
with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  an  original  steroid  frorrr 

SYNTEXE3 


LABORATORIES  INC..PALO  ALTO.  CALIF. 


Soyalac 

SOLVES  THE 
PROBLEM 

for  the  infant 
who  requires  a 
milk-free  diet! 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 


• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac's  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too— and  for  growing  chil- 
dren and  adults. 


Soyalac 


I 


tf/iee  Scmp&ti 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 


LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  thi 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
HU  absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  aiert, 


iged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


'UaAomUt 

( ANTI  HISTAMI  NIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . 0.50% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


'Z/adomtAt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients: 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . 0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 


^|||^  A method  so  rapid  and 

simple  that  you  just  swab... 
uncap.  ..press.  ..and  discard.  . 

li Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intra  dermal  tests.  The  SI 
self-contained,  disposable  unit  requires  no  refrigeration  and  is  ?J 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation, 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  will 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  2 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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TEXAS  MEDICINE 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 

Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON4 

METHYCLOTHIAZIDE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

1 * r* 

. I 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmony!®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

k 

*i  f m 

I'll 

DOSAGE 

|I 



JP  J— if 

RANGE 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

5 mg.  methyclothiazide 

0.25  mg.  deserpidine 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

10  mg.  methyclothiazide 

0.5  mg.  deserpidine 

DAILY 

DOSAGE 

usi 

m 

i 

B i 

jj  m 

RANGE 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 

5 mg.  methyclothiazide 

0.5  mg.  deserpidine 



7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 



10  mg.  methyclothiazide 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement. 


707075- R 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance.'2 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYL 

PARGYLINE  HYDROCHLORIDE 


pargviine 

HYDRO 


mouh 

MW 

OHM#* 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

0 

- \ 

J 

J J'  J J 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  a/.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


ABBOTT 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON" 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCLOIHIAZIDE  5 MG. 


Minimum 

Usual  starting 

Intermediate 

DAILY 

DOSAGE 

RANGE 

ggMj  j 

J 

~j>  -«J  i 

12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 

25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 

37.5  mg.  pargyline 
hydrochloride  and  7.5  mg.  ; 
methyclothiazide 

Maximum 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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707075-  R 


ENDURON 


ENDURONYL. 


METHYCLOTHIAZIIE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL 


EUTRON 


PMVIINE  HYDROCHLORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Vi 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 


TM-Trademark. 


for 

the 

retarded 

or 

disturbed 


? 


...of  all  ages 

THE  BROWN  SCHOOLS  for  mentally 
retarded  and  emotionally  disturbed 
persons  from  infancy  to  maturity. 

□ Older  retarded  persons  (21  years 
and  over)  $300  monthly  tuition. 

□ Retarded  children  (infancy  to  21 
years)  $300  monthly  tuition. 

□ Emotionally  disturbed  children  and 
adolescents  (518  years)  $375  month- 
ly tuition  plus  $110  per  month  individ- 
ual therapy. 

(Psychiatric  care  is  available  for  other 
ages  if  indicated. ) 

...the  Brown  Schools  provide: 

an  experienced,  professional  staff 
working  as  a team  to  form  a plan  of 
living  and  learning  for  each  student  to 
help  him  realize  his  fullest  potential,  in 
one  of  six  specialized  residential  cen- 
ters. 


For  further  information,  write  for 
a detailed  catalogue  today. 

Registrar,  Dept.  K-l 
P.O.  Box  4008. 

Austin,  Texas  78751 

Paul  L.  White,  M.D.,  Medical  5 Psychiatric  Director 
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What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (214  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


VALIUM 

(diazepam)Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 


Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 


P I rocheI— , Roche  Laboratories 
Division  of 

Hoffmann  - La  Roche  Inc. 
Nutley,  N.J.  07110 


IMPORTANT  NEW  INSIGHTS  INTO  HUMAN 
RESPONSE  TO  EMOTIONAL  STRESS: 


Lsk  your  Roche  representative  to  arrange  a 
resentation  of  this  important  and  fascinating 
esearch  into  certain  somatic  responses  to 
motional  stress  . . . quantitative,  objective 


Vew  confirmation  of  the  effectiveness  of 
.aliuin®  (diazepam) 


P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New-Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 
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ERYTHROCIN-Sulfas 

Granules 
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ERYTHROCIN-SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 

In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


E RYTH  ROCIN- SU  LFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 

87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 
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ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


® 


Each  tablet  or  capsule  contains 
PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®  (See  P D R) .65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


THt 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  “ P ") 
'lOOs,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/ C ( sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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TEXAS  MEDICINE 


in  the  treatment  of 

IMPOTENCE 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*“Sexual  impotence  treatment  tvith  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 

Android  Android-HP  Android-X 


Android 

(thyroid-androgen)  tablets 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


© 


cannot  be  disputed. 

of  reproductive  organs  in 
, hypertension  unless  the 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  . .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  . 5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

| THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

RCFER  TO 

PDR 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (i/4  gr.)  . 15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands 


uc-  , 


USE  ‘POLYSPORINL* 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 


‘POLYSPORrM 

POLYMYXIN  B 6ACITRACI 

OINTMENT 

i $ 
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prevent  infection  ii 
^ums,  and  abrasions;* 
oid  in  healing. 
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Imferon8 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb / 100  cc.of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy;  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 
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Z057-  THE  a477Z£ 

OF  WATERLOO  BECAUSE 
HE  WAS  TOO  FAT! 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890. 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  " IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT.  " 
source:  jama  ide:65  ( ocr.s ; isez. 


THE  BOOK  "PRAY  YOUR  WEIGHT  AWAY ” URGES  READERS  TO 
"ASK  GOD  TO  HELP  /OU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 

source:  rev.  cm.  shedd:  new  vork.  lippincott,  i95d. 


nCO^  ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED."*  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 
MOOD  AND  PHENOBARBITAL  TO  HELP  REDUCE  ANXIETY. 

* SOURCE:  ARCHIVES  OF  GENERAL  PSYCHIATRY  8 26  (JURE  1963). 


ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

AMBAR '2 


One  Ambar  Extentab  before  breakfast  can 

help  control  most  patients’  appetite  for  up  EXTENTAB  S 


BRIEF  SUMMARY /Indications:  Ambar 
R suppresses  appetite  and  helps  offset  emo- 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs1'  — methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming), 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  AH'ROBINS 


A.  H.  ROBINS  COMPANY. 
RICHMOND,  VA.  23220 


Against  these  three  major  pathogens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  Jk 


Beta-Hemofj 

Streptococci 


D 

IB 

Milliliter  of  Se 


V-  Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 


Antibiotic 

taph.Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A 

MIC  (meg. /ml.)  MIC  (meg. /ml.) 

Medion  Range  Median  Range 

Diplococcus  Pneumoniae 

MIC  (meg. /ml.) 

Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

— 

— 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein.  J.  O.,  ond  Finlond,  M. : New  Englond  J.  Med. ,269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  $.,  ond  Block,  H.  R : Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K 


700867 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  informatio 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than,  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with 
parenteral  dosage  schedules,  frequent  evaluation  of  the  rena 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  stuc 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shou 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les 
common  with  administration  of  oral  penicillin  than  with  intramusculc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signif 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  ur'1 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  fev 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylq 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thro 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  q 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thr 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant] 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  iJ 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bad 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times] 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preveil 
development  of  rheumatic  fever  and/or  other  serious  complications 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a historj 
of  rhe  umatic  fever  or  congenital  heart  disease  may  be  200,000  unit! 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tool 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  bi 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fo 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  do; 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectivel) 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giver 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  fo 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hour: 
for  six  doses  are  recommended.  Refractory  infections  generally  responc 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  c 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  oi 
three  months. 


How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg 
(800,000  units) , in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [032067 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


OPENS 

ASTHMATIC 

AIRWAYS 


AND  HELPS 
KEEP  THEM 
OPEN 


NUMA  DURA-TABS 

Each  Numa  Dura-Tab  provides: 

theophylline  

ephedrine  HCI 

butabarbital 

[ Warning:  butabarbital  may  be  habit-forming.) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


for  prolonged  aid  to  ventilation 

225  mg. 
50  mg. 
25  mg. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 gr.) 


JlA/ttW 

AMU 


600048 


easy 

does 

it! 


tear,  moisten,  compare-that’s  all! 
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Texas  Physicians  Influence 
Changes  in  Medical  Programs 

ANY  DOUBT  that  physicians  can  be  effective  in  in- 
fluencing health  care  legislation  has  been  dispelled 
once  again  by  recent  Congressional  committee  ac- 
tions on  a bill  which  would  bring  about  changes  in 
the  Medicare  and  Medicaid  programs. 

Texas  physicians  have  reason  to  be  encouraged 
by  several  provisions  in  H.R.  12080,  the  Social  Se- 
curity Amendments  of  1967,  which  have  been  formu- 
lated by  the  House  Ways  and  Means  Committee 
following  extensive  public  hearings  and  lengthy  ex- 
ecutive sessions.  These  changes  reflect  diligent  ef- 
forts by  the  medical  profession  to  favorably  influ- 
ence sections  of  the  measure  as  they  relate  to  the 
expansion  of  Medicare,  direct  billing,  and  physician 
certification  for  admission  of  hospital  patients. 

Proposals  to  expand  the  Medicare  program  have 
offered  particular  concern.  The  House  Ways  and 
Means  Committee  devoted  considerable  attention  to 
the  Administration’s  proposal  to  include  1,300,000 
disabled  persons  below  age  65. 

Texas  physicians  have  good  reason  to  actively 
oppose  expansion,  even  though  it  may  not  be  politi- 
cally popular  to  speak  up  against  benefits  for  the 
disabled.  The  Medicare  program  is  extremely  costly ; 
it  is  difficult  to  administer;  its  regulations  provid- 
ing government  controls  are  not  compatible  with 
good  medicine.  In  the  past,  proponents  of  Medicare 
have  said  repeatedly  that  it  was  just  a program  for 
those  65  and  over.  But  with  Medicare  in  operation 
only  a year,  they  have  ignored  previous  statements 
by  proposing  inclusion  of  a segment  of  the  popula- 
tion under  age  65. 

As  a positive  measure,  officers  of  the  Texas  Medi- 
cal Association  have  urged  that  Title  XIX  (Medi- 
caid) be  utilized  for  caring  for  the  disabled  who 
need  help.  Texas’  Medicaid  program  which  started 
Sept.  1,  1967,  is  providing  assistance  to  the  totally 
and  permanently  disabled  in  paying  health  care  costs. 

The  House  Ways  and  Means  Committee  is  to  be 
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commended  for  its  decision  not  to  include  the 
disabled  in  Medicare.  Instead,  it  established 
a Special  Advisory  Commission  to  study 
problems  and  costs  related  to  the  inclusion 
of  this  group. 

Similarly,  Texas  physicians  can  be  heart- 
ened by  Committee  action  not  to  include 
chiropractic  in  the  Medicare  program.  Doc- 
tors previously  had  expressed  the  view  to 
their  Congressmen  that  chiropractic  is  an 
unscientific  cult  whose  practitioners  lack 
the  necessary  training  and  background  to 
diagnose  and  treat  human  disease.  The  new 
bill,  H.R.  12080,  calls  for  the  Secretary  of 
Health,  Education,  and  Welfare  to  conduct 
a study  of  the  feasibility  and  desirability  of 
including  allied  medical  services  under  the 
Part  B portion  of  Medicare. 

Actions  by  the  House  Ways  and  Means 
Committee  also  are  compatible  with  the 
Texas  Medical  Association’s  support  of 
amendments  which  would  further  direct 
billing  in  the  Medicare  program,  and  would 
make  possible  this  concept  in  Medicaid. 

Under  Medicare,  the  physician  presently 
has  the  option  of  billing  the  patient  directly 
for  professional  services  or  taking  an  as- 
signment for  submission  to  the  fiscal  inter- 
mediary (Blue  Cross).  As  part  of  the  direct 
billing  process,  patients  now  are  required  to 
present  a receipted  bill  from  the  physician 
in  order  to  gain  reimbursement.  Our  state 
Association  pointed  out  that  the  concept  of 
direct  billing  would  be  enhanced  by  permit- 
ting payment  to  the  patient  upon  presenta- 
tion of  an  itemized  bill,  in  lieu  of  a receipted 
statement.  This  provision  would  assist  some 
patients  who  are  not  in  position  to  pay  the 
physician  prior  to  filing  a claim  for  reim- 
bursement. 

The  House  Committee  has  responded  by 
providing  the  physician  with  several  alter- 
natives in  addition  to  the  present  options. 
The  physician  may  submit  an  itemized,  un- 
receipted bill  to  the  carrier,  which  will  re- 
imburse him  directly  provided  his  charge 
is  “reasonable.”  If  the  physician  does  not 
wish  to  be  paid  by  the  carrier,  he  may  spec- 
ify that  the  check  be  sent  to  the  patient. 

If  the  physician  does  not  wish  to  bill  the 
carrier,  or  if  his  charge  will  be  more  than 
the  “reasonable”  fee,  he  may  give  his  item- 
ized, unreceipted  bill  to  the  patient.  The  pa- 
tient then  will  submit  the  bill  to  the  carrier, 
and  he  will  be  paid  80  percent  of  the  “rea- 
sonable” charge.  If  this  option  is  employed, 
the  physician  will  expect  the  patient  to  pay 
him  directly  the  full  amount  of  the  fee. 


Unlike  Medicare,  the  Medicaid  program 
makes  no  provision  at  all  for  payment  di- 
rectly to  a patient.  The  Department  of 
Health,  Education,  and  Welfare  has  inter- 
preted the  law  to  require  physicians  to  take 
an  assignment  from  the  patient,  and  to 
submit  it  to  the  fiscal  intermediary  for  re- 
imbursement. In  recent  months,  the  Texas 
Medical  Association  energetically  has  sup- 
ported efforts  to  amend  Medicaid  to  permit 
payment  to  the  patient  for  services  rendered 
on  the  basis  of  a physician’s  itemized  state- 
ment of  charges. 

At  the  option  of  each  state,  the  House 
Ways  and  Means  Committee  has  voted  to  al- 
low Medicaid  recipients — other  than  those 
who  are  receiving  cash  assistance  grants — 
to  be  reimbursed  directly  for  physicians’ 
services  on  the  basis  of  a physician’s  item- 
ized bill.  While  physicians  would  prefer  the 
option  of  direct  billing  or  taking  assign- 
ments for  all  patients,  this  could  be  an  im- 
portant concession.  This  option  will  apply  to 
the  “medically  indigent”  who  will  be  eligible 
for  Medicaid  benefits  in  Texas  at  a later 
date. 

Texas  physicians  apparently  will  be  suc- 
cessful in  another  endeavor  to  drop  the  pro- 
vision which  requires  them  to  certify  the  ad- 
mission of  Medicare  patients  to  hospitals. 
Certification  requirements  are  unnecessary, 
and  they  do  not  further  the  objectives  of  the 
program.  The  physician’s  customary  prac- 
tice in  ordering  inpatient  services  should  be 
deemed  sufficient  to  meet  the  requirements 
of  the  law. 

The  House  Ways  and  Means  Committee 
has  voted  to  eliminate  the  requirement  of 
initial  physician  certification  for  hospitali- 
zation. However,  the  requirement  for  re- 
certifying the  patient  for  longer  stays  will 
not  be  waived. 

These  actions  by  the  House  Ways  and 
Means  Committee  were  approved  by  the 
House  of  Representatives  this  past  month. 
The  Senate  Finance  Committee  now  is  hold- 
ing hearings  on  H.R.  12080.  Prospects  are 
favorable  that  these  provisions  which  are 
being  sought  by  the  medical  profession  will 
be  retained.  If  enacted  into  law,  it  will  docu- 
ment once  again  that  Texas  physicians  can 
be  effective  in  favorably  influencing  health 
care  legislation. 

— Joe  T.  Nelson,  M.D.,  Weatherford, 
Chairman,  TMA  Council  on 
Medical  Jurisprudence. 
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YOUR  BUSINESS 


Formula  for  Partnership 
Can  Smooth  Rocky  Road 

TWO  MEN  had  been  boyhood  friends,  had 
gone  through  medical  school,  and  had  com- 
pleted residencies  together.  Partnership  was 
inevitable  as  they  entered  practice.  After 
two  years,  patient  load  exceeded  expecta- 
tions and  a clinic  was  constructed  to  more 
efficiently  cope  with  demand.  Shortly 
thereafter  the  two  friends  began  to  differ 
on  minor  details.  These  later  proved  to  be 
symptoms  of  disagreement  on  fundamental 
business  concepts  on  which  there  had  not 
been  preliminary  understanding.  Things 
went  from  bad  to  worse  and  developed  to 
the  point  where  one  partner  picked  up  a 
paint  brush  and  drew  a yellow  line  right 
down  the  middle  of  the  office.  The  end  re- 
sult was  a financial  mess  to  unscramble. 
One  doctor  found  it  necessary  to  rebuild  his 
practice  in  a new  location,  and  the  two 
friends  became  bitter  enemies. 

In  a completely  different  situation,  two 
men  of  practically  identical  prepractice 
background  formed  a partnership  which 
ultimately  grew  to  a successful  five-man 
group.  Partnership  for  these  doctors  has  pro- 
vided the  ultimate  in  economic,  professional, 
and  personal  satisfaction. 

Neither  of  these  two  examples,  although 
both  appear  to  be  extreme,  is  abnormal. 
Partnership  either  works,  or  it  doesn’t. 

Why  are  some  partnerships  successful  and 
others  miserable  failures?  Close  involvement 
with  small  groups  at  their  formation,  others 
as  operating  entities,  and,  unfortunately, 
some  others  during  the  phases  of  dissolution 


has  led  to  the  conclusion  that  successful 
partnership  is  achieved  because  of  attention 
having  been  given  to  three  things.  Whether 
the  doctors  are  aware  of  it  or  not,  a particu- 
lar sequence  of  events  is  present  in  almost 
every  instance  where  a solid  partnership  has 
evolved.  If  a formula  were  developed  from 
this  pattern,  its  ingredients  would  be  la- 
beled: (1)  individual  consideration,  (2) 
partnership  agreement,  and  (3)  internal  ar- 
rangements. While  these  parts  are  quite 
basic  and  logical,  adverse  experience  of 
many  groups  has  proven  that  they  are  fre- 
quently ignored  or  overlooked. 

INDIVIDUAL  CONSIDERATION  is  self- 
analysis  on  the  part  of  the  doctor  consider- 
ing partnership.  A man  that  walks  into  an 
association  without  deep  thought  may  walk 
out  just  as  fast.  Unfortunately,  complicated 
unraveling  can  more  than  offset  the  appar- 
ent ease  of  entry. 

As  one  considers  partnership,  the  advan- 
tages are  readily  recognized:  dependable 
coverage,  available  consultation,  shared  in- 
vestment in  ancillary  facilities,  as  well  as 
benefits  upon  or  in  the  event  of  death  and 
disability. 

Some  men,  after  having  determined  the 
advantages,  fail  to  recognize  that:  (1)  in- 
come may  not  be  in  direct  proportion  to  in- 
dividual contribution;  (2)  vacation  time,  al- 
though available,  must  be  coordinated ; and 
(3)  practice  management  is  based  upon 
group  decision  or  frequently  delegated  to  a 
professional  administrator. 

Loss  of  individuality  is  understandably 
unpalatable  to  one  who,  by  nature  of  his  pro- 
fession, must  be  decisive  and  dynamic.  An 
evaluation  of  the  pros  and  cons  may  be  diffi- 
cult, but  the  decision  has  long-reaching  con- 
sequences. Partnership  is  indeed  a marriage. 
Like  a marriage,  divorce  is  possible,  but  the 
results  can  be  equally  as  adverse. 

PARTNERSHIP  AGREEMENT,  the  sec- 
ond ingredient  to  the  success  formula,  is  the 
formal  documentation  of  decisions  that 
have  been  reached  on  problems  before  they 
occur.  This  is  preventive  planning  in  the 
truest  sense.  The  development  of  a partner- 
ship agreement  serves  as  a dry  run  for  the 
actual  thing.  When  prospective  partners  can- 
not agree  at  this  point,  a future  relationship 
is  without  foundation  and  had  better  be 
dropped.  On  the  other  hand,  if  there  is  con- 
currence and  an  agreement  is  finalized,  the 


Volume  63,  September,  1967 


41 


resulting  document  will  serve  as  a policy 
guideline  for  future  reference.  The  real  test 
occurs  under  circumstances  of  third  party 
intervention,  such  as  an  attorney  acting  for 
the  estate  of  a deceased  partner. 

Development  of  a partnership  agreement 
is  usually  a two-step  process.  First,  there 
must  be  a general  understanding  between 
the  partners  regarding  their  desires.  A man- 
agement consultant  is  frequently  employed 
to  stimulate  thinking  toward  practical,  com- 
prehensive application  as  well  as  to  act  as  a 
moderator.  Decisions  are  then  written  for 
transmission  to  the  group’s  attorney.  The 
second  step  entails  the  drafting  of  a formal 
partnership  agreement.  During  this  phase  a 
meeting  or  meetings  may  be  necessary  as 
legal  points  or  supplemental  recommenda- 
tions are  presented  by  the  attorney. 

A list  of  points  to  which  the  participants 
give  initial  consideration  follows: 

1.  Profit  Distribution.  There  are  numer- 
ous formulas  that  have  been  successfully  ap- 
plied. These  vary  from  equal  distribution  to 
those  that  give  credit  to  individual  produc- 
tivity, seniority,  and  training.  While  any 
formula  that  works  is  good,  the  one  that  I 
have  found  most  successful  gives  weight 
both  to  equal  profit  division  as  well  as 
participation  in  relationship  to  individual 
productivity.  This  arrangement  recognizes 
difference  in  work  habits,  motivation,  and 
economic  objectives,  while  simultaneously 
providing  acknowledgment  to  common  part- 
nership responsibility. 

2.  Ownership  of  Assets.  There  must  be  an 
understanding  regarding  the  ownership  of 
accounts  receivable,  building,  and  equip- 
ment. Frequently  depreciable  assets,  such  as 
a clinic’s  building  and  equipment,  are 
owned  by  a separate  partnership.  Under 
certain  circumstances,  ownership  of  the 
building  by  a corporation  may  yield  a tax 
advantage. 

3.  Individual  Partner  Responsibilities. 
Such  things  as  normal  office  hours,  cover- 
age, attendance  at  business  meetings,  and 
sometimes  attendance  of  professional  meet- 
ings should  be  decided. 

U.  Time  Off.  One  of  the  primary  advan- 


tages of  partnership  is  time  off  with  depend- 
able coverage  of  patient  care.  It  is,  how- 
ever, most  important  that  this  be  spelled  out 
in  order  to  insure  complete  equity.  Vacation 
time  may  vary  from  two  to  four  weeks  per 
year  and  occasionally  there  is  provision 
made  for  a periodic  leave  of  longer  duration. 

5.  Disability.  Continuation  of  pay  in  the 
event  of  sickness  or  accident  is  not  unlike  an 
insurance  policy.  There  is  a benefit  as  well 
as  a premium.  Each  partner  has  an  obliga- 
tion as  well  as  the  right  to  continued  income. 
In  order  to  be  workable,  sick  leave  should 
be  limited  to  a specific  period.  It  is  rare  to 
find  sick  leave  exceeding  a year  and  the 
usual  understanding  provides  a month  or 
two  at  full  profit  distribution  with  a succes- 
sive schedule  of  reduced  distribution.  With 
this  clearly  defined,  each  doctor  is  in  a posi- 
tion to  supplement  his  individual  insurance 
program  according  to  need  and  philosophy. 

6.  Partnership  Expense.  While  all  costs  di- 
rectly related  to  the  operation  of  the  prac- 
tice are  includable,  expenses  involving  meet- 
ing attendance,  entertainment,  and  automo- 
bile are  generally  excluded.  This  exclusion  is 
because  of  the  ease  with  which  individual 
preference  can  create  an  inequity. 

7.  Management.  It  is  desirable  to  spell  out 
the  sequence  of  business  meetings  and  the 
manner  in  which  executive  responsibility  is 
to  be  delegated.  In  the  case  of  a small  group 
the  mechanics  of  submitting  disagreements 
to  mediation  or  arbitration  should  be  iden- 
tified. 

8.  Fees  and  Discoimts.  Within  a group 
there  is  a stronger  inclination  for  individual 
doctors  to  be  benevolent  and  this  is  extreme- 
ly dangerous  from  both  an  economic  as  well 
as  a public  relations  standpoint  where  a no- 
ticeable variance  is  discernible.  Both  fee 
scale  and  discount  policy  are  best  referred  to 
in  an  attached  or  separate  reference  sched- 
ule. 

9.  Dissolution.  Technically  speaking,  a 
new  partnership  is  formed  each  time  a part- 
ner is  admitted  or  leaves  a group.  The  disso- 
lution clause,  or  clauses,  refer  specifically  to 
the  dissolving  of  a partnership  because  of 
death,  voluntary  withdrawal,  or  complete 
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cessation  of  activity.  Since  such  circum- 
stances are  frequently  carried  out  under  du- 
ress and  involve  third  party  attorneys  or  the 
Internal  Revenue  Service,  it  is  essential  that 
valuation  and  distribution  of  assets  be  clear- 
ly defined  from  the  beginning.  The  use  of 
life  insurance  as  a funding  vehicle  is  usually 
employed. 

A partnership  agreement  requires  the  in- 
vestment of  a few  hours.  The  payoff,  al- 
though intangible,  is  high.  Percentagewise, 
among  those  partnerships  that  have  run  into 
difficulty,  I have  observed  that  the  number 
that  did  not  have  a workable  agreement  far 
exceeded  the  number  that  did.  In  cases 
where  dissolution  occurs,  but  an  agreement 
exists,  the  unscrambling  is  much  easier,  less 
costly,  and  usually  more  amicable. 

INTERNAL  ARRANGEMENTS  is  the 
third,  very  necessary  ingredient  of  a suc- 
cessful partnership  venture.  Partnerships 
frequently  fail  when  the  participants  are 
well  suited  and  have  executed  an  excellent 
agreement.  Why?  Insufficent  attention  to 
arrangements  within  the  practice  itself.  The 
problems  created  by  disregarding  the  con- 
cepts of  practice  management  are  best  illus- 
trated by  relating  several  quite  common  oc- 
currences. 

Partnership  A consisted  of  three  general 
practitioners  who  merged  their  active  prac- 
tices. The  details  of  integrating  patients’  ac- 
counts, charts,  and  other  office  procedures 
were  left  to  the  front  office  assistants  from 
each  of  the  respective  three  practices.  The 
transition  was  not  smooth,  systems  proved 
to  be  hybrids,  and  workload  was  poorly  or- 
ganized. Chaos  resulted:  the  combined  col- 
lection ratio  dropped;  charts  were  lost;  the 
appointment  system  broke  down;  and  staff 
morale  was  non-existent.  Disgusted  by  the 
monster  that  had  been  created,  the  three 
men  separated. 

The  conclusions  to  be  drawn  from  this  ex- 
ample are  (1)  design  office  systems  capable 
of  controlling  a larger  practice,  and  (2)  or- 
ganize the  staff  to  insure  that  each  person 
has  a specific  job  assignment  and  knows  his 
role  on  the  newly  created  team. 

Partnership  B developed  when  an  estab- 


lished pediatrician  took  in  a physician  fresh 
from  residency.  This  was  to  evolve  from  the 
usual  prepartnership  period  of  one  year  to 
partnership  participation.  The  relationship, 
however,  didn’t  last  a year.  The  younger 
man,  upon  entering  the  practice,  encoun- 
tered resentment  on  the  part  of  the  office 
staff  who  felt  his  presence  to  be  an  en- 
croachment upon  their  domain.  In  addition, 
office  space  was  inadequate  for  two  busy 
men  to  function  efficiently.  The  new  man 
quickly  left  to  seek  a more  compatible  envi- 
ronment. This  example  points  out  the  need 
to  prepare  assisting  personnel  and  to  antici- 
pate adequate  facilities. 

Partnership  C was  made  up  of  three  busy 
orthopedic  surgeons.  These  men  were  so 
busy,  or  at  least  used  this  as  an  excuse,  that 
they  could  not  take  time  for  a business  meet- 
ing or  be  bothered  to  communicate  on  mat- 
ters pertaining  to  practice  management. 
As  a result,  small  areas  of  concern  began  to 
magnify  and  then  progress  to  an  unreconcil- 
able  state.  In  partnership,  communication  is 
the  wonder  drug  of  preventive  management 
technique  and  can  either  provide  satisfac- 
tion, in  itself,  or  bring  to  surface  a problem 
in  need  of  corrective  action.  The  business 
meeting  in  group  practice  serves  the  same 
purpose  as  a board  of  directors  or  executive 
meeting  in  a large  corporation.  The  pulse  of 
the  practice  must  be  periodically  checked, 
problems  discussed,  and  policy  formulated. 

In  conclusion  it  might  be  mentioned  that, 
as  a consultant,  I have  officiated  at  more 
partnership  divorces  than  marriages.  This 
might  indicate  a higher  incidence  of  elope- 
ment than  of  customary  engagement  period 
where  thought  is  given  to  partner  compati- 
bility, partnership  agreement,  and  arrange- 
ments for  future  life.  On  the  other  hand,  we 
recognize  that  some  spontaneous  marriages 
do  last;  and  the  prescribed  formula  offers 
no  guarantee.  The  reader  will  have  to  draw 
his  own  conclusions  as  to  which  is  prefer- 
able: the  odds  of  chance  or  the  possible 
soundness  of  forethought  and  planning. 

— Robert  C.  Bohlmann,  Dallas, 
Business  Consultant  to  Physicians, 
Dentists,  and  Clinics. 
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HOW  LONG? 


(Examples) 

Age  at 
beginning 
of  disability 


HOW  MUCH? 

These  are  basic  questions  when  considering  a 

Disability  Income  Insurance  Plan 


THE  TEXAS  MEDICAL  ASSOCIATION  "LONG-TERM"  GROUP  PLAN 

was  carefully  designed  to  provide  maximum  protection 
Examine  the  following  chart  carefully 


1 2 3 4 5 


Maximum 
amount  payable 
based  on  $1000. 
per  month  under 
plan  No.  1 

6 7 8 9 10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30 


Maximum  Years  Sickness  Benefit  Payable 


35 

36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

54 

55 

56 

57 

58 

59 

60 
61 
62 

63 

64 

65 

66 

67 

68 

69 

70 


~J  $360,000. 


$348,000. 


$336,000. 


$324,000. 


$312,000. 


$300,000. 


$288,000. 


$276,000. 


$264,000. 


$252,000. 


$240,000. 


$228,000. 


$216,000. 


$204,000. 


$192,000. 


'PtcU 


$180,000. 


$168,000. 


$156,000. 


$144,000. 


$132,000. 


$120,000. 


$108,000 


$96,000. 


$84,000 


$72,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 


$48,000. 


$36,000. 
$24,000. 


Lifetime  benefits  if  disability  is  due  to  ac- 
cident 

$5,000  Accidental  Death  Benefits 

Dismemberment  Benefits 

Waiver  of  premium  at  no  extra  cost 

All  disability  benefits  are  tax-free  dollars 

A proven  plan — Now  in  its  11th  year 

Low  Group  Rates 

Sponsored  and  approved  by  the  Texas 
Medical  Association 


This  is  the  only  disability  income  plan  sponsored  and  approved  by  the 
Texas  Medical  Association. 

Be  sure  this  is  the  plan  you  have,  or  purchase,  if  you  want  the  T.M.A.  plan. 


ADMINISTERED  BY 

Charles  O.  Finley  & Company 


1905  N.  LAMAR  BLVD. 


AUSTIN,  TEXAS 


UNDERWRITTEN  BY 


Lumbermens  Mutual  Casualty  Co. 

CHICAGO,  ILLINOIS 


J 
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ASSOCIATION  NEWS 


Public  Relations  Art,  Congressional  Issues 
To  Get  Focus  at  TMA  Conference  Sept.  30 


On  the  weekend  of  Sept.  29-Oct. 
1,  Texas  physicians  will  gather  in 
Austin  to  focus  attention  on  public 
affairs  and  public  relations  issues  of 
the  day.  What  the  physician  can  do 
to  maintain  a good  public  image  and 
what  is  happening  with  regard  to 
certain  medical  interest  legislation 
will  be  under  study  at  the  Texas 
Medical  Association  1967  Public  Re- 
lations Conference.  The  Conference 
will  be  held  at  the  TMA  Headquarters 
Building,  1801  N.  Lamar  Blvd. 

Five  Main  Speakers:  The  Conference 
program  will  be  highlighted  by  five 
principal  speakers:  Mr.  Philip  Lesly 
of  Chicago,  president  of  The  Philip 
Lesly  Company:  Dr.  Otis  D.  Wolfe 
of  Marshalltown,  Iowa,  past  presi- 
dent of  Iowa  Medical  Society;  the 
Hon.  George  Bush  of  Houston,  Rep- 
resentative, Seventh  Congressional 
District  of  Texas;  Dr.  Blair  J.  Hen- 
ningsgaard  of  Astoria,  Ore.,  chair- 
man of  the  Board  of  Directors,  Amer- 
ican Political  Action  Committee;  and 
Dr.  Dwight  L.  Wilbur  of  San  Francis- 
co, President-elect  of  the  American 
Medical  Association. 

The  first  speaker  of  the  Confer- 
ence will  be  Mr.  Philip  Lesly,  presi- 
dent of  his  own  public  relations 
counseling  firm  and  counsel  on  com- 
munications and  public  relations  to 
the  AMA.  Mr.  Lesly,  whose  interna- 
tional public  relations  firm  is  head- 
quartered in  Chicago,  will  speak  on 
“The  Complex  Art  of  Public  Rela- 
tions in  a Complex  Society.”  Besides 
serving  as  president  of  the  Philip 
Lesly  Company,  Mr.  Lesly  has  writ- 
ten several  books  on  public  rela- 
tions. His  latest  book,  Public  Rela- 
tions Handbook,  is  reportedly  the 
most  comprehensive  and  most  wide- 
ly used  book  in  the  field.  A third 


edition  was  issued  in  March  of  this 
year.  Previous  books  were  Public 
Relations:  Principles  and  Procedures, 
which  he  co-authored,  and  Public 
Relations  in  Action,  the  first  book  to 
relate  actual  case  studies  of  suc- 
cessful public  relations  programs. 

Mr.  Lesly  is  a charter  member  of 
the  Public  Relations  Society  of  Amer- 
ica, and  a member  of  the  American 
Academy  of  Political  and  Social  Sci- 
ence, Phi  Beta  Kappa,  the  Interna- 
tional Public  Relations  Association, 
and  is  listed  in  Who’s  Who  in 
America. 

The  second  Conference  speaker 
during  the  morning  session  will  be 
Dr.  Otis  D.  Wolfe,  past  president  of 
the  Iowa  Medical  Society.  This  oph- 
thalmologist in  Marshalltown,  Iowa, 
has  served  his  state  medical  society 
as  county  delegate,  chairman  of  the 
judicial  council,  and  member  of  the 
board  of  trustees  before  becoming 
president.  He  is  a graduate  of  the 
University  of  Iowa  College  of  Medi- 
cine. His  Conference  speech  topic 
will  be  “Medicine’s  Public  Relations 
Problems.” 

Speaking  to  the  Conference  on 
“Health  Care,  Taxes  and  Other  Is- 
sues Before  the  House  Ways  and 
Means  Committee  and  the  90th 
Congress”  will  be  the  Hon.  George 
Bush,  US  Congressional  Representa- 
tive from  the  Seventh  District  of 
Texas  and  a member  of  the  House 
of  Representatives  Ways  and  Means 
Committee. 

Representative  Bush  has  been  ac- 
tive in  public  service.  He  is  the 
1967  chairman  of  the  Texas  Heart 
Fund,  serves  on  the  boards  of  di- 
rectors of  Hedgecroft  Hospital  and 
Rehabilitation  Center  in  Houston  and 
the  Arthritis  Foundation  of  Houston, 


and  is  a former  executive  council 
member  of  the  Harris  County  war 
against  poverty  under  the  Economic 
Opportunity  Act.  He  also  has  served 
on  the  advisory  committee  to  aid  in 
the  selection  of  the  Hospital  Dis- 
trict Board  in  Houston,  and  is  a 
member  of  the  National  Advisory 
Council  for  the  Episcopal  Church 
Foundation. 

In  1956  Representative  Bush  was 
recognized  as  one  of  the  “Five  Out- 
standing Young  Men  of  Texas”  by 
the  Texas  Junior  Chamber  of  Com- 
merce. In  1951  he  helped  estab- 
lish Bush-Overbey  Oil  Development, 
Inc.,  and  later  formed  with  others 
the  Zapata  Petroleum  Corporation 
and  Zapata  Off-Shore  Company.  In 
1966  he  resigned  as  president  and 
chairman  of  the  board  of  the  latter 
company  to  run  for  the  House  of 
Representatives  and  was  elected  to 
his  present  Congressional  seat.  He 
had  been  Republican  candidate  for 
the  United  States  Senate  in  1964. 

Dr.  Blair  J.  Henningsgaard,  chair- 
man of  the  AMPAC  Board  of  Direc- 
tors, will  be  the  first  speaker  of  the 
closing  session  of  the  Conference. 
His  topic  will  be  “Medicine,  Politics, 
and  Public  Affairs.”  Dr.  Hennings- 
gaard has  been  active  in  the  AMA 
several  years,  serving  as  chairman 
of  reference  committees  and  as  a 
member  of  the  House  of  Delegates. 
He  has  served  the  Oregon  Medical 
Association  as  speaker  of  the  house 
of  delegates  (1957-60),  president 
(1961-62),  and  member  of  the 
Board  of  Trustees  (1951-65).  He 
has  been  secretary  and  president 
of  his  local  county  medical  society, 
that  of  Clatsop  County.  An  internist, 
he  is  a member  of  Alpha  Kappa 
Kappa  medical  fraternity. 
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The  final  Conference  speaker,  Dr. 
Dwight  L.  Wilbur,  will  address  the 
closing  session  on  “Medical  Man- 
power: The  Challenge  Ahead.”  Dr. 
Wilbur,  the  son  of  a former  presi- 
dent of  the  American  Medical  Asso- 
ciation, was  unanimously  chosen 
President-elect  of  the  AMA  at  the 
Association’s  annual  convention  in 
June.  An  internist  and  gastroenter- 
ologist, Dr.  Wilbur  is  chief  of  medical 
service  at  French  Hospital  in  San 
Francisco  and  is  on  the  staff  of 
several  other  area  hospitals. 

Dr.  Wilbur  is  chairman  of  the 
editorial  board  of  California  Medi- 
cine, the  journal  of  the  California 
Medical  Association.  He  has  also 
been  chairman  of  the  editorial 
board  of  Gastroenterology.  He  has 
served  on  the  AMA  Council  on  Med- 
ical Education  and  as  secretary, 
vice-chairman,  and  chairman  of  the 
Association’s  Section  on  Experimen- 
tal Medicine  and  Therapeutics,  and 
as  a member  of  the  AMA  Board  of 
Trustees.  Dr.  Wilbur  is  chairman  of 
the  Board  Committee  on  Health 
Manpower,  a commissioner  and 
chairman  of  the  AMA  commissioners 
to  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  and  was  a mem- 
ber of  the  Board's  study  committee 
on  Planning  and  Development  and 
of  the  Advisory  Committee  to  the 
Department  of  Health,  Education, 
and  Welfare.  He  is  a past  president 
of  the  American  Gastroenterological 
Association  and  of  the  American 
College  of  Physicians. 

Panel  Discussion  Groups:  Two  panel 
discussions  will  also  highlight  the 
program.  A morning  panel  will  dis- 
cuss “Public  Relations,  Community 
Action,  and  Public  Health”;  and  an 
afternoon  panel  will  cover  “Current 
Developments  from  TMA,  AMA,  and 
Washington.” 

The  panel  on  public  relations  will 
have  five  participants.  Dr.  Joseph 
T.  Ainsworth  of  Houston,  chairman 
of  the  TMA  Council  on  Public  Rela- 
tions and  Public  Service,  will  pre- 
side. Other  participants  and  their 
topics  of  discussion  are  Dr.  O.  E. 
Harper  of  Abilene,  member  of  TMA 
Council  on  Public  Relations  and  Pub- 
lic Service,  “Medicine’s  Best  PR 
Man — You!”;  Dr.  Sam  A.  Nixon  of 
Floresville,  chairman  of  TMA  Com- 
mittee on  Public  Health,  “Commun- 
ity Action  Campaign  Against  Vener- 
eal Disease";  Mrs.  Sue  Boe  of  Chi- 
cago, field  representative,  Commun- 
ity Organizations,  AMA,  “The  Medi- 
cal Society  as  an  Effective  Voice  in 
the  Community”;  and  Dr.  William 
F.  Ossenfort,  Jr.,  of  Houston,  chair- 
man of  Measles  Immunization  Pro- 


gram of  Harris  County  Medical  So- 
ciety, "Mass  Immunization  Against 
Measles.” 

The  second  panel  will  discuss 
some  current  public  affairs  issues 
that  affect  medicine.  Panel  partici- 
pants will  be  Dr.  Charles  Max  Coie 
of  Dallas,  Speaker  of  the  AMA  House 
of  Delegates,  moderator;  Dr.  James 
H.  Sammons  of  Baytown,  chairman 
of  the  TMA  Board  of  Councilors, 
“IRP  and  Direct  Billing”;  Dr.  Walter 
Walthall  of  San  Antonio,  immediate 
past  chairman  of  TMA  Board  of 
Councilors,  “Osteopathy,  Podiatry, 
and  Optometry”;  Dr.  Harvey  Renger 
of  Hallettsville,  chairman  of  TMA 
Delegation  to  the  AMA,  “Significant 
AMA  Actions,  1967,”;  and  Mr.  C. 
Lincoln  Williston  of  Austin,  Executive 
Secretary  of  TMA,  “New  Federal  Pro- 
grams of  Medical  Service;  Their  Ef- 
fects upon  the  Physician’s  Practice.” 

Orientation  Program:  An  Orientation 
Program  will  be  held  for  new  and 
transfer  TMA  members  during  the 
Conference.  This  program  will  also 
take  place  at  the  Headquarters 
Building. 

Orientation  program  speakers  and 
their  topics  will  be  Dr.  Elliott  Men- 
denhall of  Dallas,  vice-chairman  of 
the  TMA  Board  of  Trustees,  “An  Ac- 
counting of  Stewardship;  What  Hap- 
pens to  Your  Dues”;  Dr.  Dick  Cason 
of  Hillsboro,  secretary  of  the  TMA 
Board  of  Councilors,  “Medical  Eth- 
ics— Obligations  of  the  Physician  to 
His  Colleagues  and  to  the  Profes- 
sion”; Mr.  Donald  M.  Anderson  of 
Austin,  Assistant  Executive  Secre- 
tary of  TMA,  “Serving  the  Doctors 
of  Texas”;  and  Mr.  Philip  R.  Overton 
of  Austin,  general  counsel  to  TMA, 
“Legal  Aspects  of  Medicine;  Mal- 
practice— How  to  Avoid  It.” 

Other  Activities:  Physicians,  mem- 
bers of  the  Woman's  Auxiliary  to 
TMA,  and  guests  will  be  served  a 
luncheon  in  the  basement  of  the 
TMA  Headquarters  Building  immedi- 
ately following  the  morning  session 
of  the  Conference. 

Approximately  40  TMA  commit- 
tees, councils,  and  boards  will  meet 
at  various  times  and  places  through- 
out the  Conference  weekend.  The 
Executive  Board  will  meet  at  9:30 
a.m.  Sunday,  Oct.  1,  to  consider  and 
act  on  reports  from  committee  and 
council  meetings. 

Charles  0.  Finley  & Company  will 
sponsor  a hospitality  hour  at  the 
Colonnade  I Room  of  the  Commo- 
dore Perry  Hotel  at  5:30  p.m.  Fol- 
lowing the  hospitality  hour  at  6:45 
p.m.  bus  transportation  will  be  fur- 
nished to  The  University  of  Texas- 
Texas  Tech  football  game  at  Me- 


morial Stadium.  The  buses  will  also 
be  sponsored  by  Charles  O.  Finley  & 
Company.  The  football  game  begins 
at  7:30  p.m.  Tickets  are  $5  and 
may  be  purchased  from  TMA. 

TMA  will  also  provide  bus  trans- 
portation from  the  downtown  hotels 
to  the  Conference  in  the  morning  on 
Saturday  and  back  to  the  hotels  at 
the  conclusion  of  the  Conference. 

Physicians  should  write  to  one  of 
the  following  facilities  to  make  reser- 
vations for  overnight  accommoda- 
tions: Stephen  F.  Austin  Hotel,  Com- 
modore Perry  Hotel,  Crest  Motor  Inn, 
Driskill  Hotel,  Gondolier  Motor  Hotel, 
Terrace  Motor  Hotel,  and  Villa  Capri 
Motor  Hotel.  Rooms  have  been  re- 
served at  these  facilities  for  physi- 
cians attending  the  Conference. 

COMMUNITY  HEALTH 
TO  BE  STRESSED  OCT.  15-21 

The  fifth  annual  national  observ- 
ance of  Community  Health  Week 
will  take  place  Oct.  15-21. 

Primary  objectives  of  Community 
Health  Week  are  (1)  to  stimulate 
greater  public  awareness  and  appre- 
ciation of  the  wealth  of  health  fa- 
cilities and  services  which  are  avail- 
able at  the  community  level  and  (2) 
to  stress  the  health  progress  and 
medical  advances  which  have  been 
made  locally  through  the  joint  efforts 
of  all  members  of  the  community 
health  team. 

The  AMA’s  1 9 6 7 Community 
Health  Week  kit,  now  being  devel- 
oped, will  be  concentrated  on  three 
timely  themes — health  education  on 
venereal  disease;  rewarding  career 
opportunities  in  medicine  and  allied 
fields;  and  further  education  informa- 
tion on  immunization,  particularly 
that  on  measles.  If  local  needs  re- 
quire a different  theme,  the  AMA 
headquarters  staff  will  provide  the 
county  medical  society  in  question 
with  fact  sheets,  lists  of  available 
educational  materials  or  other  in- 
formation that  can  be  of  use  in  de- 
veloping programs  on  these  other 
subjects. 

Previously,  kits  were  routinely 
sent  to  all  medical  societies.  This 
year,  however,  kits  will  be  mailed 
only  on  request.  Kits  may  be  ordered 
by  county  medical  society  officers 
from  the  AMA  Program  Service  De- 
partment, 535  N.  Dearborn  St.,  Chi- 
cago 60610. 

The  Texas  Medical  Association, 
through  its  Council  on  Public  Rela- 
tions and  Public  Service,  is  encour- 
aging all  county  medical  societies  to 
participate  in  this  program. 
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Be  on  hand  for  the  action! 
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September  30,  1 

967  • TMA  Headquarters  • Austin 

8:30  a.m.  REGISTRATION  AND  COFFEE 


OPENING  SESSION 
SAM  THOMPSON  ROOM 


CLOSING  SESSION 
SAM  THOMPSON  ROOM 


9:00  a.m.  CALL  TO  ORDER  AND  WELCOME 

HOWARD  R.  DUDGEON,  JR.,  M.D.,  Waco 
President 

Texas  Medical  Association 


Presiding: 

G.  V.  BRINDLEY,  JR.,  M.D.,  Temple 

President-Elect 

Texas  Medical  Association 


9:15  a.m.  THE  COMPLEX  ART  OF  PUBLIC  RELATIONS 
IN  A COMPLEX  SOCIETY 

PHILIP  LESLY,  Chicago 
President 

The  Philip  Lesly  Company 

9:45  a.m.  MEDICINE’S  PUBLIC  RELATIONS  PROBLEMS 

OTIS  D.  WOLFE,  M.D.,  Marshalltown,  Iowa 

Past  President 

Iowa  Medical  Society 

10:15  a.m.  HEALTH  CARE.  TAXES.  AND  OTHER  ISSUES 
BEFORE  THE  HOUSE  WAYS  AND  MEANS 
COMMITTEE  AND  THE  90 TH  CONGRESS 

HON.  GEORGE  BUSH,  Houston 

Representative.  United  States  Congress 
7th  District  of  Texas 

10:45  a.m.  COFFEE  BREAK 


1 1 :00  a.m.  MORNING  PANEL  SESSION:  PUBLIC 

RELATIONS.  COMMUNITY  ACTION.  AND 
PUBLIC  HEALTH:  LIBRARY  STACK  AREA 


11:00  a.m.  ORIENTATION  PROGRAM: 
SAM  THOMPSON  ROOM 


1:30  p.m.  PANEL  SESSION:  CURRENT  DEVELOPMENTS 
FROM  TMA,  AMA,  AND  WASHINGTON: 

SAM  THOMPSON  ROOM 


3:15  p.m.  MEDICINE.  POLITICS,  AND  PUBLIC  AFFAIRS 

BLAIR  J.  HENNINGSGAARD,  M.D.,  Astoria, 
Oregon 

Chairman.  Board  of  Directors 

American  Medical  Political  Action  Committee 

3:45  p.m.  MEDICAL  MANPOWER;  THE  CHALLENGE 
AHEAD 

DWIGHT  L.  WILBUR,  M.D.,  San  Francisco 

President-Elect 

American  Medical  Association 

4:15  p.m.  ADJOURNMENT 

EVENING  ENTERTAINMENT 

5:30  p.m.  HOSPITALITY  HOUR 

Charles  O.  Finley  & Company,  Host 
Colonnade  Room,  Commodore  Perry  Hotjl 

6:45  p.m.  CHARTERED  BUSES  LEAVE  FOR 
MEMORIAL  STADIUM 

Brazos  Street  Entrance,  Commodore  Perry  Hotel 
Courtesy  of  Charles  O.  Finley  & Company 

7:30  p.m.  SOUTHWEST  CONFERENCE  FOOTBALL 

Texas  vs.  Texas  Tech 
Memorial  Stadium 


(For  program  schedules  of  Panel  Sessions 
and  Orientation  Program,  turn  the  page..) 


PANEL  SESSIONS 

Saturday,  September  30,  1967 
Headquarters  Building 
TEXAS  MEDICAL  ASSOCIATION 
Austin,  Texas 

MORNING  PANEL 
LIBRARY  STACK  AREA 

:00  a.m.  PANEL:  PUBLIC  RELATIONS,  COMMUNITY 
ACTION,  AND  PUBLIC  HEALTH 

Presiding: 

JOSEPH  T.  AINSWORTH,  M.D.,  Houston 

Chairman 

Council  on  Public  Relations  and  Public  Service 
Texas  Medical  Association 

1.  MEDICINE’S  BEST  PR  MAN— YOU! 

0.  E.  HARPER,  M.D.,  Abilene 

Council  on  Public  Relations  and  Public  Service 
Texas  Medical  Association 

2.  COMMUNITY  ACTION  CAMPAIGN 
AGAINST  VENEREAL  DISEASE 

SAM  A.  NIXON,  M.D.,  Floresville 

Chairman 

Committee  on  Public  Health 
Texas  Medical  Association 

3.  THE  MEDICAL  SOCIETY  AS  AN 
EFFECTIVE  VOICE  IN  THE  COMMUNITY 

MRS.  SUE  BOE,  Chicago 

Field  Representative 
Community  Organizations 
American  Medical  Association 

4.  MASS  IMMUNIZATION  AGAINST 
MEASLES 

WILLIAM  F.  OSSENFORT,  M.D.,  Houston 

Chairman,  Measles  Immunization  Program 
Harris  County  Medical  Society 

QUESTION  AND  ANSWER  SESSION 

AFTERNOON  PANEL 
SAM  THOMPSON  ROOM 

:30  p.m.  PANEL  SESSION:  CURRENT  DEVELOPMENTS 
FROM  TMA,  AMA,  AND  WASHINGTON 

Presiding: 

CHARLES  MAX  COLE,  M.D.,  Dallas 

Spea\er,  House  of  Delegates 
Texas  Medical  Association 

1.  IRP  AND  DIRECT  BILLING 

JAMES  H.  SAMMONS,  M.D.,  Baytown 

Chairman,  Board  of  Councilors 
Texas  Medical  Association 

2.  OSTEOPATHY,  PODIATRY  AND 
OPTOMETRY 

WALTER  WALTHALL,  M.D.,  San  Antonio 

Immediate  Past  Chairman, 

Board  of  Councilors 
Texas  Medical  Association 

3.  SIGNIFICANT  AMA  ACTIONS.  1 967 

HARVEY  RENGER,  M.D.,  Hallettsville 

Chairman,  Delegate  to 
American  Medical  Association 
Texas  Medical  Association 

4.  NEW  FEDERAL  PROGRAMS  OF  MEDICAL 
SERVICE:  THEIR  EFFECTS  UPON  THE 
PHYSICIAN’S  PRACTICE 

C.  LINCOLN  WILLISTON,  Austin 

Executive  Secretary 
Texas  Medical  Association 


ORIENTATION  PROGRAM 


Saturday,  September  30,  1967 
Headquarters  Building 
TEXAS  MEDICAL  ASSOCIATION 
Austin,  Texas 

MORNING  SESSION 
SAM  THOMPSON  ROOM 

Presiding: 

WENDELL  H.  HAMRICK,  M.D.,  Houston 

Vice-Spea\er,  House  of  Delegates 
Texas  Medical  Association 

11:00  a.m.  AN  ACCOUNTING  OF  STEWARDSHIP: 
WHAT  HAPPENS  TO  YOUR  DUES 

■ ELLIOTT  MENDENHALL,  M.D.,  Dallas 

Vice-Chairman,  Board  of  Trustees 
Texas  Medical  Association 

11:20  a.m.  MEDICAL  ETHICS— OBLIGATIONS  OF  THE 
PHYSICIAN  TO  HIS  COLLEAGUES  AND  TO 
THE  PROFESSION 

DICK  CASON,  M.D.,  Hillsboro 

Secretary,  Board  of  Councilors 
Texas  Medical  Association 

1 1 :40  a.m.  SERVING  THE  DOCTORS  OF  TEXAS 

DONALD  M.  ANDERSON,  LL.B.,  Austin 

Assistant  Executive  Secretary 
Te%as  Medical  Association 

QUESTION  AND  ANSWER  SESSION 

Noon  LUNCHEON— BASEMENT 

Catering  by  Walter  Jetton,  Fort  Worth 
Compliments  of  the  Texas  Medical  Association 

AFTERNOON  SESSION 
SAM  THOMPSON  ROOM 

1:00  p.m.  LEGAL  ASPECTS  OF  MEDICINE: 

MALPRACTICE— HOW  TO  AVOID  IT 

SAM  V.  STONE,  JR.,  LL.B.,  Austin 

Office  of  the  General  Counsel 
Texas  Medical  Association 
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this  issue:  smog.smaze  orsmust 


Smog,  smaze  or  smust.effects  of  air 
pollution  on  upper  respiratory  tract 


Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen.1,2 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.1 


presence  of  various  materials  polluting  the  air  might 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high 
city,”  in  December  1965  was  accompanied  by  respi 
ratory  infection  that  doubled  normal  absentee  rates 
in  schools,  factories  and  city  government.10 

While  air  pollution  is  only  one  factor,  it  has  become 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only1 
by  the  Denver  occurrence,  but  also  by  detailed  study2’ 
of  respiratory  illness  in  a small  group  of  313  men 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.3 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology4 has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.5 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,2  pulmonary  emphysema,6 
bronchial  asthma,7  pneumonitis  and  lung  cancer.8 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,9  although  it  is  conceivable  that  the 


[from  October  1962  to  May  1963  when  there  were 
1202  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
| creased  concentration  of  both  smoke  and  sulphur 
dioxide  in  the  atmosphere  of  the  district  in  which 
the  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
those  who  have  colds,  exposure  to  extreme  changes 
of  temperature,  allergy  and  bacterial  infection. 
However,  when  low  individual  resistance  due  to 
lack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
anced diet,  previous  illness  and  emotional  stress  are 
included  as  causes,  we  enter  the  realm  of  somewhat 
obscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

the  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
common  cold,  are  the  same  regardless  of  the  causa- 
tive factor.  Swelling  of  the  lining  of  the  nose,  the 
scratchy  dry  throat,  the  discharge  from  the  nose  at 
first  watery  then  thicker,  discolored  and  more  tena- 
cious, the  eyes  tearing,  and  frequent  sneezing  are 
all  part  of  the  Number  1 human  ailment.  Concur- 
rent or  residual  sinusitis  when  mucus  is  trapped 
there,  middle  ear  involvement  due  to  interference 
with  drainage,  laryngitis  and  bronchitis  are  compli- 
cations of  the  common  cold.  The  primary  interfer- 
ence is  with  a most  important  function  of  the  nose— 
the  cleansing  of  foreign  matter  in  the  first  line  of 
"air  defense”  to  prevent  it  from  entering  the  breath- 
ing tract. 

However,  the  diagnosis  and  subsequent  decision  on 
how  to  treat  the  patient  so  affected  rests  basically  on 
the  relief  of  symptoms  that  cause  him  the  misery. 
The  stuffed,  runny  nose,  the  clogged  ears,  and  the 
harsh  dry  cough  — all  the  symptoms  that  make  com- 
mon cold  sufferers  feel  miserable  and  interfere  with 
their  sleep— can  be  alleviated  with  medications  of 
the  oral  nasal  decongestant/antihistamine  combina- 
tion type.  The  burning  sensation  in  the  throat,  sore- 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  colds 


Triaminic*  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfortto  your  little  patients  withTriaminic 
Syrup.  You  may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

( Advertisement ) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

(Concluded  on  following  page ) 


Mt  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,"  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.10  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.12 

Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 

1 he  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 


Teferences  1.  Anderson,  R.  J Air  Pollution  Respiratory  Disease 
and  the  NTA,  W.  Virg.  M.  J„  60:332,  1964.  2.  Angel,’ j.  H.  Fletcher,  C M 
w L ° o a"d  Tmker’  C-  M-  Respiratory  Illness  in  Factory  and  Office 
P°rwkerrS’  Bnt;  ' Dls;  Ch«t,  59:66,  1965.  3.  Waste  Disposal  Problems 
’ urief  Municipal  Pr0blems'  8:218’  1966  4-  McKee'  J'  quoted  by 

iqGfifiUnSMvnrTat,Hr°me'Flght  Against  Smog’  Chicag0  Tribune,  Sept. 
7 m I(!  Force  Revives  Concem  on  Air  Pollution,  Med.  Trib. 

n PA  i!  966'  6'  Flaxman’  N Pulmonary  Emphysema,  Med.  Trial 
Tech  Quart.  1960  Annual,  p.  221.  7.  Heimann,  H.  Air  Pollution  and  Respi- 
atory  Disease,  Ann.  Allergy  21:396,  1963.  8.  Flaxman,  N.  Pneumonitis 
and  Lung  Cancer,  Med.  Trial  Tech.  Quart.  1965  Annual,  p.  185.  9.  Flax- 
Tuberculosis,  Occupation  and  Trauma,  Med.  Trial  Tech 
Quart.  1959  Annual,  p.  237.  10.  Hill,  G.  U.S.  War  at  Home- Fight  Against 

Spniln  !nngt°  n 6’  1966‘  1L  Spicer’  W-  S’  Jr-  Relation  of 

r rP«i  *1 1 t0  Dlsease-  Arch  Environ.  Health,  9:600,  1964.  12.  Henderson, 
u.  r.  What  You  Can  Do  To  Combat  Air  Pollution,  Parents’  Mag.  41:76,  1966 


How  can  he 
be  a sport 
with  a 


runny 
nose? 


For  summer  allergies,  summer 
colds, or  nasal  congestiondueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 

tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 

cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


During  the  year  1966-67,  a Texas  Medical  Association  Com- 
mittee on  Abortion  studied  the  matter  of  therapeutic  abortion 
extensively  and  brought  a recommendation  to  the  House  of  Dele- 
gates at  the  Dallas  meeting  in  May  of  1967.  The  delegates  debated 
the  matter  heatedly  and  voted  that  the  recommendation  of  the 
committee  not  be  accepted  and  that  the  incoming  President  of  the 
TMA  appoint  a new  committee  to  study  the  matter  further. 

At  the  Annual  Convention  of  the  American  Medical  Associa- 
tion in  Atlantic  City,  N.J.,  in  June,  the  Committee  on  Human 
Reproduction  of  the  AJVIA  recommended  the  following: 

"...  the  American  Medical  Association  is  opposed  to  induced  abor- 
tion except  when:  (1)  There  is  documented  medical  evidence  that 
continuance  of  the  pregnancy  may  threaten  the  health  or  life  of 
the  mother,  or  (2)  There  is  documented  medical  evidence  that  the 
infant  may  be  born  with  incapacitating  physical  deformity  or 
mental  deficiency,  or  (3)  There  is  documented  medical  evidence 
that  continuance  of  a pregnancy,  resulting  from  legally  estab- 
lished statutory  or  forcible  rape  or  incest  may  constitute  a 
threat  to  the  mental  or  physical  health  of  the  patient;  (4)  Two 
other  physicians  chosen  because  of  their  recognized  profession- 
al competence  have  examined  the  patient  and  have  concurred  in 
writing;  and  (5)  The  procedure  is  performed  in  a hospital  ac- 
credited by  the  Joint  Commission  on  Accreditation  of  Hospitals. 

"It  is  to  be  considered  consistent  with  the  principles  of 
ethics  of  the  American  Medical  Association  for  physicians  to 
provide  medical  information  to  state  Legislatures  in  their  con- 
sideration of  revision  and/or  the  development  of  new  legisla- 
tion regarding  therapeutic  abortion." 

The  above  recommendations  were  subsequently  passed  by  the 
AMA  House  of  Delegates. 

As  directed  by  the  TMA  House  of  Delegates,  I have  appointed 
a committee  of  nine  doctors  from  representative  areas  of  the 
state  to  study  the  matter  of  therapeutic  abortion.  Appointed  to 
the  new  special  Committee  on  Abortion  were  Drs.  H.  W.  Savage  of 
Fort  Worth,  chairman  ; Van  D.  Goodall  of  Clifton  ; Hiram  P.  Arnold 
and  C.  Forrest  Jorns , both  of  Houston  ; C.  E.  Oswalt , Jr.  , of  Fort 
Stockton  ; Edgar  W.  Santa  Cruz  of  San  Antonio  ; R.  D.  Rice  of  Tyler, 
Gray  Carpenter  of  El  Paso;  and  James  T.  Downs,  III,  of  Dallas. 
These  physicians  will  give  this  matter  their  careful  attention 
and  will  report  to  the  TMA  House  of  Delegates  in  May  of  1968. 

Sincerely, 
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FOOD  PRESERVATION 
WITH  IONIZING 
RADIATION 


C.  L.  DUNHAM,  M.D. 

Review  Article:  Ionizing  radiation  offers 
another  means  of  preventing  food  spoil- 
age and  thereby  making  the  most  of 
available  supplies.  Some  foods  already 
are  being  treated  in  this  way.  Problems 
still  remain  in  many  facets  of  work  to- 
ward safe  and  effective  use  of  ionizing 
radiation  to  preserve  food,  but  it  holds 
much  promise  for  the  future. 

FOR  CENTURIES,  man  has  recognized  the  desirability, 
and  often  the  necessity,  of  preserving  part  of  his  food 
supply  for  future  use.  The  requirement  for  food  pres- 
ervation and  conservation  becomes  even  more  ap- 
parent when  we  consider  the  number  of  people  in  the 
world  today  who  are  suffering  from  malnutrition,  and 
when  we  recall  that  it  has  been  estimated  that  the 
population  of  the  world  will  probably  double  between 
the  year  1960  and  the  year  2000.  It  is  also  evident 
that  we  must  not  depend  entirely  on  the  known  meth- 
ods of  food  preservation,  but  that  we  must  contin- 
ually strive  to  improve  these  methods  and  to  develop 
new  methods  which  can  result  in  qualitative  and/or 
quantitative  extension  of  our  food  supply. 

Any  method  of  food  preservation  aims  at  control  or 
elimination  of  one  or  more  of  the  causes  of  food 
spoilage:  action  of  microorganisms,  action  of  en- 
zymes, chemical  changes  such  as  oxidation,  physical 
changes  such  as  dehydration,  biological  changes  such 
as  sprouting;  and  damage  from  insects,  rodents,  and 
other  pests.1 

Methods  currently  used  to  control  these  causes  of 
spoilage  include:  canning,  pasteurization,  cooling, 
freezing,  dehydrating,  pickling,  fermentation,  chemical 
additives,  and  pest  control. i 

Food  spoilage  may  result  from  a single  cause  or 
from  a combination  of  two  or  more;  likewise,  food  can 
be  preserved  by  a single  method  or  by  a combination 
of  methods. 


Ionizing  radiation  is  another  means  of  preserving 
food.  It  has  shown  great  promise  in  destroying  micro- 
organisms, preventing  sprouting,  and  destroying  in- 
sects and  parasites  (and  their  ova)  which  may  be 
present  in  foods.  It  is  not  without  its  shortcomings 
however.  High  doses  of  radiation  may  cause  undesir- 
able changes  in  flavor,  color,  and  even  texture.  Foods 
preserved  by  irradiation  must  still  be  protected  from 
bacterial  contamination  and  insect  infestation  subse- 
quent to  treatment,  and  must  also  be  protected  (by 
other  means)  from  oxidation,  dehydration,  and  the  ef- 
fects of  enzymes. 

Possible  commercial  applications  of  radiation  in 
food  preservation  include2’3  (1)  control  of  sprouting 
in  tuberous  foods  such  as  potatoes  and  onions;  (2) 
control  of  insect  infestation  in  foods  such  as  grains 
and  of  parasite  infestation  in  foods  such  as  meat, 
fish,  and  fruit;  (3)  pasteurization  to  reduce  the  popu- 
lation of  spoilage  microorganisms  and  thereby  extend 
shelf  life  of  foods  while  they  are  handled  in  the  same 
manner  as  untreated  foods;  (4)  sterilization  to  destroy 
all  microorganisms  capable  of  causing  spoilage,  yield- 
ing a commercially  sterile  product  which  is  shelf- 
stable  when  packaged  so  as  to  protect  it  from  subse- 
quent recontamination;  (5)  disinfection  or  destruction 
of  specific  microorganisms  such  as  Salmonella  in 
eggs,  whose  presence  constitutes  a public  health  haz- 
ard; and  (6)  product  improvement,  for  example,  ten- 
derizing certain  vegetables,  facilitating  their  reconsti- 
tution from  the  dehydrated  state. 

Research  on  the  effects  of  radiation  in  killing  micro- 
organisms was  initiated  in  the  1930's4  and  was  ac- 
tually the  subject  of  a French  patent  issued  in  1930. 5 
As  early  as  1943,  the  late  Professor  Bernard  E.  Proc- 
tor of  the  Department  of  Nutrition  and  Food  Science 
at  Massachusetts  Institute  of  Technology  studied  the 
effects  of  x-rays  on  hamburgers  Since  that  time,  a 
vast  amount  of  research  money  and  effort  has  been 
expended  towards  developing  the  technique  of  pre- 
serving food  by  using  ionizing  radiation.  The  United 
States  government  first  entered  the  food  irradiation 
field  in  1953. 7 The  US  Army  Quartermaster  Corps  ini- 
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tiated  a food  irradiation  program  aimed  at  taking  ad- 
vantage of  the  potential  logistical  advantage  which 
would  be  afforded  by  foods  which  could  be  stored  for 
long  periods  without  refrigeration  and  still  maintain 
the  general  characteristics  of  “fresh”  items. 

Army  and  AEC  Programs:  In  1960,  the  Atomic  Energy 
Commission  actively  entered  the  food  irradiation  field 
when  it  assumed  responsibility  for  the  low-dose  (pas- 
teurization) portion  of  the  program.  The  Army  main- 
tained its  responsibility  for  the  high-dose  (steriliza- 
tion) portion  of  the  program. 

The  objectives  of  the  two  portions  of  the  overall 
program  are  as  follows: 

Army:  (1)  To  eliminate  or  greatly  reduce  current  re- 
frigeration requirements;  (2)  To  introduce  irradiated 
food  items  closely  resembling  fresh  items  into  garrison 
and  combat  rations  where  appropriate;  and  (3)  To 
develop  flexible,  lightweight  containers  for  irradiated 
food  items  to  gain  further  logistical  advantage. 

Atomic  Energy  Commission:  (1)  To  develop  radia- 
tion-pasteurization techniques  which  will  significantly 
extend  the  fresh  shelf-life  of  foods  such  as  fruits  and 
marine  products,  with  reductions  in  spoilage  and  ex- 
tension of  marketing  times;  (2)  To  establish  the  whole- 
someness and  safety  for  consumption  for  selected 
low-dose  irradiated  food  items;  and  (3)  To  develop 
prototype  commercial  food  irradiation  facilities.  Within 
the  AEC,  the  Division  of  Isotopes  Development  is 
charged  with  the  development  and  technology  of  ra- 
diation-pasteurized foods,  and  the  Division  of  Biol- 
ogy and  Medicine  is  charged  with  wholesomeness, 
pathogenic  microbiology,  and  certain  biochemical  as- 
pects. 

The  foods  of  primary  interest  in  the  Army’s  steriliza- 
tion program  have  been  bacon  (approved  by  FDA  in 
1963),  ham  (petition  for  approval  before  FDA  at  pres- 
ent), and  a number  of  packaging  materials  (approved 
by  FDA  in  1964-1965).  The  Army  plans  future  peti- 
tions for  approval  of  treated  chicken,  pork,  beef, 
shrimp,  hamburger,  corned  beef,  turkey,  frankfurters, 
pork  sausage  and  a number  of  similar  items.9 


The  AEC,  in  its  low-dose  program,  has  been  primar- 
ily interested  in  certain  fish  fillets,  oranges,  soft-shell 
clams,  bananas  (to  delay  ripening),  white  potatoes  for 
sprout  inhibition  (approved  in  1964),  and  a number 
of  other  fruits  and  vegetables. 

Both  the  AEC  and  the  Army  have  been  concerned 
with,  or  have  been  joint  petitioners  to  the  FDA  for  ap- 
proval of,  low-dose  irradiated  wheat  and  wheat  prod- 
ucts for  insect  deinfestation  (approved  in  1963  and 
1964). 

FDA  Requirements  for  Wholesomeness:  Under  the 
Delaney  Amendment  to  the  US  Food,  Drug  and  Cos- 
metic Act,  irradiation  is  categorized  with  “food  addi- 
tives,” and  foods  so  treated  are  considered  to  be 
“adulterated”  unless  the  processing  was  accom- 
plished in  accordance  with  a regulation  issued  by  the 
Food  and  Drug  Administration.10  A petition  request- 
ing that  such  a regulation  be  issued  must  be  submit- 
ted to  the  FDA  for  each  specific  food  item  and  for 
each  treatment  (dose  level  and  source)  for  the  given 
food.  In  the  petition,  proof  must  be  given  that  the 
process  does  result  in  a “beneficial  effect”  and  that 
foods  so  treated  are  “wholesome”  and  safe  for  con- 
sumption by  the  general  public.  In  considering 
“wholesomeness,”  five  general  areas  are  involved:8 
(1)  effect  on  nutritive  value;  (2)  possible  induction  of 
carcinogenic  substances  by  irradiation;  (3)  induction 
of  other  toxic  substances  by  irradiation;  (4)  micro- 
biology, in  terms  of  destruction  of  microorganisms  by 
irradiation;  and  (5)  introduction  or  induction  of  radio- 
active substances  from  or  by  the  radiation  source. 

Nutritive  Value:  The  effect  of  irradiation  on  the  various 
nutrients  of  foods  has  caused  no  little  concern.  At 
sterilization  doses,  the  rate  (but  not  the  amount)  of 
absorption  of  lipids  is  decreased.  There  is  some  al- 
teration of  proteins.  In  regard  to  vitamins,  ascorbic 
acid  and  thiamine  are  the  most  radiation-labile,  and 
the  extent  of  their  destruction  shows  a linear  relation- 
ship with  the  total  dose  applied.  There  is  also  some 
effect  on  the  fat-soluble  vitamins  E and  K.  At  any  ra- 
diation dose  level,  vitamin  losses  are  no  more  severe, 
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however,  than  at  comparable  levels  of  heat  process- 
ing. In  radiation-pasteurized  foods,  vitamin  losses 
are  practically  nil  except  for  slight  losses  of  thiamine 
and  ascorbic  acid.  These  losses  are  not  considered  to 
be  of  nutritional  significance.11- 12 

Carcinogenicity  and  Toxicity:  The  Army  Medical  Ser- 
vice has  sponsored  or  conducted  extensive  studies 
pertaining  to  the  presence  of  toxic  or  carcinogenic  ma- 
terials in  irradiated  foods.  These  studies  have  involved 
both  short-term  (8-13  weeks)  and  long-term  (two 
years)  feeding  trials  involving  hundreds  of  dogs  and 
mice,  several  thousand  rats,  and  a number  of  mon- 
keys. The  long-term  studies  on  rats  extended  over  a 
two-year  period  so  that  several  generations  could  be 
observed  and  examined.  The  long-term  tests  included 
21  items  selected  as  being  representative  of  the 
American  diet  and  they  were  fed  at  a level  of  35  per- 
cent of  the  total  intake  of  dry  solids.  No  evidence  of 
either  toxic  or  carcinogenic  materials  was  found.9 

Parameters  evaluated  in  these  studies  included  re- 
production, lactation,  longevity,  and  early  genetic  ef- 
fects as  well  as  the  usual  measurements  of  growth  or 
maintenance  of  weight,  food  efficiency  and  consump- 
tion, incidence  of  various  diseases,  and  laboratory 
signs  of  toxicity  as  revealed  by  hematologic  and  renal 
function  tests,  enzyme  studies,  blood  chemistry,  and 
by  pathology  (both  gross  and  microscopic). 

In  some  cases,  where  a close  relationship  can  be 
demonstrated  between  one  food  and  another  food 
previously  subjected  to  long-term  studies,  FDA  has 
permitted  extrapolation  of  data  from  the  long-term 
studies  to  the  food  to  be  considered.  When  such  a re- 
lationship cannot  be  demonstrated,  chronic  toxicity 
studies  of  two  years'  duration  and  utilizing  at  least 
two  species  of  test  animals  (one  not  a rodent)  have 
been  required.  All  toxicological  evaluations  are  con- 
ducted in  strict  accord  with  protocols  which  have 
been  reviewed  and  approved  by  FDA. 

Microbiology:  Microbiology  of  irradiated  foods  is  not  a 
major  problem  when  sterilizing  doses  are  used.  In 
fact,  the  main  concern  is  with  physical  and  chemical 
changes  resulting  from  the  high  dose  levels  necessary 
to  produce  sterility.  When  pasteurizing  doses  are 
used,  however,  we  have  a totally  different  situation. 
These  low  doses,  below  1 million  roentgens,  result 
not  in  sterility  of  the  product,  but  only  in  a reduction 
in  the  number  of  microorganisms  present.  Different 
species  of  microorganisms  have  different  levels  of 
sensitivity  to  radiation,  and  it  follows  that  at  any  giv- 
en dose,  the  effectiveness  will  be  greater  in  some 
species  than  in  others.  This  results  in  a change  in 


the  total  flora  present,  and  could  conceivably  lead  to 
further  problems.  The  real  point  of  concern  is  with 
products  such  as  fish,  where  pasteurizing  doses 
might  destroy  practically  all  of  the  spoilage  micro- 
organisms present  while  having  only  a slight  destruc- 
tive effect  on  some  of  the  more  radio-resistant  dis- 
ease-producing microorganisms  (such  as  spores  of 
Clostridium  botulinum).  This  could  result  in  out- 
growths of  the  harmful  organisms  while  the  spoilage 
organisms  were  present  at  levels  too  low  to  produce 
sufficient  change  in  the  product  to  prevent  its  con- 
sumption. These  problems  are  current  subjects  of 
considerable  discussion  and  research  sponsored  by 
the  AEC.9 

Radioactivity:  In  much  of  the  early  work  with  irradiat- 
ed foods,  spent  fuel-rods  were  used  as  a source  of 
radiation.  They  were  unsatisfactory,  however,  due  to 
the  production  of  low  levels  of  induced  radiation  in 
some  foods,  as  well  as  to  problems  with  dosimetry 
and  source  design.  These  sources  were  replaced  in 
the  1950  s by  cobalt  60.  No  measurable  increase  in 
radioactivity  has  been  produced  with  gamma  rays, 
roentgen  rays,  or  with  electrons  having  energy  levels 
below  10  mevjs  Kraybill9  has  reported  that  foods 
treated  with  24  mev.  electrons  would  yield  a total  ra- 
diation exposure  of  only  0.26  millirads  per  year  and 
that  this  would  be  only  about  0.2  percent  of  natural 
radioactivity  or  about  5 percent  of  fallout  radioactiv- 
ity. Regardless  of  these  comparatively  low  levels,  it 
is  doubtful  that  clearances  for  use  of  electrons  with 
energy  levels  greater  than  10  mev.  for  processing 
foods  will  be  issued  in  the  foreseeable  future. 

Other  Biological  Problems:  As  is  usually  true  in  the 
development  of  any  new  process  or  processing  meth- 
od, new  and  unanticipated  problems  arise.  Two  such 
problems  in  regard  to  food  irradiation  have  been  the 
so-called  radiomimetic  effects  and  the  concern  over 
possible  biological  effects  brought  about  by  the  ra- 
diolysis products  of  certain  sugars. 

The  concept  of  radiomimetic  effects  or  stored 
energy,  first  advanced  in  1960,  holds  that  the  energy 
within  a system  is  changed  when  it  is  irradiated,  and 
that  when  released,  this  energy  may  have  action  sim- 
ilar to  radiation.7  Some  investigators  contend  that  the 
release  of  this  stored  energy  within  a biological  sys- 
tem could  result  in  effects  similar  to  direct  irradiation 
of  the  cells  of  the  second  system.  Some  chromosomal 
changes  have  been  noted  in  plant  tissues  cultured 
on  irradiated  barley,  potatoes,  and  fruit  juices. 
Changes  in  leucocyte  counts  have  also  been  reported 
in  rats  fed  on  these  materials.  These  specific  find- 
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ings  were  made  using  materials  immediately  after  they 
had  been  irradiated,  and  there  are  no  reports  as  to 
whether  the  effect  disappears  after  storage.  It  is  pos- 
sible, maybe  even  likely,  that  the  effects  may  be  due 
to  radicals  such  as  hydroperoxides.  The  long-term 
animal  feeding  studies  conducted  by  the  Army  have 
revealed  no  such  problems,  but  it  is  also  possible 
that  these  studies  may  lack  sufficient  sophistication 
to  elaborate  cytological  or  chromosomal  changes.7 

A group  at  Cornell  University14  reported  inhibition 
of  cell  division  in  carrot  cells  grown  on  sugar-contain- 
ing media  which  had  received  high  doses  (0.5  to  4.0 
megarads)  of  radiation.  A stimulating  effect  had  been 
noted  when  the  media  received  lower  radiation  doses 
(0.02  to  0.5  megarads).  An  increased  mutation  rate 
has  been  reported  when  Drosophila  have  been  grown 
on  media  containing  irradiated  glucose,1316  but  oth- 
er workers  have  reported  contradictory  findings.17- 18 
A decreased  rate  of  mitosis  and  an  increased  rate  of 
chromosome  fragmentation  have  been  reported  when 
irradiated  sucrose  solutions  were  added  to  in  vitro 
cultures  of  human  leucocytes.19  These  findings  are  of 
considerable  scientific  interest,  but  before  the  ra- 
diolysis products  could  exert  their  effect  on  the  germ 
cells  of  animals  or  humans  consuming  irradiated 
foods,  they  would  have  to  survive  the  effects  of  diges- 
tive enzymes,  be  absorbed  through  the  gut  wall,  and 
survive  the  detoxification  and  excretory  processes 
normally  active  in  mammalian  systems.  Needless  to 
say,  definitive  answers  are  not  yet  available  and  ad- 
ditional research  is  in  progress. 

Potential  Public  Health  Benefits:  Salmonellae,  enteric 
pathogens  of  much  public  health  significance,  are 
among  the  most  radiation-sensitive  pathogens  found 
in  foods.  In  most  foods,  they  can  be  completely  in- 
activated by  radiation  doses  as  low  as  0.5  to  0.7 
megarads. 

Radiation  doses  of  only  12  to  18  kilorads  have 
been  found  to  sterilize  the  adult  female  Trichina  in 
treated  pork,  thereby  breaking  the  life  cycle  and  af- 
fording another  means  of  reducing  the  incidence  of 
trichinosis.7 

In  Australia,  irradiating  baled  goat  hair  at  a mini- 
mum dosage  of  2 megarads  completely  inactivated 
the  spores  of  Bacillus  anthracis.20 

Finally,  public  health  benefits  result  whenever 
waste  of  the  extant  food  supply  is  reduced  by  control 
of  sprouting,  destruction  of  insects,  and  increasing 
the  shelf-life  of  highly  perishable  food. 

Future  Outlook:  Much  progress  has  been  made  to- 


ward attaining  the  goals  of  the  Army  and  AEC  pro- 
grams in  food  irradiation.  Some  technological  prob- 
lems still  exist,  as  do  a number  of  problems  regard- 
ing wholesomeness.  These  problems  will  not  be  solved 
overnight;  on  the  other  hand,  none  is  likely  to  be  in- 
surmountable. The  need  to  stretch  our  present  re- 
sources to  fight  the  war  on  hunger  demands  that 
every  available  method  be  used  to  its  maximum 
capability.  There  can  be  little  question  that  radiation 
will  play  an  increasingly  important  role. 
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OMINOUS  ARRHYTHMIAS 

FOLLOWING 

MYOCARDIAL  INFARCTION 


A.  D.  DENNISON,  JR.,  M.D. 

Review  Article:  Cardiac  arrhythmias  re- 
quire careful  management  based  on 
thorough  understanding  of  their  under- 
lying causes.  Today,  some  1,500  Ameri- 
cans will  die  from  myocardial  infarction, 
and  the  disease  will  strike  perhaps  7,000 
others.  In  many  cases  arrhythmias  will 
develop,  and  the  patient’s  survival  will 
depend  upon  prompt  recognition  and 
proper  treatment. 

TEN  YEARS  AGO  the  moon  was  an  inspiration  to 
poets  and  an  opportunity  for  lovers.  Ten  years  from 
now  it  will  be  just  another  airport.”  So  writes  Em- 
manuel G.  Mesthene  in  The  Public  Speakers  Treasure 
Chest.  If  someone  had  mentioned  a coronary  care 
unit  ten  years  ago  we  would  have  given  an  embar- 
rassed and  blank  stare.  Ten  years  from  now  it  will  be 
the  accepted,  smooth  running,  sophisticated  part  of 
an  ever  burgeoning  and  mushrooming  scientific  in- 
stitution. 

A little  over  25  years  ago,  a brave  man  in  Boston 
dared  to  put  a few  sutures  around  a patent  ductus 
arteriosus.  A few  years  later,  many  of  us  were  pro- 
jected out  of  medical  school  into  a world  where  ulti- 
mately surgeons  presume  to  enter  any  chamber  of 
the  heart.  Many  of  us  had  to  either  forget  it  or  get 
with  it.  We  had  to  learn  the  clinical  profile  of  a num- 
ber of  types  of  congenital  heart  disease,  the  language 
of  cardiac  hemodynamics,  and  a new  jargon  of  car- 
diac auscultation.  It  may  be  that  the  burden  of  per- 
petual education,  years  of  training  and  other  esoteric 
problems  are  some  of  the  reasons  we  find  a drop  in 
medical  school  applications.  Get  with  it  or  fall  behind. 

Now  we  have  been  thrust  into  a new  adventure — 
the  intensive  coronary  care  unit,  the  intelligent  man- 
agement of  cardiac  arrhythmias,  judicious  steps  in 


cardiac  resuscitation,  and  new  thoughts  in  the  total 
therapeutic  program  for  the  unfortunate  person  with 
acute  necrosis  of  the  myocardium. 

On  a sunny  morning,  Aug.  6,  1945,  120,000  people 
were  killed  or  later  died  of  injuries  from  the  A-bomb 
at  Hiroshima.  This  is  a shocking  number,  but  each 
year  coronary  artery  disease  kills  more  than  150,000 
Americans  less  than  65  years  of  age.  Each  day,  7,000 
to  10,000  people  sustain  an  acute  myocardial  infarc- 
tion in  the  United  States.  More  than  1,500  deaths 
occur  daily  from  this  one  cause.  These  are  incredible 
numbers  and  unlike  those  of  any  other  disease.  Can 
we,  as  members  of  a massive  humanitarian  army, 
neglect  an  understanding  of  the  arrhythmias  which 
threaten  these  people? 

Myocardial  infarction  represents  an  ideal  state  for 
the  development  of  cardiac  arrhythmias.  Some  of  the 
contributory  factors  are  (1)  myocardial  injury,  (2) 
anoxia  due  to  impairment  of  coronary  blood  flow,  (3) 
release  of  potassium  from  the  injured  cells,  (4)  hemo- 
dynamic changes  resulting  from  impaired  myocardial 
contraction,  and  (5)  increase  in  epinephrine  and  nore- 
pinephrine. 

Arrhythmias  in  acute  myocardial  infarction  are 
much  more  common  than  we  previously  suspected. 
J.  F.  Spann,  Jr.,  and  associates,  D.  G.  Julian  and  co- 
workers, and  E.  L.  Rothfeld  and  colleagues  have 
shown  an  incidence  as  high  as  73  percent.  Day’s  fig- 
ures from  an  analysis  obtained  from  new  recording 
equipment  indicated  a computation  of  71  percent 
with  ventricular  arrhythmias  present  in  60  percent. 
Thus  we  have  three  major  enemies  to  combat  in  the 
recently  assaulted  heart — cardiac  arrhythmias  (in- 
cluding cardiac  arrest),  cardiac  decompensation,  and 
cardiogenic  shock. 

It  is  in  the  areas  of  cardiac  resuscitation,  espe- 
cially in  the  prevention  and  management  of  arrhy- 
thmias, that  modern  cardiologic  developments  permit 
the  maximal  impact  on  mortality,  provided  that  prompt 
recognition  and  intelligent  and  aggressive  treatment 
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are  skillfully  applied.  Medical  advances  in  the  control 
of  decompensation  in  this  situation  and  especially  in 
cardiogenic  shock  have  been  less  dramatic.  It  is 
known  that  arrhythmic  catastrophes  occur  in  the  first 
week. 

Arrhythmias  and  Their  Treatment:  Sinus  Tachycardia: 
Persistent  tachycardia  with  a ventricular  rate  over  100 
often  represents  a grave  prognostic  sign.  I have  been 
impressed  through  the  years  with  its  accuracy.  The 
patient  with  a fast  sinus  rate  often  dies,  the  elevated 
rate  may  reflect  severe  and  extensive  myocardial  ne- 
crosis with  associated  shock,  failure,  or  fever  (or  any 
combination  of  these)  all  secondary  to  the  initial 
widespread  disorder.  The  elevated  rate  may  be  due 
to  overt  or  covert  decompensation.  But  the  decom- 
pensation is  basically  due  to  the  quantitatively  de- 
stroyed myocardial  tissue.  The  mortality  rate  in  these 
patients  is  generally  twice  that  of  the  overall  mor- 
tality. 

Atrial  Arrhythmias:  These  are  more  likely  to  occur 
with  coronary  occlusive  episodes  which  cause  ische- 
mia or  infarction  of  the  sinus  node  and  the  atrioven- 
tricular node.  In  general,  most  arrhythmias  occurring 
during  acute  myocardial  infarction  are  treated  just  as 
they  are  when  infarction  is  not  present.  We  may 
taper  dosage;  we  may  also  be  administering  oxygen 
and  providing  other  general  therapeutic  measures, 
such  as  a vasopressor  ensconced  within  5 percent 
dextrose  and  water  running  intravenously.  Otherwise, 
the  magic  is  basic.  But  how  much  less  frightening  is 
the  whole  experience  of  managing  these  problems 
now,  with  the  monitor-pacemaker  and  defibrillator 
close  by! 

1.  Atrial  Premature  Beats:  Usually  no  dynamic 
treatment  is  required,  but  sedation  or  quinidine  may 
be  helpful.  When  administering  quinidine  in  one  of  its 
various  forms  such  as  Cardioquin,  sulfate,  or  glu- 
conate, one  should  observe  the  blood  pressure  rather 
closely.  This  drug  is  a myocardial  depressant,  and 
may  cause  arterial  hypotension  with  unfortunate 


and  undesirable  reduction  in  coronary  blood  flow. 

2.  Atrial  Fibrillation:  This  occurs  in  about  13  per- 
cent of  cases.  It  is  related  to  sinus  node  involvement. 
Some  years  ago,  one  of  the  faculty  of  Cornell  Univer- 
sity Medical  School,  in  an  effort  to  simplify  drug  ther- 
apy of  the  various  arrhythmias,  made  this  dogmatic 
statement:  “Just  remember  that  one  drug,  only  one, 
is  your  first  choice,  your  best  agent,  perhaps  your 
safest  agent  in  the  treatment  of  major  atrial 
arrhythmias — atrial  tachycardia,  atrial  flutter  and  atrial 
fibrillation.  That  drug  is  digitalis." 

The  medication  selected,  the  dosage  employed,  and 
the  route  of  administration  are  based  on  the  urgency 
of  the  situation  as  determined  by  the  clinical  profile. 
Rapid  rhythms  jeopardize  coronary  perfusion  and 
lessen  the  assaulted  and  insulted  heart  muscles’ 
chance  of  recovery  because  they  produce  more  dam- 
age, more  likelihood  of  shock,  more  proneness  to  de- 
compensation. Atrial  fibrillation  is  frequently  asso- 
ciated with  atrial  infarction  and  usually  disappears  as 
the  infarction  heals. 

In  general,  I like  the  rapidly  excreted  preparations 
in  this  situation,  namely,  Cedilanid-D  or  Lanoxin.  An 
old  drug  is  coming  back  into  therapeutic  use,  and  that 
is  ouabain.  With  these  agents,  one  can  correct  over- 
digitalization more  quickly.  As  for  dosage,  I recall  the 
axiom  promulgated  by  Dr.  Harry  Gold,  also  of  Cornell 
University  Medical  School.  He  recommended  a 10-15 
percent  reduction  in  the  total  dose  of  digitalis  given 
to  the  patient  with  myocardial  infarction.  We  must 
realize  that  the  ischemic  and  infarcted  myocardium 
demonstrates  increased  sensitivity  to  this  type  of 
medication.  Also  digitalis  increases  the  sensitivity  of 
the  carotid  sinus.  I can  support  the  use  of  quinidine 
in  the  prevention  of  recurrences.  As  for  its  employ- 
ment in  the  treatment  of  these  three  major  atrial 
arrhythmias,  I can  envision  little  need.  The  major  con- 
cern is  to  slow  the  cardiac  rate  and  support  the 
myocardium. 

One  makes  such  a statement  about  quinidine  in 
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this  specific  problem  with  full  respect  for  antiquity 
and  the  distinguished  Dutch  cardiologist,  K.  B. 
Wenckebach.  It  was  in  1912  that  Dr.  Wenckebach  was 
told  by  a patient,  a merchant  from  the  Dutch  East 
Indies,  that  when  he  took  quinine  for  a general  tonic 
he  had  less  trouble  with  atrial  fibrillation  than  other 
times.  The  patient  was  able  to  demonstrate  this  to 
Wenckebach’s  satisfaction.  Later,  Wenckebach  and 
W.  Frey  investigated  the  effect  on  the  heart  of  the 
various  salts  derived  from  the  cinchona  bark,  and 
found  that  quinidine  sulfate  was  the  most  valuable  in 
converting  atrial  fibrillation  into  normal  rhythm. 

(I  might  add  an  interesting  historical  note  about 
Dr.  Wenckebach:  While  examining  a patient,  he  dis- 
covered a peculiar  arrhythmia.  He  remained  bent 
over  the  patient,  listening  intently,  for  such  a long 
time  that  the  patient  thought  Wenckebach  had  fallen 
asleep.  Would  that  in  this  mad,  frenzied,  frantic, 
frenetic  pace  at  which  we  practice  medicine  there 
were  enough  time  to  examine  just  one  patient  thor- 
oughly and  properly.) 

3.  Supraventricular  Tachycardia:  This  is  seldom  as- 
sociated with  acute  myocardial  infarction.  In  Hughes 
W.  Day’s  continuous  tape  recordings  of  56  subjects 
with  acute  myocardial  infarction,  he  observed  only 
two  cases  of  this  rhythm  disturbance.  Also  in  this 
group  there  was  one  case  of  atrial  flutter  and  nine 
cases  of  atrial  fibrillation.  This  corresponds  well  with 
the  experience  of  others.  Recently,  one  of  our  resi- 
dents was  called  to  see  a female  patient  of  mine  on 
the  intensive  care  unit.  She  had  a rapid  rhythm  dis- 
turbance. By  monitor,  by  the  direct  writing  electro- 
cardiographic machine,  by  doubling  the  paper  speed 
and  voltage  in  V-l,  the  rhythm  proved  to  be  a supra- 
ventricular tachycardia.  When  the  resident  reported 
this,  I recalled  its  rarity  in  the  infarcted  myocardium, 
and  conjured  up  in  my  mind  an  atrial  infarction  until 
he  exploded  the  balloon  by  gleaning  from  the  patient 
that  she  had  been  having  similar  experiences  through 
the  years.  She  did  not,  incidentally,  have  the  Wolff- 
Parkinson-White  syndrome  or  the  Levine-Ganong- 
Lown  syndrome,  reported  more  commonly  in  the  fe- 
male. An  injection  of  Demerol  terminated  her  allo- 
rhythmia  promptly  and  digitalization  was  not  nec- 
essary. 

4.  Atrial  Flutter:  This  is  rarely  associated  with  acute 
myocardial  infarction,  usually  occurs  in  the  presence 
of  pre-existent  organic  heart  disease,  and  rapid  digi- 


talization is  the  approach  of  choice.  Once  the  ven- 
tricular rate  has  been  controlled  by  digitalis  and 
spontaneous  reversion  to  normal  sinus  rhythm  fails 
to  occur,  quinidine  may  be  used. 

Ventricular  Arrhythmias:  These  dangerous  problems 
should  be  treated  with  respect.  Ventricular  arrhyth- 
mias were  observed  in  60  percent  of  Day’s  56  cases 
monitored  by  continuous  tape. 

1.  Ventricular  Premature  Beats:  Dr.  Bernard  Lown 
recorded  this  phenomenon  in  71  percent  of  his  cases. 
The  occasional  occurrence  of  ventricular  premature 
beats  is  well  tolerated  by  patients  with  myocardial  in- 
farction. But  over  six  per  minute  requires  suppressive 
therapy.  In  our  unit,  we  have  urged  suppressive  ther- 
apy if  these  four  features  occur:  bigeminy,  multiform 
or  multifocal  ventricular  premature  beats,  more  than 
six  occurring  a minute,  or  the  R/T  phenomenon, 
which  is  described  in  the  next  paragraph.  One  can 
use  Dilantin,  quinidine,  or  procaine  amide  (Pronestyl). 
Dilantin  has  been  found  to  reduce  ventricular  ectopic 
activity  following  acute  myocardial  injury  caused  by 
coronary  artery  ligation  (Samuel  Bellet).  It  is  not 
strongly  antiarrhythmic,  but  can  be  employed  in 
mild  cases.  The  next  drug  of  choice  is  quinidine.  I 
have  preferred  Cardioquin  (quinidine  polygalacturo- 
nate)  because  it  produces  less  gastrointestinal  irri- 
tation than  other  forms.  It  may  also  produce  more 
prolonged  blood  quinidine  levels,  but  this  has  been 
disputed.  Finally,  for  those  who  cannot  tolerate  quini- 
dine, Pronestyl  is  available.  The  dosage  is  250-500 
mg.  orally  four  times  a day. 

The  ominous  significance  of  ventricular  ectopic 
beats  is  that  such  stimulation  of  the  ventricles  may 
occur  early  in  diastole,  in  the  so-called  vulnerable  pe- 
riod (or  in  the  supernormal  recovery  phase),  in  the 
repolarization  period  of  the  ventricle.  It  may  even- 
tually trigger  ventricular  paroxysmal  tachycardia  and, 
seconds  later,  ventricular  fibrillation.  When  we  speak 
of  an  R/T  phenomenon  we  are  referring  to  a ventricu- 
lar premature  beat  that  fires  off  on  the  peak  or  down- 
stroke  of  the  preceding  normal  beat’s  T wave.  This 
pattern  requires  immediate  attention. 

2.  Ventricular  Paroxysmal  Tachycardia:  The  porten- 
tous nature  of  such  a disturbance  in  rhythm  has  been 
adequately  documented.  Cardiac  rate  alone  is  not  en- 
tirely responsible  for  the  complete  deterioration  of 
blood  pressure  and  cardiac  output.  In  Day’s  study. 
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ventricular  tachycardia  was  preceded  by  ventricular 
bigeminy  in  55  percent  of  the  cases  documented  as 
having  this  unpropitious  disturbance  of  rhythm.  In 
comparison  with  a large  number  of  patients  who  have 
coronary  heart  disease,  the  proportion  of  those  with 
ventricular  tachycardia  is  relatively  small.  It  is  always 
a serious  complication,  and  usually  occurs  in  the  pres- 
ence of  a massive  infarction  and  in  association  with 
shock. 

Why  is  ventricular  paroxysmal  tachycardia  benign 
in  one  case,  without  a terrific  drop  in  blood  pressure 
and  cardiac  output,  and  malignant  in  another,  re- 
quiring immediate  attention  and  vasopressor  drugs. 
It  has  been  theorized  by  H.  Gold  and  Eliot  Corday  that 
the  reason  for  the  variation  in  hemodynamics  might 
lie  in  the  different  location  of  the  ectopic  focus.  If  the 
focus  is  near  the  base  of  the  heart,  the  blood  will  first 
be  propelled  toward  the  apex  and  then  be  shuttled 
back  into  the  outflow  tract.  This  is  inefficient  and  it 
has  been  postulated  that  the  outflow  tract  may  be 
constricted  by  the  time  the  blood  is  shuttled  back 
into  it  and  this  will  throttle  the  cardiac  output.  The 
benign  type  originates  near  the  apex  and  the  hemo- 
dynamics are  little  disturbed  except  for  the  rapid  rate 
when  the  heart  has  inadequate  time  to  fill.  There  is 
no  doubt  that  we  see  two  types  of  ventricular  paroxys- 
mal tachycardia — benign  and  malignant.  One  allows 
a little  time  for  reflection  and  planning.  The  other  de- 
mands immediate  heroic  therapeutic  action: 

a.  The  arterial  pressure  should  be  maintained, 
when  necessary,  by  vasopressors  such  as  Aramine, 
Levophed  or  Isuprel.  If  an  infusion  has  not  been  run- 
ning, one  should  be  started  immediately,  as  many 
uses  may  be  made  of  this  indwelling  intravenous 
needle.  The  restoration  of  systemic  blood  pressure 
often  converts  ventricular  tachycardia.  But  the  blood 
pressure  must  be  carefully  monitored  and  controlled 
when  these  vasopressor  drugs  are  employed,  because 
extremely  high  blood  pressure  levels  can  induce  ven- 
tricular fibrillation.  The  critical  systolic  figure  is  160. 
From  40-60  percent  of  paroxysms  of  ventricular 
paroxysmal  tachycardia  convert  spontaneously  when 
the  blood  pressure  is  restored.  Presumably  this  is 
brought  about  through  better  coronary  artery  perfu- 
sion and  lessening  of  myocardial  ischemia  and  ir- 
ritability. 

b.  Lidocaine  (Xylocaine)  is  greatly  in  vogue.  It  can 


be  given  as  a single  bolus  for  ventricular  paroxysmal 
tachycardia  or  as  a prolonged  intravenous  drip  to  sup- 
press ventricular  ectopic  beats.  This  drug  should  be 
available  in  every  critical  area  of  the  hospital,  espe- 
cially in  the  coronary  care  unit.  It  is  preferred  over 
procaine  amide  chiefly  because  it  does  not  produce 
the  hypotension  which  commonly  follows  the  intra- 
venous administration  of  procaine  amide.  It  is  less 
depressing  to  the  myocardium  with  relatively  much 
less  depression  and  slowing  of  the  action  of  the 
sinoatrial  node.  The  peak  blood  levels  decrease  rapid- 
ly; 100  mg.  may  be  given  intravenously  and  repeated 
at  15  to  20  minute  intervals.  The  maximum  total 
dose  has  not  been  firmly  established  in  a large  series 
of  patients,  but  500  mg.  has  been  administered  in 
one  hour  without  toxic  effects.  Electrocardiographic 
monitoring  is  mandatory. 

c.  Intravenous  procaine  amide,  50-200  mg.  per  min- 
ute up  to  a total  of  2 gm.,  may  be  necessary.  Moni- 
toring of  the  electrocardiographic  pattern  and  the 
blood  pressure  are  a necessity. 

Some  of  the  most  frightening  experiences  of  my 
career  have  been  in  the  management  of  this  danger- 
ous and  prognostically  unsafe  allorhythmia.  I recall 
one  man  with  the  benign  type,  associated  with  coro- 
nary artery  disease,  who  sustained  this  unfortunate 
rhythm  for  ten  days.  It  finally  reverted  to  normal  sinus 
rhythm  on  the  fifth  day  of  the  Sokolow  regimen,  which 
employs  quinidine  sulfate  every  two  hours  for  five 
doses,  increasing  the  individual  dose  each  day. 

d.  Quinidine  restores  normal  rhythm  when  admin- 
istered orally,  intramuscularly  or  intravenously.  The 
latter  route  is  rarely  necessary. 

e.  Direct  current  countershock  cardioversion  is  em- 
ployed if  the  tachycardia  does  not  instantly  yield  to 
lidocaine.  Usually  the  rhythm  converts  immediately 
to  normal  sinus  rhythm  after  an  initial  shock  of  200- 
400  watt-seconds  or  joules.  It  is  vital,  however,  to  ad- 
minister procaine  amide  or  quinidine  before  the  elec- 
tric countershock  in  order  to  prevent  the  recurrence 
of  ventricular  tachycardia. 

3.  Ventricular  Fibrillation  and  Reflex  Ventricular 
Standstill:  The  skillful  treatment  of  these  two  grave 
problems  requires  considerable  sophistication,  and 
must  be  promulgated  to  topflight  members  of  the 
nursing  staff. 

Heart  Block:  First-degree  atrioventricular  heart  block 
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manifests  itself  by  prolongation  of  the  P-R  interval  as 
observed  on  the  monitor,  on  the  standard  electrocar- 
diographic tracing,  or  clinically.  Clinically,  one  notes 
what  has  traditionally  been  called  Levine’s  sign,  which 
is  a diminished  first  tone.  This  requires  observation 
but  no  treatment.  There  are  some  people  who  may 
have  bradycardia  possibly  caused  by  drugs  and  hy- 
poxia. Atropine  sulfate  may  be  administered  for  these 
bradycrotic  problems. 

The  mortality  increases  sharply  in  second-degree 
and  third-degree  (complete)  atrioventricular  block.  In 
such  cases,  we  insert  a temporary  transvenous  cathe- 
ter pacemaker.  There  are  two  types  of  second-degree 
block.  In  the  Wenckebach  type,  the  P-R  interval  be- 
comes progressively  longer  until  a dropped  beat  en- 
sues. In  the  Mobitz  type,  the  P-R  interval  is  fixed 
and  a dropped  beat  ensues  without  warning.  The 
Mobitz  type  of  block  denotes  a more  serious  prog- 
nosis because  of  the  frequent  subsequent  develop- 
ment of  a complete  heart  block  and  Adams-Stokes 
syndrome. 

In  second-degree  heart  block,  pacemakers  are  fre- 
quently implanted  and  left  in  place,  but  not  turned 
on.  Second-degree  block  may  first  appear  at  the  onset 
of  myocardial  infarction  and  be  followed  shortly  there- 
after by  complete  heart  block.  Complete  heart  block 
is  usually  associated  with  acute  diaphragmatic  myo- 
cardial infarction  due  to  occlusion  of  the  right  coro- 
nary artery  which,  in  90  percent  of  hearts,  supplies 
the  atrioventricular  node  and  the  bundle  of  His 
through  its  ramus  septi  fibrosi.  The  artery  arises  dis- 
tal to  the  site  of  the  occlusion  of  its  parent  artery  and 
thus  the  atrioventricular  node  is  likely  to  suffer  at 
least  ischemia  and  possibly  necrosis. 

Complete  heart  block  with  acute  myocardial  in- 
farction almost  always  regresses  in  a week  or  two  if 
the  patient  survives  the  infarct,  and  this  indicates 
that  the  responsible  lesion  in  the  atrioventricular  node 
and  bundle  is  one  of  reversible  ischemia  rather  than 
irreversible  destructive  necrosis.  If  the  complete  heart 
block  is  associated  with  a diaphragmatic  (inferior)  in- 
farct, a supraventricular  type  of  QRS  in  the  electro- 
cardiographic tracing  with  a rate  over  40  per  minute 
is  noted.  In  this  situation  the  outlook  is  relatively  fa- 
vorable and  Adams-Stokes  syndrome  is  unlikely. 


If  complete  heart  block  is  associated  with  anterior 
myocardial  infarction,  septal  involvement  and  bilateral 
bundle  branch  block  occur,  QRS  is  usually  widened, 
the  ventricular  rate  is  less  than  40  per  minute  and 
the  outlook  is  ominous.  Adams-Stokes  attacks  are 
more  likely  in  this  entity,  and  the  future  is  unpre- 
dictable. 

Various  therapeutic  approaches  are  employed  in 
complete  heart  block,  but  with  increased  sophistica- 
tion and  experience  we  are  depending  more  on  the 
pacemaker.  One  may  try  atropine  sulfate,  0.6  mg. 
(H),  or  oral  prednisone,  15  mg.  four  times  daily  for 
48  hours,  or  2 mg.  of  Isuprel  in  1,000  cc.  of  5 per- 
cent dextrose  in  water  given  intravenously.  We  prefer 
a bipolar  catheter  electrode  inserted  transvenously 
into  the  right  ventricle  through  the  external  jugular 
or  brachial  vein.  By  means  of  a portable  external  elec- 
tric pacemaker,  a regular  stimulation  of  2-5  volts  at  a 
rate  of  60-70  per  minute  serves  to  capture  ventricular 
excitation.  This  is  continued  until  the  heart  block  dis- 
appears, usually  by  the  end  of  the  first  week,  if  the 
patient  survives. 

Conclusion:  The  late  Dr.  Albert  Schweitzer  composed 
a small  book,  ‘'The  Teaching  of  Reverence  for  Life.” 
This  is  a superbly  beautiful  book  in  the  loftiness  of  its 
ethics.  Are  we  not,  in  every  sound  and  solid  advance 
in  medicine,  expressing  a reverence  for  human  life? 
At  times  it  doesn’t  seem  easy.  There  are  so  many  bar- 
riers to  progress — often  the  peccadilloes  of  other 
humans.  Schweitzer  ends  one  chapter  with  these 
words  of  advice:  “Those  who  vow  to  do  good  should 
not  expect  people  to  clear  the  stones  from  their  paths 
on  this  account.  They  must  expect  the  contrary;  that 
others  will  roll  great  boulders  down  upon  them.  Such 
obstacles  can  be  overcome  only  by  the  kind  of 
strength  gained  in  the  very  struggle.  Those  who 
merely  resent  obstacles  will  waste  whatever  force  they 
have.”  The  coronary  care  unit,  in  its  very  essence, 
demonstrates  reverence  for  life. 

Dr.  Dennison,  1815  North  Capitol  Avenue,  Indianapo- 
lis, Ind.  46202. 

Bibliography  available  from  the  author  on  request. 
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“ When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 
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ANNOUNCING 

THE  37th  ANNUAL  FALL  CONFERENCE  — OKLAHOMA  CITY  CLINICAL  SOCIETY 
October  2,  3,  4,  1967  — SHERATON-OKLAHOMA  HOTEL 
Oklahoma  City,  Oklahoma 


DISTINGUISHED  GUEST  LECTURERS 

BOBBY  RAY  ALFORD,  M.D.  (Otolaryngology)  Houston,  Texas 
MURRAY  L.  BOWEN,  M.D.  (Psychiatry)  Washington,  D.C. 

ELLIOT  F.  ELLIS,  M.D.  (Pediatrics)  Denver,  Colorado 

JAMES  S.  KRIEGER,  M.D.  (Gynecology)  Cleveland,  Ohio 

KENNETH  P.  MATHEWS,  M.D.  (Medicine)  Ann  Arbor,  Michigan 

E.  ERIC  MUIRHEAD,  M.D.  (Pathology)  Memphis,  Tennessee 

J.  FRED  MULLINS,  M.D.  (Dermatology)  Galveston,  Texas 

ROBERT  L.  SCHMITZ,  M.D.  (Surgery)  Chicago,  Illinois 

NELS  M.  STRANDJORD,  M.D.  (Radiology)  Chicago,  Illinois 

OSCAR  SUGAR,  M.D.  (Neurosurgery)  Chicago,  Illinois 

OSCAR  A.  THORUP,  JR.,  M.D.  (Medicine)  Tucson,  Arizona 

RICHARD  C.  TROUTMAN,  M.D.  (Ophthalmology)  New  York  City,  N.  Y. 

GEORGE  D.  WILBANKS,  JR.,  M.D.  (Obstetrics)  Durham,  N.  C. 


DAILY  GENERAL  ASSEMBLIES  "WHAT'S  NEW  AND  WHAT'S  SYMPOSIUM-  "IMMUNOLOGY" 

SPECIALTY  LECTURES  USABLE  OF  WHAT'S  NEW"  ROUNDTABLE  LUNCHEONS 

COMMERCIAL  EXHIBITS  Faculty  of  O.U.  Medical  Center  DINNER  MEETINGS 

Registration  Fee  of  $25.00  covers  all  features  including  Luncheons  and  Banquet 

ACCEPTABLE  FOR  30  HOURS  PRESCRI BED  CREDIT  by  For  Further  Information,  write: 

the  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  Executive  Secretary,  Oklahoma  City  Clinical  Society 

2809  Northwest  Expressway,  Oklahoma  City,  Okla. 

PLAN  TO  ATTEND  THE  MARYLAND-O.U.  FOOTBALL  GAME  — SATURDAY,  SEPT.  30,  NORMAN,  OKLA. 


The 
Children’s 
Division 
of  The 
Menninger  Clinic 


The  new  Children's  Hospital  provides  residential  treat- 
ment for  emotionally  disturbed  children  from  the  age  of 
5 through  early  adolescence.  Located  on  a 25-acre 
campus  are  the  Bonnie  Phillips  Residence  for  the  ad- 
mission of  30  boys  and  girls  from  5 to  12  years  old  and 
girls  12  to  16,  the  Chris  Luhnow  Residence  for  boys  12  to 
16,  and  Southard  School  which  provides  classrooms, 
tutoring  rooms,  arts  and  crafts,  music,  the  home  arts, 
manual  arts,  a library,  and  a gymnasium. 

Outpatient  consultations,  evaluation,  and  treatment 
are  provided  for  children  to  age  18. 


2 Southard  Place 
Box  829 

Topeka,  Kansas  66601 


64 


TEXAS  MEDICINE 


BEDSIDE  CLUES 
TO  THE  DIAGNOSIS 
OF  HEART  FAILURE 


A.  D.  DENNISON,  JR.,  M.D. 

Clinical  Medicine:  Today’s  physician  has 
incredibly  sophisticated  tests  and  tools 
to  help  him,  yet  he  often  must  rely  upon 
the  ones  he  can  use  at  his  patient’s  bed- 
side. Here,  his  five  senses  and  knowl- 
edge of  physiologic  signs  of  illness  are 
his  best  aids  to  diagnosis. 

IN  1966,  Martin  L.  Gross  presented  his  book,  The 
Doctors,  to  the  American  public.  This  is  a penetrating 
analysis  of  the  American  physician  and  his  practice 
of  medicine.  In  discussing  our  medical  colleges.  Gross 
points  out  that  “the  older,  now  virtually  extinct  Pro- 
fessor of  Medicine  was  most  at  home  with  his  stu- 
dents at  the  hospital  patient’s  bedside,  imparting  his 
diagnostic  acumen.”  He  continues,  "Today’s  profes- 
sor is  more  apt  to  be  scurrying  back  and  forth  to  his 
laboratory,  or  to  be  involved  in  the  preparation  of  a 
paper,  or  delivering  it  to  an  out  of  town  symposium.’’1 

After  three  years  of  research  into  our  frailties  and 
foibles,  Gross  expressed  his  admiration  for  the  Os- 
lerian  method  of  teaching  at  Johns  Hopkins  Hospital, 
where  Osier  would  go  to  the  patient’s  bedside  with  his 
students  to  impart  the  practice  of  scientific  medicine. 

We  are  in  an  era  of  medicine  in  which  the  gadget, 
the  computer,  the  x-ray,  the  cardiac  catheter,  the 
angiogram,  the  enzymatic  determinations,  and  the 
isotope  detection  have  crowded  into  the  background 
the  astute  clinician  who,  by  employing  his  five  senses 
coupled  with  deductive  reasoning,  arrived  at  marve- 
lous diagnostic  conclusions.  The  fun  and  challenge  of 
medicine  is  at  the  bedside.  Yet,  in  the  flurry  of  meet- 
ings, the  red  tape  of  bureaucratic  and  administrative 
demands,  the  doctor  is  fighting  a losing  battle  to  be 
a true  clinician.  It  is  with  this  apology  that  I dare 
embark  on  a presentation  which  I hope  will  take  us 
back  to  the  patient  as  he  lies  on  his  bed  looking  to 
his  physician  for  "the  laying-on-of-hands.”  In  more 


than  20  years  of  practice  in  cardiology,  a number  of 
bedside  clues  have  become  most  helpful  to  me  in  the 
diagnosis  of  cardiac  decompensation. 

General:  Trepopnea:  Few  residents,  interns,  and  medi- 
cal students  know  the  meaning  of  the  term  trepopnea, 
which  is  applied  when  dyspnea  occurs  in  one  recum- 
bent position  but  is  absent  in  another.  It  usually  starts 
only  after  the  patient  has  been  in  such  a position 
for  ten  seconds  to  two  minutes.  Some  patients  may 
even  complain  of  inability  to  sleep  on  a particular 
side  because  of  shortness  of  breath,  which  does  not 
trouble  them  when  sleeping  on  the  other  side.  Trepop- 
nea probably  results  from  greater  pulmonary  en- 
gorgement in  the  first  position  than  in  the  second, 
with  the  left  side  seeming  to  cause  more  trouble  than 
the  right.  When  the  patient  is  asked  to  roll  over  on 
the  left  side  for  auscultation  of  the  right  lung  base 
and  a check  for  sacral  edema,  one  can  note  the  in- 
crease in  respiratory  distress. 

Cough:  The  complaint  of  cough,  or  the  observation 
that  the  patient  is  coughing,  may  be  the  predominant 
presenting  feature  of  left-sided  heart  failure,  rather 
than  dyspnea  on  exertion,  orthopnea,  or  paroxysmal 
nocturnal  dyspnea.  Cough  due  to  cardiac  failure  has 
four  distinct  qualities: 

1.  It  may  be  nocturnal,  being  troublesome  through- 
out the  night. 

2.  It  may  be  induced  only  by  exertion. 

3.  It  may  be  precipitated  by  recumbency. 

4.  Finally,  as  a variant  of  trepopnea,  it  may  be  no- 
ticed during  the  examination  that  when  the  patient 
turns  to  one  side  he  starts  to  cough. 

Cough  due  to  heart  failure  may  exist  with  or  with- 
out rales.  Since  many  of  us  examine  cardiac  patients 
in  the  hospital,  it  is  always  a good  idea  to  flatten  the 
bed  to  observe  the  effect  that  the  horizontal  position 
has  on  the  patient.  Do  the  respirations  become  more 
labored?  Does  it  produce  a hacking  type  of  cough? 
It  is  important  to  recognize  that  “bronchitis”  in  eld- 
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erly  persons  is  often  evidence  of  congestive  heart 
failure.  The  prompt  subsidence  of  cough  after  several 
days  of  digitalis  and  diuretic  therapy  suggests  cardiac 
origin. 

Cheyne-Stokes  Respirations:  Periodic  breathing  was 
described  by  Cheyne  in  1818  in  what  was  probably 
a case  of  hypertensive  heart  failure  with  right  hemi- 
plegia: 

“For  several  days  his  breathing  was  irregular;  it 
would  entirely  cease  for  a quarter  of  a minute;  then 
it  would  become  perceptible,  then  very  low,  then  by 
degrees  it  became  heaving  and  quick,  and  then  it 
would  gradually  cease  again:  This  revolution  in  the 
state  of  his  breathing  occupied  about  a minute.”2 

This  is  Cheyne’s  exact  portrayal  of  what  we  now 
recognize  as  Cheyne-Stokes  breathing.  In  1854, 
Stokes  connected  this  phenomenon  with  serious  heart 
disease.3  I have  been  interested  to  observe  how  much 
more  frequently  this  peculiar  type  of  breathing  is 
noted  and  recorded  by  the  nurses,  and  even  more  so 
by  the  marital  partner,  than  by  the  physician.  It  is 
not  uncommon  for  the  cardiologist  to  be  told  by  the 
patient's  wife  that  she  has  been  concerned  about 
her  husband’s  night  periods  of  apnea  followed  by  pe- 
riods of  hyperpnea.  Because  of  this  problem  the  pa- 
tient may  complain  of  insomnia. 

This  classic  type  of  breathing  usually  occurs  in 
older  patients  with  heart  failure.  The  pathologic  con- 
dition is  on  the  left  side  of  the  heart  and  the  patients 
often  have  associated  cerebral  vascular  disease. 
Opiates  and  barbiturates  appear  to  invite  this  periodic 
form  of  breathing.  The  crescendo-decrescendo  phase 
may  occupy  one  to  three  minutes,  and  the  apnea 
phase  may  last  10  to  30  seconds,  or  longer.  Pro- 
longed apneic  periods  are  associated  with  drowsiness, 
and  occasionally  with  deepening  cyanosis  and  mus- 
cular twitchings  of  the  face  and  extremities.  The 
hyperpneic  phase  may  be  extremely  distressing  and 
frightening  to  the  patient,  causing  overt  agitation  ob- 
vious to  the  examining  physician.  During  this  cyclic 
breathing  one  may  note  disturbances  in  cardiac  rhy- 
thm such  as  nodal  rhythm,  sinus  slowing,  and  various 
degrees  of  heart  block.  Perhaps  our  bedside  dullness 
was  most  clearly  pinpointed  by  the  ineffable  Galilean 
Carpenter  who  asked,  “Having  eyes,  see  ye  not?  and 
having  ears,  hear  ye  not?  and  do  ye  not  remember?” 
(St.  Mark,  8:18).  Cheyne-Stokes  breathing  was  one  of 
the  first  signs  we  learned  in  physical  diagnosis,  but 


how  often  we  stare  and  see  it  not;  listen  and  hear 
it  not. 

Moving  Rales:  It  is  not  generally  appreciated  that  in 
myocardial  insufficiency  there  may  be  rales  only  at 
the  right  base  which  can  be  made  to  appear  at  the 
left  base  by  turning  the  patient  on  his  left  side.  These 
rales  are  audible  only  on  the  dependent  side,  and 
they  may  immediately  shift  to  the  opposite  side  when 
the  patient  turns.  This  phenomenon  is  called  moving 
rales  and  is  characteristic  of  heart  failure.  It  is  of  aid 
in  differentiating  cardiac  rales  from  a host  of  other 
conditions  creating  this  auscultatory  noise  in  the  chest. 

VENOUS  PULSATIONS:  The  Hepato-jugular  Reflux:  In 
his  1950  Primer  of  Venous  Pressure,  Dr.  George  E. 
Burch  stressed  that  the  hepatojugular  reflux  test  is  a 
sensitive  indicator  of  early  decompensation  of  the 
right  ventricle,  and  deserves  more  clinical  use.4  The 
basis  of  this  clinical  and  manometric  determination 
of  venous  pressure  is  a sign  described  by  Pasteur 
and  by  Rondot,  who  found  that  manual  compression 
of  an  engorged  liver  caused  swelling  of  the  veins  in 
the  neck.  Pasteur  described  it  as  a phenomenon  asso- 
ciated with  tricuspid  regurgitation.5  But  Rondot  real- 
ized its  broader  implications  and  correctly  attributed 
it  to  weakness  of  the  right  ventricle,  labeling  it  the 
hepatojugular  reflux.6  Later,  Plesch  applied  this  sign 
to  clinical  cardiology  concluding  that  its  presence  in- 
dicated right  ventricular  insufficiency.7  This  simple 
maneuver  has  real  clinical  merit  and  should  be  a part 
of  the  examination. 

For  this  test,  the  patient  is  placed  in  a position  in 
which  his  veins  are  not  completely  distended  (usually 
at  a 45-degree  angle  of  semirecumbency).  The  pa- 
tient is  instructed  to  continue  normal  breathing  in 
order  to  avoid  performing  a Valsalva  maneuver  (the 
most  common  cause  of  a false-positive  test).  The  ex- 
aminer then  places  the  palm  of  his  hand  over  the 
right  upper  quadrant  of  the  abdomen,  applying  firm 
but  not  painful  pressure  for  30  to  60  seconds.  A posi- 
tive response,  indicated  by  increased  distention  or 
pulsation  of  the  neck  veins,  is  virtually  diagnostic  of 
failure  of  the  right  ventricle.  The  hepatojugular  reflux 
is  a misnomer  and  would  probably  be  better  named 
the  abdominojugular  reflux.  This  is  not  a liver  or  dia- 
phragmatic phenomenon,  but  simply  represents  the 
effect  of  increased  intra-abdominal  tension.  The  over- 
load of  the  right  ventricle  can  be  produced  by  pres- 
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sure  elsewhere  over  the  abdomen.  In  congestive  fail- 
ure, the  genesis  of  the  positive  test  during  abdominal 
compression  resides  mainly  in  a malfunctioning  right 
ventricle  combined  with  an  increased  splanchnic 
blood  volume.  The  augmentation  of  the  venous  return 
exceeds  the  capacity  of  the  already  dilated  right  ven- 
tricle to  accommodate  any  increase  of  venous  return 
without  further  elevation  of  venous  pressure. 

A positive  hepatojugular  reflux  will  also  occur  in 
constrictive  pericarditis,  in  pericardial  effusion  with 
tamponade,  in  superior  vena  caval  occlusion  at  or 
below  the  azygos  vein,  and  transiently  in  polycy- 
themia vera  where  hypervolemia  is  a factor.  In  some 
instances  of  cardiac  decompensation  the  liver  is  so 
tender  that  it  is  preferable  to  pass  over  some  less 
sensitive  portion  of  the  abdomen.  Because  of  the  pain 
elicited  by  this  maneuver,  some  patients  stop  breath- 
ing, perform  a Valsalva  maneuver,  and  thus  produce 
venous  distention  by  another  mechanism.  The  clini- 
cian must  be  careful  to  avoid  this  error. 

Inspiratory  Swelling  of  the  Cervical  Veins  (Kussmaul's 
Sign):  Patients  with  severe  heart  failure  and  with 
greatly  increased  venous  pressure  may  have  a para- 
doxic increase  in  jugular  venous  distention  during  in- 
spiration. This  is  known  as  Kussmaul’s  sign.8  In  the 
past,  some  of  us  have  considered  this  sign  to  be 
solely  indicative  of  constrictive  pericarditis,  but  clini- 
cal and  hemodynamic  observations  by  Hitzig7  in 
1942,  Wood8  in  1961,  and  more  recently  a study  by 
Lange  and  associates,  have  conclusively  revealed  that 
Kussmaul’s  sign  does  not  alone  discriminate  between 
constrictive  pericarditis  and  congestive  heart  failure. 
It  may,  however,  be  evidence  against  cardiac  com- 
pression by  fluid.  It  is  also  noted  with  tricuspid 
stenosis.9-11 

At  this  point  we  should  honor  Kussmaul,  distin- 
guished Viennese  clinician  of  a former  century  who, 
without  aid  of  contraptions,  catheters,  or  computers, 
contributed  Kussmaul’s  breathing  of  diabetic  acidosis, 
Kussmaul’s  sign  of  congestive  heart  failure  or  con- 
strictive pericarditis,  and  described  the  paradoxical 
pulse  and  the  unique  collagen  disease  known  as 
periarteritis  nodosa.  We  need  to  recapture  the  skill  of 
astute  observation  demonstrated  by  those  physicians 
of  an  earlier  era. 

Kussmaul’s  venous  sign  is  a regular  inspiratory  rise 
in  venous  pressure,  with  tranquil  breathing,  observed 


in  the  cervical  veins  or  recorded  in  the  right  atrium. 

If  this  sign  is  positive  during  simple  bedside  observa- 
tion, and  if  the  point  of  maximal  impulse  is  signifi- 
cantly displaced  to  the  left,  then  congestive  heart 
failure  is  more  likely  at  fault  than  chronic  constrictive 
pericarditis. 

Diastolic  Collapse  of  the  Cervical  Veins  (Friedreich’s 
Sign):  In  1864,  in  Virchow’s  Archives  of  Pathological 
Anatomy,  Friedreich  described  this  deep  wave  in  the 
venous  pulse12  which  we  now  know  corresponds  to 
the  Y trough.  It  was  originally  described  as  an  early 
diastolic  dip  observed  in  the  cervical  veins  or  re- 
corded in  the  right  atrium  or  superior  vena  cava  in 
constrictive  pericarditis.  Several  authors  have  report- 
ed that  the  venous  diastolic  dip  noted  in  the  neck 
veins  (Friedreich’s  sign),  along  with  an  early  diastolic 
sound,  is  common  in  constrictive  pericarditis,  but 
they  have  also  reported  that  these  phenomena  may 
exist  in  heart  failure.  The  sharp  Y descent,  deep  Y 
trough,  and  a rapid  Y ascent,  may  be  seen  in  patients 
with  severe  heart  failure  in  whom  the  venous  pres- 
sure is  extremely  high.  The  presence  of  a unique  third 
sound,  which  tends  to  occur  closer  to  the  second 
sound,  is  often  rather  brisk  in  pericardial  disease  (as 
compared  to  heart  failure)  and  does  not  always  allow 
discrimination  between  constrictive  pericarditis  and 
congestive  heart  failure. 

These  pathophysiologic  signs,  attached  to  epo- 
nyms,  are  not  presented  in  order  to  complicate  our 
memory  problem.  However,  it  is  significant  that  phy- 
sicians of  the  18th  and  19th  centuries  have  made  un- 
paralleled contributions  to  physical  diagnosis.  It  is  to 
their  eternal  credit  that  cardiac  physiologists,  armed 
with  pressure  curves  and  manometric  readings,  merely 
crown  their  astute,  keen,  bedside  observations  with 
hemodynamic  proof. 

The  field  of  physical  diagnosis  also  owes  a debt  to 
Dr.  Joseph  Skoda  (1805-1881),  who  reasoned  correct- 
ly that  one’s  knowledge  of  pathology  would  serve  no 
good  purpose  unless  augmented  by  practical  applica- 
tion to  the  living  subject.13  He  was  impressed  by 
Auenbrugger’s  studies  on  percussion  and  by  Laen- 
nec’s  on  auscultation.  It  was  reported  that  he  con- 
ducted his  bedside  investigations  with  such  zeal  that 
his  patients  accused  him  of  ‘‘mauling  them  about,” 
which  led  to  his  temporary  transfer  to  the  department 
for  mental  disorders,  where  he,  nevertheless,  carried 
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out  his  work.  His  famous  monograph  on  percussion 
and  auscultation  has  passed  through  many  editions, 
was  translated  into  many  languages,  and  constitutes 
the  foundation  of  modern  physical  diagnosis. 

Systolic  Venous  Pulsations  ( Large  V Wave,  or  Lan- 
cisi s Sign):  For  more  than  two  centuries,  a positive 
systolic  venous  pulse  in  the  neck,  a large  V wave, 
has  been  indicative  of  tricuspid  regurgitation.  When 
the  regurgitation  is  severe,  this  pathologic  wave  com- 
pletely obliterates  the  negative  X wave  and  fuses  with 
the  C and  V waves  to  produce  a venous  pulse  wave 
similar  to  that  found  in  the  ventricles,  that  is,  so- 
called  ventricularization  of  the  atrial  or  venous  pulse 
wave.  This  large,  positive,  systolic  venous  pulse  wave 
is  synchronous  with  the  systolic  pulsations  of  the 
liver.  The  ear  lobe  is  frequently  moved  by  such  deep 
jugular  systolic  pulses. 

In  1728,  Lancisi  described  this  sign  as  “systolic 
fluctuation  of  the  jugular  vein”  in  a patient  with  tri- 
cuspid regurgitation,  proved  at  autopsy.14  Giovanni 
Maria  Lancisi  (1654-1730)  of  Rome,  a student  of  the 
celebrated  Riva,  was  incidentally  one  of  the  early  med- 
ical observers  to  mention  calcified  coronary  arteries 
as  a cause  of  enlargement  of  the  heart. 

Two  pertinent  clinical  points  should  be  made  con- 
cerning Lancisi’s  sign.  At  times,  a distinction  between 
constrictive  pericarditis  and  heart  failure  may  be 
made  by  finding  a large,  positive,  systolic  venous 
wave  due  to  tricuspid  regurgitation.  This  finding  is 
common  in  severe  heart  failure,  but  not  in  constric- 
tive pericarditis. 

A second  diagnostic  feature  is  a positive  venous 
pulse  which  may  be  observed  in  the  absence  of  tri- 
cuspid regurgitation  when  there  is  atrial  fibrillation 
with  right  sided  heart  failure  and  advanced  venous 
stasis.  But  the  systolic  pulsation  is  rarely  so  well  de- 
fined as  in  tricuspid  regurgitation. 

Venous  Pressure  (Lewis  Procedure):  A clergyman, 
Stephen  Hales,  was  the  first  to  make  direct  measure- 
ments of  venous  blood  pressure  by  noting  the  height 
to  which  the  blood  rose  in  tubes  inserted  into  the 
jugular  veins  of  animals.*®  Using  this  approach,  he 
also  made  observations  of  the  arterial  blood  pressure. 
Sir  Thomas  Lewis  provided  us  with  a rough,  indirect, 
bedside,  clinical  method  of  determining  the  venous 
pressure. lfi  If  a normal  subject  is  examined  with  the 
head  and  thorax  elevated  at  45  degrees  from  horizon- 
tal, the  venous  pulses  should  ascend  no  more  than  1 


or  2 cm.  above  the  level  of  the  manubrium  sterni. 
With  high  venous  pressures,  the  cervical  veins  may 
be  distended  as  high  as  the  angle  of  the  jaw,  even 
when  the  subject  is  sitting  bolt  upright.  When  this  oc- 
curs, the  venous  pressure  is  usually  25  cm.  of  water 
or  higher.  Lewis  employed  the  vertical  distance  in 
millimeters  from  the  manubrium  sterni  to  the  top  of 
the  column  of  blood  visible  in  the  external  jugular 
vein  as  a measurement  of  the  degree  of  elevation  in 
venous  pressure  above  normal.  This  observation,  at 
least,  should  be  routinely  employed  by  all  clinicians 
during  careful  physical  examination  of  any  patient.  It 
may  also  be  helpful  to  inspect  the  veins  on  the  under 
surface  of  the  tongue,  as  their  engorgement  may 

well  reflect  an  elevation  in  venous  pressure.  The  sub- 

lingual veins  are  normally  collapsed  in  the  sitting  po- 
sition. If  the  sublingual  veins  are  obviously  bulging, 
the  venous  pressure  is  usually  20  cm.  or  more.  It  is 
of  importance  that  the  examiner  also  inspect  the 
veins  on  both  sides  of  the  neck.  Occasionally,  most 

often  in  older  subjects,  one  finds  a patient  with  dis- 

tention of  the  left  jugular  vein  only.  This  finding  is 
produced  by  kinking  the  left  innominate  vein  as  it 
passes  in  front  of  a dilated  ectatic  aortic  arch,  and  is 
usually  associated  with  hypertension  or  atherosclero- 
sis (Sabathie's  sign). 

Gaertner’s  Maneuver:  Gaertner’s  maneuver  depends 
on  examination  of  the  superficial  veins  on  the  dorsum 
of  the  hands.  With  the  subject  sitting  and  relaxed,  the 
hand  of  either  arm  is  elevated  until  the  superficial 
veins  flatten  and  disappear.  The  difference  in  cen- 
timeters between  this  level  and  that  of  the  right 
atrium  is  a crude  estimate  of  the  venous  pressure. 
Care  must  be  taken  to  prevent  constriction  of  the 
veins  of  the  axilla  by  tight  clothing,  flexion  of  joints 
or  muscular  contraction. 

Method  of  Von  Recklinghausen:  The  subject  is  in 
the  supine  position  on  a flat,  firm,  examining  table. 
One  hand  is  placed  upon  his  thigh  while  the  other 
hand  is  placed  on  the  examining  table  alongside  his 
other  thigh.  If  the  venous  pressure  is  normal,  the 
veins  on  the  dorsum  of  the  hand  on  the  thigh  will 
be  collapsed  while  those  on  the  dorsum  of  his  hand 
placed  on  the  table  will  be  distended.  If  the  veins  on 
the  dorsum  of  both  hands  are  distended,  then  pre- 
sumably the  venous  pressure  is  abnormally  elevated. 

If  they  are  collapsed  on  the  dorsum  of  both  hands, 
then  the  venous  pressure  is  abnormally  low. 
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Cardiac  Features:  Tachycardia,  Displaced  Ac- 

centuation of  P2  and  the  Presence  of  an  S3G:  A pot- 
pourri of  physical  signs  can  indicate  left-sided  heart 
failure.  One  clinical  indicator  of  impaired  force  on 
contraction  is  increased  rate  of  contraction,  for  this 
is  an  important  compensatory  mechanism.  Therefore, 
the  diagnosis  of  heart  failure  implies  the  presence  of 
tachycardia.  Obviously,  if  the  patient  is  at  complete 
rest,  there  may  be  no  tachycardia.  However,  exercise 
or  excitement  will  result  in  an  undue  increment  in 
pulse  rate.  In  myxedema  heart  disease  the  rate  is 
slow.  The  same  applies  to  heart  failure  with  complete 
heart  block.  In  the  absence  of  a tachycardia  or  undue 
rise  on  exercise,  the  diagnosis  of  heart  failure  is  sus- 
pect except  in  the  two  stated  exceptions. 

Enlargement  of  the  heart  may  be  revealed  on  in- 
spection and  palpation  of  the  apical  impulse.  A point 
of  maximal  impulse  which  is  displaced  to  the  left 
gives  strong  evidence  of  enlargement.  These  two  fea- 
tures of  heart  failure — enlargement  and  tachycardia 
— are  vitally  important  and  frequently  are  the  sole 
physical  findings. 

A further  physical  sign,  easily  detected  by  even  the 
less  experienced  physician,  is  accentuation  of  the  pul- 
monic closure  sound,  or  as  we  used  to  state,  accen- 
tuation of  P2.  The  pulmonary  vascular  resistance 
rises  behind  a failing  left  ventricle,  and  the  pulmonic 
component  of  the  second  sound  may  become  louder 
than  the  aortic  component,  even  when  there  is  pro- 
nounced systemic  hypertension.  We  are  wise  to  watch 
for  this  change  in  basal  sounds  in  known  hypertensive 
patients  and  may,  with  a good  degree  of  accuracy, 
predict  the  development  of  left-sided  heart  failure. 

An  auscultory  finding  of  tremendous  value  is  the 
ventricular  gallop  sound,  also  called  the  protodia- 
stolic gallop  or  third  heart  sound  gallop.  This  repre- 
sents a triple  rhythm,  the  hallmark  of  ventricular  fail- 
ure. A gallop  rhythm  is  a triple  rhythm  in  which  the 
extra  sound  is  diastolic  in  timing,  low  in  pitch,  and 
at  times  even  palpable.  The  rate  may  be  normal  or 
rapid.  In  the  latter  instance,  the  rhythm  sounds  like 
the  gallop  of  a horse.  Since  all  gallop  sounds  have  in 
common  a low  frequency  pattern  (25-50  c.p.s.)  they 
are  best  heard  with  the  bell  chest  piece,  gently  ap- 
plied to  the  apex,  with  the  patient  lying  on  his  left 
side,  in  held  expiration.  In  teaching  residents,  interns 
and  medical  students,  I have  emphasized  that  most 
physicians  are  able  to  diagnose  a gallop  rhythm  when 


the  triple  rhythm  occurs  in  the  presence  of  tachycar- 
dia and  there  is  cadence  or  gallop  quality.  The  fine 
art  of  sophisticated  auscultation  is  fulfilled  when  one 
is  able  to  hear  the  hauntingly  evasive  and  distant 
ventricular  diastolic  triple  rhythm,  evidence  of  left 
ventricular  failure,  when  the  rate  is  normal.  I am  ab- 
solutely convinced  that  physicians  can  be  taught  to 
hear  a third  heart  sound  gallop  when  once  shown 
how  to  find  it  and  have  had  a few  cases  demon- 
strated. 

The  pathological  third  sound  may  diminish  or  dis- 
appear when  the  subject  stands  or  is  well  propped  up 
in  bed,  because  the  pooling  of  venous  blood  results 
in  decreased  venous  return  and  subsequent  reduced 
ventricular  filling.  It  is  absent  when  the  patient  is  in 
Fowler's  position,  but  may  be  brought  out  by  having 
the  patient  lie  flat,  or  by  elevating  his  legs.  A local- 
ized, early  diastolic  thrust  may  occur  simultaneously 
with  a third  heart  sound  gallop,  confirming  by  palpa- 
tion the  auditory  impression  of  a gallop.  I have  ob- 
served students  develop  the  ability  to  both  hear  and 
feel  a ventricular  diastolic  triple  rhythm  before  tachy- 
cardia and  gallop  cadence  existed. 

Pulsus  Alternans:  Pulsus  alternans  was  described 
by  the  distinguished  but  irascible  diagnostician 
Traube  in  1872. 17  One  is  constantly  amazed  at  how 
frequently  this  is  missed  when  the  blood  pressure  is 
recorded  in  a hurried  manner.  The  mercury  column 
must  be  lowered  slowly,  or  this  sign  of  left  ventricular 
failure  may  be  overlooked.  It  is  recognized  by  inflat- 
ing the  cuff  to  the  systolic  pressure  and  as  the  cuff 
is  very  slowly  deflated,  only  alternate  beats  are  heard 
for  a distance  of  two  to  ten  (or  more)  millimeters  of 
mercury  below  the  systolic  level.  It  is  not  easy  to  de- 
tect pulsus  alternans  by  palpation  of  the  radial  pulse. 
We  refer  to  mechanical  alternans  and  not  electrical 
alternans  which  is  an  electrocardiographic  phenome- 
non and  points  to  a different  set  of  pathologic  prob- 
lems. Pulsus  alternans  is  more  commonly  seen  in  hy- 
pertensive heart  disease,  aortic  stenosis  and  ischemic 
heart  disease.  It  is  of  interest  to  note  that  most  pa- 
tients with  pulsus  alternans  also  have  a left  ventricu- 
lar diastolic  gallop  sound  present.  When  Traube’s 
pulse  is  detected,  one  should  listen  carefully  for  a 
third  heart  sound  gallop  at  the  apex,  with  both,  de- 
lineating left  ventricular  failure. 

Edema:  Most  physicians  are  trained  to  search  for 
pedal  or  pretibial  edema.  But  in  many  cases  we  are 
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called  upon  to  diagnose  congestive  heart  failure  in 
bedfast  patients.  The  old  modalities  give  way  because 
gravity  is  now  our  enemy.  Therefore,  we  need  to  check 
for  sacral  and  posterior  thigh  edema  when  the  patient 
is  lying  on  his  side  for  examination  of  the  lungs. 
These  two  dependent  areas  are  often  edematous  when 
the  legs  and  feet  are  singularly  free  of  fluid. 

The  Flack  Test:  The  Valsalva  (Weber)  maneuver  has 
been  suggested  as  a simple  bedside  test  for  the  de- 
tection of  early  left  ventricular  failure.  The  patient 
blows  into  an  aneroid  manometer,  keeping  the  pres- 
sure at  40  mm.  for  ten  seconds.  I have  modified  this 
by  having  the  patient  take  a deep  breath  and  hold 
it  while  he  strains  for  ten  seconds  as  though  he  were 
moving  his  bowels. 

The  blood  pressure  should  be  checked  before  and 
during  the  maneuver.  Normally  there  is  an  abrupt 
rise  in  systolic  pressure  of  30  to  50  mm.,  lasting  less 
than  five  seconds  and  usually  only  one  to  two  sec- 
onds, followed  by  a gradual  fall  to  the  resting  level 
until  straining  is  released.  On  release  of  straining  an 
abrupt,  momentary,  further  fall  in  blood  pressure  oc- 
curs and  is  followed  by  a secondary  rise  of  pressure 
to  levels  of  15  to  40  mm.  above  the  baseline.  This  is 
called  the  systolic  overshoot.  Bradycardia,  and  then 
a gradual  return  to  the  baseline,  occurs. 

The  initial  fall  following  the  initial  rise  with  strain- 
ing is  dependent  upon  cardiac  function.  If  cardiac 
function  is  not  normal,  the  fall  does  not  occur.  The 
overshoot  depends  upon  reflex  vasoconstriction. 
Since  the  patient  with  heart  failure  may  also  have 
maximal  vasoconstriction,  an  overshoot  does  not  oc- 
cur. If  he  does  not  have  an  overshoot  in  his  blood 
pressure,  he  does  not  have  reflex  bradycardia.  These 
features,  namely,  maintenance  of  pressure  during 
straining,  absence  of  overshoot,  and  absence  of 
bradycardia,  are  characteristic  of  the  failure  response. 
The  absence  of  overshoot  after  release  of  straining 
gives  a square  wave  response.  One  can  simplify  the 
test  by  deducing  the  presence  or  absence  of  systolic 
overshoot  at  the  bedside  by  noting  whether  or  not 
there  is  a bradycardia.  It  is  the  overshoot  of  blood 
pressure  which  triggers  the  carotid  sinus  mechanism, 
reflex  slowing  of  the  heart. 

Unfortunately,  the  test  does  not  identify  minor  de- 
grees of  heart  failure,  and  in  severe  failure  other 
signs  are  usually  present.  Unfortunately,  too,  this 
procedure  requires  the  active  cooperation  of  the  pa- 
tient, and  should  not  be  used  in  cases  of  severe  cor- 
onary or  cerebral  arteriosclerosis.  It  is  difficult  to 
perform  if  the  patient  has  dyspnea,  and  poorly  per- 


formed in  an  uncooperative  or  unalert  patient.  In  my 
own  bedside  observations,  I have  simply  had  the  pa- 
tient perform  the  Valsalva  maneuver  for  approximate- 
ly ten  seconds,  and  have  monitored  the  radial  pulse 
for  reflex  bradycardia.  This,  in  itself,  has  been  helpful. 

A great  deal  of  the  pleasure  in  the  practice  of 
medicine  can  be  experienced  in  physical  diagnosis. 
Physical  diagnosis  is  the  recognition  of  disorders  of 
body  structure  and  function  by  the  use  of  one’s  own 
senses.  There  are  no  mechanical  substitutes  for 
these.  Corvisart,  Laennec’s  teacher,  once  remarked, 
“One  cannot  see  until  one  has  learned  to  see.”18 
Physical  diagnosis  is  best  learned  at  the  bedside,  for 
that  is  where  pathology  begins — not  in  texts,  lecture 
rooms,  laboratories,  staff  rooms,  x-ray  departments, 
nor  heart  stations — but  with  the  patient  as  one  re- 
peatedly observes,  listens  to,  and  feels  his  disturbed 
physiology. 
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Clinical  Medicine:  Engineering  and  tech- 
nical developments  are  rapidly  improving 
the  reliability  of  performance,  durability, 
and  adaptability  of  implantable  cardiac 
pacemakers.  Although  indications  for  the 
use  of  these  instruments  are  not  as  yet 
completely  defined,  a patient  with  a mod- 
erate to  severe  cardiac  conduction  defect 
may  generally  be  considered  a candidate 
for  treatment  with  these  devices.  Com- 
monly, the  cardiac  pacemakers  may  be 
used  when  a high-grade  or  complete 
heart  block  with  atrioventricular  disso- 
ciation is  found. 

THE  ARTIFICIAL  AND  SEMIPERMANENT  electrical  con 
trol  of  cardiac  rhythm  now  has  a significant  impact 
on  the  management  of  cardiac  disorders  associated 
with  conduction  defects.  This  paper  reports  on  radio- 
logic  observations  of  26  patients  treated  with  implant- 
able cardiac  pacemakers  at  The  University  of  Texas 
Medical  Branch  during  a five-year  period  (1961-1966). 

Historical  Survey:  Zoll1  initiated  and  paced  the  heart 
beat  through  large  externally  placed  electrodes.  Be- 
cause of  the  high  skin  resistance  and  the  leakage  of 
current,  large  amperages,  and  suitably  large  electrodes 
were  necessary;  and  these  were  impractical  for  pro- 
longed use.  Lillehei  et  al.2  sutured  electrodes  into  the 
left  ventricular  myocardium  and  successfully  paced 
the  heart  using  an  external  generator. 

Chardack  et  al.3  introduced  a self-contained  transis- 
torized implantable  pacemaker  for  semipermanent  use 
in  complete  heart  block.  The  generator  was  implanted 
subcutaneously  in  the  upper  abdomen,  and  the  elec- 
trodes were  implanted  in  the  left  ventricular  myo- 
cardium. The  ease  of  application  and  reliability  of 


these  devices  were  improved  by  the  introduction  of 
unipolar  or  bipolar  catheter  electrodes  which  could  be 
introduced  transvenously  into  the  right  ventricle.4-8 

Engineering  and  technical  developments  are  appear- 
ing rapidly  with  improvement  in  the  reliability  of  per- 
formance, life  span,  and  adaptability  of  these  in- 
struments. 

Pulse  Generators  and  Electrodes:  The  physical  and 
electrical  characteristics  of  most  of  the  available  in- 
struments have  been  described  in  several  excellent 
reviews5'69.10  to  which  the  interested  reader  is  re- 
ferred. The  description  given  here  is  brief  since  most 
of  the  electrical  components  are  visible  on  convention- 
al radiographs  (Fig.  1). 

The  purpose  of  the  pacemaker  is  to  deliver  a regular 
electrical  stimulus  of  about  two  milliseconds  duration 
at  a potential  of  four  to  seven  volts  and  a current  of 
seven  to  ten  milliamperes.5'11  The  rate  may  be  fixed 
or  subject  to  adjustment  (Fig.  3b)  or  determined  by  a 
sensing  circuit  activated  by  the  sino  atrial  or  atrioven- 
tricular nodal  impulse.  One  experimental  unit  (Med- 
tronic) produces  an  impulse  only  after  a predetermined 
interval  has  been  exceeded,  during  which  time  the 
sensing  electrode  has  not  detected  a ventricular  polar- 
ization12 (Fig.  3a). 

Another  unit  (Cordis  Atricor)  has  a sensing  elec- 
trode placed  on  the  left  atrium  and  two  stimulating 
electrodes  attached  to  the  left  ventricle13  (Fig.  Id). 
With  this  instrument,  if  normal  auricular-ventricular 
conduction  appears,  the  pacer  will  cease  to  stimulate 
the  heart.14 

The  General  Electric  Kantrowitz  unit  has  an  external 
induction  coil  that  can  be  used  to  change  the  rate 
within  the  range  of  60  to  120  pulses  per  minute. 

Power  is  supplied  by  five  or  six  mercury  cells  and 
a transistorized  capacitor  discharge  circuit.5  The  com- 
ponents of  the  pulse  generator  thus  are  batteries, 
transistors,  resistors,  and  capacitors.  These  are  potted 
in  an  epoxy  resin  and  sealed  in  a non-irritating  case 
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Fig.  l.a.  Chardack-Great batch  pacemaker  with  endocardiac  catheter  elec- 
trode (mfg.  by  Medtronic,  Inc.,  Model  5870C/5816).  b.  General  Electric 
dual  rate  pacemaker  with  myocardial  electrodes,  c.  Electrodyne  pacemaker 
(Model  TR  14B).  d.  Cordis  Atricor  synchronous  pacemaker. 
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such  as  Silastic  which  is  impervious  to  body  fluids. 
The  units  vary  in  weight  from  4 to  6 oz. 

Indications  for  the  Use  of  a Cardiac  Pacemaker:  Indi- 
cations for  the  use  of  an  artificial  pacemaker  as  yet 
are  not  completely  defined.  Generally,  a patient  with  a 
moderate  to  severe  cardiac  conduction  defect  may  be 
considered  as  a candidate  for  use  of  these  devices. 
The  judgment  as  to  whether  to  use  the  devices  must 
rest  on  those  who  are  experienced  in  their  use.24i,i5,i6 

We  have  found  the  commonest  indication  has  been 
the  presence  of  high-grade  or  complete  heart  block 
with  atrioventricular  dissociation.  This  results  in  an 
idioventricular  rhythm  of  40  beats  or  less  per  minute. 
These  patients  are  subject  to  temporary  cardiac  stand- 
still, and  this  is  followed  by  the  Stokes-Adams  symp- 
toms with  convulsions  and/or  unconsciousness.  This 
was  the  situation  in  24  of  the  26  patients  on  which 
this  study  is  based.  The  heart  block  is  most  often 
due  to  myocardial  ischemia  secondary  to  coronary 
thrombosis.17 

Other  causes  of  conduction  defects  are  myocarditis, 
congenital  conduction  defects,  and  surgically  induced 
heart  block.17-20  The  last  cause,  which  was  seen  with 
some  frequency  in  the  earlier  stages  of  development 
of  open  heart  surgery,  provided  a stimulus  for  the 
development  of  the  cardiac  pacemaker.  More  recently, 
because  of  greater  surgical  skill  and  experience  the 
incidence  of  this  complication  has  decreased. 

Application  of  the  Pacemaker:  Myocardial  electrodes 
are  customarily  implanted  into  the  left  ventricular 
myocardium  under  direct  vision  following  thoracotomy, 
or  they  can  be  implanted  percutaneously  by  a needle 
inserted  through  the  chest  wall.2.21  The  pulse  gen- 
erator is  customarily  buried  in  the  anterior  abdominal 
wall.  Due  care  must  be  exercised  to  prevent  kinking 
or  angulation  of  the  wire  leads  (Fig.  2). 

Both  temporary  and  permanent  transvenous  pace- 
making electrodes  are  introduced  using  a standard 
right  heart  catheterization  technique.7  The  temporary 
electrode  is  frequently  used  to  maintain  an  adequate 
heart  rate  and  output  during  transient  episodes  of 
heart  block.  This  electrode  also  serves  to  prevent 


cardiac  arrest  or  arrhythmias  during  placement  of 
either  a permanent  transvenous  or  transthoracic 
unit.13  With  unipolar  endocardiac  pacing,  a skin 
ground  wire  is  necessary  to  complete  the  circuit,  but 
this  is  undesirable  since  it  causes  considerable  pain 
at  the  external  pole. 

The  permanent  pacemaking  electrodes  are  intro- 
duced in  a similar  manner.  The  right  external  jugular 
vein  is  the  preferred  site  of  insertion,  and  the  gen- 
erator is  implanted  in  the  pectoral  region.7  The  per- 
manent endocardiac  electrode  tip  is  preferably  wedged 
into  the  trabeculae  near  the  right  ventricular  apex 
(Figs.  2c  and  d).  Again,  a proper  loop  in  the  catheter 
must  be  attained.  If  the  catheter  is  too  long,  it  may 
bend  sharply  in  the  right  atrium  and  break  or  increase 
the  chances  of  perforation  of  the  right  ventricle.  If  it 
is  too  short,  the  catheter  will  dislodge  and  enter  the 
right  atrium  or  vena  cava8  (Fig.  4a).  When  capture  of 
the  ventricular  rhythm  occurs,  the  jugular  vein  can 
be  tied  around  the  catheter  and  the  pulse  generator 
unit  permanently  connected  and  implanted.  The  entire 
procedure  usually  requires  iy2  hours,  and  it  may  be 
done  entirely  under  local  anesthesia.  Replacement  of 
a damaged  or  expended  pulse  generator  may  be  per- 
formed easily  under  local  anesthesia. 

Radiologic  Findings:  Properly  exposed  radiographs  pro- 
vide a rapid  and  reliable  means  of  evaluating  certain 
aspects  of  these  systems.  The  pulse  generator,  wheth- 
er implanted  in  the  anterior  abdominal  wall,  axilla,  or 
infraclavicular  fossa,  is  easily  demonstrated  on  frontal 
views  of  the  abdomen  or  chest.  At  times  frontal  and 
lateral  films  or  fluoroscopy  are  helpful  in  evaluating 
the  strain-relieving  loops  in  the  electrodes  and  detect- 
ing the  presence  of  points  of  angulation  or  kinking 
(Fig.  2).  The  endocardial  electrode  tip  is  ideally 
wedged  into  the  right  ventricular  apex  and  will  often 
lie  quite  far  to  the  left  on  the  frontal  view  and  quite 
anterior  on  the  lateral  view. 

Two  defects  in  the  system  that  lead  to  pacemaker 
failure  are  readily  demonstrable  by  radiologic  means. 
Battery  decay  or  exhaustion  can  be  quickly  determined 
by  exposing  a film  of  the  pulse  generator  at  about 
four  times  normal  exposure  for  the  particular  body 
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Fig.  2.  a and  b.  Frontal  and  lateral  chest  films  showing  a myocardial  elec- 
trode system  with  a short  strain-relieving  loop  ( indicated  by  arrow).  No 
kinking  or  acute  angulation  of  the  wire  leads  is  evident.  The  pulse  generator 
is  implanted  in  the  left  anterior  abdominal  wall,  c and  d.  An  endocardial 
electrode  system  with  a strain-relieving  loop  (small  arrow)  in  the  supracla- 
vicular area.  The  electrode  tip  lies  in  the  right  ventricular  apex  (large  arrow). 
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Fig.  3.  a.  Overpenetrated  chest  film  showing 
Medtronic  “Demand”  Pacemaker.  The  sens- 
ing electrode  (arrow)  is  adjacent  to  the  mer- 
cury cells.  The  increasing  electronic  complex- 
ity of  the  demand  pacemaker  is  evident  when 
compared  with  b.  Medtronic  Model  5870C 
which  pulses  at  a fixed  rate.  The  rate  and 
amperage  may  be  adjusted  by  inserting  a 
Keith  surgical  needle  percutaneously  into  set 
screws  on  the  exterior  of  the  unit  (arrows),  c. 
An  overpenetrated  film  shows  mercury  cell 
detail  best.  Two  faint  rings  (black  arrows)  are 
seen  in  the  electrolyte  area  of  a fresh  cell. 
With  decay  the  electrolyte  area  becomes 
opaque,  and  upon  complete  exhaustion  the 
hollow  zinc  anode  collapses  (white  arrow). 
(From  Chardack,  et  al.,  Ann.  N.  Y.  Acad.  Sci. 
Ill :107 5-1092 , 1964,  with  permission). 


area  where  the  unit  is  implanted9  (Figs.  3a  and  b).  In 
a fully  charged  cell,  two  faint  rings  can  be  identified 
in  the  electrolyte  area  and  are  useful  in  gauging  the 
degree  of  exhaustion.  At  30  percent  exhaustion,  the 
first  ring  is  completely  obscured,  and  at  50  percent 
both  rings  are  involved.  Near  the  end  of  cell  life  the 
zinc  anode  collapses,  and  the  cell  becomes  opaque 
(Fig.  3c).  Performance  of  the  mercury  cells  has  been 
improved  considerably  and  is  far  less  of  a problem 
than  in  earlier  units.  The  cells  ordinarily  can  be  ex- 
pected to  last  at  least  30  months. 


Breakage  of  the  electrode  wire  has  been  a major 
problem.22.23  In  two  of  our  cases  breakage  of  the 
electrode  was  the  cause  of  pacemaker  failure.  The 
flexion-extension  cycles  of  the  electrode  may  approach 
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Fig.  4.  a.  Spontaneous  displacement  of  the  catheter  electrode  from  the  right 
ventricle  into  the  right  atrium  (arrow).  The  catheter  stimulated  the  right 
phrenic  nerve  producing  hiccough,  b.  Broken  myocardial  electrodes  (arrow) 
replaced  by  an  endocardial  electrode. 


3.7  x 10'  per  year.n  The  use  of  new  alloys  (Elgiloy, 
stainless  steel,  and  platinum-iridium)  has  apparently 
diminished  breakage  due  to  metal  fatigue  as  well  as 
the  damaging  effects  of  corrosive  body  fluids.25  To 
determine  if  electrode  wire  breakage  has  occurred, 
films  of  good  quality  in  several  projections  are  essen- 
tial. The  most  common  sites  for  breakage  are  at  the 
electrode  tip  and  just  inferior  to  the  costal  margin25 
(Fig.  4b). 

Dislocation  of  transvenous  electrodes  from  the  right 
ventricular  apex  into  the  right  atrium  or  vena  cava 
can  occur,  resulting  in  cessation  of  myocardial  stimu- 
lation. If  the  electrode  tip  lies  adjacent  to  or  in  close 
proximity  to  the  right  phrenic  nerve,  the  diaphragm 
may  be  paced,  producing  hiccough.  This  occurred  in 
two  of  our  patients  (Fig.  4a). 

Perforation  of  the  right  ventricle  by  an  intracardiac 
electrode  is  a serious  complication.  Pericardial  tam- 
ponade with  death  could  result,  and  there  are  several 
reports  of  perforation  without  death. 24-26  If  the  elec- 
trodes remain  in  contact  with  the  myocardium,  pacing 
may  continue  although  rupture  of  the  myocardium  has 
occurred.27  Radiologic  studies  including  fluoroscopy 
in  at  least  one  case  of  ventricular  perforation  were 
unrewarding,  but  it  would  appear  that  this  complica- 
tion is  susceptible  to  radiologic  diagnosis.  A rapid 
change  in  size  of  the  cardiac  contour,  of  course,  would 
be  suggestive  of  pericardial  hemorrhage.  In  doubtful 
cases  an  intravenous  angiocardiogram  would  seem  to 
be  a safe  and  reasonable  method  of  diagnosis.  How- 
ever, we  have  had  no  experience  with  this  compli- 
cation. 

A break  in  the  catheter  wall  may  be  the  site  of 
thrombus  formation  and  this  could,  of  course, 
be  the  source  of  emboli.  Infection  at  the  site  of  entry 


of  the  electrode  wire  with  temporary  transvenous 
units  may  occur,  and  there  has  been  a significant  inci- 
dence of  septicemia. 10.28  Seromas  around  the  pulse 
generator  unit  have  been  reduced  by  insertion  of  a 
drain  at  the  time  of  implantation.  Infection  surround- 
ing the  tips  of  the  electrodes  that  are  implanted  in  the 
ventricular  myocardium  can  result  in  the  development 
of  granulation  tissue  and  loosening  of  the  electrode 
tips  and  a subsequent  failure  to  pace  the  heart. 

Changes  in  the  heart  contour  following  insertion 
and  proper  functioning  of  the  pacemaker  have  not 
been  impressive.  In  those  patients  with  a slow  idio- 
ventricular rhythm,  an  increase  in  pulse  rate  should 
reduce  slightly  the  diastolic  size  of  the  heart  (Fig.  5). 
Also,  with  improved  efficiency  of  the  heart  its  size 
should  decrease;  but  to  date  a definite  decrease  in 
heart  size  has  been  seen  in  only  two  of  our  patients. 
In  the  majority  the  heart  was  enlarged  at  the  time  of 
insertion  of  the  pacemaker. 

Other  Considerations:  Although  the  current  with  a 
maximum  of  10  millamperes  and  7 volts  is  below 
that  necessary  to  produce  fibrillation,  this  reaction 
has  been  attributed  to  the  pacemakers.  Consequently, 
during  the  period  immediately  following  the  implanta- 
tion of  the  pacemaker  the  patient  should  be  kept 
under  constant  monitoring. 

The  electrical  equipment  and  devices  encountered 
in  our  modern  environment  appear  to  have  little  effect 
on  the  pulse  generators.  The  rate  and  output  of  the 
Medtronic  units  are  not  affected  by  automobile  ignition 
systems,  diagnostic  or  therapeutic  x-ray  machines, 
external  defibrillators,  or  electrocautery  cutting  cur- 
rents.™ Electrocardiograms  can  be  obtained  and  record 
the  stimulating  pulses  with  short  “blips.”  Close  prox- 
imity to  electrocautery  coagulation  currents  in  dia- 
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Fig.  5.  a.  Patient  with  complete  heart  block  and  an  idioventricular  rate  of 
42  beats  per  minute,  b.  One  year  after  implantation  of  a pacemaker  with  a 
fixed  rate  of  60  pulses  per  minute  the  heart  has  decreased  slightly  in  size. 


thermy  apparatus  may  cause  a slight  change  in  rate.10 
The  Cordis  Atricor  units  have  functioned  normally  in 
jet  airplanes  and  also  do  not  interfere  with  the  elec- 
tronic equipment  of  the  aircraft.29 
Summary:  Rapid  advances  in  electronic  technology 
have  made  implantable  cardiac  pacemakers  readily 
available.  Some  of  the  physical  and  electrical  details 
of  the  commonly  available  pacemakers  are  presented. 
The  radiologic  appearance  of  the  satisfactorily  im- 
planted pacemakers  is  presented  along  with  those 
complications  that  can  be  detected  by  radiologic 
means  such  as  malposition  of  the  electrodes,  fracture 
of  the  leads,  and  battery  exhaustion. 
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RUPTURE  OF  LIVER 
IN  NEWBORNS 


MICHAEL  P.  TRISTAN,  M.D.;  FRANCISCO  J.  GONZALEZ,  M.D,; 
BLANCA  C.  GONZALEZ,  M.O.;  AND  VICTOR  M.  LOPEZ,  M D, 


Case  Report:  Experiences  with  two  new- 
borns who  had  rupture  of  the  liver  is  de- 
scribed. The  first  patient  died.  The  sec- 
ond baby  had  massive  intraperitoneal 
bleeding  and  was  successfully  treated 
with  continuous  administration  of  blood, 
using  the  hematocrit  level  as  a monitor. 
Severe  polycythemia  developed.  The 
pathogenesis,  clinical  course,  and  ther- 
apy are  described,  and  the  advisability  of 
surgery  is  considered. 

RUPTURE  OF  THE  LIVER  in  the  newborn,  with  massive 
hemorrhage,  shock,  and  death,  has  been  discussed 
with  increasing  frequency  in  the  pediatric  literature 
over  the  past  15  years.  That  the  incidence  is  not  low 
is  attested  to  by  data  collected  by  Mason  Brown1 
from  pathological  reports,  and  yet,  references  to  rup- 
ture of  the  liver  in  the  neonate  in  standard  textbooks 
of  pediatrics  are  limited.2-3  The  most  complete  dis- 
cussion is  presented  by  Schaffer.4  In  other  standard 
textbooks  of  pediatrics  and  pediatric  surgery,  rupture 
of  the  liver  in  the  newborn  is  not  mentioned.5-7 

Recently,  we  observed  two  cases  in  a short  interval. 
The  first  patient  died  and  the  diagnosis  was  revealed 
at  autopsy.  Because  we  had  been  made  acutely  aware 
of  the  problem,  the  second  patient  was  treated  suc- 
cessfully, and  the  diagnosis  is  presumptive.  Both 
cases  are  reported  to  emphasize  the  problem,  and  to 
discuss  the  medical  management  of  the  survivor,  par- 
ticularly in  view  of  some  of  the  difficulties  encoun- 
tered. 

Report  of  Cases:  Case  1:  The  patient  was  delivered 
from  a 29-year-old  Latin  American  woman,  gravida  1, 
para  0,  blood  type  A,  Rh-positive.  She  was  known  to 


have  had  mild  toxemia  and  excessive  weight  gain  dur- 
ing pregnancy,  and  spontaneous  onset  of  labor  at 
approximately  34  weeks’  gestation.  Prior  to  admission 
to  the  hospital,  in  labor,  the  mother  had  been  treated 
with  a salt-free  diet,  diuretics,  and  mild  sedation. 
During  the  course  of  labor,  she  received  a total  of 
200  mg.  of  meperidine  and  early  caudal  anesthesia. 
Labor  progressed  slowly  for  some  16  hours.  The  pa- 
tient was  delivered  by  low  forceps  over  a left  medio- 
lateral  episiotomy  (occiput  posterior  presentation).  Be- 
cause the  caudal  block  had  waned,  the  mother  re- 
ceived sodium  pentobarbital  intravenously  at  the  time 
of  delivery.  The  infant  was  rated  as  Apgar  1,  and  after 
the  cord  was  cut  and  clamped,  he  underwent  resuscita- 
tion by  positive-pressure  oxygen,  cutaneous  stimula- 
tion, and  vigorous  external  pressure  to  the  thorax  and 
abdomen.  An  airway  tube  was  inserted  through  the 
mouth,  and  after  approximately  three  to  four  minutes, 
respiration  started.  By  10  to  12  minutes  after  birth, 
respiration  was  well  established  and  color  had  im- 
proved considerably.  The  patient  was  transferred  from 
the  delivery  room  to  the  nursery,  where  he  was  placed 
in  a standard  Isolette. 

The  infant,  a boy,  weighed  4 lb.  4 l/2  oz.  at  birth, 
and  was  l7l/2  in.  long.  At  physical  examination  he  was 
limp  and  poorly  nourished,  with  moderate  circumoral 
and  distal  cyanosis,  and  grunting  respiration.  There 
was  moderate,  thick  caput  covering  the  entire  scalp, 
with  occipital  molding.  The  nasopharynx  and  pharynx 
were  filled  with  relatively  thick,  greenish  stained, 
mucoid  material,  which  was  aspirated  with  some  diffi- 
culty. Breath  sounds  were  generally  good.  The  re- 
mainder of  the  initial  physical  examination  showed 
no  abnormalities.  Both  kidneys  were  felt  by  deep  ab- 
dominal palpation. 

The  patient  was  treated  with  incubation,  oxygen, 
minimum  handling,  and  routine  supportive  measures. 
By  24  hours  of  age,  his  color,  cry  and  neuromuscular 
responses  had  improved  considerably,  and  he  was 
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able  to  take  feedings  with  no  difficulty.  Oxygen  was 
discontinued,  and  feedings  with  glucose-water  were 
begun.  At  50  hours  of  age,  the  patient  began  taking 
routine  formula,  and  was  noted  to  be  active,  crying 
well,  and  feeding  well.  At  55  hours  of  age,  the  nurses 
noted  sudden  and  unexplained  onset  of  a peculiar  cry, 
extreme  pallor,  and  hypotonicity.  He  was  examined 
almost  immediately,  and  was  noted  to  have  a thready 
pulse,  rapid  heart  rate  with  sounds  of  poor  quality, 
pallor,  hypotonicity,  and  a weak  cry.  Laboratory  tests 
revealed  hemoglobin  of  10  gm./lOO  ml.,  hematocrit  of 
31  percent,  and  a normal  white  cell  differential.  Serum 
bilirubin  levels  were  3.25  mg./lOO  ml.  direct  and  6.65 
mg./lOO  ml.  total.  Coombs’  test  was  negative.  A work- 
ing diagnosis  of  hemolytic  crisis  was  made,  though 
the  possibility  of  active  bleeding  was  considered.  At 
approximately  56  hours  of  age,  the  umbilical  vein 
was  cannulated  with  a no.  8 French  plastic  sterile 
feeding  catheter,  and  the  patient  received  35  cc.  of 
whole  blood  which  resulted  in  immediate  and  striking 
improvement.  Heart  rate  returned,  and  respiration, 
color,  and  the  patient’s  state  of  well-being  improved 
considerably.  At  60  hours  of  age,  his  condition  again 
began  to  deteriorate,  with  return  of  poor  generalized 
color,  rapid  heart  sounds,  thready  pulses,  and  shallow, 
slow  respirations,  which  gradually  disappeared.  The 
patient  died  at  62  hours  of  age. 

Autopsy  Findings:  The  body  was  that  of  a two-day- 
old  boy.  Hemorrhages  were  found  in  the  left  inguinal 
region.  The  abdominal  cavity  was  distended  with  blood. 
The  lower  edge  of  the  liver  was  located  28  mm.  below 
the  xiphoid  process.  The  right  hemidiaphragm  arched 
at  the  fouth  intercostal  space,  and  the  left  hemidia- 
phragm arched  at  the  fifth  intercostal  space.  The 
stomach  was  moderately  distended  with  milk  and 
mucus.  The  liver  weighed  72  gm.  On  the  diaphrag- 
matic surface  of  the  right  lobe,  there  was  a sub- 
capsular  hematoma  that  measured  59  mm.  in  diame- 
ter. In  the  center,  the  capsule  showed  an  opening  that 


measured  5 by  1 mm.  The  rest  of  the  findings  in  the 
abdominal  and  thoracic  viscera  were  within  normal 
limits. 

Microscopic  Examination:  Sections  of  the  liver  at 
the  site  of  the  hemorrhage  revealed  a subcapsular 
hemorrhage  that  extended  to  the  adjacent  parenchyma. 
The  central  veins  and  sinuses  communicated  directly 
with  the  area  of  hemorrhage.  The  remaining  findings 
were  not  remarkable. 

Case  2:  The  patient  was  a four-day,  four-hour-old 
white  girl.  When  admitted  to  the  hospital  she  was 
moribund,  but  had  been  entirely  well  until  30  minutes 
prior  to  admission,  when  the  family  noted  sudden 
onset  of  respiratory  distress,  grunting,  and  apparent 
abdominal  pain.  The  patient  rapidly  became  pale,  ap- 
peared shocky,  and  was  brought  immediately  to  the 
hospital  where  she  was  thought  to  be  in  extremis. 

The  patient  had  been  delivered  uneventfully  at  38 
weeks  gestation  from  a 34-year-old  white  woman, 
gravida  4,  para  3,  blood  type  O,  Rh-positive.  The 
mother  had  had  mild  albuminuria,  moderate  pitting 
ankle  edema,  and  mild  hypertension  throughout  the 
third  trimester.  Labor  was  induced  by  vaginal  amni- 
otomy  and  intravenous  Pitocin  drip.  Labor  progressed 
rapidly,  and  after  a total  of  three  hours,  the  patient 
was  delivered  spontaneously  (occiput  anterior  presen- 
tation) over  a mediolateral  episiotomy,  without  forceps. 
Establishment  of  respiration  was  spontaneous,  and  no 
resuscitation  was  carried  out.  The  baby  weighed  7 lb. 
11  oz.  and  was  48.5  cm.  long. 

The  neonatal  course  during  residence  in  the  nursery 
was  unremarkable.  Initial  and  final  physical  examina- 
tions were  within  normal  limits.  Both  kidneys  were 
palpated  on  each  occasion,  by  deep  abdominal  palpa- 
tion. 

Physical  examination  revealed  a well  developed, 
moribund,  white  female  who  was  pale,  appeared 
shocky,  and  was  gasping  and  grunting.  There  were 
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scattered  bluish  stains  about  the  eyes  and  forehead. 
There  was  a small  scleral  hemorrhage  in  the  left 
eye,  and  mild  bilateral  scleral  icterus.  Respira- 
tions were  grunting  and  gasping,  and  breath  sounds 
were  poor  in  quality.  Heart  sounds  were  poor,  distant, 
and  the  heart  rate  was  undeterminable.  The  abdomen 
was  soft  and  nondistended,  and  the  liver  edge  was 
easily  palpable  2.0  cm.  below  the  right  costal  margin, 
and  was  blunt.  There  was  a questionable  fluid  wave 
present.  The  extremities  were  pale  and  cold,  and  no 
peripheral  pulses  were  palpable.  The  patient  was  un- 
responsive. 

The  patient  underwent  immediate  cannulation  of  the 
umbilical  vein  with  a no.  8 French  sterile  plastic  feed- 
ing catheter.  Heart  sounds  were  inaudible.  Five  cc.  of 
whole  blood  were  withdrawn,  and  immediate  infusion 
with  40  cc.  of  fresh,  type  0,  Rh-negative  whole  blood 
was  given  under  pressure,  following  which  whole  blood 
was  administered  continuously  via  a standard  blood 
administration  set.  This  occurred  within  45  minutes  of 
onset  of  symptoms,  and  the  infant  responded  well. 
The  initial  blood  specimen  revealed  hemoglobin  of  9.4 
gm./lOO  ml.,  hematocrit  of  28  percent,  and  28,000 
white  blood  cells  with  a normal  differential.  Serum 
bilirubin,  direct,  was  2.2  mg./lOO  ml.  and  total,  5.49 
mg./lOO  ml.  Fibrinogen  levels  were  within  normal 
limits.  A chest  film  was  normal,  but  a flat  film  of  the 
abdomen  showed  a generalized  ground-glass  appear- 
ance, suggesting  a fairly  large  amount  of  fluid  within 
the  peritoneal  cavity.  Abdominal  paracentesis  revealed 
grossly  bloody  fluid. 

During  the  first  hour,  the  abdomen  became  pro- 
gressively distended,  and  the  liver  edge  was  palpable 
4 cm.  below  the  right  costal  margin.  Hematocrit  rose 
to  38  percent  at  1 hour  after  admission,  39  percent 
at  1 1/2  hours,  and  44  percent  at  2 hours.  The  patient 
was  moderately  dyspneic  and  the  abdomen  was  dis- 
tended. Lateral  x-rays  of  the  abdomen  revealed  dis- 
placement of  the  stomach  downward  and  posteriorly. 
The  platelet  count  was  within  normal  limits.  The  pa- 
tient was  treated  with  penicillin,  streptomycin,  and 
oxygen,  and  was  given  nothing  orally.  The  drip  rate 
of  her  transfusion  was  decreased  gradually  through- 
out the  next  four  hours,  as  her  hematocrit  gradually 
rose  to  a high  of  48  percent  at  four  hours  after  ad- 


mission, after  which  it  varied  between  37  and  47 
percent  at  a constant  drip  rate  of  5 drops  per  minute. 
The  abdomen  remained  distended,  and  the  liver  en- 
larged to  6 cm.  below  the  right  costal  margin.  Bowel 
sounds  remained  good  and  urinary  function  continued. 
On  the  second  hospital  day,  the  patient  had  a mod- 
erate amount  of  guaiac-positive  emesis.  Intermittent 
nasogastric  suction  was  instituted.  Blood  transfusion 
was  terminated  24  hours  after  admission,  after  500 
cc.  had  been  administered,  and  half-strength  saline 
solution  was  administered  continuously.  On  the  third 
hospital  day,  because  of  a gradual  fall  of  the  hema- 
tocrit to  30  percent,  the  patient  received  45  cc.  of 
sedimented  red  cells  administered  over  an  eight-hour 
period,  following  which  her  hematocrit  returned  to  44 
percent.  On  the  third  hospital  day,  nasogastric  suction 
was  discontinued.  Late  on  the  third  hospital  day  the 
patient  had  one  large  tarry  stool.  Distention  remained, 
but  with  good  bowel  sounds.  On  the  morning  of  the 
fourth  hospital  day,  the  hematocrit  rose  progressively 
and  by  72  hours  after  admission,  the  level  was  65 
percent.  On  the  fifth  hospital  day,  hematocrit  rose  to 
70  percent  and  50  cc.  of  whole  blood  were  removed 
through  the  umbilical  vein  catheter.  She  was  started 
on  breast  feedings,  which  she  took  well,  and  oxygen 
was  discontinued.  The  hematocrit  level  remained  sta- 
ble the  fifth  day,  but  throughout  the  sixth  and  sev- 
enth days  it  slowly  rose  again  to  70  percent.  The 
umbilical  catheter  was  removed  and  the  vein  closed 
on  the  seventh  day.  Through  the  following  days  the 
patient  remained  asymptomatic,  except  for  persistent 
abdominal  distention,  and  liver  enlargement.  Gradual 
decrease  in  the  size  of  the  liver  was  noted  on  the 
eighth  and  ninth  days.  On  the  tenth  day  it  was  pal- 
pable 4 cm.  below  the  right  costal  margin,  and  the 
patient  was  discharged. 

Subsequent  examinations  revealed  that  by  two 
months  of  age  the  liver  was  2 cm.  below  the  right 
costal  margin,  and  abdominal  distention,  though  still 
present,  was  minimal.  The  liver  was  no  longer  palpa- 
ble, and  the  patient  was  entirely  asymptomatic  at  age 
six  months. 

Comment:  Trauma,  either  by  vigorous  artificial  respira- 
tion and  resuscitation2-3-8  or  breech  extraction2’8-10 
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is  classically  considered  to  be  the  major  factor  as- 
sociated with  rupture  of  the  liver  in  the  newborn. 
More  recently,  attention  has  been  directed  to  the  in- 
cidence of  this  problem  among  prematures, 2,3,8-10 
large  babies, 9 postmatures,10.11  and  asphyxiated  new- 
borns.8’9 Obstetrical  complications  in  the  mother, 
such  as  maternal  hypertension, 8’10  prolonged,  hard 
labor, ^ 8-10  premature  separation  of  the  placenta,8 
retroplacental  hematoma,10  prolapse  of  the  cord,10  or 
obstetrical  trauma10  such  as  suprafundic  pressure,8 
traction  and  version,8  and  induction  of  labor  with 
oxytocic  drugs,9  have  also  been  implicated.  One  series, 
however,  could  cast  suspicion  upon  the  abnormality 
of  the  delivery  in  only  3 of  15  cases.8  Pasternack  and 
associates9  have  stressed  the  observation,  previously 
recorded,111  that  trifling  injury  to  the  liver  parenchyma 
can  result  in  massive,  prolonged  hemorrhage. 

Dr.  Tristan  has  routinely  palpated  the  abdomens  of 
newborns  for  the  kidneys  after  the  method  of  Sher- 
wood12 since  that  report  became  available.  While  it 
seems  unlikely  that  forceful  palpation  of  the  abdomen 
plays  a part  in  rupture  of  the  liver,  the  possibility 
exists.  We  have  continued  to  palpate  kidneys  in  our 
newborns,  and  plan  to  compare  the  incidence  of  rup- 
ture of  the  liver  in  the  newborn  to  a control  group  in 
our  own  institution.  It  would  be  helpful  to  know  how 
widespread  a practice  palpation  of  the  kidneys  has 
become  since  1956,  and  whether  there  is  any  mea- 
surable increase  in  the  incidence  of  rupture  of  the 
liver  in  the  newborn  in  that  time. 

The  incidence  of  hepatic  rupture  collected  from 
autopsy  material1.9.10  varies  from  1.16  percent9  to  5.6 
percent,1  with  an  average  of  3.31  percent.  That  the 
liver  is  the  organ  most  often  responsible  for  massive 
intraperitoneal  hemorrhage  in  stillbirths  and  neonatal 
deaths  is  supported  by  Mason-Brown,1  where  two 
studies  are  reviewed  in  which  the  liver  was  the  site  of 
bleeding  in  32  and  39  percent  of  cases. 

The  pathogenesis  and  clinical  course  of  rupture  of 
the  liver  seem  quite  clear.  The  primary  insult  is  injury 
to  the  liver  parenchyma  with  subcapsular  hematoma 
formation.  It  is  suggested  that  if  the  hematoma  is 
large  enough  anemia  may  result,2  but  the  majority  of 
patients  appear  to  become  symptomatic  when  the  liver 


capsule  ruptures,  and  massive  intraperitoneal  bleeding 
results.111  The  bleeding  seems  to  be  more  severe 
than  can  be  accounted  for  by  the  injury  to  the 
liver, 1-9’11  suggesting  that  other  factors,  such  as  hem- 
orrhagic disease  or  the  effects  of  asphyxia,  may  be 
involved.  The  right  lobe  has  been  involved  much  more 
often  than  the  left,18’9  and  single  points  of  rupture 
predominate  over  multiple  points.9 

The  usual  clinical  course  of  rupture  of  the  liver  is 
characteristic,  with  sudden  onset  of  signs  of  shock — 
extreme  pallor,  limpness,  rapid  weak  pulse,  and  rapid 
deterioration.9  Such  was  the  case  in  both  patients  re- 
ported herein.  Classically,  symptoms  occur  after  12 
hours  of  age,11  but  more  recently,  the  observation  has 
been  made  that  death  can  occur  under  12  hours  of 
age,8  but  when  it  does,  symptoms  are  masked  by 
signs  of  severe  anoxia,8’9  and  the  infants  are  in  poor 
condition  from  birth.  Both  patients  reported  here  had 
onset  of  symptoms  after  48  hours.  Though  in  case  1 
the  infant  was  in  poor  condition  at  birth,  his  general 
improvement  prior  to  the  onset  of  shock  seems  to 
remove  him  from  that  group  of  infants  in  which  anoxia 
appeared  to  play  a vital  part. 

Abdominal  distention  was  completely  absent  in  case 
1,  and  only  occurred  in  case  2 after  a considerable 
quantity  of  whole  blood  had  been  infused.  Pasternack 
and  associates9  report  only  33  percent  of  their  series 
of  patients  as  having  abdominal  distention. 

Death  occurs  usually  in  minutes  to  hours,  in  most 
cases,  less  than  24  hours.9  The  patient  in  case  1 died 
seven  hours  after  onset  of  symptoms,  but  death  was 
undoubtedly  delayed  by  inadequate  transfusion 
therapy. 

Treatment  depends  upon  two  unarguable  factors. 
The  first  is  prevention,8  by  avoiding  breech  extraction, 
rough  handling  of  newborns,  unnecessary  obstetrical 
procedures,  drugs,  and  asphyxia;  and  by  utilizing  sen- 
sible, atraumatic  resuscitative  techniques.  The  second 
is  adequate  transfusion  therapy.1. 4,8,10, 11 

Present  argument  centers  about  surgical  interven- 
tion. The  strongest  argument  for  laparotomy  is  "to  ex- 
clude other  conditions  requiring  operative  treatment.’’1 
The  fear  of  the  presence  of  such  a condition  plagued 
us  constantly  during  the  management  of  case  2. 
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Surgical  intervention  should  insure  control  of  bleed- 
ing. Further,  the  sites  of  hemorrhage  in  the  liver  are 
readily  accessible.1  On  the  other  hand,  Arden  and  as- 
sociates11 have  pointed  out  that  finding  a small  tear 
in  the  liver  is  not  always  easy,  even  at  autopsy.  The 
liver  of  a newborn  does  not  suture  well,  its  capsule 
is  likely  to  be  too  thin  for  satisfactory  repair,  and, 
finally,  if  the  abdomen  is  left  intact,  bleeding  even- 
tually ceases. 

It  was  this  last  point  which  made  us  elect  to  forego 
laparotomy.  After  the  initial  push  transfusion,  we 
were  able  to  maintain  the  hematocrit  by  varying  the 
rate  of  transfusion.  However,  the  abdomen  became  so 
distended  that  we  began  to  have  fears  about  the 
effects  of  such  pressure  on  other  intra-abdominal 
structures  and  on  respiratory  physiology. 

It  has  also  been  pointed  out  that  surgical  interven- 
tion may  assist  in  determining  the  extent  of  hemor- 
rhage and  therefore  the  amount  of  blood  needed  for 
replacement.110  Blood  must  be  replaced  before  and 
during  such  a procedure,  and  the  hematocrit,  which 
ought  to  be  an  adequate  guide  to  the  amount  of 
blood  needed,13  is  necessary  anyway.  We  thought  that 
we  had  given  too  much  blood,  causing  the  steep  rise 
of  hematocrit  on  the  fifth  and  sixth  days,  but  thera- 
peutic intraperitoneal  infusions  of  blood  have  been 
used  in  children  for  many  years.14-15  Since  the  report 
of  Bowman  and  Friese,10  indicating  at  least  50  percent 
absorption  of  intact  transfused  donor  cells  into  the 
fetal  circulation  from  the  fetal  peritoneal  cavity  during 
intraperitoneal  transfusions  of  the  fetus  for  severe 
erythroblastosis,  we  presumed  that  the  patient  (case 
2)  may  well  have  absorbed  many  red  cells  from  her 
peritoneal  cavity,  contributing  to  her  polycythemia.  We 
are  aware  that  we  need  not  have  tried  so  hard  to 
maintain  her  hematocrit  so  near  levels  considered 
normal  for  her  age  group.  In  practice,  most  pedia- 
tricians would  be  quite  content  with  post-exchange 


hematocrit  levels  in  the  30-40  percent  range  in 
newborns. 

Diagnosis  in  case  2 is  not  proved,  but  the  evidence 
points  to  massive  intraperitoneal  bleeding  which  con- 
tinued for  some  time  after  blood  replacement  was  be- 
gun, and  diminished  gradually  as  intraperitoneal  pres- 
sure rose,  and  the  progressive  and  persistent  enlarge- 
ment of  the  liver  suggests  bleeding  from  or  near 
(probably  from  behind  if  not  directly  from)  this  organ. 
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digestive 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B]2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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W/nf/irap 

announces 

a breakthrough  in  the 
control  of  pain 

Til  will 

brand  of  1 ^ 

pentazocine 

(as  lactate) 

a potent,  injectable  non-narcotic  I 

For  every  physician  I 

who  has  ever  prescribed  morphine  f 


Talwin  is  the  new  potent  non-narcotic  injectable 
analgesic  which  is  indicated  for  relief  of  all  types 
and  degrees  of  pain  in  acute  and  chronic  dis- 
orders. Talwin  30  mg.  is  usually  as  effective  an 
analgesic  as  morphine  10  mg.  or  meperidine  75  to 
100  mg.,  but  needs  no  narcotics  controls.  The 
duration  of  action  of  Talwin  may  sometimes  be 
less  than  that  of  morphine. 

A brochure  incorporating  analyzed  information  on 
Talwin  is  available.  The  completeness  of  the  informa- 
tion will  permit  you  to  evaluate  the  role  Talwin  can  play 
in  your  practice. 

You  can  depend  on  Talwin  to  relieve  pain: 

WHATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site0  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  agef  of  the  patient 


Talwin  is  relatively  free  from  adverse  effects  of 
morphine,  such  as  constipation,  urinary  retention, 
or  severe  respiratory  depression. 

It  has  been  used,  in  varying  dosages,  in  over 
12,000  patients  for  relief  of  pain  of  medical  dis- 
orders, of  active  labor  and  postoperative  pain; 
also  for  preoperative  or  preanesthetic  medication, 
and  as  an  adjunct  to  anesthesia. 


Talwin  does  not  require  a narcotics  prescription 

The  World  Health  Organization  Expert  Committee  on 
Dependence-Producing  Drugs  concluded  that  “...there 
was  no  need  at  this  time  for  narcotics  control  of  penta- 
zocine [Talwin]  internationally  or  nationally.”  ( WHO 
Tech.  Rep.  Ser.,  No.  343,  1966,  p.  6.) 

It  is  our  sincere  belief  that  the  discovery  of  Talwin  by 
Winthrop  Laboratories  will  be  of  great  value  to  you  and 
your  patients  for  whom  you  may  have  to  prescribe  a 
potent  analgesic. 

*Talwin  should  not  be  used  for  patients  with  increased  intracranial  pressure, 
head  injury  or  pathologic  brain  conditions. 
tUntil  sufficient  experience  is  gained,  it  should  not  be  administered  to  children 
under  12  years  of  age. 


Talwin— brand  of  pentazocine  (as  lactate) 

Contraindications:  Increased  Intracranial  Pressure,  Head  Injury, 
or  Pathologic  Brain  Conditions  in  which  clouding  of  sensorium  is 
undesirable.  Talwin  (brand  of  pentazocine)  should  not  be  adminis- 
tered in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea, 
or  respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects 
attributable  to  the  use  of  Talwin  have  been  seen  in  extensive  repro- 
ductive studies  in  animals;  however,  like  all  new  drugs,  Talwin 
should  be  given  with  caution  to  pregnant  women.  A large  number 
of  patients  in  labor  have  received  the  drug  with  no  adverse  reac- 
tions other  than  those  that  occur  with  commonly  used  strong 
analgesics.  However,  as  with  other  strong  analgesics,  Talwin  should 
be  used  with  caution  in  women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand 
of  pentazocine)  may  cause  respiratory  depression  should  be  con- 
sidered in  treatment  of  patients  with  bronchial  asthma.  Talwin 
(brand  of  pentazocine)  should  be  administered  only  with  caution 
and  in  low  dosage  to  patients  with  respiratory  depression  (e.g., 
from  other  medication,  uremia,  or  severe  infection),  obstructive 
respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic- 
antagonist,  patients  dependent  on  narcotics  and  receiving  Talwin 
may  occasionally  experience  certain  withdrawal  symptoms.  Talwin 
should  be  given  with  special  caution  to  such  patients.  It  has  been 
observed  that  some  patients  previously  given  narcotic-analgesics 
for  one  month  or  longer  had  mild  withdrawal  symptoms  when  the 
drug  was  replaced  with  the  analgesic,  Talwin.  After  a short  period 
of  adjustment  the  subjects  were  usually  able  and  willing  to  con- 
tinue taking  Talwin,  and  relief  of  pain  was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to 
be  indicative  of  antagonism  to  the  opiate  may  be  observed  rarely 
with  administration  of  Talwin  to  patients  receiving  opiates  for  a 
short  time.  Intolerance  or  untoward  reactions  are  seldom  observed 
after  administration  of  Talwin  to  patients  who  have  received  single 
doses  or  who  have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests 
have  not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or 
increases  renal  or  hepatic  impairment,  the  drug  should  be  adminis- 
tered with  caution  to  patients  with  such  impairment.  Extensive 
liver  disease  appears  to  predispose  to  greater  side  effects  (e.g., 
marked  apprehension,  anxiety,  dizziness,  sleepiness)  from  the  usual 
clinical  dose,  and  may  be  the  result  of  decreased  metabolism  of  the 
drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  penta- 
zocine) should  be  used  with  caution  in  patients  with  myocardial 
infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 

(Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  side 
effects  associated  with  morphine,  such  as  constipation,  urinary  re- 
tention, or  severe  respiratory  depression.  Furthermore,  Talwin 
produces  less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

1 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  sub- 
1 cutaneously,  or  intravenously,  nausea,  the  most  frequent  adverse 
J effect,  occurred  in  approximately  5.0  per  cent.  In  decreasing  order 
| of  occurrence  were  vertigo,  dizziness  or  lightheadedness;  vomiting; 
j and  euphoria.  Respiratory  depression  was  reported  as  an  adverse 
reaction  in  1.0  per  cent. 

j|  The  incidence  of  each  of  the  other  adverse  effects  was  well  below 
TO  per  cent:  constipation,  circulatory  depression,  diaphoresis,  uri- 
j nary  retention,  alteration  in  mood  (nervousness,  apprehension, 
depression,  floating  feeling),  hypertension,  sting  on  injection,  head- 


ache, dry  mouth,  flushed  skin  including  plethora,  altered  uterine 
contractions  during  labor,  dermatitis  including  pruritus,  dreams, 
paresthesia,  and  dyspnea  occurred  rarely  after  administration  of 
Talwin  (brand  of  pentazocine).  Furthermore,  each  of  the  following 
adverse  reactions  occurred  in  less  than  0.1  per  cent:  tachycardia, 
visual  disturbance  (blurred  vision,  diplopia  and  nystagmus),  hallu- 
cinations, disorientation,  weakness  or  faintness,  muscle  tremor, 
chills,  allergic  reactions  including  edema  of  the  face,  taste  altera- 
tion, insomnia,  diarrhea,  cramps,  and  miosis;  laryngospasm  in  one 
patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in 
adults  (never  apnea),  even  with  large  amounts.  A small  number  of 
newborn  infants  whose  mothers  received  Talwin  during  labor  had 
transient  apnea.  The  incidence  of  temporary  diminution  in  the  rate 
or  strength  of  uterine  contractions  is  low  after  administration  of 
Talwin,  similar  to  that  following  meperidine  hydrochloride.  (In 
reporting  no  interference  with  normal  labor  in  patients  receiving 
Talwin,  one  investigator  further  stated  that  the  drug  may  increase 
uterine  activity.)  Generally,  no  significant  fetal  heart  rate  change 
occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have 
revealed  no  significant  abnormalities.  A minimum  and  probably 
insignificant  increase  in  the  per  cent  of  eosinophils  in  peripheral 
blood  counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  no 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor. 
Average  recommended  single  parenteral  dose  is  30  mg.,  by  intra- 
muscular, subcutaneous,  or  intravenous  route;  may  be  repeated 
every  three  to  four  hours.  Pain  has  been  relieved  in  most  patients 
with  not  more  than  three  doses  daily.  Infrequently,  selected  pa- 
tients have  received  single  doses  as  high  as  60  mg.  Patients  in 
Labor.  A single,  intramuscular  30  mg.  dose  has  been  most  com- 
monly administered.  An  intravenous  20  mg.  dose  has  given  ade- 
quate pain  relief  to  some  patients  in  labor  when  contractions 
become  regular,  and  this  dose  may  be  given  two  or  three  times  at 
two-  to  three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand 
of  pentazocine)  in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received 
Talwin  for  prolonged  periods  (e.g.,  over  300  days)  experienced 
no  withdrawal  symptoms  even  when  administration  was  stopped 
abruptly;  furthermore,  there  was  no  tolerance  to  the  analgesic 
effect. 

CAUTION . Talwin  should  not  be  mixed  in  the  same  syringe  with 
soluble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has 
not  produced  apnea  or  severe  respiratory  embarrassment  in  adults, 
even  in  large  doses.  Occasionally,  however,  moderate  respiratory 
depression  may  occur.  Means  of  maintaining  proper  oxygenation 
should  be  available  in  case  of  overdosage  or  respiratory  depres- 
sion, and  methylphenidate  (Ritalin®)  should  be  administered  paren- 
terally.  The  usual  narcotic-antagonists,  such  as  nalorphine,  are  not 
effective  respiratory  stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin  (pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  so- 
dium bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben 
as  preservative,  in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 
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Winthrop  Laboratories,  New  York,  N.Y.  10016  (11 50M  I 


When  moderate 
to  severe  anxiety 
strikes  home... 

( the  agitated  geriatric ) 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts 


for  moderate  to  severe  anxiety 

Mellaril* 

(thioridazine) 


25  mg.  t.i.d.^ 


SANDOZ 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


His  slovenly  room 
and  habits  create 
z'  more  tension. 


See  following  page  for  prescribing  information, 


When  moderate  to  severe 
anxiety  strikes  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephcdrinc- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


DOCTORS'  TRAINING  LEVEL 
AND  SPECIALTY  CHOICE 


JOSEPH  W.  DAVIDSON,  JR.,  M.D. 

Research  and  Investigation:  This  study 
explores  the  time  in  the  student's  train- 
ing that  he  usually  decides  upon  the  spe- 
cialty he  will  practice.  The  type  of  spe- 
cialty selected  should  have  bearing  upon 
the  proper  choice  of  internship  program. 
The  study  covers  181  graduates  of  The 
University  of  Texas  Southwestern  Medi- 
cal School  for  the  years  1957  and  1958. 

THE  TYPE  OF  INTERNSHIPS  taken  by  young  physi- 
cians has  been  gradually  undergoing  change  over  the 
past  several  years. 

During  the  past  15  years  there  has  been  an  in- 
crease in  the  percentage  of  graduating  seniors  enter- 
ing straight  internships.  This  trend  seems  to  be  great- 
er in  some  sections  of  the  country,  particularly  the 
East,  and  it  has  been  predicted  that  rotating  intern- 
ship will  not  be  offered  in  the  future. 

Many  conflicting  opinions  are  offered  to  senior  stu- 
dents relative  to  the  advantages  and  disadvantages 
of  various  types  of  internships.  This  seems  to  be  an 
area  of  great  emotionalism  and  prejudice  where  indi- 
viduals in  medical  education  have  definite  opinions. 
However,  there  seems  to  be  considerable  lack  of  fact- 
ual information  available  concerning  the  pros  and 
cons  of  the  various  programs. 

The  purpose  of  this  article  is  not  to  argue  for  or 
against  any  particular  type  of  program,  but  rather  to 
gather  information  pertinent  to  recommendations  that 
will  be  given  to  individuals  concerning  selection  of  a 
type  of  internship. 

The  time  when  an  individual  makes  up  his  mind  as 
to  what  his  personal  practice  is  to  be  seems  to  be 
worthy  of  study.  A straight  internship  is  rarely  recom- 
mended to  those  going  into  general  practice,  unless 
they  follow  the  straight  program  with  additional  train- 
ing. Consequently,  the  straight  programs  seem  to  be 
most  recommended  for  those  planning  specialty  prac- 
tice. 


The  Study:  The  senior  classes  of  The  University  of 
Texas  Southwestern  Medical  School  in  Dallas  for  the 
years  of  1957  and  1958  were  selected  for  study. 
These  two  classes  were  selected  because  it  was 
thought  that  the  passage  of  seven  or  eight  years 
from  the  time  of  graduation  would  be  adequate  for 
the  majority  to  have  selected  the  type  of  specialty  to 
practice  the  rest  of  their  lives.  On  the  other  hand,  it 
was  still  close  enough  to  the  present  time  to  make  a 
study  applicable  to  current  problems.  I believe  it  un- 
usual for  a man  to  be  in  private  practice  longer  than 
eight  years  and  then  return  to  a residency  program. 

Fig.  1 . Questionnaire  mailed  to  181  graduates 
of  The  University  of  Texas  Southwestern 
Medical  School. 

Methodist  Hospital  of  Dallas 
Medical  Education  Department 
October  18,  1965 

Dear  Doctor: 

The  following  questionnaire  is  a part  of  an  internship  study. 
Would  you  take  a moment  of  your  time  from  your  busy  practice  to 
help  us? 

1.  Type  Practice 

A.  General  

B.  Specialty  in  . 

2.  Type  Practice 

A.  Private  Practice  

B.  Medical  School  Faculty  . 

C.  Other 

3.  Location 

A.  Texas  

B.  Other  States  

C.  Foreign  

4.  Size  City 

A.  Under  5,000  

B.  5,000  to  25,000  

C.  25,000  to  100,000  

D.  Over  100,000  

5.  When  did  you  decide  upon  your  current  type  specialty? 

A.  Before  start  of  senior  year 

B.  Between  (A)  and  Christmas  of  senior  year . 

C.  Between  (B)  and  graduation  from  medical  school 

D.  Between  (C)  and  Christmas  of  intern  year  . 

E.  Between  (D)  and  completion  of  intern  year 

F.  After  completion  of  your  intern  year  

We  have  enclosed  a self-addressed  envelope  for  you  to  return  this 
questionnaire  to  us.  Thank  you  very  much  for  your  assistance. 

Joseph  W.  Davidson,  Jr.,  M.D. 
Director  of  Medical  Education 
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While  this  will  happen  in  a few  cases,  I feel  that  the 
number  would  be  small  and  that  we  could  accept  re- 
sults obtained  from  classes  this  far  in  the  past. 

The  questionnaire  used  is  shown  in  Fig.  1.  The  only 
other  enclosure  was  a self-addressed  envelope.  There 
is  much  additional  information  that  we  would  like  to 
obtain  from  these  individuals,  and  one  might  wonder 
why  the  questionnaire  was  so  small.  It  has  been  our 
experience  that  a lengthy  questionnaire,  or  a ques- 
tionnaire difficult  to  fill  in,  is  poorly  accepted  by  phy- 
sicians and  the  percentage  returning  the  question- 
naire will  be  small.  Consequently,  the  limited  type 
questionnaire,  as  shown,  was  selected  with  the  feel- 


Specialty 
No.  % 

General 

Practice 

No.  % 

Total 

No.  % 

Decided  before  matching 
plan  (A,B) 

19 

15.7 

22 

18.2 

41 

33.9 

Decided  after  matching  and 
by  completion  of  internship 
(C,D,E) 

27 

22.3 

11 

9.1 

38 

31.4 

Decided  after  completion  of 
internship  (F) 

30 

24.8 

11 

9.1 

41 

33.9 

Unknown  (omitted  on 
questionnaire) 

0 

0 

1 

0.8 

1 

0.8 

Totals 

76 

62.8 

45 

37.2 

121 

100. 

Table  1 . Selection  of  Practice. 


Size  of  City 

Specialty 

No.  % 

General 

Practice 

No.  % 

Total 

No.  % 

Under  5,000 

1 

0.8 

9 

7.4 

10 

8.2 

5,000  to  25,000 

6 

5.0 

9 

7.4 

15 

12.4 

25,000  to  100,000 

13 

10.7 

2 

1.7 

15 

12.4 

Over  100,000 

56 

46.3 

25 

20.7 

81 

67.0 

Totals 

76 

62.8 

45 

37.2 

121 

100 

Table  2.  Specialty  and  General  Practice  Choices. 


Type  of  Practice 

Practitioners 
No.  % 

Private  practice 

98 

81.0 

Medical  school  faculty 

3 

2.5 

Other  institutional 

6 

5.0 

Military 

5 

4.1 

Residency 

9 

7.4 

Total 

121 

100 

Table  3.  Types  of  Practice  Engaged  In. 


ing  that  it  was  more  important  to  have  a large  return 
of  a limited  amount  of  information  than  a small  re- 
turn of  a larger  amount  of  information. 

Also,  we  are  aware  of  the  limitations  of  the  ques- 
tionnaire as  a mode  of  obtaining  objective  data,  but 
we  still  feel  it  is  useful  in  fields  such  as  education. 
Questionnaires  were  mailed  out  to  181  students  grad- 
uating from  Southwestern  Medical  School  in  the  years 
1957  and  1958.  There  were  186  that  graduated  in 
the  two  study  years;  no  address  was  available  for  five 
graduates. 

Results:  Questionnaires  were  returned  after  being 
completed  by  121  respondents.  This  represented  a 
66.9  percent  return  of  questionnaires  and  65.1  per- 
cent of  the  two  classes.  The  time  of  selection  of  the 
individual’s  practice  is  listed  in  Table  1.  A comparison 
between  specialty  and  general  practice  choices  is 
given  in  Table  2,  and  Table  3 shows  the  types  of 
practice  engaged  in.  Table  4 lists  the  various  special- 
ties practiced,  and  Table  5 lists  state  location. 

Discussion:  As  stated  previously,  recommendations 
for  internships  seem  to  be  based  more  on  personal 
prejudices  than  on  factual  information.  It  is  ironic 
that  physicians  who  consider  themselves  to  be  quite 
scientific  in  their  approach  to  medicine  should  be  so 


Practitioners 


Specialty 

No. 

% 

Medical  specialties 

21 

27.6 

General  surgery 

11 

14.5 

Surgical  specialties 

17 

22.4 

Obstetrics-gynecology 

14 

18.4 

Anesthesia 

4 

5.3 

Pathology 

4 

5.3 

Radiology 

3 

3.9 

Pediatrics 

2 

2.6 

Total 

76 

100 

Table  4.  Specialties  Practiced. 


Practitioners 


Location  of  Practice 

No. 

% 

Texas 

98 

81.0 

Other  states 

20 

16.5 

Foreign 

3 

2.5 

Total 

121 

100 

Table  5.  Location  of  Practice. 
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unscientific  in  educational  matters.  I feel  that  educa- 
tional matters  should  be  subjected  to  as  much  objec- 
tivity as  possible. 

I also  have  noticed  that  many  of  the  physicians 
who  recommend  programs  of  the  various  types  seem 
to  recommend  what  they  would  want  for  themselves 
rather  than  what  is  best  for  the  counselee.  It  should 
be  emphasized  that  the  type  of  training  taken  is  an 
individual  matter  and  that  each  type  of  program  has 
advantages  for  certain  individuals.  I feel  that  no  blan- 
ket recommendation  should  ever  be  given.  However, 
it  is  possible  that  a generalization  can  be  made  and 
that  the  majority  of  medical  school  graduates  should 
take  one  type  of  internship  rather  than  another. 

It  should  also  be  emphasized  to  members  of  a 
medical  school  faculty  that  they  are  not  training  fu- 
ture faculty  members  on  the  whole.  It  is  important 
that  only  three  out  of  the  121  graduates  of  these  two 
classes  who  returned  the  questionnaire  are  serving  on 
medical  school  faculties,  or  2.5  percent.  The  coun- 
selor should  keep  in  mind  at  all  times  that  he  is  rec- 
ommending training  for  physicians  who  will  enter  the 
private  practice  of  medicine. 

The  matching  plan,  in  which  approximately  96  per- 
cent of  graduating  seniors  participate,  requires  that 
the  senior  students  make  their  internship  selections 
in  late  January.  However,  it  is  the  experience  of  the 
author  that  the  majority  of  students  make  their  final 
decision  sometime  between  Christmas  and  the  first 
week  in  January.  Consequently,  we  were  able  to  break 
up  the  categories  under  question  five  of  the  ques- 
tionnaire into  three  groups  as  shown  in  Table  1. 

There  are  several  points  of  interest  in  the  results. 
One  is  that  48.9  percent  (22  of  45)  of  those  perform- 
ing general  practice  had  made  up  their  minds  as  to 
their  type  of  practice  by  the  time  they  matched.  On 
the  other  hand,  only  25  percent  (19  of  76)  of  those 
entering  specialty  practice  had  made  up  their  minds 
by  the  time  of  matching,  despite  the  fact  that  it  is 
the  individual  planning  to  enter  the  specialty  for  whom 
a straight  program  is  usually  recommended. 

It  would  also  be  interesting  to  know  how  many 
physicians  planned  a particular  specialty  practice  and 
chose  their  internship  in  relation  to  this,  but  subse- 
quently changed  their  minds  and  entered  a type  of 
practice  for  which  the  internship  they  chose  would 


have  been  inappropriate.  This  pnenomenon  is  the  sub- 
ject of  another  study  that  we  have  done  and  hope  to 
publish  at  a later  date. 

It  is  of  special  interest  that  33.9  percent  of  those 
answering  the  present  questionnaire  made  their  final 
selection  for  practice  sometime  after  completion  of 
their  internship  year,  usually  in  the  military  service. 
Occasionally  the  choice  was  made  after  one  or  more 
years  of  general  practice,  but  rarely  was  there  change 
from  one  specialty  residency  to  another. 

It  should  be  noted  that  the  type  of  private  practice 
in  the  State  of  Texas  is  considerably  different  from 
that  in  other  sections  of  the  nation,  especially  in  the 
East.  Certainly  there  is  no  intention  to  encourage  our 
concepts  for  those  who  are  training  people  for  a dif- 
ferent type  of  private  practice.  However,  by  the  same 
token,  this  consideration  should  be  mutual.  The  au- 
thor doubts  that  medical  school  faculties,  especially 
those  from  the  Eastern  section  of  the  country,  are  fa- 
miliar with  the  problems  of  private  practice  in  other 
sections  of  the  country.  It  is  not  felt  that  extensive 
conclusions  should  be  reached  on  the  basis  of  this 
single  questionnaire  that  is  limited  to  a medical 
school  in  Dallas  where  the  majority  of  the  practition- 
ers are  limited  to  the  State  of  Texas  and  where  the 
questionnaire  is  pertinent  to  only  one  small  segment 
of  the  problem  of  internship  choice. 

Conclusion:  Questionnaires  were  returned  by  121 
(65.1  percent)  of  the  186  members  of  the  1957  and 
1958  senior  classes  of  Southwestern  Medical  School 
in  Dallas.  Of  this  number,  48.9  percent  of  those  en- 
gaging in  general  practice  had  selected  their  type  of 
practice  by  the  time  they  selected  their  internship  by 
the  matching  plan;  25  percent  of  those  entering  spe- 
cialty practice  made  the  proper  final  choice  of  a spe- 
cialty practice  by  the  time  they  chose  their  internship 
by  the  matching  plan;  and  33.9  percent  did  not 
choose  their  final  type  of  practice  until  after  the  com- 
pletion of  their  internship. 

This  study  is  pertinent  to  only  part  of  the  problem 
of  which  type  of  internship  a student  should  select, 
and  it  is  limited  to  special  problems  of  one  medical 
school  and  practice  in  one  section  of  the  country. 

Dr.  Davidson,  Methodist  Hospital,  Box  5999,  Dallas 
75222. 
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This  pain  is 
getting  on 
my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  T reat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 
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Social  Work 
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Program  Format  Changes  To  Take  Effect 
At  TAAA  101st  Annual  Session  in  Houston 


The  format  of  the  Texas  Medical 
Association  Annual  Session  will  be 
slightly  changed  at  the  101st  Annual 
Session  in  Houston  May  2-5,  1968. 
A revised  format  was  adopted  by  the 
Council  on  Annual  Session  at  its 
first  planning  session  May  20-21, 
1967. 

The  major  change  will  take  place 
on  Saturday.  Scientific  section  pro- 
grams will  be  held  in  the  morning 
rather  than  in  the  afternoon  as  in 
the  past.  Also,  general  meetings  and 
refresher  courses  for  the  1968  An- 
nual Session  will  be  scheduled  in  the 
afternoon  on  Saturday. 

Other  changes  will  include  the 
moving  of  class  reunions  and  fra- 
ternity parties  from  Saturday  evening 
to  Thursday  and  Friday  evenings  re- 
spectively. 

Changes  in  the  schedule  of  busi- 
ness meetings  of  the  Association  af- 
fect meetings  of  committees,  coun- 
cils, reference  committees,  and  the 
House  of  Delegates.  The  House  will 
have  its  initial  meeting  at  10:30  a.m. 
Thursday  instead  of  the  previous  2 
p.m.  Reference  committees  will  then 
meet  at  2 p.m.  on  Thursday  instead 
of  the  previous  7:30  p.m.  The  sec- 
ond session  of  the  House  will  begin 
at  7:30  p.m.  Friday  as  has  been 
true  in  the  past.  The  Sunday  morn- 
ing meeting  of  the  House  will  also 
remain  unchanged  in  the  schedule. 

Because  the  initial  meeting  of  the 
House  will  take  place  at  an  earlier 
time,  the  meetings  of  committees 
and  councils  must  of  necessity  be 
scheduled  earlier  than  in  the  past. 
Committee  and  council  meetings  will 
have  to  take  place  on  Wednesday  if 
reports  are  to  be  made  to  the  House 
of  Delegates.  If,  however,  commit- 
tees and  councils  have  no  urgent 
business  that  needs  attention  by  the 
House  in  addition  to  that  business 
already  published  in  the  Handbook 
for  Delegates,  they  could  easily 
choose  a meeting  time  after  the 
first  meeting  of  the  House  and  could 


meet  at  almost  any  time  during  the 
Annual  Session.  Committees  and 
councils  which  have  supplementary 
reports  will,  however,  need  to  meet 
on  Wednesday,  May  3. 

Deadline  for  Papers:  Plans  other 
than  format  changes  are  progressing 
with  regard  to  the  Annual  Session. 
For  example,  the  deadline  is  ap- 
proaching for  submitting  applica- 
tions for  presentation  of  papers  dur- 
ing scientific  sessions  or  display  of 
scientific  exhibits  in  the  exhibit  hall. 

The  Annual  Session  offers  a forum 
for  the  presentation  of  scientific  pa- 
pers by  Association  members.  Phys- 
icians desiring  to  present  manu- 
scripts during  the  1968  Annual  Ses- 
sion, or  future  sessions,  may  indi- 
cate their  desire  below.  Section  of- 
ficers will  consider  manuscripts  in 
the  fields  of  digestive  diseases,  gen- 
eral practice,  internal  medicine,  ner- 
vous and  mental  diseases,  obstetrics 
and  gynecology,  ophthalmology,  oto- 
laryngology, pathology,  pediatrics, 
public  health,  radiology,  and  surgery. 

Any  physician  wishing  to  have  a 
paper  considered  for  the  Houston 
1968  Annual  Session  should  com- 
plete the  form  on  this  page  and  mail 
it  prior  to  Oct.  1 to  Texas  Medical 
Association,  1801  N.  Lamar  Blvd., 
Austin,  78701. 


The  Oct.  1 date  is  also  the  dead- 
line for  submitting  applications  for 
exhibits  to  be  displayed  at  the  Hous- 
ton 1968  Annual  Session. 

Exhibits  are  considered  to  be  an 
important  part  of  the  scientific  pro- 
gram of  the  TMA  Annual  Session. 
Scientific  exhibits  are  divided  into 
four  categories:  (1)  individual,  (2) 
group,  (3)  institutional,  and  (4)  edu- 
cational-promotional. First,  second, 
and  honorable  mention  awards  are 
given  in  the  four  categories.  The 
Aesculapius  Award,  a $200  cash 
prize  for  the  most  outstanding  sci- 
entific exhibit,  will  be  presented  by 
Mead  Johnson  Laboratories. 

There  is  no  charge  for  scientific 
exhibit  space.  All  exhibits  will  be  lo- 
cated in  the  Shamrock  Hilton  Hotel, 
Association  headquarters.  Exhibit  ap- 
plications will  be  reviewed  by  the 
Committee  on  Scientific  Exhibits. 

Speakers:  Nineteen  out-of-state 
guest  speakers  have  already  accep- 
ted invitations  to  participate  in  the 
various  programs  scheduled  at  the 
1968  Annual  Session. 

Plans  are  also  progressing  with 
regard  to  many  of  the  special  fea- 
tures of  the  Annual  Session,  such 
as  curbstone  consultations,  special 
programs,  and  local  arrangements. 


FOR  COMPLETE  INFORMATION,  FILL  OUT  AND  MAIL  THIS  FORM 

Please  send  me  complete  information  and  application  forms  for 
exhibiting  at  the  101st  Annual  Session  of  the  Texas  Medical  Asso- 
ciation, May  2-5,  1968. 

I am  interested  in  presenting  a paper  at  a TMA  Annual  Session 

on  the  topic  “ ” 

before  the  Section  on 

Name . 

Add  ress 

City,  State,  Zip  Code . 
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TMA  WOMAN’S  AUXILIARY 
PLANS  FALL  MEETINGS 


The  Woman’s  Auxiliary  to  the 
Texas  Medical  Association  will  hold 
its  fall  meeting  functions  Sept.  28-29 
in  Austin. 

An  executive  board  meeting  and 
workshop  will  take  place  on  Thurs- 
day afternoon,  Sept.  28. 

Workshops  on  organizations  and 
membership,  safety,  and  health  ca- 
reers will  be  held  from  1:30-2:30 
p.m.  The  executive  board  meeting 
will  begin  at  3 p.m. 

Guest  speaker  at  the  executive 
board  meeting  will  be  Mr.  William 
F.  Schwartz,  ed- 
ucational con- 
sultant, Venereal 
Disease  Pro- 
g r a m,  Depart- 
ment of  Health, 

Education  and 
Welfare,  Public 
Health  Service, 

Communica  ble 
Disease  Center, 

Atlanta,  Ga.  Mr. 

Schwartz  is  also 
educational  consultant  to  the  Atlan- 
ta Alliance  for  the  Eradication  of 
Venereal  Disease. 

Mr.  Schwartz,  who  will  speak  to 
the  board  on  “Let’s  Get  the  Job 
Done,”  is  the  author  of  Teacher’s 
Handbook  on  Venereal  Disease  Edu- 


SCHWARTZ 


cation  and  the  programmed  work- 
book entitled  “Facts  About  Syphilis 
and  Gonorrhea.”  These  works  have 
been  recommended  by  the  World 
Health  Organization  for  adaptation 
throughout  the  world.  Mr.  Schwartz, 
who  is  considered  the  prime  author- 
ity on  venereal  disease  education  in 
the  US,  has  been  with  the  Public 
Health  Services  since  1949. 

Also  speaking  to  the  women  as- 
sembled at  the  executive  board 
meeting  will  be  Dr.  Walter  Walthall, 
of  San  Antonio,  chairman  of  the 
TMA  Advisory  Committee  to  the 
Woman’s  Auxiliary.  Dr.  Walthall’s 
speech  topic  will  be  “For  Better  For 
Worse,  For  Richer  For  Poorer,  In 
Sickness  and  In  Health,  till  . . 

Dr.  Walthall  is  immediate  past  chair- 
man of  the  TMA  Board  of  Councilors 
and  is  also  a delegate  to  the  Ameri- 
can Medical  Association  from  TMA. 

Thursday  evening  will  provide  re- 
laxation and  recreation  for  Auxiliary 


members  attending  the  fall  confer- 
ences. Mrs.  Frank  M.  Posey  will  be 
hostess  to  Auxiliary  members  at 
“Evening  at  Westwood,”  hospitality 


hour  and  dinner  at  Westwood  Coun- 
try Club  in  Austin. 

The  Auxiliary  will  hold  its  annual 
school  of  instruction  on  Friday,  Sept. 
29  from  9 a.m.  to  4 p.m.  Three 
speakers  will  highlight  the  program. 

Principal  guest  speaker  at  the 
school  of  instruction  will  be  Mr. 
Everett  C.  Lind- 
sey, a specialist 
in  human  moti- 
v a t i o n tech- 
niques. Mr.  Lind- 
sey will  be  speak- 
ing on  “Human 
Motivation.”  He 
is  a past  person- 
nel advisor  to 
the  Gulf  Oil  Cor- 
p o r a t i o n US 
Headquarters  in 
Houston.  He  is 
active  in  civic  and  business  organi- 
zations and  serves  the  Methodist 
Church  as  a lay  minister.  He  is  a 
member  of  the  International  Plat- 
form Association. 

Maintaining  that  most  people  use 
only  15  percent  of  their  true  ability, 
Mr.  Lindsey  concentrates  on  motiva- 
ting people  to  develop  and  use  their 
85  percent  reserve  ability.  Mr.  Lind- 
sey will  also  utilize  extensive  audi- 
ence participation. 

Other  school  of  instruction  speak- 
ers and  their  topics  of  discussion 
will  include  Dr.  Joe  Nelson  of  Weath- 
erford, chairman  of  the  TMA  Council 
on  Medical  Jurisprudence,  “Top  of 
the  Anatomy”;  and  Mr.  C.  Lincoln 
Williston,  of  Austin,  Executive  Sec- 
retary of  TMA,  “New  Federal  Pro- 
grams of  Medical  Service — Their  Im- 
pact Upon  the  Physician’s  Practice.” 

Another  school  of  instruction  high- 
light will  be  a film,  “LSD — Insight  or 
Insanity.” 
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PROFESSIONAL  COURTESY: 
AMA  MAKES  STATEMENT 


The  Judicial  Council  of  the  Ameri- 
can Medical  Association  adopted  a 
statement  on  professional  courtesy 
on  June  17.  The  statement  is  hoped 
to  provide  a guideline  for  Associa- 
tion members. 

The  statement  is  quoted  as  fol- 
lows: 


The  custom  of  professional 
courtesy  embodies  the  ancient 
tradition  of  fraternalism  among 
physicians  in  the  art  which 
they  share,  and  their  mutual 
concern  to  apply  their  learning 


for  the  benefit  of  one  another 
as  well  as  their  patients.  The 
Judicial  Council  reaffirms  and 
endorses  the  principle  of  pro- 
fessional courtesy  as  a noble 
tradition  that  is  adaptable  to 
the  changing  scene  of  medical 
practice. 

Professional  courtesy  is  not  a 
rule  of  conduct  that  is  to  be  en- 
forced under  threat  of  penalty 
of  any  kind.  It  is  the  individual 
responsibility  of  the  physician 
to  determine  for  himself  and 
within  his  own  conscience  to 
whom  and  the  extent  to  which 
he  shall  allow  a discount  from 
his  usual  and  customary  fees 
for  the  professional  services  he 
renders,  and  to  whom  he  shall 
render  such  services  without 
charge  as  professional  cour- 
tesy. 

The  following  guidelines  are 
offered  as  suggestions  to  aid 
physicians  in  resolving  ques- 
tions related  to  professional 
courtesy. 

1.  Where  professional  cour- 
tesy is  offered  by  a physician 
but  the  recipient  of  services  in- 
sists upon  payment,  the  phy- 
sician need  not  be  embarrassed 
to  accept  a fee  for  his  services. 

2.  Professional  courtesy  is  a 
tradition  that  applies  solely  to 
the  relationship  that  exists 
among  physicians.  If  a physi- 
cian or  his  dependents  have  in- 
surance providing  benefits  for 
medical  or  surgical  care,  a phy- 
sician who  renders  such  service 
may  accept  the  insurance  bene- 
fits without  violating  the  tra- 
ditional ethical  practice  of  phy- 
sicians caring  for  the  medical 
needs  of  colleagues  and  their 
dependents  without  charge. 

3.  In  the  situation  where  a 
physician  is  called  upon  to  ren- 
der services  to  other  physicians 
or  their  immediate  families  with 
such  frequency  as  to  involve  a 
significant  proportion  of  his 
professional  time,  or  in  cases 
of  long-term  extended  treat- 
ment, fees  may  be  charged  on 
an  adjusted  basis  so  as  not 
to  impose  an  unreasonable  bur- 
den upon  the  physician  render- 
ing services. 

4.  Professional  courtesy 
should  always  be  extended 
without  qualification  to  the  phy- 
sician in  financial  hardship,  and 
members  of  his  immediate  fam- 
ily who  are  dependent  upon 
him. 
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UT  AT  HOUSTON  ADDS 
PUBLIC  HEALTH  SCHOOL 

The  University  of  Texas  School  of 
Public  Health  at  Houston  will  begin 
initial  operations  in  1967-68.  The 
school  which  was  originally  author- 
ized by  the  Texas  Legislature  in 
1947,  received  appropriated  funds 
from  the  Legislature  for  the  first 
time  in  1967. 

The  appropriation  of  an  initial 
$271,331  budget  for  the  first  year’s 
operation  plus  the  appointment  of 
an  acting  part-time  dean,  Dr.  John 
R.  Hall,  by  the  UT  Board  of  Regents 
will  start  the  school  in  operation. 

In  addition  to  the  School  of  Public 
Health,  the  Regents  approved  budg- 
ets totaling  $17,054,216  for  com- 
ponent institutions  in  The  University 
of  Texas  at  Houston  complex. 

This  includes  $12,722,292  for 
M.D.  Anderson  Hospital  and  Tumor 
Institute,  $3,582,655  for  University 
of  Texas  Dental  Branch,  and  $477,- 
938  for  the  Graduate  School  of  Bio- 
medical Sciences. 

The  Anderson  budget  represents 
a 14.9  percent  increase  from  1966- 
67;  Dental  Branch,  an  11.7  percent 
increase,  and  Biomedical  Sciences, 
an  80.6  percent  increase.  Not  in- 
cluded in  the  Anderson  total  is  an 
additional  $2,250,000  for  furnishing 
a new  wing  of  the  hospital. 

The  executive  committee  also  rec- 
ommended that  three  departments 
be  established  in  the  initial  activa- 
tion of  the  School  of  Public  Health: 
environmental  health,  industrial 
medicine,  and  library  sciences. 

In  funding  the  new  school’s  first 
year  of  operation,  the  Regents 
named  Dr.  Lee  E.  Farr  as  head  of 
the  Department  of  Environmental 
Health.  He  is  presently  chief  of  the 
section  of  nuclear  medicine  in  the 
Department  of  Medicine  at  M.D.  An- 
derson. 

The  Regents  also  authorized  the 
executive  administrative  committee, 
headed  by  Dr.  R.  Lee  Clark,  to  lease 
temporary  space  for  the  new  school 
in  buildings  near  The  University  of 
Texas  at  Houston  complex  in  Hous- 
ton’s Texas  Medical  Center. 

At  the  school,  graduates  in  medi- 
cine, dentistry,  engineering,  and 
nursing  will  receive  special  training 
in  public  health. 

Typical  problems  of  interest  might 
include  mosquito  control,  water  pol- 
lution, air  pollution,  food  pollution, 
rat  control,  reduction  of  infant  mor- 
tality through  prenatal  care,  and 
care  of  the  aged. 

Several  institutions  have  indicated 


interest  in  cooperating  with  the 
school's  teaching  program,  including 
M.D.  Anderson  Hospital  and  Tumor 
Institute,  The  UT  Dental  Branch, 
Baylor  University  College  of  Medi- 
cine, Texas  Woman’s  University 
School  of  Nursing,  Rice  University, 
St.  Thomas  University,  University  of 
Houston,  and  The  UT  Medical 
Branch  at  Galveston. 

Teaching  at  the  school  will  be 
keyed  to  the  development  of  scien- 
tists and  other  personnel  in  public 
health.  The  educational  program 
would  ultimately  lead  to  the  master 
of  science  and  doctor  of  philosophy 
degrees,  both  of  which  would  be  ad- 
ministered through  The  UT  Graduate 
School  of  Biomedical  Sciences  at 
Houston. 


NURSE  EXAMINERS 
LICENSE  602  LVN’S 

At  an  examination  conducted  July 
28-29  by  the  State  Board  of  Voca- 
tional Nurse  Examiners,  602  candi- 
dates passed  and  were  issued  voca- 
tional nurse  licenses.  At  this  meet- 
ing, 80  applicants  from  other  states 
were  granted  reciprocity  licenses. 

A total  of  158  vocational  nurse 
programs  are  active  throughout  Tex- 
as wherein  students  can  receive  the 
year's  training  requisite  to  licensure. 

All  employers  of  licensed  voca- 
tional nurses  are  asked  to  be  on  the 
lookout  for  the  following  persons 
who  have  been  reported  by  the 
Board  of  Vocational  Nurse  Exam- 
iners as  persons  posing  as  licensed 
vocational  nurses  without  registra- 
tion under  the  said  Board:  Ardie  or 
Archie  Mae  Jones  of  Alice  and 
Gladys  M.  Sanders  of  Corpus  Chris- 
ti. 

The  next  state  board  examination 
will  be  held  in  Austin  Oct.  19-21. 
Applications  must  be  received  30 
days  prior  to  examination. 


LIBRARIAN  GIVEN  HONOR 

Miss  Elisabeth  D.  Runge  of  The 
University  of  Texas  Medical  Branch 
in  Galveston  has  been  made  an  hon- 
orary member  of  the  Medical  Library 
Association,  which  entitles  her  to 
membership  privileges  for  life.  Only 
25  people  may  be  so  honored  at 
any  time  and  the  citation  is  limited 
to  individuals  who  have  made  out- 
standing contributions  to  the  work  of 
the  association. 


NEW  RESIDENTS  SELECT 
PHYSICIANS  VARIOUSLY 

How  a couple,  having  recently 
moved  to  a new  and  strange  town, 
goes  about  selecting  a physician  is 
the  subject  of  a research  study  by 
two  University  of  Kansas  professors. 

The  study,  “The  Effect  of  Per- 
sonal Influence  in  the  Selection  of 
Consumer  Services,”  is  the  product 
of  work  by  Drs.  Sidney  P.  Feldman 
and  Merlin  C.  Spencer. 

The  researchers  found  that  the 
largest  information  source  for  resi- 
dents of  new  communities  was  per- 
sonal nonprofessional  sources  such 
as  friends,  neighbors,  and  co-work- 
ers.  Over  60  percent  of  those  inter- 
viewed reported  using  this  method. 

A substantial  portion,  25  percent, 
used  such  nonpersonal  sources  as 
telephone  directory  information. 
And  the  remainder,  15  percent,  re- 
ported using  personal  professional 
sources,  mainly  previous  doctors,  or 
the  local  medical  society. 

Selection  of  a physician  occurs 
within  a relatively  short  time  after 
the  newcomers  arrived  in  the  com- 
munity. A majority  of  newcomers, 
53  percent,  chose  physicians  within 
one  month  after  arrival,  and  90  per- 
cent chose  within  four  months.  For 
all  but  a very  small  number  of 
households,  the  need  was  not  an 
emergency. 

The  decision  responsibility  rested 
on  the  wife  in  about  three  out  of 
four  cases.  The  husband  selected 
the  physician  only  11  percent  of  the 
time,  and  a joint  effort  was  used  in 
15  percent  of  the  cases. 


"Come  in.  She'll  be  down  in  a minute." 
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fcczema  of  many  years... 
controlled  in  two  weeks 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort \opicai 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  establ  ished.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  Vz  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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BASIC  SCIENCE  BOARD 
SETS  EXAMINATIONS 

The  Texas  State  Board  of  Examin- 
ers in  the  Basic  Sciences  will  hold 
examinations  Oct.  16-17  in  Austin 
only. 

Deadline  for  filing  of  completed 
application  requirements  is  one 
month  prior  to  the  examination  date. 
Exceptions  will  be  made  in  the  case 
of  someone  living  within  Texas  for 
whom  postponement  of  examination 
until  April,  1968,  will  create  a real 
hardship. 

Examinations  will  be  given  in 
anatomy,  pathology,  hygiene,  bac- 
teriology, physiology,  and  chemistry. 
The  board  will  meet  approximately 
three  weeks  after  the  examinations, 
at  which  time  the  grades  will  be 
revealed. 

For  further  information,  write  Mrs. 
Betty  Anderson,  Executive  Secretary, 
Texas  State  Board  of  Examiners  in 
the  Basic  Sciences,  State  Office 
Building,  Room  1012,  201  E.  14th 
St.,  Austin. 

BLOOD  ORGANIZATIONS 
SIGN  NEW  AGREEMENT 

A new  agreement  covering  the  na- 
tionwide exchange  of  blood  and 
blood  credits  between  the  country’s 
major  blood  banking  organizations 
has  been  announced  jointly  by  the 
American  National  Red  Cross  (ARC) 
and  the  American  Association  of 
Blood  Banks  (AABB). 

The  agreement,  signed  by  Gen. 
James  F.  Collins,  president  of  the 
ARC,  and  Dr.  George  Hummer,  presi- 
dent of  the  AABB,  replaces  the  orig- 
inal agreement  which  the  two  or- 
ganizations developed  in  1961,  set- 
ting up  a national  reciprocal  system 
to  facilitate  blood  donor  replace- 
ments and  to  utilize  blood  supplies 
more  effectively. 

The  purpose  of  the  reciprocity 
agreement  is  to  make  possible  the 
exchange  of  blood  and  blood  donor 
replacement  credits  between  AABB 
banks  and  ARC  regional  centers  on 
a national  basis  as  a service  and 
special  convenience  for  patients  and 
donors  who  do  not  live  in  the  same 
community. 

For  the  most  part,  reciprocity  ex- 
changes are  a matter  of  paperwork. 
Debits  and  credits  posted  to  the  ac- 
counts of  regional  centers  and  blood 
banks  are  coordinated  through  the 
ARC  Central  Exchange  in  Washing- 


ton, D.C.,  and  the  AABB  National 
Clearinghouse  Office  in  San  Fran- 
cisco, and  actual  blood  shipments 
are  made  at  the  end  of  the  month 
in  settlement  of  any  imbalances. 

The  reciprocity  system  makes  pos- 
sible also  more  efficient  utilization 
of  perishable  blood  supplies  by  en- 
abling the  transfer  of  blood  surplus 
from  one  bank  or  center  to  fill  blood 
shortages  in  another. 

During  the  six  years  the  original 
agreement  was  in  effect,  more  than 
600,000  replacement  credits  and 
units  of  blood  have  been  exchanged 
between  the  two  organizations. 


CORRECTION 

In  the  summary  of  Dr.  Gene  E. 
Burke’s  article,  “Hypertension:  Ef- 
fectiveness of  Two  Drugs,”  which 
appeared  in  the  May,  1967,  issue, 
the  parenthetic  designations  of  gen- 
eric names  were  transposed.  The 
summary  should  read: 

Clinical  Evaluation  of  Antihyper- 
tensive-Diuretic Combinations:  In  a 

controlled  study  to  compare  the  ef- 
fectiveness of  two  antihypertensive- 
diuretic  combination  drugs  in  treat- 
ment of  hypertension,  both  Aldoril 
(decarboxylase  inhibitor  / thiazide) 
and  Eutron  (MAO  inhibitor/thiazide) 
were  effective  in  oral  form.  Both 
the  systolic  and  diastolic  blood  pres- 
sures decreased  in  all  patients  taking 
Eutron,  and  fewer  tablets  were  need- 
ed for  adequate  control. 


TWO  TEXANS  CERTIFIED 
BY  BLOOD  BANK  GROUP 

Two  Texans  were  among  18  med- 
ical technologists  newfy  certified  in 
blood  banks  as  announced  by  the 
American  Association  of  Blood 
Banks. 

Technologists  achieve  certifi- 
cation after  completing  a year  of 
training  at  an  AABB  approved 
school  ana  passing  the  comprehen- 
sive written  and  practical  examina- 
tions conducted  by  the  AABB  and 
the  American  Society  of  Clinical 
Pathologists. 

Texans  receiving  certification 
were  Cornelie  J.  M.  Oldenhuis  from 
the  Blood  Bank  of  The  University 
of  Texas  Medical  Branch  hospitals; 
and  Marie  L.  Parachini  from  the 
Methodist  Hospital  of  Dallas  Blood 
Bank. 


MEDICAL  BRANCH  GETS 
AEROSPACE  DEPARTMENT 

The  University  of  Texas  System 
Board  of  Regents  July  29  approved 
creation  of  a Department  of  Aero- 
space Medicine  at  The  UT  Medical 
Branch  at  Galveston. 

Dr.  Charles  A.  Berry,  director  of 
medical  research  and  operations  at 
the  Manned  Spacecraft  Center  in 
Houston,  was  appointed  professor 
and  chairman  of  the  new  depart- 
ment. 

Named  associate  professor  was 
Dr.  Allen  D.  Catterson,  Dr.  Berry’s 
assistant  at  the  space  center.  Both 
appointees  will  continue  their  duties 
at  the  space  agency  while  serving 
without  pay  at  Galveston. 

Dr.  Catterson,  a native  of  Colo- 
rado, joined  the  space  agency  in 
1962.  He  received  his  M.D.  degree 
from  the  University  of  Colorado  and 
later  served  in  the  US  Air  Force  as 
a medical  examiner  and  flight  sur- 
geon. 

The  Regents  acted  after  receiving 
recommendations  by  Dr.  Charles  Le- 
Maistre,  vice-chancellor  for  health 
affairs,  and  Dr.  T.  G.  Blocker,  Jr., 
executive  director  and  dean  of  the 
Galveston  Medical  Branch. 

“We  believe  this  official  recogni- 
tion of  these  two  outstanding  aero- 
space physicians  will  open  the  door 
to  additional  areas  of  cooperative 
effort  and  greater  participation  by 
members  of  our  faculty  in  the  plan- 
ning for,  and  appraisal  of,  medical 
phases  of  the  manned  spacecraft 
program,”  Dr.  Blocker  said. 

Dr.  Berry  and  other  members  of 
his  staff  will  be  available  to  give 
regular  lectures  to  medical  students 
as  well  as  special  seminars  for  house 
staff  and  faculty. 

“For  the  present,"  Dr.  Blocker 
said,  “their  research  participation 
will  be  on  a cooperative  basis  in 
relation  to  grants  and  contracts  se- 
cured by  members  of  our  faculty.” 


"Has  the  anemia  gotten  into  my  blood- 
stream yet?" 
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.reliably  controlled 
with 

specific  therapy 


A suitable  dosage  form  for  every  staph  situation 
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Staph— the  most  common  cause  of  skin  and  soft-tissue 
infection— also  is  responsible  for  many  more  serious 
infections,  such  as  pneumonia,  osteomyelitis,  and 
septicemia.  Often,  a seemingly  minor  skin  infection  is 
the  source  of  metastatic  spread  to  deeper  structures. 
When  findings  on  culture  incriminate  staph  as  the 
cause,  Prostaphlin  (sodium  oxacillin)  will  provide 
specific  effective  therapy. 

Bactericidal  effectiveness.  Hardly  a staph  organism 
can  resist  the  bactericidal  action  of  Prostaphlin  (sodi- 
um oxacillin),  as  shown  by  a 34-month  in  vitro  study. 
Of  all  staph  isolates  tested,  99.5%  were  sensitive  to 
oxacillin.1 


Clinically  proven.  There  is  a high  correlation  between 
these  in  vitro  findings  and  clinical  results.  Of  610 
patients  treated  with  Prostaphlin  (sodium  oxacillin), 
89.8%  were  reported  cured  or  improved,  including 
those  with  staph  infections  resistant  to  penicillin  G.2 
And  since  resistance  does  not  appear  to  develop  in 
vivo,  therapy  with  oxacillin  can  be  extended  when 


necessary. 

Outstanding  safety  record.  Besides  being  staph-specific 
and  rapidly  absorbed— Prostaphlin  (sodium  oxacillin) 
has  established  an  outstanding  record  of  safety  dur- 
ing five  years  of  widespread  clinical  use.  Continuous 


high  blood  levels  of  oxacillin  have  not  produced  toxic 
effects  on  kidney  function,  assuring  a significant  mar- 
gin of  safety.  However,  as  with  all  penicillins,  the 
possibility  of  allergic  response  should  be  considered. 
Capsules,  Oral  Solution  and  Injectable.  Prostaphlin 
(sodium  oxacillin)  is  available  in  three  flexible  dosage 
forms  to  suit  the  age  of  the  patient  and  severity  of 
infection — capsules,  an  oral  solution  for  pediatric  use, 
and  multi-dose  vials  for  injection,  I.M.  or  I.V 

PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications: 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  qA  or  q.6h.  Children:  50  mg./ 
Kg. /day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  qA  or  q.6h.  Chil- 
dren: 50  mg. /Kg. /day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules— 
250  and  500  mg.  in  bottles  of  48.  Injectable-250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  I.M. /I.V.  use.  For  Oral  Solution-100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY  8:12.16 

References:  1.  Abstracted  from  Antibiotic  Sensitivity  of  Staphylococci  Studied 
from  November  1962  through  August  1965,  reported  by  Griffith,  L.J.,  Staph- 
ylococcus Reference  Laboratory,  V.  A.  Hospital,  Batavia, 

N.Y.  2.  Data  on  file,  Bristol  Laboratories. 
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BRISTOL 


Whenever  you 
suspect  staph 

PROSTAPHLIN® 

SODIUM  OXACILLIN 


In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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TEXAS  MEDICINE 


MEDICINE  AND  THE  LAW 


Criteria  For  Informed  Consent  Principle 
Refined  by  Texas  Court  of  Civil  Appeals 


A Texas  Court  of  Civil  Appeals 
has  recently  reaffirmed  several  tra- 
ditional medicolegal  principles  and 
further  refined  the  criteria  for  “in- 
formed consent.”  In  its  opinion  in 
C.  K.  Gravis,  Jr.,  et  ux.,  v.  Physicians 
& Surgeons  Hospital  of  Alice,  et  al., 
(415  SW  2d  674,  1967),  the  San 
Antonio  court  affirmed  a trial  court 
summary  judgment  in  favor  of  the 
hospital  and  physicians  in  a medical 
negligence  cause  of  action  brought 
by  a patient  and  her  husband.  It 
should  be  noted  that  the  Court  of 
Civil  Appeals  opinion  may  be  re- 
versed, in  whole  or  in  part,  later  by 
the  Texas  Supreme  Court  if  the  case 
is  appealed  to  the  high  court. 

The  suit  alleged  medical  malprac- 
tice and  negligence  on  the  defend- 
ants’ part  arising  from  the  following 
fact  situation:  Mrs.  Gravis,  complain- 
ing of  a pain  in  her  abdomen,  was 
admitted  to  the  emergency  room  of 
defendant  hospital  where  she  was 
examined  by  the  defendant  physi- 
cian and  admitted  to  a hospital  room 
for  observation.  The  following  day 
she  was  given  examination  and 
tests,  including  x-rays,  and  admin- 
istered various  medications,  includ- 
ing sedatives,  pain-relieving  medi- 
cine and  antibiotics;  the  defendant 
physician  performed  an  exploratory 
operation  upon  the  patient  a day 
and  a half  after  her  admission  to 
the  hospital.  For  the  operation,  Mrs. 
Gravis  was  given  a spinal  anesthetic 
and  pentothal  sodium  intravenously 
during  the  procedure;  during  the  op- 
eration an  intestinal  obstruction  was 
found  and  corrected;  since  the  op- 
eration Mrs.  Gravis  has  suffered  from 
a number  of  physical  disabilities, 
including  bladder  trouble,  phlebitis 
of  the  left  leg,  and  paralysis. 

Plaintiffs  sued  the  defendants  al- 
leging assault  and  battery  for  failure 
to  secure  the  informed  consent  of 
either  of  the  plaintiffs  to  the  opera- 


tion, fraud,  failure  of  duty  to  warn 
the  plaintiff  of  probable  conse- 
quences, breach  of  contract,  admin- 
istrative negligence,  and  numerous 
acts  of  negligence  and  malpractice. 
The  trial  court’s  action  in  holding 
for  the  defendants  was  affirmed  on 
appeal. 

Perhaps  the  most  important  med- 
ical aspect  of  this  case  concerns 
the  recognition  by  the  court  that 
different  rules”  apply  to  elective 
surgery  or  treatment  and  emergency 
surgery  or  treatment  insofar  as  pa- 
tient consent  is  concerned.  For  the 
first  time,  a Texas  Court  has  spe- 
cifically held  that  in  an  emergency 
situation  consent  may  be  implied 
and  the  physician  should  proceed  to 
perform  whatever  surgery  or  other 
treatment  is  necessary  to  preserve 
the  life  and  health  of  the  patient. 

Courts  of  other  jurisdictions  have 
previously  adopted  this  position  as 
applicable  to  emergency  situations; 
and  we  have  assumed  that  the  same 
would  be  applied  in  Texas,  though 
until  this  case  no  court  had  directly 
so  held.  In  the  Gravis  case,  the  pa- 
tient was  admitted  to  the  hospital 
in  a non-emergency  status  for  test- 
ing and  observation.  A day  and  a 
half  after  the  admission,  an  emer- 
gency situation  developed  and  med- 
ical testimony  indicated  that  imme- 
diate action  was  necessary.  Faced 
with  these  facts,  the  court  held: 

In  such  a situation,  there  is 
respectable  authority  that  the 
practitioner  may  be  justified  in 
performing  an  operation  without 
the  express  consent  of  the  pa- 
tient or  of  anyone  authorized  to 
act  on  his  behalf  (citations  omit- 
ted) ...  It  is  stated  in  76  A.L.R. 
566,  that  the  general  rule  recog- 
nizes that  consent  may  be  im- 
plied under  some  circumstances, 
or  the  existence  of  an  emergen- 
cy, may  justify  operating  without 


any  consent.  Indeed,  in  Jacko- 
vach  v.  Yocom,  212  Iowa  914, 
237  N.  W.  444,  76  A.L.R.  551 
(1931),  where  an  amputation  was 
performed,  it  was  held  that  since 
the  defendant  was  confronted 
with  an  emergency  which  endan- 
gered the  life  and  health  of  the 
patient,  it  was  his  duty  to  do 
that  which  the  occasion  demand- 
ed within  the  usual  and  custo- 
mary practice  among  physicians 
and  surgeons  in  the  same  or 
similar  localities,  without  the  con- 
sent of  the  patient.  10  Tex.  L. 
Rev.  99. 

It  is  undisputed  in  the  fact  situ- 
ation before  the  court  that  the  pa- 
tient was  under  sedatives  and  un- 
able to  grant  her  consent  on  the 
morning  of  the  emergency  operation. 
Likewise,  it  is  agreed  that  the  pa- 
tient’s husband  granted  an  oral  con- 
sent to  perform  the  exploratory  op- 
eration and  “on  his  own  volition, 
signed  a written  consent  agreement 
consenting  to  the  performing  of 
whatever  treatment  or  operation,  and 
the  administering  of  whatever  anes- 
thetics the  physician  believed  to  be 
necessary  or  advisable.”  However, 
the  plaintiffs  sought  to  invoke  the 
language  of  the  recent  Texas  Su- 
preme Court  decision  in  Scott  v. 
Wilson,  412  S.  W.  2d  299  (1967), 
by  alleging  that  the  physician  failed 
to  give  adequate  information  con- 
cerning the  proposed  operation  in- 
sofar as  the  anesthetic  which  he 
planned  to  use,  and  that  without 
such  information  the  patient’s  hus- 
band could  not  have  granted  his 
“informed  consent.” 

The  court  differentiates  between 
the  emergency  situation  in  the  Gravis 
case  and  that  which  existed  in  Scott 
v.  Wilson,  where  an  elective  stape- 
dectomy was  involved.  After  estab- 
lishing this  difference,  the  Court  of 
Civil  Appeals  discusses  the  plain- 
tiffs' specific  allegation  that  the  phy- 


Volume  63,  September,  1967 


105 


sician  defendant  failed  to  discuss 
the  type  of  anesthetic  which  was  to 
be  used  and  that  the  administration 
of  the  anesthetic  was  negligent  and 
caused  plaintiff  injury.  The  court 
cites  Bell  v.  Umstattd,  Tex.  Civ.  App., 
401  S.  W.  2d  306,  which  held  that 
“the  anesthetic  was  incidental  to  the 
operation,  and  that  under  the  cir- 
cumstances in  that  case  the  anes- 
thesiologist, barring  inquiry,  was  not 
under  a duty  to  disclose  the  method 
he  or  the  surgeon  would  select  in 
administering  the  anesthetic.  Re- 
garding the  case  presented  by  plain- 
tiffs, the  court  held: 

The  medical  testimony  in  the 
case  before  us  is  to  the  effect 
that  the  type  of  anesthetic  used 
is  one  that  is  widely  used;  is 
frequently  used  in  the  type  of 
operation  which  Elma  Gravis  un- 
derwent; that  reactions  are  ex- 
tremely rare  from  this  type  of 
anesthetic;  and  that  the  risk  in- 
volved of  the  type  of  reaction 
suffered  by  Mrs.  Gravis  is  very 
low,  in  the  area  of  one  in  two 
hundred  thousand. 

In  view  of  these  facts,  the  court 
noted  that  there  was  no  evidence 
properly  before  it  which  would  indi- 
cate that  the  defendant  physician  or 
the  defendant  anesthetist  had  acted 
in  any  way  other  than  “according  to 
accepted  methods  of  medical  prac- 
tice with  regard  to  the  propriety  and 
administration  of  the  anesthetic  used 
and  that  they  did  not  do  anything 
which  would  not  have  been  done,  or 
failed  to  do  anything  that  would 
have  been  done,  in  the  exercise  of 
ordinary  care  by  doctors  and  anes- 
thesiologists.” 

Citing  Scott  v.  Wilson,  the  court 
reiterated  the  Supreme  Court’s  find- 
ing that  the  alleged  failure  to  warn 
and  the  consequent  lack  of  “in- 
formed consent,”  if  such  can  be 
proved,  constitutes  malpractice  and 
is,  in  any  event,  not  in  the  nature 
of  an  assault  and  battery. 

Turning  to  the  question  of  wheth- 
er or  not  the  physician  contracted 
by  implication  with  the  plaintiff  that 
a favorable  result  from  the  surgery 
would  be  guaranteed,  the  court  held 
that:  “In  the  absence  of  a special 
contract  to  that  effect,  a physician 
or  surgeon  is  not  an  insurer  and 


does  not  warrant  a cure  or  favor- 
able result.”  Specifically,  the  court 
pointed  out  what  the  physician  does 
contract  in  the  following  language: 

The  physician  is  not  an  insurer 
and  does  not  warrant  a cure,  but 
impliedly  contracts  that  he  pos- 
sesses, and  he  is  required  to  use 
and  exercise  that  degree  of  skill 
and  care  which  physicians  prac- 
ticing in  similar  locations  ordi- 
narily possess. 

The  Gravis  case  points  out  once 
more  the  importance  of  keeping  de- 
tailed and  complete  medical  records 
on  each  patient.  Because  the  phy- 
sician was  able  to  prove  through  his 
medical  records  that  the  patient’s 
condition  worsened  at  a certain  time 
and  that,  based  upon  the  tests  and 
results  of  examination  a condition 
of  emergency  existed,  the  physi- 
cian’s handling  of  the  case  was  to 
be  judged,  legally  speaking,  under 
the  emergency  treatment  guidelines 
rather  than  the  elective  treatment 
guidelines. 

It  is  important  for  physicians  to 
remember  that  in  most  cases  medi- 
cal malpractice  allegations  arise  from 
situations  where  the  physician  fails 
to  establish  a true  rapport  with  his 
patient  and  the  patient’s  family. 
Certainly,  a good  physician -patient 
relationship  does  not  guarantee  that 
such  problems  will  not  arise.  How- 
ever, the  experience  of  professional 
liability  insurance  experts  and  medi- 
cal malpractice  lawyers  points  to  the 
conclusion  that  the  better  the  phy- 
sician and  patient  communicate  and 
understand  each  other,  the  less 
chance  there  is  for  later  allegations 
of  malpractice. 

Again,  the  authors  would  note  that 
while  the  court  opinion  herein  re- 
ported is,  on  the  whole,  a re-state- 
ment of  the  traditional  medicolegal 
concepts,  the  case  may  be  appealed 
to  the  Supreme  Court.  If  this  is 
the  case,  additional  reports  will,  of 
course,  be  made  so  that  the  read- 
ers of  Texas  Medicine  will  be  kept 
informed  of  any  substantial  changes 
in  the  law  relating  to  medical  mal- 
practice. 

—PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 


POSTGRADUATE  COURSES 

Sports 

The  University  of  Texas  Extension 
Teaching  and  Field  Service  Bureau 
will  present  a postgraduate  confer- 
ence on  the  Medical  Aspects  of 
Sports  on  The  University  of  Texas 
campus  in  Austin  Oct.  30-Nov.  1. 

The  conference  is  designed  for 
physicians  who  have  an  interest  in 
sports  medicine  and  for  trainers  who 
are  active  in  the  profession.  This 
three-day  conference  will  offer  a 
broad  and  intensive  view  of  present- 
day  concepts  in  sports  medicine 
and  will  be  concerned  with  both 
prevention  and  treatment  of  illness 
and  injury.  Lectures,  discussions, 
and  demonstrations  will  be  conduct- 
ed, and  opportunities  provided  for 
discussion. 

Out-of-state  guest  speakers,  Texas 
physicians,  and  UT  faculty  members 
will  participate  on  the  program  of 
the  three-day  conference.  Subjects 
covered  will  include  pre-season  con- 
ditioning; heat  illness;  injuries  to 
head,  face,  neck,  shoulder,  and 
knee;  sprains  and  strains;  skin  in- 
fections; and  cardiovascular  fitness. 

Tuition  for  the  conference  is  $50. 
Check  or  money  order  should  be 
made  payable  to  The  University  of 
Texas.  Advance  registration  is  re- 
quested. Residents  and  interns  will 
be  admitted  free  by  letter  from  their 
chief  of  service.  Registration  will  be 
limited.  All  communication  should 
be  addressed  to  Mr.  Bishop  Pitts, 
Extension  Teaching  and  Field  Ser- 
vice Bureau,  The  University  of  Texas, 
Austin  78712. 

Laboratory  Workshops 

The  Texas  State  Department  of 
Health  will  sponsor  five  laboratory 
workshops  during  the  fall  of  1967. 
Courses  will  take  place  at  the  De- 
partment’s laboratories,  1100  W. 
49th  St.,  Austin. 

Workshops  and  dates  are  as  fol- 
lows: Introductory  Immuno  Fluores- 
cence, Sept.  27-29;  Public  Health  & 
Medical  Bacteriology,  Oct.  2-6;  Pub- 
lic Health  & Medical  Mycology,  Oct. 
16-19;  Public  Health  & Medical  Par- 
asitology, Oct.  25-27;  and  Introduc- 
tory Immuno  Fluorescence,  Nov.  8- 
10. 

Admittance  to  all  workshops  is  by 
prior  registration.  There  is  no  regis- 
tration fee.  Applications  should  be 
addressed  to  Dr.  J.  V.  Irons,  Direc- 
tor of  Laboratories,  Texas  State  De- 
partment of  Health,  1100  W.  49th 
St.,  Austin  78756. 
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Dulcolax 

bisacodyl 


Few  drugs  work  as  predictably 
as  Dulcolax.You  can  expect 
that  when  your  office  patient 
takes  Dulcolax  at  home,  it  will 
be  as  effective  as  you  said  it 
would  be.Your  patient  will  be 
gratified,  too. 

The  reliability  of  Dulcolax 
stems  from  its  unique  mode  of 
action.  The  drug  works 
directly  on  nerve  endings  in 
the  colonic  mucosa,  producing 
normal  peristalsis  throughout 
the  large  intestine.  It  does 
not  rely  on  systemic  absorption 
for  its  effect. 

This  reliable  action  provides 
prompt  relief  of  constipation. 

It  also  makes  Dulcolax  par- 


ticular useful  for  prepping  the 
bowel  for  special  procedures. 
In  short,  it  makes  Dulcolax 
ideal  for  your  office  practice. 


Dulcolax  acts  so  surely  that  the  time  of  evacuation  can  often  be 
closely  predicted.  Dulcolax  tablets  taken  at  night  almost  invariably 
result  in  a bowel  movement  soon  after  waking  the  following  morning. 
Dulcolax  suppositories  generally  work  in  15  to  20  minutes,  almost 
always  within  the  hour. 


General  Dosage  Information:  Adults:  When  an  ordinary  laxative  effect 
ls  desired,  1 to  3 tablets  or  1 suppository  usually  suffices.  Tablets 
must  be  swallowed  whole,  not  chewed  or  crushed,  and  should  not  be 
taken  within  one  hour  of  antacids  or  milk.  Children:  1 or  2 tablets, 

I epending  on  age  and  severity  of  condition.  Tablets  must  not  be  given 
to  a child  too  young  to  swallow  them  whole.  For  infants  and  children 
under  2 years  of  age,  half  a suppository  is  usually  effective.  Above  this 
age  a whole  suppository  is  usually  advisable.  Side  Effects:  As  with  any 
laxative,  abdominal  cramps  are  occasionally  noted,  particularly  in 


severely  constipated  persons.  High  dosage  may  result  in  loose, 
unformed  stools.  Contraindication : Contraindicated  only  in  acute  sur- 
gical abdomen.  Availability:  Tablets  (5  mg.)  and  suppositories  (10  mg  ). 
By  prescription  or  recommendation. 


Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


rndllMdUBUlltaiS 


Division  of  Geigy  Chemical  Corporation,  Ardsley,  N Y. 


too  may  _ 
be  prescribing 

Hygroton, 

chlorthalidone 


You  usually  prescribe  one  tablet  daily, 
but  every  once  in  a while  you  like 
to  cut  the  dosage.  So  instead  of  giving 
the  100  mg.  tablet  every  other  day 
or  breaking  it  in  half,  why  not  prescribe 
the  new  half-strength  tablet  every  day? 

See  next  page  for  a brief  precautionary 
statement. 


DEPT.  7 


Broad  scope  diuretic 

Hygroton  is  indicated  in  certain  con-  However,  the  newer  diuretics  are 
ditions  where  the  newer  nonthiazide  probably  superior  to  Hygroton  in  acute 

diuretics  are  not  recommended,  pulmonary  edema  and  the  nephrotic 

e.g. hypertension, edema  of  pregnancy,  syndrome  or  any  condition  where 

premenstrual  edema,  edema  in  the  glomerular  filtration  rate  is 

obesity  states,  steroid  edema.  significantly  low. 


Indications 

Hypertension 

Such  as  hypertension  with  or  without 
congestive  failure,  where  Hygroton 
can  be  used  alone  or  in  conjunction 
with  other  agents 

( Precaution : Antihypertensive  therapy 
with  Hygroton  should  always  be 
initiated  cautiously  in  post- 
sympathectomy patients  and  in 
patients  receiving  ganglionic  blocking 
agents  or  other  potent  anti- 
hypertensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 
may  potentiate  hypotension.) 

Edema 

Such  as  edema  associated  with: 
congestive  heart  failure 
or  renal  disease 

(Precaution:  Because  of  the  possi- 
bility of  progression  of  renal  damage, 
periodic  determination  of  the  BUN 
is  indicated.  Discontinue  if  the 
BUN  rises.) 
or  hepatic  cirrhosis 
(Hypoproieinemia,  if  present,  must 
be  corrected  concomitantly. 
Precaution:  Take  special  care: 
discontinue  if  liver  dysfunction 
is  aggravated,  since  hepatic  coma 
may  be  precipitated.) 
or  steroid  administration 
or  obesity 

or  the  premenstrual  syndrome 
or  pregnancy,  including  toxemia 


(Warning:  Use  with  caution  in  preg- 
nant patients,  since  the  drug  may 
cross  the  placental  barrier  and 
adverse  reactions  which  may  occur  in 
the  adult,  e.g.  thrombocytopenia, 
hyperbilirubinemia,  altered 
carbohydrate  metabolism,  etc.,  are 
potential  problems  in  the  newborn.) 

Contraindications 

Severe  Renal  or  Hepatic  Disease 
and  Demonstrated  Hypersensitivity 

Other  general  warnings, 
precautions  and 
adverse  reactions 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments,which  should  be  used  only  when 
adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small 
bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept 
in  mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supple- 
ments immediately  if  abdominal  pain, 
distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur. 

Precautions:  Electrolyte  imbalance, 
sodium  and/or  potassium  deple- 
tion may  occur.  If  potassium  deple- 
tion should  occur  during  therapy, 
Hygroton  should  be  discontinued  and 


ygroto 

lorthalidone 


potassium  supplements  given, 
provided  the  patient  does  not  have 
marked  oliguria. 


Take  special  care  in  severe  ischemic 
heart  disease  and  in  patients  receiving 
corticosteroids,  ACTH,  or  digitalis. 
Salt  restriction  is  not  recommended. 


Adverse  reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
hyperuricemia,  headache,  muscle 
cramps,  orthostatic  hypotension, 
aplastic  anemia,  leukopenia,  thrombo- 
cytopenia, agranulocytosis,  dysuria, 
impotence,  transient  myopia,  skin 
rashes,  urticaria,  purpura,  necrotizing 
angiitis,  acute  gout,  and  pancreatitis 
when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged 
administration.  Other  reactions 
reported  with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 


Average  Dosage:  50-100  mg.  with 
breakfast  daily. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets  of 
50  mg.  in  bottles  of  100  and  1000. 


Please  see  full  Prescribing  Information 


Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


PERSONALS 

Dr.  John  R.  Hall  of  Houston  has 
been  named  to  serve  as  acting  dean 
of  the  proposed  University  of  Texas 
School  of  Public  Health  at  Houston. 
Dr.  Hall  will  serve  temporarily  on  a 
part-time  basis.  Dr.  Lee  E.  Farr,  also 
of  Houston,  has  been  named  as 
head  of  the  Department  of  Environ- 
mental Health. 

Dr.  Taylor  T.  Pickett  of  Garland, 
general  practitioner  and  city  health 
commissioner,  was  host  to  approxi- 
mately 450  persons  on  Sunday  after- 
noon, July  2,  at  his  ranch  and  the 
Garland  Community  Center.  Dr.  Pic- 
kett, who  has  delivered  1,200  babies 
during  his  years  of  practice  and  who 
stopped  delivering  babies  about  a 
year  ago,  sent  invitations  to  these 
"babies”  and  their  families  to  at- 
tend the  Sunday  open  house  and 
outing  at  his  ranch.  Rain  during  the 
afternoon  sent  the  celebration  in- 
side the  community  center. 

Dr.  E.  R.  Veirs  of  Scott  and  White 
Memorial  Hospital,  Temple,  has 
been  named  recipient  of  the  third 
annual  Barraquer  Memorial  Award 
given  for  contributions  to  medical 
education  through  cinematography 
by  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology.  The 
award  will  be  presented  to  him  at 
the  academy’s  annual  meeting  in 
October.  Also  cited  for  outstanding 
work  in  cinematography  was  Mr. 
Robert  McGee,  head  of  the  Depart- 
ment of  Photography  at  Scott  and 
White. 

Drs.  James  L.  Smith  of  Houston 
and  William  Center  of  San  Antonio 
were  cochairmen  for  the  first  annual 
Kiwanis  Physicians’  Breakfast  held 
during  the  convention  of  Kiwanis  In- 
ternational in  Houston  in  July. 

Dr.  John  C.  Long,  Plainview  sur- 
geon, began  a two-month  tour  of 
volunteer  duty  in  South  Vietnam  on 
Aug.  14.  He  is  working  under  the 
American  Medical  Association  Volun- 
teer Physicians  for  Vietnam  pro- 
gram. 

Dr.  Truman  C.  Terrell  of  Fort 
Worth  was  honored  by  the  em- 
ployees of  All  Saints  Hospital  in 
Fort  Worth  with  dedication  of  the 
first  special  issue  of  the  hospital 
newsletter  to  him.  The  July  issue  of 
The  AH  Saints  Epistle  was  devoted 
entirely  to  honoring  Dr.  Terrell,  who 
in  July  completed  30  years  of  asso- 
ciation with  the  Fort  Worth  hospital. 

A professor  of  medicine  at  The 


University  of  Texas  Southwestern 
Medical  School  at  Dallas,  Dr.  Leon- 
ard L.  Madison,  has  been  named 
recipient  of  the  Jacobaeus  Award  by 
the  International  Diabetes  Federa- 
tion. The  award  consists  of  a prize 
of  6,000  Danish  kroner  (about  $850) 
and  carries  the  distinction  of  pre- 
senting the  Jacobaeus  Lecture  at 
the  international  meeting.  Dr.  Madi- 
son delivered  the  lecture  on  "The 
Role  of  Insulin  in  the  Hepatic  Hand- 
ling of  Glucose”  at  the  federation’s 
sixth  congress  in  Stockholm,  Swed- 
en, Aug.  2. 

Six  Texas  physicians  have  been 
elected  to  serve  on  the  advisory 
board  of  the  Texas  Medical  Assis- 
tants Association  for  the  year,  1967- 
68.  These  physicians  are  Drs.  Char- 
les R.  Bates  of  Wichita  Falls,  Man- 
uel Hernandez  of  El  Paso,  C.  Denton 
Kerr  of  Houston,  Oscar  L.  Morphis 
of  Fort  Worth,  James  R.  Thomas  of 
Port  Arthur,  and  Dr.  Jack  M.  Partain 
of  San  Antonio.  Dr.  Travis  Smith  of 
Abilene  serves  as  the  liaison  officer 
between  the  Texas  Medical  Associa- 
tion and  the  medical  assistants,  and 
he  is  also  a member  of  the  advisory 
board  to  the  American  Association  of 
Medical  Assistants. 

Dr.  R.  Lee  Clark,  director  of  The 
University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute  in 
Houston,  has  been  named  1967  re- 
cipient of  the  Henry  Harrington 
Janeway  Medal  for  pioneer  efforts 
in  radium  therapy.  Dr.  Clark  received 
the  medal  and  presented  the  Jane- 
way lecture  during  the  49th  annual 
meeting  of  the  American  Radium 
Society  in  Toronto,  Canada. 

Mr.  Lee  H.  Prodoehl,  executive  di- 
rector of  United  Cerebral  Palsy  of 
Texas,  Inc.,  has  been  appointed 
project  coordinator  of  the  Texas 
State  Department  of  Mental  Health 
and  Mental  Retardation.  He  as- 
sumed his  new  duties  on  Aug.  1. 


W.  R.  McBee 

Mr.  Walter  R.  McBee,  executive 
director  of  Blue  Cross-Blue  Shield 
of  Texas,  died  on  Wednesday,  Aug. 
30,  1967,  following  brain  surgery  in 
Dallas.  News  of  Mr.  McBee’s  death 
was  received  at  Texas  Medicine 
press  time. 


Dr.  Doyle  W.  Ferguson  of  Dallas 
became  medical  director  of  Blue 
Cross-Blue  Shield  of  Texas  on  July 
1.  He  succeeded  Dr.  A.  Rex  Kirkley, 
also  of  Dallas,  as  medical  director. 
Dr.  Kirkley  became  assistant  man- 
ager of  the  American  Medical  Asso- 
ciation's Washington,  D.C.,  office  on 
July  1. 

Mr.  Philip  R.  Overton  of  Austin, 
general  counsel  to  TMA,  was  honor- 
ed by  the  Texas  Academy  of  General 
Practice  in  June  for  his  work  in  pro- 
moting the  advancement  of  medi- 
cine in  Texas. 

Dr.  James  M.  Anthony  was  in- 
stalled as  president  of  the  Dallas 
Academy  of  Otolaryngology  and  Oph- 
thalmology in  June.  He  succeeds  Dr. 
Ronald  M.  Burnside.  Other  officers 
include  Dr.  William  S.  Harris,  vice- 
president,  and  Dr.  Robert  G.  Tromly, 
secretary-treasurer. 

Dr.  Forrest  D.  Harris  of  Houston 
has  resigned  as  deputy  commission- 
er of  mental  health  services  for  the 
Texas  Department  of  Mental  Health 
and  Mental  Retardation.  Dr.  Harris 
intends  to  return  to  private  practice 
in  Houston. 

Dr.  David  Wade  of  Austin  is  cur- 
rently serving  as  a consultant  to  the 
Texas  State  Department  of  Public 
Welfare.  On  Sept.  1 he  assumed 
the  position  of  assistant  commis- 
sioner for  medical  administration 
with  the  welfare  department.  Dr. 
Wade  is  a past  President  of  Texas 
Medical  Association. 

Dr.  Robert  L.  Cherry  of  Austin, 
medical  director  of  the  Texas  Mi- 
grant Project  of  the  Texas  State  De- 
partment of  Health,  in  June  present- 
ed a gavel  to  The  University  of  Tex- 
as Medical  Branch  for  use  in  admin- 
istering the  Hippocratic  Oath  to  all 
doctor  of  medicine  graduates  of  the 
Medical  Branch.  The  gavel  is  carved 
from  wood  of  the  original  plane  tree 
under  which  Hippocrates  taught 
medical  students  on  the  island  of 
Cos.  Dr.  Cherry  was  given  the  wood 
on  his  departure  from  Athens, 
Greece,  in  1953,  by  the  mayor  of 
Cos,  an  island  located  off  the  coast 
of  Greece.  Dr.  Cherry  had  been  sta- 
tioned in  several  foreign  countries 
during  30  years’  service  with  the 
US  Public  Health  Service.  The  gavel 
was  first  used  in  the  June  14,  1967, 
commencement  exercises  at  the 
medical  school. 
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EASY-TO-TAKE’ 
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AMINOPHYLLINE 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 

WYNN  Pharmaceuticals,  Inc.  Phila. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach— nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 

Pa.  19132  • Manufacturers  of  QUINAGLUTE®  DURA-TABS® 

(QUINIDINE  GLUCONATE  5 gr.) 


TEXAS  MEDICAL  ASSOCIATION 

1967  PUBLIC  AFFAIRS 

AND  PUBLIC  RELATIONS  CONFERENCE 

The  Texas  Medical  Association  1967  Public  Affairs  and  Public 
Relations  Conference,  Sept.  30,  Austin,  TMA  Headquarters 
Building,  will  feature  five  speakers. 

Those  scheduled  and  their  topics  are  the  Hon.  George  Bush  of 
Houston,  US  Congressional  Representative  from  the  Seventh 
District  of  Texas,  “Health  Care  Issues,  Taxes,  and  Related 
Issues  Before  the  House  Ways  and  Means  Committee”;  Mr. 
Philip  Lesly  of  Chicago,  president  of  the  Philip  Lesly  Company 
public  relations  counseling  firm  and  author  of  books  on  public 
relations,  “The  Complex  Art  of  Public  Relations  in  a Complex 
Society”;  Dr.  Blair  J.  Henningsgaard  of  Astoria,  Ore.,  chair- 
man of  the  Board  of  Directors  of  the  American  Medical  Political 
Action  Committee,  “Medicine,  Politics,  and  Public  Affairs”; 
Dr.  Otis  D.  Wolfe  of  Marshalltown,  Iowa,  past  president  of  the 
Iowa  Medical  Society,  “Medicine’s  PR  Problems”;  and  Dr. 
Dwight  L.  Wilbur  of  San  Francisco,  President-elect  of  the 
American  Medical  Association,  “Medical  Manpower:  The  Chal- 
lenge Ahead.” 

The  Conference  program  will  also  include  two  panel  discussion 
groups:  “Current  Developments  from  TMA,  AMA,  and  Wash- 
ington” and  “Public  Relations,  Community  Action,  and  Public 
Health.” 

Other  program  features  will  be  an  orientation  program  for  new 
and  transfer  physicians;  meetings  of  the  Woman’s  Auxiliary 
to  TMA;  TMA  committee,  council,  and  board  meetings;  a hos- 
pitality hour  sponsored  by  Charles  0.  Finley  & Company;  and 
a football  game  between  The  University  of  Texas  and  Texas 
Tech. 

For  a complete  account  of  the  meeting  program,  refer  to  pp. 
45-48. 


AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 

Meeting  Sept.  18-21  in  Dallas’  Market  Hall,  members  of  the 
American  Academy  of  General  Practice  will  participate  in 
breakfast  conferences  during  which  they  may  introduce  topics 
for  discussion,  “bedside”  clinical  refresher  courses  conducted  by 
the  faculty  of  Southwestern  Medical  School,  and  other  portions 
of  the  Academy’s  scientific  program,  which  will  feature  26  guest 
speakers.  One  of  the  special  events  will  be  a frank  exploration 
of  the  doctor-patient  relationship.  Preceding  the  scientific  as- 
sembly, which  offers  14  hours  of  approved  postgraduate  credit 
to  Academy  members,  the  Congress  of  Delegates  will  meet  Sept. 
16-18  at  the  Statler-Hilton  Hotel.  Mr.  M.  F.  Cahal,  Volker  Blvd. 
at  Brookside,  Kansas  City,  Mo.  64112,  can  provide  complete  in- 
formation. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

THE  TEXAS  PEDIATRIC  SOCIETY  will 
hold  its  annual  meeting  in  Houston  Sept. 
28-30  at  the  Shamrock  Hilton  Hotel.  Guest 
speakers  will  include  Dr.  John  Caffey  of 
Pittsburgh,  Pa. ; Dr.  Arthur  E.  McElfresh 
of  St.  Louis ; and  Dr.  Hugh  C.  Thompson 
of  Tucson,  Ariz.  ; also  Dr.  Luther  Travis 
of  the  Medical  Branch  in  Galveston  ; Dr. 
James  Marks  of  Southwestern  Medical 
School,  Dallas;  and  Jerry  S.  Hutton,  M.S., 
assistant  in  pediatrics  at  Baylor  Univer- 
sity College  of  Medicine,  Houston.  Regis- 
tration fee  is  $15  and  includes  admission  to 
all  scientific  sessions  and  entertainment. 
Dr.  Clarence  E.  Gilmore,  811  Bonham, 
Paris,  Texas  75460,  is  secretary. 


PANHANDLE  DISTRICT  MEDICAL  SO- 
CIETY will  hold  its  annual  meeting  Oct. 
14  at  the  KoKo  Palace  in  Lubbock.  Five 
guest  speakers  will  highlight  the  scientific 
program  and  luncheon.  Speaking  to  the 
Surgical  Section  will  be  Dr.  Henry  T. 
Bahnson,  professor  of  surgery.  University 
of  Pittsburgh  School  of  Medicine,  and  Dr. 
Rene  Menguy,  chairman  of  the  Department 
of  Surgery,  University  of  Chicago  School 
of  Medicine.  Speakers  at  the  Medical  Sec- 
tion will  be  Dr.  Lloyd  H.  Smith,  Jr.,  chair- 
man of  the  Department  of  Medicine,  Uni- 
versity of  California  Medical  Center,  San 
Francisco,  and  Dr.  Daniel  D.  Federman, 
assistant  chief  of  medical  services,  Massa- 
chusetts General  Hospital,  Boston.  Dr. 
Howard  R.  Dudgeon,  Jr.,  of  Waco,  Presi- 
dent of  Texas  Medical  Association,  will 
speak  at  the  meeting  luncheon.  Meeting 
attendees  will  also  have  the  opportunity  to 
attend  the  Texas  Tech-Texas  A&M  foot- 
ball game  Saturday  night. 


AMERICAN  MEDICAL  ASSOCIATION 
CONFERENCE  ON  PHYSICIANS  AND  SCHOOLS 

The  American  Medical  Association  Division  of  Socio-Economic 
Activities  and  Department  of  Health  Education  will  sponsor 
an  11th  National  Conference  on  Physicians  and  Schools  Oct.  4-7 
at  the  La  Salle  Hotel  in  Chicago. 

CONFERENCE  ON  UTILIZATION  REVIEW 

The  AMA  Council  on  Medical  Service  and  the  Committee  on 
Medical  Facilities  will  present  a one-day  meeting  Nov.  25,  the 
Second  National  Conference  on  Utilization  Review.  The  confer- 
ence will  take  place  at  the  Shamrock  Hilton  Hotel,  in  Houston. 


SOUTHERN  PSYCHIATRIC  ASSOCIA- 
TION will  hold  its  1967  association  meet- 
ing Oct.  1-3  in  Castle  Harbour,  Bermuda. 
Scientific  sessions  will  take  place  on  Oct. 
2 and  3,  and  a business  session  will  take 
place  on  Tuesday,  Oct.  3.  Texans  who  will 
participate  on  the  program  will  include 
Dr.  Jack  E.  Ponder,  Southwestern  Medical 
School,  Dallas ; and  Dr.  Howard  M.  Burk- 
ett, Timberlawn  Psychiatric  Center,  also  in 
Dallas.  Dr.  Ponder  will  speak  on  ‘‘Post- 
graduate Education  in  Psychiatry  for  Gen- 
eral Practitioners,  Some  Observations  on 
Methods,  Experiences  and  Assessment,” 
and  Dr.  Burkett  will  lead  discussion  con- 
cerning drug  research. 
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Attention  TMA  members  — Here  is  how  to  order  the 

ATTENDING  PHYSICIAN’S  STATEMENT  FORM  (IRP  Form): 

Request  Form  #H-481  (revised  May,  1967) 
from  Mr.  Alvin  Jones,  Hospital  Sales 
The  Steck  Company 
P.  0.  Box  968 
Austin,  Texas  78767 

or  call  your  Steck  Company  representative  in  most  major  Texas  cities. 


COST: 

Per  500  sets  $13.80 
Per  1000  sets  $22.80 

Also  quantity  price  breaks  at 
3,000,  5,000  and  10,000. 


Turner’s  Clinical  & 
X-Ray  Laboratories  | 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689  j 

☆ | 

SURGICAL  PATHOLOGY  j 

CLINICAL  PATHOLOGY  j 

RADIOLOGY  ; 

☆ | 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D.  j 
HARRY  F.  SPROAT,  M.D.  \ 


g>outi)ern  Clinic 

Southern  Clinic  Building 


401  East  Fifth  Street 

Surgery 

Walter  C.  Barnes,  Jr.,  M.D.* 
Robert  M.  Bransford,  M.D.* 
Donald  C.  Spencer,  M.D.* 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D.* 

Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Texarkana,  Arkanios-Texas 

Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.* 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 


*Diplomate  of  The  American  board  of  his  specialty 

‘•Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery : 

B.  A.  Joiner.  M.D.,  F.A.C.S. 

General  Surgery : 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D. 


Ill  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 


Adult  and  Pediatric  Cardiology : 
J.  L.  Read,  M.D. 


Internal  Medicine  and  Cardiology: 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Administration  : 

W.  V.  Smith,  Administrator 
Fred  Wills,  Business  Manager 


114 


TEXAS  MEDICINE 


AMERICAN  SOCIETY  OF  CLINICAL 
PATHOLOGISTS  and  COLLEGE  OF 
AMERICAN  PATHOLOGISTS  will  convene 
for  their  1967  joint  annual  meeting  at  the 
Palmer  House  in  Chicago  Sept.  22-30.  Mr. 
Albert  G.  Boeck,  Jr.,  445  N.  Lake  Shore 
Dr..  Chicago,  is  executive  director  of  the 
American  Society  of  Clinical  Pathologists. 


AMERICAN  SOCIETY  OF  ANESTHESI- 
OLOGISTS will  present  its  1967  annual 
meeting  in  Las  Vegas  Sept.  29-Oct.  3. 
Highlights  of  the  meeting  will  include  re- 
ports of  completed  research,  work  in  prog- 
ress, 11  films,  4 panel  discussions,  a tele- 
vision program,  and  the  Rovenstine  Me- 
morial Lecture.  There  will  also  be  a spe- 
cial ladies  program  for  physicians’  wives. 
Mr.  John  W.  Andes,  515  Busse  Highway. 
Park  Ridge,  111.  60608,  is  executive  secre- 
tary of  the  society. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


AMERICAN  SOCIETY  OF  ANESTHESI- 
OLOGISTS, Las  Vegas,  Sept.  30-Oct.  4, 
1967.  Mr.  J.  W.  Andes,  515  Busse  High- 
way, Park  Ridge,  111.  60608,  Exec.  Sec. 


AMERICAN  ASSOCIATION  FOR  LAB- 
ORATORY ANIMAL  SCIENCE  will  hold 
its  18th  annual  meeting  at  the  Sheraton- 
Park  Hotel,  Washington,  D.  C.,  Oct.  2-6. 
Scientific  papers  will  be  presented  during 
the  scientific  sessions  at  the  meeting,  Oct. 
4,  5,  and  6.  In  addition,  a two-day  program 
(Oct.  2-3)  of  seminars  and  basic  animal 
care  lectures  are  scheduled.  Mr.  J.  J. 
Garvey,  Box  10,  Joliet,  111.  60434,  is  execu- 
tive secretary  of  the  American  Association 
for  Laboratory  Animal  Science  (formerly 
the  Animal  Care  Panel). 


AMERICAN  SOCIETY  OF  CYTOLOGY 
will  hold  its  15th  annual  scientific  meeting 
at  the  Denver-Hilton  Hotel,  Denver,  Colo., 
Oct.  21-23.  Dr.  Warren  R.  Lang,  1025 
Walnut  St.,  Philadelphia,  Pa.  19107,  is 
secretary-treasurer  of  the  society. 


OCTOBER 


TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH,  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 

TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES  (Examinations),  Austin,  October, 
1967.  Mrs.  Betty  J.  Anderson,  201  E.  14th  St.,  Austin 
78701,  Exec.  Sec. 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  14,  1967.  Mrs.  Carlie  Umphres,  Box  2276, 
Amarillo  79105,  Acting  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Bermuda, 
Oct.  1-3,  1967.  Dr.  Mark  A.  Griffin,  Jr.,  Appalachian 
Hall,  Asheville,  N.C.,  28803,  Sec.-Treas. 


AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  15  Second  St.  S.  W.,  Rochester,  Minn. 
65901,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Oct.  18-20,  1967.  Mr.  Charles  R.  Ebersol,  219  E.  42nd 
St.,  New  York  10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Los 
Angeles,  Oct.  29-Nov.  1,  1967.  Daniel  Weiss,  33  W.  60th 
St.,  New  York  10023,  Exec.  Dir. 


AMERICAN  ACADEMY  OF  PEDIATRICS 
will  hold  its  36th  annual  meeting  in  Wash- 
ington, D.C.,  Oct.  21-26.  The  meeting, 
scheduled  for  the  Washington  Hilton  Hotel, 
will  feature  symposiums  on  manpower  and 
graduate  training,  learning,  advances  in 
obstetrics  of  interest  to  pediatricians,  vac- 
cine progress  and  problems,  and  develop- 
ments in  pediatrics.  Supplementing  general 
session  presentations,  will  be  additional 
timely  scientific  programs  presented  at 
academy  sections  on  allergy,  anesthesiology, 
cardiology,  child  development,  diseases  of 
the  chest,  and  surgery,  and  the  committee 
on  urology.  The  meeting  will  also  feature 
11  seminars  and  24  round  tables.  The 
meeting  is  open  to  physicians  who  are 
not  pediatricians.  Registration  fees  are  $18 
for  academy  members,  applicants  to  the 
academy  and  to  the  American  Board  of 
Pediatrics,  nonmembers  out  of  school  less 
than  five  years,  and  physicians  in  the 
Armed  Forces.  Fee  for  nonmember  physi- 
cians out  of  school  more  than  five  years 
is  $50.  Preliminary  programs  and  registra- 
tion forms  are  available  from  the  Ameri- 
can Academy  of  Pediatrics,  1801  Hinman 
Ave.,  Evanston,  111.  60204. 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec- 
Sec. 


AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
2-6,  1967.  Dr.  Samuel  P.  Harbison,  55  E.  Erie  St.,  Chi- 
cago, 111.  60611. 


AMERICAN  HEART  ASSOCIATION,  San  Francisco, 
Oct.  20-24,  1967.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  PHYSICIANS  AND  SCHOOLS,  Chicago,  Oct.  4-7, 
1967.  AMA  Division  of  Socio-Economic  Activities  and 
Department  of  Health  Education,  535  North  Dearborn, 
Chicago  60610. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  INC., 
Miami  Beach,  Fla.,  Oct.  23-27,  1967.  Dr.  B.  F.  Mattison, 
1790  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Houston,  Oct.  5-7,  1967.  Mr.  H.  E. 
Northam,  185  N.  Wabash,  Chicago  60601,  Exec.  Dir. 
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TEXAS  MEDICINE 


WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


LIBRIUM* 

(chlordiazepoxideHCI) 

Also  available  as 
LIBRITABS™  (chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  effects.  Oral  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied : Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  LibritabsT  M-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 


Volume  63,  September,  1967 


117 


NOVEMBER 

GASTROENTEROLOGY  RESEARCH  GROUP,  Chicago, 
Nov.  3.  1967.  Dr.  Frank  P.  Brooks,  3400  Spruce  St„ 
Philadelphia,  19104,  Sec. 

TEXAS  NURSING  HOME  ASSOCIATION,  Houston,  Nov. 
28-30,  1967.  John  M.  Crawford,  Jr„  6225  Highway  290  E. 
Austin  78723,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
Birmingham,  Ala.  35205. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  UTILIZATION  REVIEW,  Houston,  Nov.  25,  1967. 
AMA  Council  on  Medical  Service  and  Committee  on  Med- 
ical Facilities,  535  North  Dearborn,  Chicago  60610. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  THE  MEDICAL  ASPECTS  OF  SPORTS,  Houston, 
Nov.  26,  1967,  in  conjunction  with  Clinical  Convention. 
Dr.  F.  J.  L.  Blasingame,  535  North  Dearborn,  Chicago 
60610,  Exec.  Vice-Pres. 

AMERICAN  MEDICAL  ASSOCIATION  CLINICAL  CON- 
VENTION, Houston,  Nov.  26-29,  1967.  Dr.  F.  J.  L. 
Blasingame,  535  North  Dearborn,  Chicago  60610,  Exec. 
Viee-Fres. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  INC., 
Atlanta,  Ga.,  Nov.  29-Dec.  3,  1967.  Mrs.  Gertrude  F. 
Conroy,  1740  Broadway,  New  York,  N.Y.  10019,  Exec. 
Dir. 

GASTROENTEROLOGY  RESEARCH  GROUP  (forum). 
Chicago,  Nov.  3,  1967.  Dr.  George  Hallenbeck,  Mayo 
Clinic,  Rochester,  Minn.  55901,  Sec. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier,  1744 
S.  68th  St.,  Lincoln,  Neb.,  68104,  Sec. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  December,  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77550,  Sec. 

TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio. 
Dec.  1,  1967.  Dr.  Earle  Scharff,  Jr.,  800  Fifth  Ave.,  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin,  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 


JANUARY 

TEXAS  MEDICAL  ASSOCIATION  (Legislative  Confer- 
ence), Austin,  Jan.  20,  1968.  Mr.  C.  Lincoln  Williston, 
1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr„ 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 


TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  26-27, 
1968.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale  St., 
Fort  Worth  76104,  Sec. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view 75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea.  Scott  and  White  Clinic,  Temple  76601, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  6192, 
Austin  78703,  Sec.-Treas. 


SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 


AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  63202,  Exec.  Sec. 


AMERICAN  COLLEGE  OF  RADIOLOGY.  Chicago. 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas. 
March  18-20,  1968.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE, 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  See. 


APRIL 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.  SW,  Rochester, 
Minn.  55901,  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
Dallas,  April  4-6,  1968.  Mrs.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Sec. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-5,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


even  in 
ulcerative 
colitis... 

characterized  by: 

— diarrhea,  cramps,  tenesmus 
— bloody,  mucoid,  purulent  stools 


LOMOTIL  tablets/liquid 

Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  .2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

controls 

diarrhea 


In  six  published  studies16  detailed  results 
are  given  on  the  use  of  Lomotil  in  111 
patients  with  chronic  ulcerative  colitis. 
They  show  that  Lomotil  gave  satisfactory 
to  “excellent”  control  of  diarrhea  in  more 
than  two-thirds  of  these  patients.  As  the 
disorder  advances  and  destroys  bowel 
musculature,  the  motility-lowering  ac- 
tion of  Lomotil,  understandably,  has  less 
effect. 


The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to  treat 
as  moderate  ulcerative  colitis  empha- 
sizes again  its  unsurpassed  antidiarrheal 
effectiveness  in  these  more  common 
conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotiiity 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 


3-6  mo. . . Vz  tsp.*t.i.d.  (3  mg.)  i « 

6-12  mo. . V2  tsp.  q.i.d.  (4  mg.) 

1-2  yr. . . . V2  tsp.  5 times  daily  (5  mg.)  i i I 


2-5  yr. . . . 1 tsp.  t.i.d.  (6  mg.)  | 4 { 
5-8  yr. . . . 1 tsp.  q.i.d.  (8  mg.)  f 1 


8-12  yr. . . 1 tsp.  5 times  daily  (10  mg.) 

Adults:  2 tsp.  5 times  daily  (20  mg.) 
or  2 tablets  q.i.d. 


Hill 

11 11 11 11 11 
96  GG  96  GG 


•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 


Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive  po- 
tential. Recommended  dosages  should  not  be 


exceeded,  and  medication  should  be  kept  out 
of  reach  of  children.  Should  accidental  over- 
dosage occur  signs  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
and  tachycardia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function 
or  those  taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 

1.  Barowsky,  H.,  and  Schwartz,  S.A. : J. A. M. A.  180:1058- 
1061  (June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F. : 
N.  Carolina  Med.  J.  22.600-604  (Dec.)  1961.  3.  Hock, 
C.  W.:  J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961.  4. 
Van  Derstappen,  G.,  and  Vandenbroucke,  G.:  Med.  Klin. 
56:962-964  (June  2)  1961.  5.  Merlo,  M.,  and  Brown, 
C.  H. : Amer.  J.  Gastroent.  34:625-630  (Dec.)  1960.  6. 
Weingarten,  B.;  Weiss,  J.,  and  Simon,  M.:  Amer.  J. 
Gastroent.  35:628-633  (June)  1961. 


Research  in  the  Service  of  Medicine 


SEARLE 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1'3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


700970 

Ilosone  H 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appearec 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  w 
characterized  by  increased  direct-reacting  bilirubin,  eleva 
alkaline  phosphatase  levels,  negative  or  weakly  positive  ceph; 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutai 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  n 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has 
been  reported  in  other  patients  taking  prolonged  courses  of 
medication.  Patients  with  chronic  infection  have  been  given : 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months, : 
patients  with  rheumatic  fever  have  taken  prophylactic  dose? 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  grou]- 
144  patients  who  received  the  drug  daily  for  two  years,  no  ja 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th 
patients’  families,  who  were  not  taking  the  drug,  had  episc 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w 
determined  in  a group  of  fifty-four  adults  and  children  who  t 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months1 
rheumatic  fever  prophylaxis.  The  results  were  compared  w 
those  of  a similar  group  of  forty-four  patients  who  received p 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevat 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  con 
of  treatment  was  observed  in  one  patient  treated  with  IloS' 
and  in  two  patients  treated  with  penicillin.  Seven  other  patie 
in  the  group  receiving  Ilosone  and  four  others  in  the  penici1 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w 
reported  in  102  pediatric  patients  who  received  short-term  (t< 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf 
tions.  Results  of  liver  function  tests  in  these  patients  we 
comparable  to  those  in  a similar  control  group  who  had  receiv 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a res: 
of  a local  stimulating  effect  of  the  medication  on  the  alimenta 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  i 
of  erythromycin,  there  have  been  occasional  reports  of  urticar 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Oi 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  bo 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  f 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hou 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  a; 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosa 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc, 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteij 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  a: 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
before  receiving  antibiotics,  and  monthly  serologic  tests  shod 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 mi 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivak 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  package: 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalet 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-si: 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50.  [032765 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  21,7: 69,  19( 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  12: 398,  19fc 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

259:198,  1960. 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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MEDICINE  IN  LITERATURE 


Books  on  Neurology  Give  Diagnostic  Techniques, 
Discuss  Neural  Processes,  and  Survey  Specialty 


Ciba  Foundation  Symposium,  Touch, 
Heat  and  Pain,  A.  V.  S.  deReuck 
and  Julie  Knight,  eds.,  389  pp., 
illus.,  charts,  Boston,  Little,  Brown 
and  Co.,  1966. 

THIS  CIBA  FOUNDATION  Sympos- 
ium is  the  second  of  a three-part 
discussion  series  on  the  sensory 
function.  Twenty-five  international 
authorities  highlight  current  knowl- 
edge of  the  anatomical  structures, 
neural  processes,  and  biophysical 
principles  underlying  the  sensations 
of  touch,  heat,  and  pain. 

In  an  attempt  to  prove  the  dy- 
namic operating  characteristics  of 
the  sensory  systems,  the  papers  and 
discussions  present  experimental 
and  hypothetical  material  concern- 
ing stimulation  from  the  external  re- 
ceptors to  the  brain,  with  emphasis 
on  cell  input-output  relation  in  the 
skin,  muscle,  joint,  and  nerve  fibers. 

Specialists  in  the  field  of  anatomy, 
cell  biology,  neurology,  pharmacolo- 
gy, physiology,  and  zoology  combine 
efforts  to  produce  a valuable  medi- 
cal and  chemical  look  at  the  macro- 
molecular  complexes  within  a mem- 
brane and  show  the  relationship  be- 
tween the  nerve  cells  of  the  periph- 
eral and  central  nervous  systems. 


Synopsis  of  Neurology,  ed.  2,  by 
Francis  M.  Forster,  218  pp.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1966, 
$7.50. 

THIS  NEUROLOGICAL  TEXT  was  re- 
portedly written  primarily  for  medi- 
cal students.  It  is  a small  pocket 
edition.  Some  comments  concerning 
essentials  in  taking  a history  are  in- 
cluded. The  neurological  examination 
is  described,  and  this  description  is 
followed  by  a sketchy  description  of 
clinical  diagnostic  tests. 

Part  II  of  this  booklet,  which  is  by 
far  the  larger  part,  includes  a brief 
description  of  clinical  neurological 
entities. 

As  an  outline  and  generalization, 
this  book  might  be  satisfactory  for 
an  introduction  to  neurology  but  it 
is  not  sufficiently  informative  to  the 
general  practitioner  to  permit  him 


to  determine  and  advise  his  patients 
as  to  what  they  might  anticipate. 
Neither  is  this  book  sufficient  to  en- 
able a physician  to  enlighten  himself 
as  to  the  probable  neurological  con- 
dition of  his  patient. 

Furthermore,  it  would  be  easier 
for  the  medical  student  to  carry  in 
his  pocket  if  Part  II  were  omitted. 

—LEWIS  M.  HELFER,  M.D., 
San  Antonio. 


Neurological  Diagnostic  Techniques, 

William  S.  Fields,  ed.,  429  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1966,  $16. 

A COLLECTION  of  papers  presented 
at  the  Thirteenth  Annual  Houston 
Neurological  Symposium  are  con- 
tained within  this  volume.  The  ma- 
terial is  devoted  to  the  presentation 
and  discussion  of  diverse  clinical  and 
laboratory  techniques  currently  em- 
ployed in  the  diagnosis  of  disorders 
of  the  central  nervous  system  and 
of  the  neuromuscular  apparatus. 

During  the  past  two  decades,  diag- 
nosis in  patients  with  neurological 
dysfunction  has  become  increasing- 
ly dependent  upon  laboratory  tests 
as  an  adjunct  to  clinical  examina- 
tion. Some  of  these  techniques  are 
new,  while  others  are  recent  im- 
provements in  conventional  methods 
that  have  been  available  for  longer 
periods  of  time. 


The  Artful  Practice  of  Medicine, 
William  B.  D.  Van  Auken,  115  pp., 
Springfield,  III.,  Charles  C Thomas, 
Publisher,  1966,  $6.50. 

A DOCTOR’S  TRIALS  and  errors  are 
presented,  and  medicolegal  compli- 
cations cited.  There  are  few  general- 
ities in  this  book;  the  work  is  spe- 
cific and  written  with  rare  frankness 
and  humility. 

To  impart  his  message  the  author 
uses  many  personal  anecdotes — 
some  humorous,  a few  ridiculous, 
others  suspenseful — from  his  own 
experiences  covering  47  years  of 
practice.  He  tells  how  to  fail  in 
medical  practice  as  well  as  how  to 
succeed.  The  Artful  Practice  of  Medi- 
cine is  must  reading  for  every  senior 
medical  student. 


Ciba  Foundation  Symposium,  Ethics 
in  Medical  Progress:  with  special 
reference  to  transplantation,  G.  E. 
W.  Wolstenholme  and  Maeve 
O’Connor,  eds.,  257  pp.,  Boston, 
Little,  Brown  and  Co.,  1966, 
$11.75. 

IN  THE  RECORD  of  this  internation- 
al symposium,  a group  of  doctors 
and  lawyers  examine  the  ethical, 
moral,  and  legal  problems  that  arise 
in  connection  with  all  transplanta- 
tion, especially  operations  on  the 
kidney. 

Under  the  chairmanship  of  lawyer 
Lord  Kilbrandon,  the  discussants 
consider  the  necessary  legal  safe- 
guards to  be  sought  when  using  a 
donated  transplant;  the  criteria  of 
free  choice  in  a prospective  donor; 
and  the  selection  of  patients  to  re- 
ceive treatment  with  machines  which 
cannot  be  made  available  to  all  who 
need  them.  The  symposium  also  in- 
cludes discussion  of  problems  such 
as  the  search  for  a definition  of 
death  which  takes  account  of  mod- 
ern life-prolonging  machinery,  and 
the  provision  of  funds  to  make  ex- 
pensive life-saving  methods  general- 
ly available. 


Volume  63,  September,  1967 
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THE 

DICARBOSIL® 

MONOGRAPH 

ON 

MODERN  ART 


Number  Four 
of  a Series: 
Expressionism 


"The  Cry",  Munch  ( 1863-1944 ).  Courtesy  of  the 

Art  Institute  of  Chicago 


Expressionism,  largely  Germanic,  had  a significant  influence  on  world  painting.  It  denoted 
the  art  form  which  conveyed  something  of  the  artist’s  personal  mood  in  the  distortion 
of  form  and  violence  of  color.  The  best  in  German  psychology  and  temperament  were 
revealed  with  great  intensity.  Artists  linked  medieval  feelings  for  characterization  with 
tremendous  inner  tensions  in  struggling  for  individualism.  They  demanded  perfect 
freedom  of  color  and  line  for  the  exposition  of  subjects.  These  artists  expressed  a range  of 
personal  emotions  from  gentle  mysticism  to  coarse,  often  violent  graphics.  Frequently, 
they  infused  their  personalities  into  inanimate  objects.  It  was  as  though  each  artist 
looked  at  the  object  and  then  looked  into  the  mirror  to  examine  its  effect. 

Edvard  Munch  was  a Norwegian  who  greatly  influenced  Expressionism  in  Germany. 
Van  Gogh  (1853-1890),  Klee  (1876-1940),  and  Beckmann  (1884-1950)  were  other  Expres- 
sionist leaders. 

Watch  for  the  next  in  the  series — Abstract. 


...for  the  best  taste 
in  the  art  of 

antacid  therapy 


Dicarbosil* 


ANTACID 

DICARBOSIL  FEATURES:  ■ effective  neutralizing  power 
■ pleasant  taste  ■ exceptional  economy  ■ convenience. 

Specify  Dicarbosil  144s  (Box  of  144  tablets  in  12  convenient  rolls).  Each  tablet  contains:  Active  Ingredients: 
Calcium  carbonate  precipitated  0.489  Gm„  Magnesium  carbonate  0.011  Gm.,  Magnesium  trisilicate  0.006  Gm. 

ARCH  LABORATORIES  St.  Louis,  Missouri  63102 
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MEDICINE  IN  LITERATURE 


Communicable  and  Infectious  Dis- 
eases. Diagnosis,  Prevention, 
Treatment.  Franklin  Henry  Top, 
902  pp.,  illus.,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1964,  $28. 

THIS  STANDARD  WORK  on  infecti- 
ous diseases  is  now  in  its  fifth  edi- 
tion; and,  in  general,  it  serves  as  an 
excellent  review.  As  in  many  books 
by  several  authors,  there  is  some 
variation  in  the  prose  style  and  lu- 
cidity of  the  chapters.  Nonetheless, 
this  is  compensated  by  the  fact  that 
each  author  is  an  expert  within  his 
field  of  discussion. 

An  up-to-date  discussion  (as  of 
1964)  is  presented  on  antibiotic  and 
chemotherapeutic  agents  and  on  in- 
fection and  immunology.  However, 
the  treatment  of  bacillary  dysentery 
in  food  poisoning  is  rather  cursory. 

There  are  a number  of  the  excel- 
lent color  and  black  and  white  pic- 
tures from  previous  editions.  These 
pictures  are  good  illustrations  of  the 
subject  matter,  and  the  quality  of 
the  films  is  excellent.  Perhaps  x-rays 
of  the  chest  as  seen  in  the  pneu- 
monias are  less  valuable  primarily 
because  they  are  too  small  to  reveal 
any  of  the  details  of  the  discussion. 

Communicable  and  Infectious  Dis- 
eases is  a standard  reference  text  in 
its  field. 

JOHN  M.  TYLER,  M.D., 
Austin. 


Ciba  Foundation  Symposium,  Pre- 
implantation Stages  of  Pregnancy. 
G.  E.  W.  Wolstenholme  and  Maeve 
O’Connor,  eds.,  430  pp.,  illus., 
Boston,  Little,  Brown  and  Co., 
1965,  $13.50. 

CIBA  FOUNDATION  brought  25  cli- 
nicians and  basic  science  investiga- 
tors together  to  describe  the  results 
of  their  studies  of  both  human  and 
animal  preimplantation  stages  of 
pregnancy. 

Included  are  “ U It rast ructu  ra I 
Changes  in  the  Egg  During  Fertiliza- 
tion and  the  Initiation  of  Cleavage," 
"The  Fine  Structure  of  the  Blasto- 
cyst: Some  Comparative  Studies," 
“Studies  of  the  Development  of 
Mouse  Embryos  in  vitro:  Energy  Me- 
tabolism,” “Death  and  Chromosome 
Damage  from  Irradiation  of  Preim- 
plantation Stages,”  and  “The  Influ- 
ence of  Maternal  Environment  on 
Preimplantation  Stages  of  Pregnancy 
in  the  Rabbit.” 

Researchers  and  clinicians  in  bio- 
chemistry and  physiology  as  well  as 
zoologists  and  gynecologists  will  find 
this  a useful  new  reference. 


Symposium  on  Surgery  of  the  Ocular 
Adnexa.  Transactions  of  the  New 
Orleans  Academy  of  Ophthalmol- 
ogy, 245  pp.,  illus.,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1966,  $16. 

THIS  COMPILATION  of  lectures  is 
from  the  symposium  on  surgery  of 
the  ocular  adnexa  given  at  the  1965 
session  of  the  New  Orleans  Acad- 
emy of  Ophthalmology. 

The  authors,  outstanding  ophthal- 
mologists, describe  the  pathogene- 
sis and  diagnosis  of  each  condition, 
and  describe  the  treatment  that 
they  have  found  most  satisfactory. 
Differences  of  opinion  are  brought 
out  in  the  roundtable  discussions 
in  the  back  of  the  book. 


Pediatric  Therapy.  Harry  C.  Shirkey, 
ed.  2,  1223  pp.,  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1966, 
$18.50. 

The  emphasis  in  Pediatric  Therapy 
is  on  treatment.  However,  precise 
diagnosis  is  stressed  throughout  and 
is  further  supported  by  photographs 
that  relate  the  treatment  to  infants 
and  children.  Appropriate  photo- 
graphs have  been  added  to  further 
support  this  edition. 

Complete  treatment  of  the  child 
is  encouraged,  and  consideration  is 
given  to  all  those  who  contribute  to 
his  more  complete  care. 
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Recent 

Deaths 


DR.  R.  P.  FOSTER 

Dr.  Riley  Payton  Foster,  42,  died 
June  14,  1967,  at  his  home  in 
Houston.  He  was  a surgeon. 

A native  of  Fort  Worth,  he  was 
born  on  Aug.  17,  1924,  the  son  of 
Leonard  and  Berta  Ellen  Payton 
Foster.  On  June  7,  1947,  he 

married  Margaret  Lee  Brown  of 
Sherman. 

He  was  graduated  from  high 
school  in  Oklahoma  City,  and  at- 
tended the  University  of  Oklahoma 
in  Norman,  Okla.,  and  Stanford  Uni- 
versity in  Palo  Alto,  Calif.  In  June, 
1947,  he  received  his  doctor  of 
medicine  degree  from  the  University 
of  Oklahoma  Medical  School  in  Ok- 
lahoma City.  An  internship  was 
served  at  Montreal  General  Hospital, 
and  residencies  were  served  at  the 
same  hospital,  Methodist  Hospital 
of  Dallas,  and  Baylor  University  Col- 


lege of  Medicine  Affiliated  Hospitals 
in  Houston.  He  practiced  in  Fort 
Worth  from  1950  to  1952  when  he 
entered  the  US  Air  Force. 

A fellow  of  the  American  College 
of  Surgeons,  he  was  a member  of 
the  Harris  County  Medical  Society, 
Texas  Medical  Association,  American 
Medical  Association,  and  the  Post- 
graduate Medical  Assembly  of  South 
Texas.  He  also  belonged  to  the 
Doctors  Club  of  Houston,  Houston 
Surgical  Society,  Alumni  Association 
of  Oklahoma  University,  Phi  Eta 
Sigma  honorary  fraternity,  and  Phi 
Chi  medical  fraternity. 

He  was  an  honorary  member  of 
the  Houston  Police  Department,  and 
was  named  the  outstanding  resident 
at  Baylor  in  1957. 

Survivors  are  his  wife  and  a 
daughter,  Kristen,  both  of  Houston; 
his  parents,  Mr.  and  Mrs.  L.  D. 
Foster  of  Oklahoma  City,  and  a 
sister,  Mrs.  George  Brazell  of  Waxa- 
hachie. 


DR,  S,  C,  RICHARDSON 

Bryan  general  practitioner,  Dr.  Se- 
born  Charles  Richardson  died  June 
17,  1967,  in  Bryan.  He  was  82. 

Dr.  Richardson  was  born  on  Dec. 
10,  1884,  in  Buna,  Tex.,  the  son  of 
Nathan  and  Amanda  Walters  Rich- 
ardson. He  was  graduated  from  high 
school  in  Buna  and  attended  South 
East  Texas  Normal  College  in  Jasper, 
Tex.  In  1911  he  was  graduated 
from  The  University  of  Texas  Medi- 
cal Branch  in  Galveston.  He  had  also 
practiced  in  Somerville,  Eastland, 
and  Dallas.  Dr.  Richardson  began  his 
practice  in  Bryan  in  1913  and  moved 
to  Eastland  in  1920.  He  returned  to 
Bryan  in  1933  and  remained  in 
practice  there  until  his  retirement  in 
1960. 

He  was  a former  owner  of  the 
Bryan  Hospital  and  an  organizer  of 
the  Bryan  Clinic. 

An  honorary  member  of  the  Texas 
Medical  Association,  he  belonged  to 
Brazos-Robertson  Counties  Medical 
Society,  American  Medical  Associa- 
tion, and  Southern  Medical  Associa- 
tion. He  was  a past  president  of 


Brazos-Robertson  Counties  Medical 
Society  and  of  the  12th  District  Med- 
ical Society. 

A Baptist,  he  was  also  a Scottish 
Rite  Mason  and  belonged  to  Hella 
Temple  Shrine. 

He  is  survived  by  his  wife,  Erma 
Lee  Locke  Richardson,  whom  he 
married  on  Feb.  22,  1912,  in  Somer- 
ville, Tex.;  a son,  Charles  Denton  of 
Bryan;  a daughter,  Mrs.  Mary  Ann 
Bailey  of  California;  two  brothers, 
H.  H.  Richardson  of  Houston  and 
D.  C.  Richardson  of  California;  and 
one  sister,  Mrs.  Inez  Rogers  of  Buna. 


DR.  A.  C BENNETT 

Marlin,  Tex.,  surgeon,  Dr.  Alfred 
Charles  Bennett  died  of  an  accident- 
al gunshot  wound  on  May  15,  1967, 
at  the  age  of  60. 

He  was  born  on  Nov.  23,  1906, 
in  Wichita  Falls,  Tex.,  the  son  of 
Alfred  Charles  and  Rebecca  McKen- 
zie Bennett  After  completing  high 
school  in  Wichita  Falls,  he  attended 
The  University  of  Texas  at  Austin, 
and  was  graduated  from  Baylor  Uni- 
versity College  of  Medicine,  then  in 
Dallas,  in  1933.  He  served  an  ex- 
ternship at  French  Hospital  in  New 
York  City,  an  internship  at  Chandler- 
Beach  and  Cleveland  Hospital  in 
Hamilton,  Tex.,  and  a residency  at 
Torbett  Clinic  and  Hospital  in  Marlin, 
Tex.  He  served  on  the  staff  of  that 
hospital  from  1935  until  the  time 
of  his  death. 

A fellow  of  the  American  College 
of  Surgeons,  he  was  a past  president 
of  the  Falls  County  Medical  Society 
and  a member  of  Texas  Medical  As- 
sociation and  of  American  Medical 
Association. 

Survivors  are  his  wife,  the  former 
Edythe  Hendricks  Turner  whom  he 
married  on  July  26,  1960,  in  Marlin; 
a daughter  of  a previous  marriage, 
Mrs.  Burrel  Rowe,  III,  of  Houston; 
his  mother,  Mrs.  A.  C.  Bennett,  Sr., 
of  Wichita  Falls;  a sister,  Mrs.  Bill 
Hord  of  Lubbock;  one  grandson, 
Bennett  Rowe  of  Houston;  and  three 
stepsons,  Joe  B.  Turner  of  Nashville, 
Tenn.,  Dr.  Robert  Turner  of  Portland, 
Ore.,  and  Dan  Turner  of  Marlin. 
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DR.  B.  F.  HEJDUK 

Former  Czech  freedom  fighter,  Dr. 
Bohdan  Francis  Hejduk,  died  from 
carbon  monoxide  poisoning  on  May 
29  at  the  home  of  a friend  in 
Gainesville.  Dr.  Hejduk  and  three  of 
his  friends  were  about  to  eat  dinner 
when  the  fumes,  apparently  from  a 
faulty  central  air-conditioning  sys- 
tem, overcame  them. 

Born  on  June  28,  1900,  in  Czech- 
oslovakia, he  was  the  son  of  Bohdan 
and  Marie  Budinska  Hejduk.  He  at- 
tended schools  in  Czechoslovakia, 
and  Faculty  of  Medicine,  Charles  Uni- 
versity in  Prague.  He  was  graduated 
from  Faculty  of  Medicine,  Masaryk 
University  in  Brno,  and  served  an  in- 
ternship and  residency  at  Land-In- 
firmary in  Brno  (CSR),  and  a resi- 
dency at  Masaryk  University  surgical 
clinic. 

He  was  head  of  the  Department  of 
Surgery  at  the  second  surgical  clinic 
of  Masaryk  University  in  Brno  from 
1946  to  1950,  was  associated  with 
a tuberculosis  sanatorium  in  West 
Germany  from  1951  to  1953;  with 
Willesden  General  Hospital  in  Lon- 
don, England,  from  1954  to  1955; 
and  with  British  hospital  in  Addis 
Ababa,  Ethiopia  from  1955  to  1959. 
He  was  with  the  Gaston  Hospital  in 
Dallas  from  1960  to  1964  when  he 
moved  to  Muenster,  Tex. 

He  belonged  to  Cooke  County 
Medical  Society,  Texas  Medical  Asso- 
ciation, and  the  American  Medical 
Association. 

Survivors  include  brothers  and 
sisters  in  Czechoslovakia. 


DR,  J.  MAKINS 

Dr.  James  Makins  of  Port  Arthur 
died  on  May  14,  1967,  in  St.  Mary’s 
Hospital  there.  He  was  74. 

A native  of  Abilene,  Kan.,  he  had 
been  a resident  of  Port  Arthur  since 
1929.  He  was  graduated  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  in  1924.  He  was  a phy- 
sician for  Texaco,  Inc.,  for  17  years. 
During  World  War  I he  served  in  the 
Army  Medical  Corps  at  Walter  Reed 
Hospital  in  Washington,  D.  C.,  and 


he  served  with  the  Texas  National 
Guard  and  Port  Arthur  Selective 
Service  Board  during  World  War  II. 

Dr.  Makins  was  a member  of  the 
Jefferson  County  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association.  He 
was  an  honorary  and  charter  mem- 
ber of  the  staff  of  St.  Mary's  Hos- 
pital. 

Survivors  include  his  wife,  Bess 
Makins;  one  daughter,  Mrs.  Goss 
Townes  of  Tyler;  three  sons,  Dr.  Jim 
Makins  of  Lubbock;  Bill  Makins  of 
Houston;  and  Bob  Makins  of  Wichita 
Falls;  two  brothers,  Dr.  Harry  Makins 
of  Yakima,  Wash.,  and  Frank  Makins 
of  Abilene,  Kan.;  and  eight  grand- 
children. 


DR.  J„  J.  O’REILLY 

Dr.  John  Joseph  O’Reilly  died 
April  17,  1967,  in  Austin  of  cardiac 
arrest.  He  was  82. 

Born  March  19,  1885,  in  Dallas, 
he  was  the  son  of  John  Dudley  and 
Mary  Jane  Collins  O'Reilly.  He  at- 
tended Dallas  public  schools  and 
Niagara  University  in  Niagara  Falls, 
N.Y.  His  medical  education  was  ob- 
tained from  Fort  Worth  School  of 
Medicine  and  Tulane  University  of 
Louisiana  Medical  Department.  He 
practiced  in  Fort  Worth  from  1911 
to  1940.  He  served  in  the  armed 
services  at  various  times  during  his 
life.  In  1947  he  retired  and  was  pro- 
moted to  the  rank  of  brevet  briga- 
dier general. 

In  1949,  Dr.  O’Reilly  was  elected 
to  honorary  membership  in  the  Tex- 
as Medical  Association.  He  was  a 
member  of  Tarrant  County  Medical 
Society,  American  Medical  Associa- 
tion, and  Phi  Chi  medical  fraternity. 
At  the  time  of  his  death  he  was 
health  officer  for  the  city  of  West- 
lake  Hills. 

He  belonged  to  the  Optimists 
Club,  Knights  of  Columbus  and  the 
Veterans  of  Foreign  Wars. 

Dr.  O’Reilly  is  survived  by  his 
wife,  Viola  Richmond  O’Reilly;  and 
two  daughters,  Mrs.  Beth  Lamkin 
of  Houston  and  Mrs.  Jane  Young  of 
Austin. 


DR.  C.  F.  SCHROEDER 

Dr.  Charles  Frederick  Schroeder, 
49,  died  June  16,  1967,  in  Alpine, 
Tex.  He  was  on  the  staff  of  North 
Texas  State  University  hospital  in 
Denton,  Tex. 

A native  of  Springfield,  Mass.,  he 
was  born  on  March  18,  1918,  to 
Louis  C.  and  Ann  Forbes  Coleman 
Schroeder.  He  received  his  prelim- 
inary education  in  Pittsburgh,  Pa., 
and  was  graduated  from  the  Univer- 
sity of  Pittsburgh  in  1940.  He  also 
received  his  medical  degree  at  the 
University  of  Pittsburgh  School  of 
Medicine  and  interned  at  Mercy  Hos- 
pital there.  His  residency  was  served 
at  Evanston  Hospital  in  Evanston, 
III. 

He  began  practice  in  Greenville, 
Tex.,  in  1947.  In  1949  he  moved  to 
Dallas  and  remained  there  until 
1964  when  he  moved  to  Fort  Davis. 
From  there  he  went  to  Monahans  in 
1965.  He  had  moved  to  Denton  only 
a few  months  prior  to  his  death. 

During  World  War  II  Dr.  Schroeder 
served  in  the  US  Naval  Reserve  as 
a lieutenant  junior  grade.  He  had 
previously  served  two  years  active 
duty  on  the  aircraft  carrier  USS 
Saratoga. 

A member  of  Denton  County  Med- 
ical Society,  he  had  formerly  be- 
longed to  Dallas  County  Medical  So- 
ciety, and  Reeves-Ward-Winkler-Lov- 
ing-Culberson-Hudspeth  Counties 
Medical  Society.  He  also  belonged  to 
Texas  Medical  Association  and  Amer- 
ican Medical  Association.  He  was  a 
member  of  Nu  Sigma  Nu  medical 
fraternity. 

Survivors  include  his  wife,  the 
former  Rose  Ellen  Bienhauer,  whom 
he  married  on  May  21,  1964,  in 
Durant,  Okla.;  two  sons,  Peter  F. 
Schroeder  of  Dallas,  and  Charles  C. 
Schroeder  of  Sherman;  a step- 
daughter, Mrs.  John  C.  Neill  of  Al- 
pine; a stepson,  Roy  W.  Bienhauer, 
II,  of  Fort  Rucker,  Ala.;  his  mother, 
Mrs.  Louis  W.  Schroeder  of  St.  Pet- 
ersburg, Fla.;  and  a brother,  Louis 
W.  Schroeder  of  New  York. 
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DR.  J.  E.  ALEXANDER,  JR. 

Dr.  John  Ernest  Alexander,  Jr., 
49,  died  May  13,  1967.  He  was  a 
well-known  internist  in  East  Texas. 
He  helped  establish  a poison  infor- 
mation center  after  being  paralyzed 
by  polio,  and  acted  as  its  director 
until  his  death. 

He  was  born  Aug.  26,  1917,  in 
Tyler,  Texas.  He  was  graduated  from 
The  University  of  Texas  in  1937  and 
from  The  University  of  Texas  Medi- 
cal Branch  in  1941.  He  interned  at 
Graduate  Hospital  of  the  University 
of  Pennsylvania,  Philadelphia,  in 
1941-1942;  and  served  one  residen- 
cy in  medicine  at  Parkland  Memo- 
rial Hospital  in  Dallas,  1946-1948; 
and  another  at  Veteran’s  Hospital  in 
McKinney,  Tex.,  1948-1949. 

He  served  in  the  US  Army  dur- 
ing World  War  II  from  1942-1946. 
From  1949-1955,  he  practiced  in- 
ternal medicine  in  Tyler. 

He  was  elected  to  inactive  mem- 
bership in  the  Texas  Medical  Asso- 
ciation in  1956,  and  he  belonged  to 
the  Smith  County  Medical  Society 
and  the  American  Medical  Associa- 
tion. He  was  a member  of  Alpha 
Omega  Alpha  honorary  medical  fra- 
ternity and  Phi  Rho  Sigma  medical 
fraternity.  He  was  a diplomate  of 
the  American  Board  of  Internal  Med- 
icine and  a fellow  of  the  American 
College  of  Surgeons. 

He  is  survived  by  his  wife,  Mrs. 
Louree  Alexander;  a son,  John  Ern- 
est, III;  a daughter,  Amelia;  and  his 
parents,  Mr.  and  Mrs.  J.  E.  Alexan- 
der, Sr.,  all  of  Tyler,  Tex. 


DR.  C.  S.  SYKES 

Galveston  ophthalmologist,  Dr. 
Clarence  Sherbourne  Sykes,  69,  died 
June  15,  1967,  in  John  Sealy  Hos- 
pital. He  had  practiced  in  Galveston 
since  1928. 

The  son  of  the  late  Dr.  and  Mrs. 
George  S.  Sykes,  he  was  born  on 
May  30,  1898,  in  Galveston.  He  was 
graduated  from  high  school  there, 
and  entered  the  US  Army  when  he 
was  18  years  old.  In  1918  he  was 
wounded  in  action  and  received  the 
Silver  Star  and  the  Purple  Heart. 
He  received  his  bachelor  of  science 
degree  from  The  University  of  Texas 
in  1923,  and  his  medical  degree 
from  The  University  of  Texas  Medi- 


cal Branch  in  1925.  While  in  medi- 
cal school  he  belonged  to  the  Alpha 
Mu  Pi  Omega  medical  fraternity.  One 
year  was  spent  in  internship  at  Rob- 
ert B.  Green  Hospital  in  San  An- 
tonio. Dr.  Sykes  attended  the  Uni- 
versity of  Vienna  from  1926  to  1927, 
taking  courses  in  diseases  of  the 
eye,  ear,  nose  and  throat  and  serv- 
ing as  voluntary  assistant  at  the 
Eye,  Ear,  Nose  & Throat  Clinics  of  the 
Allgemeines  Krankenhaus  in  Vienna. 
He  also  received  special  training  in 
ophthalmology  at  the  Landes-Kran- 
kenhaus  in  Klagenfurt,  Austria.  In 
1928  he  returned  to  the  United 
States  and  began  practice  in  Gal- 
veston. 

He  became  an  instructor  in  oph- 
thalmology at  The  University  of  Tex- 
as Medical  Branch  and  in  1936  be- 
came an  associate  professor.  In 
1937  he  was  made  a full  professor 
and  chairman  of  the  department,  a 
position  he  held  until  1955. 

On  Aug.  19,  1930,  Dr.  Sykes  and 
Christa  Janitti  of  Klagenfurt,  Aus- 
tria, were  married  in  Austria. 

Dr.  Sykes  was  elected  to  honor- 
ary membership  in  Texas  Medical 
Association  in  1967.  He  also  be- 
longed to  Galveston  County  Medical 
Society,  American  Medical  Associa- 
tion, American  Academy  of  Ophthal- 
mology and  Otolaryngology,  Texas 
Society  of  Ophthalmology  and  Oto- 
laryngology, Southern  Medical  Asso- 
ciation, the  American  Ophthalmolog- 
ical  Society,  Texas  Ophthalmological 
Association,  the  Houston  Ophthal- 
mology Society,  and  Pan-American 
Association  of  Ophthalmology.  He 
was  a diplomate  of  the  American 
Board  of  Ophthalmology. 

Dr.  Sykes  was  a member  of  the 
staff  of  John  Sealy  and  St.  Mary’s 
hospitals  in  Galveston. 

A member  of  St.  Mary’s  Cathedral 
in  Galveston,  he  was  a Rotarian  and 
belonged  to  the  Serra  Club,  the  Sons 
of  Hermann,  American  Legion  Maco 
Stewart  Post  20,  and  the  Veterans 
of  Foreign  Wars. 


He  was  the  author  of  many  works 
published  in  Texas  Medicine. 

Survivors  are  his  wife;  a daugh- 
ter, Christa  Marie  Sykes  of  New  Or- 
leans; and  a son,  George  S.  Sykes 
of  Houston;  a brother,  Dr.  E.  Mere- 
dith Sykes  of  San  Antonio;  three 
sisters,  Mrs.  C.  W.  Washington  and 
Mrs.  W.  E.  Metzenthin,  both  of  Aus- 
tin, and  Mrs.  G.  W.  N.  Eggers  of 
Galveston;  and  seven  grandchildren. 
Another  daughter,  Margaret  Anne, 
wife  of  Dr.  Earle  B.  Griffey  of 
Brownsville,  Tex.,  died  in  1961. 


DR.  J.  M.  FURMAN 

Fort  Worth  surgeon,  Dr.  John  Mc- 
Iver  (Jack)  Furman,  63,  died  sud- 
denly on  May  25,  1967,  at  his  home. 

The  son  of  the  late  Dr.  John  M. 
Furman,  a Fort  Worth  general  prac- 
titioner, he  was  born  on  March  26, 
1904,  in  Fort  Worth.  He  attended 
schools  there  and  was  graduated 
from  The  University  of  Texas  in 
1925.  He  received  his  medical  de- 
gree from  The  University  of  Texas 
Medical  Branch.  He  did  both  intern- 
ship and  residency  at  Harris  Hos- 
pital in  Fort  Worth.  Another  resi- 
dency was  served  at  Long  Island 
College  Hospital  in  Brooklyn,  N.  Y. 
In  1931  he  began  his  practice  in 
Fort  Worth  and  was  active  until  the 
time  of  his  death. 

He  belonged  to  Tarrant  County 
Medical  Society,  Texas  Medical  Asso- 
ciation, American  Medical  Associa- 
tion, Texas  Surgical  Society,  South- 
western Surgical  Congress,  and 
American  College  of  Surgeons. 

His  wife  survives,  as  do  two 
daughters,  Mrs.  Melissa  Gaines  of 
San  Antonio,  and  Mrs.  Virginia  Scott 
of  Fort  Worth;  a sister,  Mrs.  W.  G. 
Godwin  of  Colorado  Springs,  Colo.; 
a stepson,  William  Blanchard,  and 
a stepdaughter,  Mrs.  Dale  Blanchard 
Brown,  both  of  Fort  Worth. 


DR.  FURMAN 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

Foit  Worth 


Claude  Williams,  M.D.,  M.A.C.R. 

Rolland  F.  Oakes,  M.D.,  M.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

James  W. 
1217  Wes 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
John  S.  Alexander,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Buice,  M.D.,  M.A.C.R. 

; Cannon — ED  6-8627 


Tom  B.  Bond,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 

Douglas  E.  Bibby,  M.D.,  F.A.C.R.  Robert  J.  Atcheson,  M.D.,  M.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

100  Medical  Tower — ED  6-8681 
1550  West  Rosedale  76104 


Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 


Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box 

841 

Corsicana,  Texas 

PEDIATRICS 

BUSINESS  MANAGER 

JOHN  W.  GRIFFIN,  M.D.,  FA.A.PJ 

OWEN  G.  ELLIOTT,  M.G.M.A. 

INTERNAL  MEDICINE 

SURGERY 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

LOUIS  E.  GIBSON,  M.D.,  FA.C.SJ 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

OPHTHALMOLOGY 

CHARLES  I.  BILTZ,  M.D. 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 

OBSTETRICS  & GYNECOLOGY 

DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

ROBERT  A.  LANG,  D.D.S. 

^ Dipl  ornate  of  the  American  Board 
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Two  ways  to  give  your  patients  a 
months  tlierapeiitie  supply  ol‘  vitamin  (’: 


118  grapefruit  or  30  Allbee  with  C 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  hottle  of  30  Allbee  with  C capsules  (taken  one  cap- 
sule daily).  In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month's  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

/I'H'DOBINS 

A.  H.  Robins  Company,  Richmond,  Virginia 


Capsules 

Allbee"  with 
Vitamin  C 


Each  capsule  contains: 

Thiamine  Mononitrate 
(Vitamin  Bi)  (15  M 0 R ) 15  mg 
Riboflavin  (Vitamin  B?)  (8  M.O.R.)  lO.mg 
Pyridoxme  HCI  (Vitamin  Bs)  5 mg 

Nicotinamide  (Niacinamide)(5  M.O.R.)  50  mg 
Calcium  Pantothenate  10  mg. 

Ascorbic  Acid  (Vitamin  C)  (10  M.O.R.)  300  mg. 


hyoscyamine  sulfate  0.1037  mg. 

atropine  sulfate  0.0194  mg. 

hysocine  hydrobromide  0.0065  mg. 

phenobarbital  (%  gr.)  16.2  mg. 

(Warning:  may  be  habit  forming) 


0.3111  mg. 
0.0582  mg. 
0.0195  mg. 
(%  gr.)  48.6  mg. 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


the  spasm 
reactors 
in  your  practice 
deserve 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 


AH'f^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


NORPRAMIN* 

(desipramine  hydrochloride) 

ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressiveor  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  “bad  taste,"  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 

INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE  LABORATORIES, 
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The  Media  trie®  Age: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . .vague  aches  and  pains. 


Mediatric®  can  help  them  lead  a more  active,  useful  life. 


Candidates  for  Mediatric 


Commonly  heard  complaints  from  your  geriatric  pa- 
tients may  indicate  an  underlying  disorder  that  may 
require  immediate  attention— and  definitive  therapy. 
But,  with  or  without  an  underlying  functional  illness, 
the  patients’  physical  and  emotional  well-being  may 
be  enhanced  by  adjunctive  steroid-nutritional  ther- 
apy. That’s  why  so  many  patients  just  like  these  are 
suitable  candidates  for  MEDIATRIC  from  their  very 
first  visit. 

“A  steroid-nutritional  compound  (Mediatric)  was 
used  in  100  patients  to  relieve  some  of  the  symptoms 

caused  by  degenerative  changes  of  aging ” This 

therapy  resulted  in  improvement  of  75  per  cent  of  the 
patients. 

McNeill,  A.  J.:  Clin.  Med.  8:518  (Mar.)  1961. 


The  estrogen  component  is  PREMARIN®  (conju- 
gated estrogens  — equine),  the  orally  active,  natural 
estrogen  most  widely  prescribed  for  its  physiologic 
and  metabolic  benefits.  The  combination  of  estrogen 
and  methyltestosterone  can  help  maintain  an  anabolic 
balance  to  forestall  premature  estrogen-related  de- 
generative changes. 

MEDIATRIC  also  supplies  a small  amount  of 
methamphetamine  to  provide  a gentle  mood  uplift; 
and  nutritional  supplements  specially  selected  to 
meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients  alert 
and  active;  helps  relieve  general  malaise,  easy  fatiga- 
bility, vague  pains  in  the  bones  and  joints,  and  lack  of 
interest  so  often  associated  with  declining  gonadal 
hormone  secretion. 


contraindication:  Carcinoma  of  the 
prostate,  due  to  methyltestosterone 
component. 

warning:  Some  patients  with  pernicious 
anemia  may  not  respond  to  treatment 
with  the  Tablets  or  Capsules,  nor  is  ces- 
sation of  response  predictable.  Periodic 
examinations  and  laboratory  studies  of 
pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal 


bleeding,  breast  tenderness  or  hirsutism 
may  occur. 

suggested  dosages:  Male  and  female: 
1 Tablet  or  Capsule,  or  3 teaspoonfuls 
Liquid,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stim- 
ulation of  breast  and  uterus,  cyclic  ther- 
apy is  recommended  (3  week  regimen 
with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week 
rest  period). 


In  the  male:  A careful  check  should  be 
made  on  the  status  of  the  prostate  gland 
when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  752  - MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 

No.  252  - MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910- MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces  and  1 gallon. 


E^ch  Ecich  1 5 cc 

Steroid-nutritional  compound  x™,At™,c  SSS 


Conjugated  estrogens— equine  (PREMARIN1®) 

Methyltestosterone 

Methamphetamine  HC1 

Cyanocobalamin 

Intrinsic  factor  concentrate 

Thiamine  HC1 

Thiamine  mononitrate 

Riboflavin 

Niacinamide 

Pyridoxine  HC1 

Calcium  pantothenate 

Ferrous  sulfate  exsiccated 

Ascorbic  acid 


CAPSULE 

LIQUID 

contains: 

contains: 

0.25  mg. 

0.25  mg. 

2.5 

mg. 

2.5  mg. 

1.0 

mg. 

1.0  mg. 

2.5 

meg. 

1.5  meg. 

8.0 

mg. 

- 

- 

5.0  mg. 

10.0 

mg. 

- 

5.0 

mg. 

- 

50.0 

mg. 

— 

3.0 

mg. 

- 

20.0 

mg. 

- 

30.0 

mg. 

- 

100.0 

mg. 

- 

(Contains 
15%  alcohol) 


Mediatric 


tablets  • capsules  • liquid 


6740 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 


PHYSICIAN  NEEDED 

"The  City  of  Giddings,  located  54  miles  East  of 
Austin,  on  Highway  290  needs  physician.  Trade 
area  served  by  Giddings  is  approximately  12,000 
people.  One  hundred  (100)  per  cent  financing  on 
clinic  and  private  dwelling  house  available.  All 
possible  assistance  will  be  rendered  by  the  Gid- 
dings Chamber  of  Commerce  and  the  local  bank- 
ing institutions.  Modern  hospital  located  in  Gid- 
dings. 

Please  contact 
Allan  I.  Schneider 
Box  87,  Giddings,  Texas 
Telephone  542-3160." 
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Texas  Medical  Association 

Public  Affairs  and 

Public  Relations 
Conference 

September  30,  1967  • Austin 


FIVE  GUEST  SPEAKERS 

Hon.  George  Bush,  U.S.  Congressman 
Blair  J.  Henningsgaard,  M.D.,  AMPAC 
Philip  Lesly,  PR  Counselor,  Chicago 
Dwight  L.  Wilbur,  M.D.,  Pres. -Elect,  AMA 
Otis  D.  Wolfe,  M.D.,  Iowa  Medical  Society 

TWO  PANEL  SESSIONS 
ORIENTATION  PROGRAM 
HOSPITALITY  HOUR 
UT  vs  TECH  FOOTBALL 

Be  on  hand  for  the  action! 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson.  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey.  Jr..  M.D..  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker.  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


"7/te  Ma/Uin  X-Ray  and 
Radium  Clinic 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 


Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avoiding 
those  responsive  to  routine  measures  as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a complete  physical  and  laboratory 
examination,  including  a blood  count.  The  patient  should  not  exceed 
recommended  dosage,  should  be  closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and  report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  counts. 
Discontinue  the  drug  immediately  and  institute  countermeasures  if  the 
white  count  changes  significantly,  granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema  and  drug 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withholding 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  patients 
and  in  those  with  hypertension  the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been  associated  with  peptic  ul- 


For  280-lb.  tackles  — or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
agonizing  pain  of  shoulder  bursitis. 

It’s  not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
Precautions  shown  below. 

And  adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash. 

Rarely,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

Play-for-pay  or  workaday  patients  — when  they  come  up  with  shoulder  bursitis  and  your 
clinical  judgment  indicates  Butazolidin  alka— go  with  it. 

And  watch  the  comeback. 


cer  and  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
structed to  take  doses  immediately  before  or  after  meals  or  with 
milk  to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
with  reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
other  systemic  reactions  usually  requires  withholding  medication. 
Purpuric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
action similar  to  serum  sickness  may  occur  and  require  permanent 
withdrawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
vomiting,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  definitely  attributable  to  the 
drug,  a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
purpura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
been. reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 


eigy  Pharmaceuticals 

vision  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


Photo  professionally  posed 


Mike  expects  a penicillin  injection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen*Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer  than 
with  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis  and  treat- 
ment of  streptococcal  infections;  treatment  of  pneumococcal,  gonococcal,  and 
susceptible  staphylococcal  infections;  prophylaxis  of  rheumatic  fever  in  patients 
with  a previous  history  of  the  disease. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms;  history  of 
penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  controlled)  is 
rare  but  more  frequent  in  patients  with  previous  penicillin  sensitivity,  bronchial 
asthma  or  other  allergies.  Resuscitative  (epinephrine,  aminophylline,  pressor 
amines)  and  supportive  (antihistamines,  methylprednisolone  sodium  succinate) 
drugs  should  be  readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia.  In  suspected 
hypersensitivity,  evaluation  of  renal  and  hematopoietic  systems  is  recommended. 


Precautions:  In  suspected  staphylococcal  infections,  perform  proper  laboratory 
studies  including  sensitivity  tests.  If  overgrowth  of  nonsusceptible  organisms 
occurs  (constant  observation  is  essential),  discontinue  penicillin  and  take  appro- 
priate measures.  Whenever  allergic  reactions  occur,  withdraw  penicillin  unless 
condition  being  treated  is  considered  life  threatening  and  amenable  only  to 
penicillin.  Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should  be  tested 
serologically  for  at  least  3 months.  When  lesions  of  primary  syphilis  are  sus- 
pected, dark-field  examination  should  precede  use  of  penicillin.  Treat  beta- 
hemolytic  streptococcal  infections  with  full  therapeutic  dosage  for  at  least  10 
days  to  prevent  rheumatic  fever  or  glomerulonephritis.  In  staphylococcal 
infections,  perform  surgery  as  indicated. 

Adverse  Reactions  (Penicillin  has  significant  index  of  sensitization):  Skin 
rashes,  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urticaria; 
serum  sickness-like  reactions,  including  chills,  fever,  edema,  arthralgia  and  pros- 
tration. Severe  and  often  fatal  anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000  units),  500 
mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000 
units)  per  5 cc. 
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PenVeeK 

(potassium  phenoxymethyl  penicillin) 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


ft 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet®  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  3 15  mg.  ED 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  PI  SIDE 

jf 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  Pi  SIDE  I 

,,, 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product— amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels— filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


secret 

of 


controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 


tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 


itement,  agitation,  palpitation  or  cardiac  arrhythmia 
sually  may  be  controlled  by  reducing  the  dose, 
aradoxically-induced  depression  is  an  indication 
) withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
lay  cause  skin  rash.  Nervousness  or 
xcessive  sedation  with  Desbutal  is 
sually  transient. 


701069 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Clinical  Laboratories 


TM  A 

PHYSICIANS' 

DIRECTORY 


Space  is  available  to  TMA  members  at 
$6.50  per  column  inch  and  must  run  six 
months.  A discount  of  5%  is  allowed  for 
six  month's  advance  payment.  Mail  copy 
to  Advertising  Director,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is 
the  20th  of  the  month  preceding  publica- 
tion month. 


MARVIN  D.  BELL,  A.  B.,  M.  D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatrie  Allergy 

216  Medical  Prof.  Bids.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


McGOVERN  ALLERGY  CLINIC 

Dagmosis  and  Treatment  of  Allergic  Dilseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


PILCHER-SISSON  LABORATORY 

PATHOLOGY -CLINICAL  PATHOLOGY 
John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  O.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  MJD. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“ Mailing  Containers  on  Request ” 

“ Office  Pickup  Service  in  Houston ” 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 


HOUSTON 
EEG  LABORATORY 
1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 
EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 
811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texaa 

GR  2-6523  SU  1-1261 

Alternate  phone  for  all  Laboratories,  CA  6-5473 
Limited  to  ELECTROENCEPHALOGRAMS 
John  E.  Skogland,  M.D..  Ph.D..  Director 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diploma te  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.  D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathologry,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4463 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.,  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  Jr.,  M.D.,  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


ERIC  G.  COMSTOCK,  M.D. 
Laboratory  Practice  Limited  to  Diagnosis  of 
Poisoning  Metals,  Pesticides,  Toxic  Drugs 
and  Chemicals 

JA  4-7547  P.  0.  Box  2565 

Houston,  Texas  77001 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
(Clinical  & Anatomic  Boards) 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 


Anatomic  Pathology 

Surgical  Pathology 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 


John  A.  Webb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall.  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 


704  The  Medical  Towers  Houston  25,  Texas 


Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  306  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


lohn  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75236 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D..  F.A.C.S.  C.  J.  Daniel.  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann.  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 


JA  6-2671 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 

Diseases 

Mavis  P.  Kelsey,  M.  D.t 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterisation 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia.  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 
Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall.  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 

Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S. , F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 
Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 
Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D., 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr„  M.D. 


R-  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  MJ). 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 


Wharton,  Texas 
2100  North  Fulton  Street 


713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 

F.A.C.S. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 
OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 
OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 
NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D..  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerald  Noteblom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 

Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 

AND  THE 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 

Phone  AM  4-6361  Big  Spring,  Texas 


Cardiovascular  Disease 

Charles  D.  Reece.  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson.  M.D. 
Michael  B.  Raine.  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb.  M.D. 

W.  Tom  Arnold.  M.D. 

Belton  G.  Griffin.  M.D. 
FYedrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardoigraphy 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 
Lewie  L.  Travis,  Jr. 


Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott.  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds.  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D..  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan.  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 

E.  V.  Swift.  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall.  M.D. 

J.  M.  Talbot,  Jr.,  M.D. 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


Dermatology 


ROGER  W.  MANAR,  M.  D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas.  Texas 


M.D. 

CONSULTATION  BY  APPOINTMENT 


B E E L E R - M A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

Obstetrics  and  Gynecology 

G.  W.  Beeler.  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.W.  Hink,  M.D.,  F.A.C.S. 

Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.  D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 
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J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY  — SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


Directory  of 
Professional  and  Lay 
Medical  Films 

Now  Available! 


Write:  Librarian 

Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Eye,  Ear,  Nose,  Throat 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 
Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 
Eye,  Ear,  Noee  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle  Jr.,  M.D., 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 


Gastroenterology  and 
Proctology 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 
Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2573  Res.  Tel.  EM  1-1500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
G astroenter  ology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 
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J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S.  in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

1407  Medical  Arts  Building  Houston,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

General  Surgery 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Internal  Medicine 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

152 


TEXAS  MEDICINE 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

THE  HAUSER  CLINIC 

Psychiatry.  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

*Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
*Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

'Diplomate  American  Board  of  Psychiatry  and  Neurology 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1106  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston  Texas 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1606  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

ERIC  G.  COMSTOCK,  M.D. 

Practice  Limited  to 

Diagnosis  and  Treatment  of  Poisoning 

JA  4-7547 

P.  O.  Box  2565  Houston,  Texas  77001 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology/ Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomat®  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling 

Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

Neurological  Surgery 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurostir  gery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  J A 8-5373  Residence:  JA  8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Morris  Sanders,  M.  D.  Jack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Obstetrics/Gynecology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

RICHARD  S.  RUIZ,  M.  D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston  25,  Texas  JA  8-6871 
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F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 


Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 
Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 


HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


L.  FERNANDO  SCHWEITZER,  M.D. 

Diplomate  American  Board  of  Ophthalmology 

1403  St.  Joseph  Prof.  Bldg.  AND  7812-A  Fulton 
CA  5-5217  OX  2-6363 

Houston,  Texas 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


TEXAS  MEDICAL  ASSOCIATION 

1 967  Public  Affairs  and 
Public  Relations  Conference 
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Otolaryngology 

Plastic  Surgery 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho- Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

W.  P.  ANTHONY,  M.D. 

Otology 

705  Fifth  Avenue  Fort  Worth  4,  Texas 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DONALD  N.  MATHESON,  M.D. 

Diplomats  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth,  Texas  76104 

EDison  5-4751 

Pediatrics 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

BYRON  P.  YORK,  M.D. 

Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Diplomnte  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  S-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

846  Clarksville  SL  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomats  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R 

CAPRES  HATCHETT.  JR..  M.D..  D.A.B.R 

WILBUR  Q BUDD,  M.D..  D.A.B  R 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D..  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  O.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  pe  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M-A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg-  . . RI  1-3621 

6011  Harry  Hines  Blvd.  _ ME  1-7070 

3607  Gaston  Ave ta  3-qqri 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  XE  8-4543 

502  Goodhue  Bldg.  XE  8-2224 

Baptist  Hospital  XE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MAD  ALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.  D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 


EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 


ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


Use  your 

Texas  Medical  Association 

MEMORIAL  LIBRARY 

40,000  Bound  Volumes  350  Films 
875  New  Journals  Each  Month 
Extensive  Reprint  Collection 
Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
AC  512  447-6704 
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ADVERTISEMENTS 


Rates:  $4.50  per  issue  tor  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Lerov 
Wall,  Moody,  Texas. 


NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group 
New  milhon-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 


0f?E  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush.  M.D.  Hereford 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER  AND  ONE  PEDIATRICIAN  to  join  established  group 
m Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 


WANTED:  PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
G-  Bdrton.  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 


WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist:  to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000;  would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  ENT 
To  begm  January  1,  1967,  or  thereafter.  Financial  arrangement 
wui  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
f.re?  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
hmited  °n!y  by  ambitions  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER.  Practice  on  the  beautiful  Gulf 
Coast.  Located  just  outside  the  city  limits  of  Corpus  Christi  and 
Kobstown.  Become  associated  with  a five  man  clinic  group,  each 
in  private  practice  but  taking  call  as  group.  New  offices  ad- 
joining 85-bed  modern  hospital  just  two  years  old.  Choice  of 
practice,  either  private  or  partnership  on  salary,  no  investment 
necessary.  Liberal  assistance  in  getting  started.  Income  limited 
by  ambiti°n.  Write  to  Doyne  Hamilton,  M.D.,  Rt.  4,  Box 
46,  Robstown,  Texas. 


INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
* 4.i.^n  m^eres^  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
TO'71S>r«nce  an(*  coverage  of  group  practice.  Please  reply  to  Box 
7Q7ai  eXas  ^e(^c*ne*  1801  North  Lamar  Blvd.,  Austin,  Texas 


WANTED— OBSTETRICIAN  AND  GYNECOLOGIST.  Board 
eligible  or  certified  to  be  associated  with  well  established  13-man 
specialty  group.  Salary  open,  no  investment,  early  partnership. 
Progressive  city  of  35,000  in  Central  Texas  with  fine  churches, 
schools,  and  recreation  facilities.  Write  J.  D.  Wilson.  M D 
Ring  s Daughters  Clinic.  304  South  22  Street.  Temple,  Texas.  " 

DERMATOLOGIST:  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  w*thin  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 

?U,'X,ed'  Ji  eIaSeAreP-y  Box  138-  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Mornnw  otolaryngologist  and/or  ophthal- 

tv  „ GiS1‘  Excel.lent  opportunity  in  new  clinic  with  group. 
Tn  ™ "nd(°T:  .art'a-  Accredited  open  staff  hospital. 

Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 

Bl1XAr:sPuyn,tTeL°sX  787601  TeXa3  1801  N°rth  Lamar 


GENERAL  PRACTITIONER  WANTED.  Town  of  1,000  pop- 
ulation. Drawing  area  6,000.  Hill-Burton  Hospital  operated  by 
county  No  doctor  in  community.  Seven  room  clinic  rent  free. 
Good  hunting  and  fishing.  Located  only  30  miles  from  Sam 
Rayburn  Dam,  Address  inquiry  to  John  Sirman,  Corrigan,  Texas. 

WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
l of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
+ ° "lvesJ'JJlenJ';  Equal  rotation  of  emergency  duty.  Please 
AuP  fin  Tex°aXs  7875 1 Medicine’  1801  North  Lam^  Blvd., 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 

snddcnfrartlCe  Aa  Jiear  old  general  Practitioner  who  died 
then  Gu?rant.eed  salary  of  $1,200  per  month  for  six  months, 
lh^,ve  th, f11/60  °f  ? 1,200  per  JR011111-  Pins  50%  of  any  income 
Vf °k  a S1X  months.  Office  expenses,  nurses,  aids, 
etc.  paid.  20-bed,  three  doctor,  clinic-hospital  in  Nocona,  Texas 

GcTtvedr,fd!?CnnnS  "fu  ’"T  ?bo,ve  $2-500  Per  month.  Nocona 
is  city  of  4,000  with  good  schools,  industry,  all  white  popula- 

from  n7n.ake  a,n<l.KO'f  p?urle-  hunting  and  fishing,  90  minutes 
from  Dallas  and  Fort  Worth.  Contact  A.  D.  Major,  M.D.,  or 
K J.  Wharram  M.D.,  Major  Clinic-Hospital,  Nocona,  Texas. 
Phone  area  code  817,  825-3371. 


PHYSICIAN  WANTED  : Would  you  like  to  practice  medicine 
in  an  area  where  your  professional  education  and  abilities  are 
!n  nCe<  ' Elgin,  Texas.  A 23-bed  hospital  (non  profit)  is 

f full  °Peratmn.  Office  space  available.  Good  schools,  churches 
ol  all  denominations,  recreation  unsurpassed  in  reach  of  Elgin. 
Potentials  unlimited.  For  information  write  Elgin  Chamber  of 
bommeree,  Elgin,  Texas. 

WANTED : TWO  GENERAL  PRACTITIONERS  to  associate 

with  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
State  College  City  of  seven  hills  in  the  piney  woods  of  East 
Texas,  population  17,000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention : Dr.  E.  M.  Addison. 


ASSOCIATE  WANTED — Ear,  nose  and  throat — Board  eligible 
for  two-man  Ear,  Nose,  and  Throat  Department  with  well  estab- 
lished multi-specialty  group  in  Dallas,  Texas.  Partnership  after 
two  years.  Excellent  fringe  benefits.  No  investment  required, 
leaching  opportunities.  Interviewing  expense  paid.  Please  replv 
to  Arthur  L Cook,  The  Dallas  Medical  and  Surgical  Clinic,  P.  O 
Box  28,  Dallas,  Texas  75221. 


WANTED:  RESIDENT  PHYSICIAN,  preferably  with  special 
interest  m pediatrics  and/or  orthopedics.  Excellent  opportunity 
102_bed  Children’s  Hospital.  Starting  salary  $10,000  to 
$15,000  commensurate  with  qualifications.  Write  Mr  Herschel  I 
Stine,  Administrator,  Fort  Worth  Children’s  Hospital,  Fort 
Worth  Medical  Center,  Fort  Worth,  Texas. 


i P?iYSICIA^Ir.  WANTED  for  multi-specialty  group.  Board 
eligible  or  certified  specialists  in  otolaryngology,  urology  derma- 
tology and  orthopedic  surgery.  Wanted  for  a 12-man  multi- 
specialty group  on  Gulf  Coast.  New  clinic  building  and  excellent 
hospital  facilities.  Participating  basis  with  a guaranteed  salary 
for  the  first  two  years.  After  this,  on  a partnership  basis. 
Contact  Box  157,  Texas  Medicine,  1801  North  Lamar  Blvd 
Austin,  Texas  78701. 


p^SSRICS:Gj™eCOL°Gy.  EENT,  AND  GENERAL 
PRACTICE  needed  for  17-doctor  Medical  Plaza  located  across 
the  street  from  a fully  accredited  228-bed  general  hospital, 
situated  in  the  preferred  southwest  part  of  Houston,  Texas 
len  minutes  from  the  Houston  Medical  Center  and  downtown 
Houston.  Pleasant  climate  year  round,  abundant  water  recrea- 
tional and  cultural  activities.  Free  rent  for  three  months,  assis- 
tance m acquiring  office  furnishings.  For  further  information, 
contact  Howard  E.  Troutt,  5314  Dashwood  Street,  Houston, 
1 exas. 


RADIOLOGIST  NEEDED  for  private  hospital  staff.  New  70- 
bed  general  hospital.  New  x-ray  equipment  with  image  intensi- 
fier.  Income  first  year  $40,000.  This  is  a wonderful  opportunity 
Please  contact  for  complete  details.  Don  Stuart,  Administrator, 
Medical  Center  Hospital,  Inc.,  Duncan,  Oklahoma.  Telephone 
Area  Code  405,  AL  5-6240. 
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OUR  71st  YEAR 


WOODWARD 


MEDICAL 

PERSONNEL 

BUREAU 


_ !w'JF  185  N.  WABASH 
ANN  WOODV.ARD  CHICAGO,  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  a century. 

TELEPHONE:  (Area  Code  31  2)  726-5682 

SITUATIONS  AVAILABLE  IN  TEXAS 

ANES'  Well-est  multi-specialty  grp  reqs  anesthesiologist  w/spec  trng 
cardio-vasc;  area  $30,000;  recommended. 

GEN  PRACT:  (g)  GP  w/surgical  exper;  prtnrshp  grp  w/own  lisp;  exc 
guar  1st  yr,  should  exceed  $35,000  2nd  year,  (h)  Assoc  GP,  wk 
w/FAAGP  in  varied  pract;  shld  have  surg  exper;  exc  factl;  to 
$25  000  1st  yr;  pract  grossng  over  $100,000  p yr;  nr  Dallas.  (0 
Assn;  long-est  grp;  3 cert,  3 FAAGP's;  fine  new  hsp;  if  cert 
$24,000;  coll  twn;  Ige  surroundg  area. 

INT  MED:  (d)  Assn  smaller  grp  w/own  hsp;  all  new  factl;  524,000; 
(e)  cert  or  elig  w/emph  on  any  subspec;  assoc  w/cert  /o 

$20,000  guar;  early  prtnrshp  (f)  well-est  cl  w/ftne  JCAH  hsp, 
multi-spec  grp;  2 dipl  IM;  oppor  med  sch  tchg;  substantial  sal 
plus  profit  shar. 

OB-GYN : Qual  as  chf;  grp  estab  25  yrs;  new  cl;  $25M;  early  prtnr. 

OPHTHALMOLOGY:  Assn  long-est  hghly-regrded  multi-spec  9rP;  exc 
cl,  hospital  facilities;  $25,000,  then  prtnr;  Ige  twn  w/academ.c 
possibilities;  excellent  opportunity. 

ORTHOPEDICS:  6-man  spec  grp;  new  dept;  private  lndeP|"dennt  FR 
practice  w/referred  wk;  will  subsidize  1st  yr;  poss  $40,000  2nd 
year;  draws  fr  area  around  60,000;  college  twn. 

PEDIATRICS:  Chief;  6-man  grp,  1 cert;  important  medical  school 
city;  fine  salary  1st  yr,  then  partnership. 

UROLOGY:  Fairly  Irg  long-est  multi-spec  grp;  on|V  1 area;  one 
cert  U;  to  $25,000;  later  prtnrshp;  drwng  area  300,000. 

SITUATIONS  WANTED 

OB-GYN:  Southerner;  married  (4);  MD  Texas,  AOA;  cert  trnd  univ 
hsp;  mil  serv  fin;  4 yrs  obg  multi-sp  grop;  prefs  assn  w/1  or  more 
obg's  or  consid  multi-sp  grp  pref  w/some  tchg  in  Tex;  lie  Tex, 
Okla;  reqs  min  $22,000;  can  invest;  early  30  s;  available  January 
or  60  days  if  necessary. 

SURGEON-  33;  bd  elig;  mil  serv  fin;  exc  4 yr  res  S;  now  wkg  in 
indus  clinic,  doing  some  GP;  seeks  surg  exclusively;  assn  or  grp; 
lie  Texas;  pref  area  150  mi  from  Ft.  Worth. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPOR- 
TUNITIES IN  TEXAS  AND  ELSEWHERE 
STRICTLY  CONFIDENTIAL 


THREE  GENERAL  PRACTITIONERS  urgently  needed  in  the 
wheatland  area  of  Central  Washington.  The  area  has  a ary 
climate;  a high  economy;  a high  level  of  intelligence  and  edu- 
cation in  the  people;  and  a particularly  friendly,  easily  met. 
warm  and  loyal  population.  It  averages  60  miles  from  an  excel- 
lent medical  center  with  many  highly  qualified,  very  ethical  spe- 
cialists of  all  breeds.  The  opportunities  for  recreation  are  un- 
limited The  area  is  a two-hour  drive  from  major  ski  areas  ; has 
unbelievable  fishing  for  both  spiny-ray  and  salmo  species;  has 
hunting  from  dove  and  quail  up  to  bear  and  elk  as  routine;  with 
moose,  mountain  lion  and  mountain  sheep  within  reach,  Each 
town  in  the  area  has  its  own  golf  course.  There  are  ample  op- 
portunities for  boating  and  skiing.  Flying  weather  is  available 
95  days  out  of  each  100.  This  opportunity  centers  in  the  Ritz- 
ville-Odessa  area  of  Washington  State.  Ritzville  is  a town  of 
2 500 — Odessa,  a town  of  1,500.  Each  has  a hospital  ana  a nurs- 
ing home  where  the  general  practitioner  is  limited  only  by  his 
own  ability.  There  is  opportunity  for  solo  practice  with  assist- 
ance at  starting,  or  opportunity  for  association  or  partnership 
with  an  established  practitioner.  This  practitioner  currently  has 
a gross  of  approximately  $80,000  annually.  This  is  income  from 
patients  treated  and  not  from  a “shot”  room  or  “therapy  room, 
etc  For  further  information,  contact  Jesse  Q.  Sewell.  M.D.,  Box 
215,  Odessa,  Washington,  99159;  or  Milton  Sackmann,  LL.B., 
Box  498,  Ritzville,  Washington,  99169. 


ALLERGIST : Experienced  allergist  preferred,  but  will  train 
any  interested  physician.  Allergy  clinic  in  clean,  cultural,  pro- 
gressive university  city  of  300,000.  south  central  Kansas.  Research 
and  teaching  facilities  available.  Early  partnership.  Salary  open. 
Please  reply  to  Box  163,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OPENING  FOR  GENERAL  PRACTICE  PHYSICIAN  in  Cas- 
troville,  Texas.  Practicing  physician  about  to  retire.  City  is 
located  18  miles  west  of  San  Antonio  on  Highway  90.  Office  space 
in  new  professional  building  available.  Small  modern  general 
hospital  adjacent.  Call  or  see  Mr.  Maybell  or  Dr.  Robert  R. 
Eckert  at  Castroville  Hospital,  P.  O.  Box  N,  Castroville,  Texas 
78009.  Phone  Area  Code  512,  KE  8-2211. 


GENERAL  PHYSICIANS  AND  PSYCHIATRISTS,  with  Tex- 
as license  or  eligible  for  reciprocity  Near  medical  center  (Dal- 
las). Training  affiliation  with  medical  school.  Salary  from  $17,000 
to  $20,000.  Apply:  Personnel  Officer,  Terrell  State  Hospital, 
Terrell,  Texas. 


WANTED : GENERAL  PRACTITIONER  in  town  of  East 
Bernard,  Texas,  to  work  with  another  general  practitioner,  either 
temporarily  or  permanently.  Clinic  adjoining  17-bed  hospital. 
Location  40  miles  west  of  Houston  and  65  miles  from  Gulf  of 
Mexico.  If  interested,  please  call  collect.  Area  Code  713,  335-7568. 


WANTED:  ONE  INTERNIST  AND  ONE  GENERAL  PRAC- 
TITIONER to  join  group  in  Dallas.  Excellent  facilities  and 
working  conditions.  Hospital  staff  privileges  available  at  over- 
head 90-bed  private  accredited  hospital  and  two  major  hospitals 
nearby.  Located  in  residential  area,  near  freeway,  seven  min- 
utes from  downtown.  Salary  first  year,  then  percentage.  Con- 
tact G.  T.  Woodard,  M.D.,  120  North  Madison,  Dallas,  Texas, 
or  call  collect  214-946-5191. 


OPPORTUNITY  FOR  SOLO  GENERAL  PRACTICE  with 
good  income.  Good  people  in  a growing  community  of  the  coastal 
bend  near  Corpus  Christi.  Excellent  office  space  and  equipment. 
Leaving  practice  and  desire  to  introduce  reliable  successor.  Re- 
ply to  Box  164,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701. 

GENERALIST  OR  INTERNIST  for  medical  service  in  250- 
bed  general  hospital.  Salary  commensurate  with  qualifications. 
Nondiscrimination  in  employment.  Contact  Chief  of  Staff  or 
Chief  of  Medicine,  VA  Hospital,  Big  Spring,  Texas  79720. 


WANTED  : GENERAL  PRACTITIONER  for  immediate  duty. 
Salary,  open.  Partnership  available  if  mutual  satisfactory  ar- 
rangement  can  be  worked  out.  East  Texas  town  of  7,000  popula- 
tion. Good  schools,  churches,  and  homes  available.  Please  reply 
to  Box  155,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST:  Certified  or  board  eligible  to  join  14-man  multi- 
specialty group.  New  clinic  building  with  adjoining  85-bed  ac- 
credited hospital.  Malpractice,  life  and  disability  insurance  pro- 
vided. One  month  paid  annual  leave.  Guaranteed  $25,000  to 
start.  City  of  35,000  in  West  Texas.  Reply  to  Box  166,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED : GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals  in 
neighborhood.  Office  and  equipment  available.  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Box  158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


For  Sale  or  For  Rent 


IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  bohm 
personnel  available.  Doctor's  widow  will  introduce.  Reply  to 
Lowry  Clinic,  P.  O.  Box  2005,  Laredo,  Texas. 


FOR  SALE:  Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 


OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  6200 
Cedar,  Bellaire,  Texas. 


FOR  LEASE — Contemporary  functional  office  suites  in  estab- 
lished professional  building  adjoining  largest  shopping  center  in 
southwest  area.  Upper  income  families.  Complete  lab  and  x-ray 
services  with  90  second  automatic  film  processor  furnished  free 
to  new  leasees.  Internal  medicine,  GP,  ophthalmology,  ENT,  psy- 
chiatry. pediatrics  or  clinical  psychology.  Phone  HO  8-4338  or 
write  9801  Katv  Road,  Professional  Building,  Houston,  Texas. 


FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


FOR  SALE  OR  FOR  LEASE:  Your  greatest  opportunity.  Two 
story  clinic,  brick  building,  completely  equipped  and  furnished. 
X-ray,  Ekg,  etc.  Year  round  heating  and  air  condition.  Put  your 
jacket  on  and  see  30  to  60  patients  daily.  Collections  are  good. 
$250,000  value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms 
and  6 upper  rooms  plus  2 bath  rooms.  Same  location  35 
Desire  immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Meth- 
vin  Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 
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OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  540  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building:.  Please  contact  James  R.  Phillips.  M.D.,  308  N.W.  2nd. 
Grand  Prairie.  Texas. 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today!  Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe,  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 


FOR  SALE:  General  practitioner’s  medical  equipment,  in- 
cluding x-ray  and  laboratory.  Most  of  the  equipment  is  less 
than  ten  years  old  and  is  in  excellent  condition.  Write  or  call 
Mrs.  Barney  G.  Grafa,  Jr.,  2804  Lockheed,  Midland,  Texas 
78701.  Telephone  OX  4-6123. 


FOR  SALE : Modern  one  story  13  room  medical  building 
containing  laboratory,  x-ray,  surgical  suite,  air  conditioned. 
Convenient  to  city  and  hospital  on  beautiful  tree  shaded  lot. 
Winner  of  architectural  merit.  Excellent  professional  relation- 
ships. Priced  to  sell ; financing,  terms  or  leasing  may  be  con- 
sidered. Shown  by  appointment.  Doctor  plans  change.  Box  581, 
Gonzales,  Texas  78629.  AC  512,  672-2824. 


FOR  SALE — Practically  new  brick  clinic  on  corner  lot  with 
plenty  of  parking  space  in  progressive  North  Texas  community. 
Private  office,  reception  room  and  receptionist  office,  three 
treatment  rooms  (each  with  lavatory  and  storage  cabinets), 
ladies  powder  bar  and  rest  room,  dark  room,  large  laboratory 
with  generous  storage  space  and  double  sink  (can  be  used  as 
treatment  room),  refrigerator,  water  heater,  storage  room, 
central  heating  and  cooling,  air  compressor,  intercom  and  radio 
to  all  rooms.  Community  needs  physicians — EENT.  surgeon  and 
GP’s.  $3  million  hospital  under  construction.  $3  million  geriatric 
hospital  to  be  built.  224  housing  units  at  cost  of  $1,928,000. 
Please  reply  to  Box  156,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PRACTICE  FOR  SALE — Pediatric  practice — Associated  with 
two  other  pediatricians ; suburban  Houston,  Texas ; excellent 
opportunity ; leaving  for  residency ; gross  over  $90,000 : priced 
right:  terms;  available  after  January  1,  1968.  Reply  to  Box  165, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


NEW  POSITIONS  ESTABLISHED  AT 
BAYLOR  UNIVERSITY  MEDICAL  CENTER 

DALLAS,  TEXAS 

The  Medical  Staff,  Board  of  Trustees,  and  Administration  are  currently  seeking  applicants  for  full- 
time physician  coverage  of  its  "Emergency  Unit."  Their  major  responsibilities  will  be  to: 

1)  Immediately  evaluate  the  condition  of  all  patients  and  initiate  emergency  treatment. 

2)  Serve  as  a triage  officer  and  call  specialists  when  appropriate. 

3)  Treat  those  patients  who  have  no  physician. 

4)  Initiate  treatment  for  private  patients  when  requested  by  the  private  physician. 

5)  Participate  in  teaching  house  staff  assigned  to  the  unit. 


The  Emergency  Unit  physicians  will  bill  the  patient  directly  for  professional  services. 

Approximately  24,000  patients  are  new  seen  annually  in  the  emergency  facility  and  a larger  new 
unit  is  under  construction. 

A document  providing  additional  information  is  available  on  request.  It,  along  with  a written  agree- 
ment between  the  hospital  and  physician,  will  serve  as  a guide  to  those  accepting  these  positions. 

For  more  information,  please  contact  L.  Ray  Lawson,  M.D.,  Chairman  of  the  Committee  on  Emer- 
gency Services,  2828  Lemmon,  Dallas,  Texas,  75204,  LA  1-2191. 


Texas  Medical  Association's 

Public  Affairs 
and 

Public  Relations 
Conference 

September  30,  1967 


Austin 


See  complete  program  on  pages  47-48 
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IN  THIS  ISSUE 

Outwitting  Beulah’s  Health  Threats 
Young  Athletes:  Keeping  Abreast  of  Dangers 
Recognizing  Severity  in  Asthma  Attacks 
Laser  Coagulation  of  the  Retina 


Storhett,  Sjutrljtngs^mitfy  iWemnrial  hospital 

AnD  ©orbrtt  Clinic 

306  Coleman  Street  ■•tlnrlui  iTi'xnii  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D.,  F.A.C.S.*** 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 

W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 
Thomas  Gardner,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


* Expired  5-27-62.  **Expired  7-1-66.  ***Expired  5-15-67. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
Sydney  S.  Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & 
Bronchoscopy 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B. S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 

Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

Livius  L.  Lankford,  M.D.,  D.A.B.O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics, 

Diplomate  American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terry  D.  Allen,  M.D.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Lewis  R.  Thompson,  Jr.,  M.D.,  D.A.B. OS.,  Orthopedic 
Surgery 

Miss  Billye  J.  Norris,  R.N.,  Superintendent  of  Nurses 
T.  Iv.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager 


♦Inactive  status 


Texas  Medicine  is  published  monthly  by  the  Texas  Medical  Association.  Subscription  price,  $5  per  year  for  members;  $9  for  non- 
members; $10  for  foreign.  Single  copy,  $1. 

Second  class  postage  paid  at  Austin,  Texas,  with  additional  entry  at  Fort  Worth,  Texas,  under 

Act  of  March  3,  1879. 

Address  all  communications  to  Texas  Medical  Association,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
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THIS  MONTH  IN 


SCIENTIFIC  ARTICLES 

48  Laser  Coagulation  of  the  Retina 

William  B.  Snyder  is  associate  pro- 
fessor of  surgery,  division  of  oph- 
thalmology, University  of  Texas 
Southwestern  Medical  School,  Dal- 
las. He  also  has  taught  at  Tulane 
University,  New  Orleans;  University 
of  Kentucky,  and  University  of 
Iowa  Medical  Center. 


54  Practical  Orthoptics 

fMary  C.  Fletcher  is  an  associate 
professor  of  ophthalmology  and  of 
pediatrics  at  Baylor  University  Col- 
lege of  Medicine  in  Houston.  She 
has  received  board  certification  in 
both  pediatrics  and  ophthalmology. 
She  is  a member  of  the  American 
Academy  of  Ophthalmology  and 
no  ci  err ufr  Otolaryngology,  the  Association  for 

uk.  i-Lticnt  Research  in  Ophthalmology,  Texas 

Ophthalmological  Association,  Houston  Pediatric 
Society,  The  Post-Graduate  Medical  Assembly  of 
South  Texas,  and  Alpha  Omega  Alpha  honorary 
medical  fraternity,  in  addition  to  her  memberships 
in  American  Medical  Association  and  Texas  Medical 
Association.  She  has  been  a member  of  the  Baylor 
faculty  since  1948. 


DR.  SNYDER 


67  Contact  Sports  in  Junior  High  School 


H.  Royer  Collins  is  an  orthopedic 
surgeon  in  Temple.  He  is  a gradu- 
f . | ate  of  the  University  of  Rochester 

: J*tt-  School  of  Medicine  and  Dentistry 

in  Rochester,  N.Y.  He  served  an 
internship  at  Highland  Hospital  in 
Rochester,  N.Y.,  and  residencies 
at  the  Mayo  Clinic  in  Rochester, 
Minn.  He  has  been  head  football 
coach  and  chemistry  teacher  in 
Suffield  Academy  in  Suffield,  Conn.;  director  of  re- 
habilitation at  Santa  Clara  County  Hospital  in  San 
Jose,  Calif.;  instructor  in  clinical  orthopedics  at 
Santa  Clara  County  Hospital  in  conjunction  with  a 
residency  at  Stanford  University.  He  is  a member 
of  the  American  Medical  Association,  Texas  Medical 
Association,  and  the  Bell  County  Medical  Society. 
He  participates  in  athletics  as  a hobby. 


DR.  COLLINS 


70  Data  Processing  in  a Private  Laboratory 

E.  T.  Standley  is  in  the  private  practice  of  path- 
ology in  San  Antonio,  and  was  formerly  an  in- 
structor in  Harvard’s  Department  of  Pathology  as 
well  as  the  director  of  clinical  laboratories  at  Mor- 
ton Hospital  in  Taunton,  Mass.  He  describes  a 
data  processing  system  which  can  be  adapted  to 
fit  the  needs  of  most  laboratories. 


79  Hyponatremia:  Effects  of  Pressor  Agents 
On  Blood  Pressure 


58  Status  Asthmaticus  and  Respiratory  Failure 

An  internist,  David  P.  Nicholson  is 
associate  professor  of  medicine  at 
The  University  of  Texas  South- 
western Medical  School  in  Dallas 
and  Medical  Director  of  the  Wood- 
lawn  Hospital  Chest  Division  of  the 
Dallas  County  Hospital  District. 
Born  in  Mineola,  N.Y.,  in  1921,  Dr. 
Nicholson  received  his  medical 
education  in  Great  Britain,  serving 
an  internship  at  Guys  Hospital  and  residencies  at 
Brompton  Hospital,  West  London  Hospital,  and 
Franborough  Hospital,  all  in  London.  He  is  a mem- 
ber of  the  American  Thoracic  Society  and  of  the 
British  and  Canadian  medical  associations,  and  a 
fellow  of  the  American  College  of  Chest  Physicians. 


Glen  Stanbaugh  is  a spring  gradu- 
ate with  high  honors  of  The  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston.  He  is  presently  serving 
an  internship  at  the  District  of  Co- 
lumbia General  Hospital  in  Wash- 
ington, D.  C.,  and  plans  a resi- 
dency in  internal  medicine  with  a 
subspecialty  in  renal  medicine.  He 
is  a member  of  Alpha  Omega  Alpha 
honorary  fraternity.  H i s article, 
“Hyponatremia:  Effects  of  Pressor  Agents  on  Blood 
Pressure,’’  is  the  second  in  a series  of  Texas  Medi- 
cine Award  entries.  Though  this  article  did  not  win 
the  award,  the  Texas  Medicine  Board  of  Publication 
highly  recommended  its  publication.  The  article  was 
written  under  the  sponsorship  of  Dr.  John  R.  Der- 
rick, acting  chief  of  the  Division  of  Thoracic  and 
Cardiovascular  Surgery  at  the  Medical  Branch. 
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SPECIAL  ARTICLE 

91  The  Changing  Medical  Climate  of  America 

Charles  L.  Hudson  of  Cleveland,  Ohio,  is  the  Im- 
mediate Past  President  of  the  American  Medical  As- 
sociation. He  has  also  served  on  the  AMA  Board  of 
Trustees.  He  was  graduated  from  the  University  of 
Michigan  Medical  School  and  served  internship  and 
residency  at  University  Hospitals,  Cleveland.  A 
diplomate  of  the  American  Board  of  Internal  Medi- 
cine, he  has  specialized  in  that  field  for  32  years. 
In  addition  to  his  practice  as  a member  of  the  de- 
partment of  internal  medicine  of  the  Cleveland 
Clinic,  he  is  an  associate  clinical  professor  in  med- 
icine at  Western  Reserve  University  in  Cleveland. 
He  is  a past  president  of  both  the  Academy  of 
Medicine  of  Cleveland  and  the  Ohio  State  Medical 
Association,  and  is  a past  president  and  former 
chairman  of  the  Board  of  Trustees  of  the  Cleveland 
Medical  Library  Association. 
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ON  THE  COVER 

When  its  incredible  force  and  mysterious  power 
are  tamed,  laser  becomes  a therapeutic  tool 
which  can  be  used  even  on  the  delicate  tissues 
of  the  human  eye,  where  its  beams  create 
chorioretinal  adhesions.  The  word  “laser”  is  an 
acronym  for  Light  Amplification  by  Stimulated 
Emission  of  Radiation.  The  challenge  and 
hazards  of  working  with  the  laser,  as  well  as  its 
value  in  treating  certain  conditions  of  the  retina, 
are  explored  in  this  month's  cover  article,  “Laser 
Coagulation  of  the  Retina,”  by  Dr.  William  B. 
Snyder,  Dallas. 


NEXT  MONTH 

The  November  issue  of  Texas  Medicine  will  fea- 
ture three  articles  on  child  mental  health — one 
on  medical  responsibility  in  the  care  of  the  ex- 
ceptional child,  another  on  the  diagnosis  and 
treatment  of  hyperactivity  in  children,  and  one 
on  suicide  and  attempted  suicide  in  children 
and  adolescents.  Another  article  dealing  with 
mental  health  will  be  one  on  the  diagnosis  of 
depression  and  its  treatment  with  drugs.  Also, 
the  third  article  in  a series  of  Texas  Medicine 
award  entries  is  scheduled  for  publication,  along 
with  the  first  in  a series  of  clinicopathologic 
conferences  prepared  by  faculty  members  at 
Baylor  University  College  of  Medicine,  Houston. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd.. 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $5  per  year  for  members;  $9  for  nonmembers; 
$10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company  1114  West 
Daggett,  Fort  Worth  76101. 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 


the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 

tion  or  constipation;  PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES.  INC.  / Pasadena,  Calif. 
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In  1937, 
only  1 out  of  7 
cancer  victims 
survived. 

Today,  it  is  1 out  of  3. 


What  price  do  you  set 
- on  this? 

This  is  the  hard  question  Blue  Cross/  Blue 
Shield’s  messages  to  opinion-leaders  and  to  the 
public,  are  asking  this  month.  All  of  our  mes- 
sages this  year  have  this  dual  purpose: 

1)  To  show  how  today’s  hospital-medical  care 
has  become  the  greatest  value  on  earth ; and 

2)  To  make  it  clear  that  hospitals  have  to 
take  in  as  much  as  they  pay  out. 

We  believe  the  greatest  service  we  can  do 
Texans  today  is  to  bring  them  to  the  truth. 

BLUE  CROSS/BLUE  SHIELD 

GROUP  HOSPITAL  SERVICE.  INC  GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  . DALLAS.  TEXAS  75222 
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...and  the 
complications 
of  staph. 


Staph  reliably 
ontrolled  with 
►pecific  therapy 
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1 suitable  dosage  form  for  every  staph  situation 


From  time  of  birth,  the  child  is  exposed  to  a whole 
range  of  potential  staph  infections:  wounds;  secon- 
darily infected  dermatoses;  primary  lesions,  such  as 
deep  impetigo  (ecthyma),  boils  and  felons;  and  more 
serious  conditions  such  as  osteomyelitis,  staph  pneu- 
monia and  staph  meningitis. 

Bactericidal 

Hardly  a staph  organism  can  resist  the  bactericidal 
action  of  Prostaphlin"  (sodium  oxacillin),  as  shown 
by  a 34-month  in  vitro  study.  Of  all  staph  isolates 
tested,  99.5%  were  sensitive  to  oxacillin.1 

Clinically  Proven 

There  is  a high  correlation  between  these  in  vitro 
findings  and  clinical  results.  Of  610  patients  treated 
with  Prostaphlin  (sodium  oxacillin),  89.8%  were  re- 
ported cured  or  improved,  including  those  with  staph 
infections  resistant  to  penicillin  G.2  And  since  resist- 
ance does  not  appear  to  develop  in  vivo,  therapy  with 
oxacillin  can  be  extended  when  necessary. 
Outstanding  Safety  Record 

Besides  being  staph-specific  and  rapidly  absorbed— 
Prostaphlin  (sodium  oxacillin)  has  established  an  out- 
standing record  of  safety  during  five  years  of  wide- 
spread clinical  use.  Continuous  high  blood  levels  of 
oxacillin  have  not  produced  toxic  effects  on  kidney 
function,  assuring  a significant  margin  of  safety.  How- 
ever, as  with  all  penicillins,  the  possibility  of  allergic 
response  should  be  considered. 

Capsules,  Oral  Suspension  and  Injectable 
Prostaphlin  (sodium  oxacillin)  is  available  in  three 
flexible  dosage  forms  to  suit  the  age  of  the  patient 
and  severity  of  infection-an  oral  solution  for  pedi- 
atric use,  capsules,  and  multi-dose  vials  for  injection. 

PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications : 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  q.  4 or  q.  6 h.  Children:  50  mg./ 
Kg./day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  q.  4 or  q.  6 h.  Chil- 
dren: 50  mg. /Kg. /day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules- 
250  and  500  mg.  in  bottles  of  48.  Injectable-250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  I.M./I.V.  use.  For  Oral  Solution-100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY  8:12.16 

References:  1.  Abstracted  from  Antibiotic  Sensitivity  of  Staphylococci  Studied 
from  November  1962  through  August  1965,  reported  by 
Griffith,  L.J.,  Staphylococcus  Reference  Laboratory,  V.  A. 

Hospital,  Batavia,  N.Y.  2.  Data  on  file,  Bristol  Laboratories. 

BRISTOL  LABORATORIES/Division  of  Bristol-Myers  Co.,  Syracuse,  N.Y. 

Whenever  you 
suspect  staph 
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THE  DICARBOSIL®  MONOGRAPH  ON  MODERN  ART 

Number  Five  of  a series:  Abstract  Art 


"Two  Poplars Kandinsky  (7866-7944) 


Courtesy  ol  the  Art  Institute  ol  Chicago 


Non-objective  art  is  abstract  in  the  sense  that  the  work  is  ‘separated  from’  any  recogniz- 
able object.  No  attempt  is  made  to  render  objects  or  effects  in  nature.  Line,  form,  and 
color  are  used  for  their  own  sake,  frequently  to  “construct,”  and  lately  to  “express.”  The 
first  non-objective  painting  was  by  Kandinsky  in  1910.  There  are  two  kinds  of  abstractions, 
one  begins  with  an  object,  the  other  with  none.  Most  abstract  art  when  genuine  and  not 
design,  vibrates  with  emotions — incites  questions  and  answers  in  depicting  art  as  life. 
Similar  to  instrumental  music,  abstract  art  reflects  little  of  conscious  memory  while  it 
encourages  wide  suggestibility. 

Watch  for  the  next  in  the  series — Surrealism 

...  for  the  best  taste  1%  ■ | ■ |® 

D i ear  bos  1 1 

ANTACID 

DICARBOSIL  FEATURES:  ■ effective  neutralizing  power 
■ pleasant  taste  ■ exceptional  economy  ■ convenience. 

Specify  Dicarbosil  144's  (Box  of  144  tablets  in  12  convenient  rolls)  Each  tablet  contains  Active  Ingredients: 

Calcium  carbonate  precipitated  0.489  Gm„  Magnesium  carbonate  0.011  Gm„  Magnesium  trisilicate  0.006  Gm. 
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When  relief  means  so  much  in  keeping  your  G.  U.  patient  comfortable  UR/SED 


CZOIMAL 


Clinically 
effective 
for  G.  U.  Therapy 15 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961 ; (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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Crying  Spells-psychic  tension 
with  depressive  symptoms? 

“I  don’t  know  what’s  the  matter 
with  me  lately... I cry  and  I cry... 
and  I really  don  t know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  Vour  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generally 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general, concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in- 
continence, slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HC1. 


Dosage:  Adxdts:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg; 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.  J.  071 10 

Valium 

(diazepam)  Roche® 


useful  for  the  relief  of 
'psychic  tension  with  associated 
depressive  symptoms 


CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy — withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)  — 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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TEXAS  MEDICINE 


following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

626*6—3612 


P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


ERYTHROCIN-SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


E RYTH ROCI N - SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


Brief 
Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 


Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Miid  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 


Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 
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TEXAS  MEDICINE 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


a stuffy  nose 
is  no 

laughing  matter 


OrnadeL™,, 

Each  capsule  contains  8 mg.  of  Teldrin1® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Before  prescribing,  see  complete  prescribing 
information  in  SK4F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  I131  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Smith  Kline  & French 


Laboratories 


Volume  63,  October,  1967 
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There  are  108,200* 
undetected  diabetics  in 

Texas 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Keport,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514  12sr67 
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TEXAS  MEDICINE 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 

Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON 

METHYCLOTHIAZIDE 


DAILY 

DOSAGE 

Minimum 

Usual 

Intermediate 

Maximum 

jj 

||  1 

J u 

DU 

RANGE 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmony!®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

enduronyl: 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  D.5  MG. 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

| V»  jfc 

1 It 

m 

DOSAGE 

..  J • 

JJ  _ 

J 

RANGE 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

5 mg.  methyclothiazide 

0.25  mg.  deserpidine 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

10  mg.  methyclothiazide 

0.5  mg.  deserpidine 

DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 


707075-R 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance.12 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYL! 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

X 

DOSAGE 

cl) 

EJ). 

Ti  • J ' y 

RANGE 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 


Once  a day,  every  day 

EUTRON" 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZIDE  5 MG. 


Minimum 

Usual  starting 

Intermediate 

DAILY 

DOSAGE 

a 

/ 

! 

RANGE 

12.5  mg.  pargyline 

25  mg.  pargyline 

37.5  mg.  pargyline 

hydrochloride  and  2.5  mg. 

hydrochloride  and  5 mg. 

hydrochloride  and  7.5  mg. 

methyclothiazide 

methyclothiazide 

methyclothiazide 

Maximum 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON 


ENDURONYII 


MEIHYCEOIHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma,  if  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been;  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYl! 


EUTRON™ 


FAMINE  HNNMIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated; 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  1 A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  Norinyl-l  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-l  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-l 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

*Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-l 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-l. 


How  Norinyl-l 
alters  normal 
endometrial  responses - 
another  possible 
protective  mechanism 

^et  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-l  may  protect  the  patient 
rom  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
nakes  endometrial  tissue  unreceptive  to  implantation. 


formally,  the  endometrium  progresses  through 
i proliferative  phase  stimulated  by  estrogen  and  a 
■ecretory  phase  stimulated  by  progesterone, 
during  the  secretory  phase  the  endometrium  is 
eceptive  to  the  fertilized  ovum. 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


Endometrium  produced  )f  )f  Vv 

by  Norinyl-l  1)  U (]  If 


ee  last  page  ior  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/ mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl-1  achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 


Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 


‘Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
caase  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in-, 
crease  in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness,  hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis 
charge,  libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 


Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched 
ule  for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa 


tient  must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post 
partum  woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-l 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg 
with  mestranol  0.05  mg.) — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 

SYNTEXES 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


DORSEY  "FLU-GRAM” 


DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 


each 

Tussagesic* 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln,  Nebraska  68501 


1 

clip  and  file  under  “flu" 

For  relief  of  “flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avoiding 
those  responsive  to  routine  measures  as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a complete  physical  and  laboratory 
examination,  including  a blood  count.  The  patient  should  not  exceed 
recommended  dosage,  should  be  closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and  report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  counts. 
Discontinue  the  drug  immediately  and  institute  countermeasures  if  the 
white  count  changes  significantly,  granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema  and  drug 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withholding 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  patients 
and  in  those  with  hypertension  the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been  associated  with  peptic  ul- 


For  280-lb.  tackles  — or  108-lb.  housewives  — Butazolidin  alka  can  hasten  recovery  from  the 
agonizing  pain  of  shoulder  bursitis. 

It’s  not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
Precautions  shown  below. 


And  adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash. 
Rarely,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

Play-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
clinical  judgment  indicates  Butazolidin  alka— go  with  it. 


And  watch  the  comeback. 


J cer  and  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
J structed  to  take  doses  immediately  before  or  after  meals  or  with 
.1  milk  to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
■j  with  reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
J other  systemic  reactions  usually  requires  withholding  medication. 
.,|  Purpuric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
':1  dermatitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
action  similar  to  serum  sickness  may  occur  and  require  permanent 
il'J  withdrawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
/■,  vomiting,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
j,.  reactions  have  been  reported.  While  not  definitely  attributable  to  the 
J drug,  a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
1 purpura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
j headache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
.-  been  reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
, count  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  V<ep 


'Ua&omist 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  ..  0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


'1/aAomut 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  ...0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 
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HUMCO  LA»OdATO*f 


DIRECTIONS : Adults  and  Chil- 
dren: Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA.  ARK.-TEX. 
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in  the  treatment  of 


IMPOTENCE 


Jit 


iPr 


Android 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 

2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 

chemotherapy  i - 

cannot  be  disputed.  I a/so  available  with  ESTROGEN 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*“Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study1’  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 

Android  Android-HP  Android-X 


HIGH  POTENCY 

Each  red  tablet  contains : 
Methyl  Testosterone  . .5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2. 5 mg. 

Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


of  reproductive  organs  in 
, hypertension  unless  the 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V*  gr.)  ...  1 5 mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 


Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS;  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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"Mans  best  friencT'in  wintertime  diarrheas 


In  winter  “flu"  and  viral 
gastroenteritis,  Donnagel  (4oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Don  natal®). 
Donnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel® -PG  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 
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THERE’S  A 
FORHULATION 
FOR  EVERY 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  c olds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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easy 

does 

it! 


tear,  moisten,  compare-that’s  all! 
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Football  1967:  Heat  Stroke, 

Head  Injuries  Are  Dangers 

ATHLETIC  TEAM  PHYSICIANS  look  at  the  be- 
ginning of  autumn  with  mixed  emotions.  The  chal- 
lenge of  preventing  injuries  to  football  team  mem- 
bers is  formidable;  yet  with  optimism  most  of  us 
accept  this  responsibility.  Two  major  concerns  this 
year  are  (1)  illnesses  related  to  the  effects  of  heat 
and  (2)  injuries  to  the  head  and  neck. 

During  the  1966  season  no  death  was  reported 
due  to  heat  prostration  or  stroke  among  high  school 
and  college  athletes  of  Texas.  Most  coaches  and 
trainers  have  become  aware  of  this  problem  and  are 
taking  the  necessary  precautions.  The  use  of  elec- 
trolyte solutions,  proper  clothing,  adequate  rest  peri- 
ods, and  changing  the  hours  of  practice  to  conform 
with  daylight  saving  time  are  contributing  to  a 
good  record  for  1967. 

Head  injuries  acounted  for  five  deaths  reported 
during  the  last  football  season  in  Texas.  Again  re- 
ports of  coaches’  teaching  spear  tackling  and  helmet 
blocking  are  being  heard.  The  dangers  to  partici- 
pants are  well  known  and  these  methods  should  be 
exposed  at  any  school  that  employs  these  techniques. 

The  successful  athletic  program  depends  in  no 
small  measure  on  its  medical  supervision.  School 
administrators,  athletic  directors,  coaches,  and 
trainers  are  dependent  on  the  physicians  of  Texas 
to  help  them  keep  abreast  of  current  dangers  to  the 
athlete.  Let’s  keep  the  lines  of  communications  open 
at  all  times  and  remind  our  school  personnel  of  the 
two  pressing  problems  of  heat  stroke  and  head 
injuries. 


— Dan  Spivey,  M.D.,  Lufkin, 
Chairman,  Committee  on  Athletics, 
Texas  Medical  Association. 
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Texas  State  School  for  the  Blind: 
Causes  of  Blindness  in  Children 

The  purpose  of  this  article  is  to  present 
a statistical  study  of  the  changes  in  the 
causes  of  blindness  that  have  occurred  at  the 
Texas  State  School  for  the  Blind  during  the 
last  37  years.  Dr.  H.  L.  Hilgartner,  Sr.,  my 
father,  assumed  the  role  of  oculist  to  the 
Texas  State  School  for  the  Blind  in  1892.  He 
continued  in  that  position  for  40  years,  serv- 
ing as  consultant  the  last  five  years  of  his 
life.  I assumed  the  role  of  ophthalmologist  at 
the  school  in  1932  and  I have  served  contin- 
uously except  for  three  years  during  World 
War  II  when  I was  in  the  military  service. 
He,  during  the  first  20  years  of  his  life  in 
Austin,  was  also  the  ophthalmologist  to  the 
Blind,  Deaf  and  Orphan  School  for  Negroes, 
the  Texas  Confederate  Home  for  Men,  and 
Texas  Confederate  Woman’s  Home. 

The  Texas  School  for  the  Blind  enrolls  the 
legally  blind  child  between  6 and  21  years 
of  age.  In  the  Fall  of  1965,  the  school  was 
desegregated  and  combined  with  the  Negro 
deaf  and  blind  school.  The  current  school 
census  for  the  years  1966-1967  is  approx- 
imately 241  children,  92  girls,  and  149  boys. 
The  school  is  under  the  control  of  the  Texas 
Education  Agency. 

About  six  or  seven  years  ago,  it  was  de- 
cided that  no  rehabilitative  surgery  would  be 
done  in  the  school  hospital,  because  the 
school  facilities  were  inadequate.  Until  this 
time  corrective  surgery  had  been  done  in  the 
school  hospital  since  1892.  There  have  been 
some  recent  changes,  so  that  surgery  may 
now  be  done  in  a local  hospital.  The  Texas 
Commission  for  the  Blind,  the  school  author- 
ities, and  the  Texas  Education  Agency  have 
worked  out  a mutually  agreeable  financial 
program. 

The  years  1929-30,  1939-40,  1948-49,  and 
1966-67,  have  been  arbitrarily  chosen,  as  the 
chances  of  overlapping  are  rather  small,  as 
few  children  remain  in  the  school  longer 
than  10  years.  Only  one  diagnosis  per  child 
is  given,  as  nearly  as  is  possible.  For  ex- 
ample, a child  with  congenital  cataracts  is 
listed  as  having  a congenital  cataract,  re- 
gardless of  the  similarity  or  dissimilarity  in 
the  two  eyes.  There  are  all  kinds  of  unfor- 


tunate pathological  cases  there  due  to  un- 
successful therapeutic  procedures,  and  to  ter- 
rible accidents. 

In  studying  Table  1,  we  see  that  the  con- 
genital conditions,  such  as  microphthalmus, 
congenital  cataracts,  dislocated  lens,  albin- 
ism, and  juvenile  glaucoma,  follow  pretty 
much  the  same  base  line.  The  same  can  be 
said  of  the  degenerative  and  toxic  diseases, 
such  as  nerve  atrophy,  retinitis  pigmentosa, 
and  chorioretinitis.  At  one  time  in  the  past, 
in  a certain  family  consisting  of  seven  or 
eight  siblings,  half  of  the  children  were  at 
the  school  because  of  retinitis  pigmentosa, 
while  the  other  half  were  normal.  Another 
family  with  congenital  cataracts  has  had 
successive  generations  to  attend  the  school. 
Henry  L.  Hilgartner,  Sr.,  operated  on  five 
successive  generations  beginning  with  the 
great-grandparents.  (The  great-grandfather 
was  not  in  school  when  the  first  surgery  was 
done.)  I have  since  operated  on  some  of  the 
descendants  of  the  original  patient. 

Sympathetic  ophthalmia,  ophthalmia  neo- 
natorum, and  syphilis,  are  three  of  the  con- 


Condition 

1929-30 

1939-40 

1948-49 

1966-67 

Amblyopia — birth  injury? 

0 

1 

2 

13 

Myopia 

(simple,  progressive) 

0 

11 

9 

2 

Cataract,  congenital* 

34 

39 

38 

39 

Cataract,  toxic 

1 

2 

3 

2 

Cataract,  traumatic 

2 

0 

1 

0 

Dislocated  lens* 

4 

7 

7 

2 

Corneal  opacities, 

ophthalmia  neonatorum 

50 

49 

9 

3 

Corneal  opacities, 
traumatic 

2 

1 

1 

2 

Corneal  opacities, 
toxic 

2 

4 

5 

1 

Albinism* 

2 

7 

7 

6 

Microphthalmus* 

8 

8 

11 

3 

Congenital  absence  of 
anterior  segment  of 
globe* 

1 

1 

1 

1 

Sympathetic  ophthalmia 

15 

13 

8 

1 

Optic  neuritis 

6 

6 

4 

0 

Optic  nerve  atrophy 

40 

27 

23 

26 

Retinitis  pigmentosa 

8 

8 

5 

8 

Chorioretinitis 

7 

23 

13 

20 

Interstitial  keratitis 

3 

6 

1 

0 

Juvenile  glaucoma 
(buphthalmos)* 

7 

9 

9 

15 

Uveitis,  toxic 

0 

9 

7 

2 

Anophthalmos,  surgical 

4 

4 

6 

4 

Detached  retina 

1 

1 

3 

1 

Trachoma 

3 

2 

0 

0 

Conical  cornea 

0 

1 

0 

0 

Retrolental  fibroplasia 

0 

0 

0 

74 

Retinoblastoma, 

anophthalmos 

0 

0 

0 

1 

Congenital  absence  of  iris 

0 

0 

0 

1 

Microphthalmus  with 
coloboma 

0 

0 

0 

1 

*Congenital  conditions 


Table  1. 
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ditions  that  have  shown  decrease  in  occur- 
rence. Dr.  H.  A.  Scott,  the  school  physician, 
reported  to  me  that  we  have  not  had  a child 
with  a positive  Wassermann  reaction  in  the 
school  in  years;  nor  have  we  had  any  chil- 
dren with  luetic  ocular  conditions.  In  regard 
to  ophthalmia  neonatorum,  where  we  used 
to  have  50  cases,  more  or  less,  annually,  we 
have  at  the  present  time  only  3 children  with 
this  diagnosis.  These  improvements  can  be 
attributed  to  the  great  refinements  in  the 
therapeutic  procedures  and  to  the  greater 
number  of  well  trained  ophthalmologists 
throughout  the  state. 

Trachoma  is  another  disease  of  the  past, 
as  far  as  the  school  is  concerned.  We  have 
not  had  a case  of  trachoma  since  the  early 
1940’s.  Dr.  Henry  L.  Hilgartner,  Sr.,  told 
me  during  the  early  days  that  the  school  had 
many  patients  with  active  cases  of  trachoma 
with  large  amounts  of  purulent  secretion  ex- 
uding from  the  eyes.  At  that  time,  the  con- 
census of  the  educators  for  the  blind  was 
that  all  blind  children  were  naturally  en- 
dowed with  musical  talent  and  ability,  and 
consequently  all  of  the  children  were  exposed 
to  music  lessons,  mostly  on  the  piano.  In 
spite  of  the  widespread  contamination  of 
the  piano  key  board,  the  books,  and  other 
community  articles,  as  towels  and  wash  ba- 
sins, not  a single  case  of  trachoma  was  con- 
tracted by  any  of  the  other  children.  The 
probable  reason  for  this  was  that  food  at  the 
school  was  well  fortified  with  meats  of  all 
kinds ; for  trachoma  is  most  prevalent  among 
the  people  who  eat  very  little  or  no  meat,  as 
in  India  and  China. 


Year  Entering 
School 

Average 

Age  (years) 

Number  of 

Children 

1955 

6 

1 

1957 

7 

2 

1958 

6.3 

8 

1959 

7 

11 

1960 

7.2 

4 

1961 

8.1 

9 

1962 

7.3 

6 

1963 

9.1 

11 

1964 

9 

8 

1965 

11.4 

3 

1966 

13.7 

10 

Total 

73 

* First  case  entered  in  1951  at  age  7.  Second  case  entered 
in  1952  at  age  7. 


Table  2.  Number  of  Children  with  Retrolental 
Fibroplasia  Enrolled  in  Texas  State  School  for 
the  Blind,  September  1966  * 


The  one  single  condition  that  has  caused 
blindness  to  the  greatest  number  of  our  chil- 
dren during  the  last  few  years  is  retrolental 
fibroplasia.  At  the  present  time  we  have 
some  74  cases  in  the  school.  Table  2 shows 
that  the  first  child  with  the  disease  entered 
the  school  in  1951,  at  the  age  of  7 years, 
and  the  child  with  the  second  case  entered 
the  next  year  at  the  same  age.  The  average 
age  of  the  children  with  retrolental  fibro- 
plasia through  the  year  1962  was  7 years 
old.  Since  1963,  the  age  has  climbed  to  13.7 
years,  the  average  age  for  the  current  1966- 
67  school  year.  Only  two  cases  of  this  condi- 
tion have  been  found  in  the  Negro  students. 

The  congenital  conditions  have  remained 
at  more  or  less  the  same  percentage  during 
the  last  37  years.  While  a number  of  diseases, 
such  as  interstitial  keratitis,  ophthalmia  ne- 
onatorum, and  trachoma,  have  disappeared, 
or  practically  ceased  to  occur;  new  condi- 
tions will  undoubtedly  develop  in  the  future 
and  become  the  primary  cause  for  blindness 
in  small  children. 

— Henry  L.  Hilgartner,  Jr.,  M.D., 

Austin. 


‘Low  Volume’  Insect  Control 
And  Pnruthion  Poisoning 

Until  1964,  many  pesticides  used  in  agri- 
culture, including  the  highly  toxic,  cholines- 
terase-inhibiting orga no- phosphorus  com- 
pounds, ethyl  and  methyl  parathion,  were 
applied  in  a diluted  form;  for  example,  one 
pint  of  the  toxicant  in  three  gallons  of 
water. 

In  1965  malathion,  an  organo-phosphorus 
insecticide  with  a low  mammalian  toxicity, 
was  approved  for  use  by  the  so-called  low 
volume  method.  This  new  technique  for  in- 
sect control  in  fields  was  particularly  wel- 
comed by  farmers  because,  in  some  in- 
stances, application  rates  were  slashed  by  as 
much  as  94  percent,  and  some  costs  were  re- 
duced by  more  than  50  percent.  It  was  dem- 
onstrated that,  in  some  instances,  the  cotton 
boll  weevil  could  be  controlled  at  rates  as 
low  as  5 oz.  per  acre. 
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During  the  1965  cotton  season,  the  low 
volume  method  was  used  extensively  for 
aerial  application  of  parathion  in  the  lower 
Rio  Grande  Valley  of  Texas;  and  in  1966, 
most  of  the  application  of  parathion  was 
done  in  this  manner.  The  degree  of  insect 
control  achieved  by  the  low  volume  method 
of  applying  this  dangerous  toxicant  by  air 
has  been  appreciably  good.  Many,  perhaps 
most,  Valley  farmers  have  abandoned 
ground  application  methods  because  they 
can  contract  for  aerial  application  more 
cheaply.  However,  low  volume  application  of 
parathion  has  never  been  officially  approved 
by  the  manufacturers  of  the  material ; and 
this  procedure  is  carried  out  without  sanc- 
tion by  federal  or  state  departments  of  ag- 
riculture. 

The  Federal  Aviation  Agency  is  vitally  in- 
terested in  the  aerial  application  of  these 
and  other  agricultural  poisons  because  of 
the  possibility  that  airplane  crashes  due 
to  pilot  error  may  be  the  result  of  exposures 
to  chemical  substances  which  impair  vision 
and  other  body  functions.  Also,  the  US  De- 
partment of  Agriculture,  the  Department 
of  the  Interior,  farmers,  chambers  of  com- 
merce, manufacturers  and  formulators,  state 
and  federal  health  officials,  physicians  who 
treat  cases  of  acute  poisoning  symptoms, 
and  the  aerial  applicators  themselves,  are 
very  much  interested  in  the  use  and  effects 
of  these  highly  toxic  materials  in  concen- 
trated form  on  those  who  are  exposed  to  or 
who  handle  them. 

At  the  Poison  Control  Center  at  Valley 
Baptist  Hospital  in  Harlingen,  we  have  good 
records  on  cases  of  pesticide  poisoning  be- 
ginning with  the  year  1960. 

During  the  four  years  1960  through  1963, 
we  reported  a total  of  70  human  cases  of 
poisoning  due  to  pesticides.  In  1964  we  had 
a 400  percent  increase  in  the  amount  of 
pesticides  used  in  agriculture  in  this  area 
and  a corresponding,  significant  increase  in 
the  number  of  poisoning  cases  (68  cases). 
In  other  words,  in  1964  the  number  of  poi- 
soning cases  totaled  68  or  approximately  the 
same  number  of  cases  as  in  the  combined 
previous  four  years.  In  1964  all  application 


was  in  the  diluted  form  by  air  or  by  ground 
equipment. 

During  1965,  when  approximately  one- 
half  of  the  total  amount  of  pesticides  used 
were  applied  by  low  volume  aerial  spraying, 
the  number  of  acute  poisoning  cases  was 
about  equal  to  the  previous  year.  During 
1966,  a year  when  most  pesticide  applica- 
tions were  done  by  low  volume  aerial  spray- 
ing, there  were  70  cases  of  poisoning.  There- 
fore, according  to  our  records,  the  use  of 
low  volume  aerial  spraying  has  not  affected 
the  seasonal  number  of  cases  of  acute  poi- 
soning. However,  there  has  been  a change 
in  the  kinds  of  individuals  poisoned.  For- 
merly farm  laborers  who  mixed  and  applied 
the  pesticides  were  in  the  majority;  where- 
as now,  most  cases  occur  in  swampers,  load- 
ers, and  flagmen  who  work  for  the  aerial 
applicators. 

This  season,  I predict  that  we  will  see  a 
further  decrease  in  the  number  of  cases  of 
poisoning.  This  prediction  is  based  primarily 
on  the  fact  that  fewer  people  will  be  required 
for  handling  the  same  volume  of  pesticides. 
We  should  be  able  to  indoctrinate  them  in 
safe  handling  procedures  since,  generally 
speaking,  they  are  more  intelligent  and 
more  cognizant  of  the  very  real  need  to 
take  precautions  against  exposure  to  these 
highly  toxic  materials. 

Another  factor  involved  in  fewer  acute 
poisoning  cases  is  that  no  mixing  is  done  by 
the  applicator,  the  material  being  trans- 
ferred directly  from  the  container  in  which 
it  is  purchased,  to  the  spray  plane.  Mixing 
vats  and  defective  hoses  used  in  the  dilution 
process  have  been  the  ultimate  source  of  a 
large  percentage  of  poisoning  episodes. 

There  has  been  an  apparent  reduction  in 
the  degree  of  severity  observed  in  most 
cases  of  poisoning  seen  in  recent  years.  I 
believe  this  is  directly  due  to  the  education 
of  employers  and  employees  alike  regarding 
the  early  symptoms  of  poisoning  so  that 
medical  attention  is  more  promptly  sought. 

In  the  area  in  which  I practice,  the  Low- 
er Rio  Grande  Valley  of  Texas,  the  bulk  of 
pesticides  are  applied  during  the  summer 
and  the  loading  and  flagging  is  done  by 
teenagers.  These  young  people  are  most  dif- 
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ficult  to  train  in  the  proper  handling  of 
toxic  materials  and,  as  a result,  they  are 
often  acutely  poisoned  twice  before  they  will 
follow  instructions.  Usually,  by  this  time, 
their  alarmed  parents  have  made  them  quit 
and  find  other  employment.  Some  of  the 
aerial  applicator  companies  are  derelict  in 
not  providing  adequate  decontamination  fa- 
cilities, safe  handling  instructions,  and  pro- 
tective clothing  and  equipment.  One  small 
company  with  only  two  aircraft  had  12 
cases  of  poisoning  in  1965  and  9 cases  in 
1966.  They  did  not  have  a shower  and  the 
hoses  were  saturated  externally  with  para- 
thion. 

I wish  to  stress  the  fact  that  very  few  em- 
ployees of  the  local  formulating  and  manu- 
facturing companies  are  ever  poisoned.  This 
is  due  to  close  supervision,  adequate  protec- 
tive clothing,  face  masks,  and  equipment, 
and  weekly  or  bi-weekly  cholinesterase  de- 
terminations. Routinely,  if  the  cholines- 
terase level  is  depleted  below  50  percent  us- 
ing the  Caraway  method,  the  employee  is 
transferred  to  kinds  of  plant  work  where 
there  is  no  exposure  until  his  cholinesterase 
level  has  recovered  to  about  three-fourths  of 
its  normal  value. 

Some  observations  that  I have  made  in 
my  practice  are  valuable  and  interesting.  I 
treated  two  cases  in  which  a connecting 
hose  ruptured,  squirting  a concentrated  or- 
gano-phosphorus  directly  into  an  eye.  In 
both  cases,  adequate  decontamination  was 
accomplished  by  immediate  showering,  the 
shower  being  only  20  feet  from  the  area 
where  the  accidents  occurred.  The  second  of 
these  two  poison  victims  had  a plasma  cho- 
linesterase level  of  0.48  delta  pH  one  week 
before  the  accident;  within  24  hours  after 
the  mishap  it  was  reduced  to  0.24  delta  pH. 
The  red  blood  cell  cholinesterase  was  only 
slightly  decreased.  The  pupil  of  the  right  eye, 
which  had  received  the  Bidrin,  was  exceed- 
ingly small  and  did  not  react;  the  left  pupil 
was  normal  and  light-reactive.  The  following 
day  both  pupils  were  constricted  as  a result 
of  systemic  response.  In  all  likelihood  this 
individual  would  have  died  had  he  not  had 
rapid  decontamination  at  the  scene  of  the 
accident  and  prompt  medical  treatment. 


We  have  found  that,  in  treating  poison- 
ing cases,  atropine  in  extraordinarily  large 
doses  is  required.  As  much  as  l/30th  of  a 
grain  of  atropine  intravenously  will  cause 
no  serious  reaction,  even  in  a person  who  is 
not  poisoned  but  has  only  gastroenteritis 
with  vomiting  and  abdominal  cramps.  I men- 
tion this  to  give  courage  to  those  who  may 
be  confronted  with  an  emergency  in  which 
the  diagnosis  is  uncertain.  An  intravenous 
injection  of  l/30th  grain  of  atropine  admin- 
istered to  a person  who  is  poisoned  will  us- 
ually result  in  prompt  improvement,  and  this 
will  suffice  to  confirm  the  diagnosis  before 
the  cholinesterase  determinations  can  be 
made. 

Last  season,  an  aerial  applicator  crashed 
and  was  severely,  but  not  fatally,  burned. 
His  cholinesterase  was  depleted  but  poison- 
ing symptoms  were  not  serious  enough  to 
cause  him  to  seek  medical  attention.  Later, 
it  was  learned  from  two  pilots  working  with 
him  that  for  about  a week  prior  to  the  crash 
his  handling  of  the  aircraft  was  below  par, 
that  he  had  been  making  sloppy  landings, 
and  that  on  one  occasion  he  had  returned 
from  a spraying  job  with  the  branch  of  a 
tree  stuck  in  the  landing  gear.  Undoubted- 
ly, this  pilot  had  an  insidious  decrease  in 
cholinesterase  due  to  frequent  exposures 
over  a considerable  period  of  time  which  had 
affected  his  accommodation,  probably  the 
immediate  cause  of  the  crash. 

The  most  common  cause  of  chronic  poi- 
soning in  these  pilots  for  at  least  the  past 
two  years  has  been  the  practice  of  adjusting 
the  heavily  contaminated  sprayer  nozzles 
with  their  bare  hands.  Chronic  poisoning  in 
pilots  is  extremely  hazardous  because  im- 
pairment of  accommodation  may  be  an 
early,  perhaps  unnoticed,  symptom.  Accom- 
modation impairment  precedes  nausea  which 
is  one  of  the  early  recognizable  symptoms 
and  usually  the  one  that  causes  the  pilot  to 
seek  medical  aid  or  to  start  self-medication 
with  atropine  tablets  which  may  compound 
the  risks  involved  in  flying. 

— George  L.  Gallaher,  M.D.,  Harlingen, 

Medical  Director, 
Harlingen  Poison  Control  Center. 
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ASSOCIATION  NEWS 


Early  1968  Annual  Session 
Television  Presentations,  24 


Twenty-four  guest  speakers  from 
out-of-state  have  already  accepted 
invitations  to  participate  in  the  pro- 
gram at  the  1968  Texas  Medical  As- 
sociation Annual  Session.  The  an- 
nual meeting  will  take  place  May  2- 
5,  1968,  at  the  Shamrock  Hilton 
Hotel  in  Houston. 

Besides  the  numerous  guest 
speakers,  highlights  of  the  meeting 
will  include  closed  circuit  color  tele- 
vision programs  presented  by  Smith 
Kline  & French  Laboratories;  special 
programs,  medical  motion  pictures, 
curbstone  consultations,  scientific 
and  technical  exhibits,  and  refresh- 
er courses. 

Guest  Speakers:  Speakers  presently 
slated  to  participate  in  the  1968 
Annual  Session  programs  and  spon- 
soring groups  include  Dr.  W.  A.  D. 
Anderson,  professor  of  pathology, 
University  of  Miami  School  of  Medi- 
cine, Miami,  Fla.,  Texas  Division, 
American  Cancer  Society;  Dr.  Nelson 
J.  Bradley,  Parkside  Clinic,  D e s 
Plaines,  III.,  Texas  Commission  on 
Alcoholism  and  The  University  of 
Texas,  Division  of  Extension;  Dr. 
John  Conley,  Pack  Medical  Group, 
New  York  City,  Texas  Otolaryngo- 
logical  Association  and  TMA;  Dr. 
Theodore  A.  Fox,  associate  profes- 
sor of  orthopedic  surgery,  University 
of  Illinois  College  of  Medicine,  Chi- 
cago, Texas  Society  of  Athletic  Team 
Physicians;  Dr.  Edward  A.  Gall,  di- 
rector, Department  of  Pathology, 
University  of  Cincinnati  Medical  Cen- 
ter, Cincinnati,  Ohio,  TMA  Section 
on  Pathology;  and  Dr.  Robert  B. 
Greenblatt,  chairman,  Department  of 
Endocrinology,  Medical  College  of 
Georgia,  Augusta,  TMA  Section  on 
Obstetrics  and  Gynecology. 

Other  program  participants  are 
Mr.  David  Lloyd  Griffiths  (M.B.E.), 
University  Department  of  Ortho- 
paedic Surgery,  Manchester  Royal 
Infirmary,  Manchester,  England, 
Texas  Orthopedic  Association  and 
TMA;  Dr.  Thomas  R.  Hendrix  physi- 
cian-in-charge, Gastroenterology 
Clinic,  Johns  Hopkins  Hospital,  Bal- 
timore, TMA  Section  on  Digestive 
Diseases;  Dr.  Howard  P.  House, 


clinical  professor  of  otology,  Uni- 
versity of  California  School  of  Medi- 
cine, Los  Angeles,  Texas  Otolaryngo- 
logical  Association  and  TMA;  Dr. 
Charles  E.  Iliff,  associate  professor, 
Johns  Hopkins  University  and  Hos- 
pital, Baltimore,  Texas  Ophthalmo- 
logical  Association  and  TMA;  Dr. 
Garth  L.  Jarvis,  Washington,  D.C., 
Section  on  General  Practice;  Dr. 
Arthur  H.  Keeney,  ophthalmologist- 
in-chief,  Wills  Eye  Hospital  and  Re- 
search Institute,  Philadelphia,  Pa., 
Texas  Ophthalmological  Association 
and  TMA;  and  Dr.  Robert  K.  Kerlan, 
assistant  professor  of  orthopedics, 
University  of  California  School  of 
Medicine,  Los  Angeles,  Texas  Socie- 
ty of  Athletic  Team  Physicians  and 
TMA. 

Additional  participants  are  Dr. 
Charles  A.  Neumeister,  clinical  as- 
sociate professor  of  surgery,  Depart- 
ment of  Proctology,  University  of 
Minnesota  Medical  School,  Minne- 
apolis, Minn.,  Texas  Proctologic  So- 
ciety and  TMA;  Dr.  William  C.  North, 
chairman,  Department  of  Anesthesi- 
ology, University  of  Tennessee  Col- 
lege of  Medicine,  Memphis,  Texas 
Society  of  Anesthesiologists  and 
TMA;  Dr.  Richard  M.  Peters,  chief, 
Division  of  Cardiovascular  and 
Thoracic  Surgery,  Bioengineering 
and  Biomathematics,  The  University 
of  North  Carolina  School  of  Medi- 
cine, Chapel  Hill,  N.C.;  and  Dr.  G. 
Ray  Ridings,  head,  Radiation  Thera- 
py Section,  University  of  Missouri 
School  of  Medicine,  Columbia,  Mo., 
Section  on  Radiology. 

Also  speaking  will  be  Dr.  Max  S. 
Rittenburry,  associate  professor,  De- 
partment of  Surgery,  Medical  Col- 
lege of  South  Carolina,  Charleston, 

S.C.,  Texas  Industrial  Medical  Asso- 
ciation, Texas  Traumatic  Surgical 
Society,  Texas  Physical  Medicine  and 
Rehabilitation  Society,  and  TMA;  Dr. 
Milford  O.  Rouse,  Dallas,  President 
of  the  American  Medical  Associa- 
tion; Dr.  James  H.  Sterner,  medical 
director,  Eastman  Kodak  Company, 
Rochester,  N.Y.,  Conference  of  City 
and  County  Health  Officers  and 
TMA;  Dr.  Richard  L.  Sutton,  Jr., 


Plans  Include 
Speakers 

Kansas  City,  Mo.,  Texas  Dermato- 
logical Society  and  TMA;  Dr.  Jerome 
A.  Urban,  clinical  assistant  professor 
of  surgery,  Cornell  University  Medi- 
cal College,  New  York  City,  Texas 
Division,  American  Cancer  Society; 
and  Dr.  William  R.  Waddell,  chair- 
man, Department  of  Surgery,  Uni- 
versity of  Colorado  Medical  Center, 
Denver,  Colo.,  TMA  Section  on  Sur- 
gery. 

Special  Programs:  Special  programs 
scheduled  for  the  1968  Annual  Ses- 
sion are  seven  in  number.  All  but 
two  of  these  are  scheduled  to  take 
place  on  Thursday,  May  2.  The 
other  special  programs  will  take 
place  on  May  1,  Wednesday,  and 
May  4,  Saturday. 

Special  programs  and  their  spon- 
soring groups  are  as  follows: 

1.  Conference  of  Physicians  and 
Nurses,  TMA  Committee  on  Nursing 
and  Texas  Nurses  Association; 

2.  Conference  of  Physicians  and 
Schools,  TMA  Committee  on  School 
Health  and  Houston  School  System; 

3.  Symposium  on  Cardiovascular 
Diseases,  TMA  Committee  on  Cardio- 
vascular Diseases  and  Texas  Heart 
Association; 

4.  Texas  Academy  of  General 
Practice  Seminar,  Texas  Academy  of 
General  Practice; 

5.  Symposium  on  Rheumatic  Dis- 
eases, Texas  Rheumatism  Associa- 
tion; 

6.  Symposium  on  Alcoholism, 
Texas  Commission  on  Alcoholism 
and  The  University  of  Texas;  and 

7.  Symposium  on  Radioisotopes 
in  Every  Day  Practice,  TMA  Com- 
mittee on  Nuclear  Medicine. 

Television  Presentations:  For  the 
second  year,  Smith  Kline  & French 
Laboratories  of  Philadelphia,  Pa., 
will  sponsor  medical  color  television 
presentations.  Dr.  0.  A.  Fly,  Jr.,  of 
Houston,  is  television  chairman  for 
the  1968  Annual  Session. 

Although  specific  plans  are  still 
being  made,  Smith  Kline  & French 
representatives  will  sponsor  a show- 
ing of  at  least  one  presentation  a 
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day  on  Thursday,  Friday,  and  Satur- 
day, May  2-4. 

Curbstone  Consultations:  Ten  curb- 
stone consultations  have  been 
scheduled  for  the  101st  Annual  Ses- 
sion. Moderators  have  been  selected 
for  nine  of  these  discussion  ses- 
sions. 

Curbstone  Consultations  sched- 
uled and  their  moderators  include 
Cardiac  Arrhythmias  and  the  Coro- 
nary Care  Unit,  Dr.  0.  Brandon  Hull, 
Lubbock;  The  Dizzy  Patient,  Dr.  Bert 
A.  DeBord,  Temple;  Evaluation  of 
the  Hypertensive  Patient,  Dr.  K.  R. 
Bingman,  Houston;  Use  of  Drugs  on 
the  College  Campus  (LSD,  mari- 
juana, alcohol,  etc.),  Dr.  Paul  L. 
White,  Austin;  Use  and  Abuse  of  the 
Pill,  Dr.  Thomas  S.  Taylor,  San  An- 
tonio; Gastrointestinal  Bleeding,  Dr. 
Maurice  S.  Grossman,  Corpus  Chris- 
ti;  Respiratory  Aids — Uses  and  Dan- 
gers, Dr.  H.  Irving  Schweppe,  Jr., 
Houston;  Hiatus  Hernia — When  and 
Why  To  Operate,  Dr.  Harold  C. 
Urschel,  Jr.,  Dallas,  and  Interpreta- 
tion of  Thyroid  Function  Tests,  Dr. 
Marc  Moldawer,  Houston. 

A Curbstone  Consultation  also 
scheduled  but  as  yet  without  a mod- 
erator is  The  Newer  Antibiotics  and 
the  Present  Status  of  Older  Ones. 

Session  Headquarters:  Headquarters 
hotel  for  the  TMA  scientific  and 
business  sessions  and  exhibits  is 


Dr.  G.  V.  Brindley,  Sr.,  of  Temple  was 
honored  on  Sept.  5 as  the  recipient  of 
the  Texas  Medical  Association’s  Distin- 
guished Service  Award.  The  award  was 
presented  on  the  occasion  of  the  Fourth 
Annual  George  Valter  Brindley  Lecture  in 
Surgery  at  Scott  and  White  Memorial 
Hospital  in  Temple.  Dr.  Brindley  is  the 
third  Texas  physician  to  receive  the 
award. 


the  Shamrock  Hilton  Hotel.  The 
Towers  Hotel  will  serve  as  co-head- 
quarters. The  Warwick  Hotel  will 
serve  as  headquarters  for  the  Wom- 
an’s Auxiliary  to  the  Texas  Medical 
Association. 

DR.  G.  V.  BRINDLEY,  SR. 
PRESENTED  TMA  AWARD 

Dr.  G.  V.  Brindley,  Sr.,  Temple 
surgeon,  was  presented  with  the 
Texas  Medical  Association’s  Distin- 
guished Service  Award  on  Sept.  5 
in  Temple.  The  occasion  of  the  pres- 
entation was  the  Fourth  Annual 
George  Valter  Brindley  Lecture  in 
Surgery  at  Scott  and  White  Memori- 
al Hospital. 

Dr.  Howard  0.  Dudgeon  of  Waco, 
president  of  TMA,  presented  the 
award  to  Dr.  Brindley.  Dr.  G.  V. 
Brindley,  Jr.,  President-elect  of  TMA, 
presented  the  guest  speaker  for  the 
occasion,  Dr.  William  P.  Longmire, 
Jr.,  of  Los  Angeles,  chairman  of  the 
Department  of  Surgery,  University 
of  California  School  of  Medicine.  Dr. 
Longmire  presented  the  surgical  lec- 
ture on  "Surgery  of  the  Liver.” 

Dr.  Brindley  is  the  third  Texas 
physician  to  receive  the  TMA  Dis- 
tinguished Service  Award,  given  as 
a symbol  of  recognition  for  meritori- 
ous achievement  in  medical  science, 
public  service,  and  service  to  the 
medical  profession  and  given  to  en- 
courage others  to  aspire  to  achieve 
these  high  standards.  Previous  re- 
cipients are  Dr.  Milford  0.  Rouse  of 
Dallas  and  Dr.  George  R.  Hermann 
of  Galveston. 

Dr.  Brindley,  Sr.,  born  Jan.  8, 
1886,  in  Maypearl,  Tex.,  is  an  emer- 
itus member  of  Texas  Medical  As- 
sociation. A graduate  of  The  Uni- 
versity of  Texas  School  of  Medicine 
at  Galveston,  he  served  internships 
at  John  Sealy  Hospital  in  Galveston 
and  at  Scott  and  White  Hospital. 

A Past  President  of  TMA,  Dr. 
Brindley  has  also  served  as  chair- 
man of  the  Association’s  Section  on 
Obstetrics  and  Gynecology,  presi- 
dent of  the  Bell  County  Medical  So- 
ciety, councilor  of  the  Twelfth  Dis- 
trict, and  chairman  of  the  Board  of 
Councilors. 

Dr.  Brindley  is  also  a member 
and  past  president  of  the  Texas 
Surgical  Society;  a member  and  past 
president  of  the  Southern  Surgical 
Association;  a past  governor  and 
member  of  the  board  of  regents  of 
the  American  College  of  Surgeons; 
a past  chairman  of  the  Texas  Divi- 
sion of  the  American  Cancer  Society; 
and  a past  member  of  the  board  of 


directors,  past  chairman  of  the  med- 
ical and  scientific  committee,  and 
past  president  of  the  American  Can- 
cer Society,  Inc.  In  1959  Dr.  Brind- 
ley was  made  an  honorary  life  mem- 
ber of  the  board  of  directors  of  the 
American  Cancer  Society,  Inc. 

In  1913,  Dr.  Brindley  married 
Miss  Arabella  Owens  of  Elgin.  They 
are  the  parents  of  three  sons,  all 
of  whom  are  doctors  of  medicine. 

TEXAS  MEDICINE  AWARD 
DEADLINE  IS  APRIL  1,  1968 

The  third  annual  Texas  Medicine 
award  for  scientific  writing  by  a 
Texas  medical  student  will  be  pre- 
sented in  1968.  Deadline  for  sub- 
mitting entries  is  April  1,  1968. 

The  award  is  given  to  a medical 
student  for  writing  a scientific  arti- 
cle. He  must  be  enrolled  in  a Texas 
medical  school  at  the  time  of  prepa- 
ration of  the  submitted  article.  The 
author  of  the  winning  article  will  re- 
ceive $300.  In  addition,  the  winning 
entry  will  be  published  in  Texas 
Medicine. 

Articles  must  deal  with  a subject 
within  the  realm  of  the  basic  sci- 
ences or  medicine  and  must  be 
original  and  unpublished.  No  mini- 
mum or  maximum  word  length  is 
required. 

Criteria  for  judging  will  be  excel- 
lence of  scientific  work  and  compe- 
tence in  the  writing  craft.  Each  entry 
will  be  reviewed  by  the  Journal  Ad- 
visory Committee. 

All  entries  must  be  in  the  editorial 
offices  of  Texas  Medicine,  1801 
N.  Lamar  Blvd.,  Austin,  78701,  by 
the  April  1 deadline.  Work  on  the 
entry  may  already  be  in  progress. 
Brochures  listing  manuscript  re- 
quirements for  article  entries  will  be 
forwarded  to  Texas  medical  schools 
in  the  near  future. 

The  Board  of  Publication  and  the 
Journal  Advisory  Committee  estab- 
lished the  award  in  1966  to  encour- 
age excellence  in  scientific  writing. 

Winner  of  the  second  annual  Tex- 
as Medicine  award  was  Dr.  Ralph 
Daniel  Loyd,  a spring  graduate  of 
Baylor  University  College  of  Medi- 
cine in  Houston  and  now  an  intern 
at  King  County  Hospital  in  Seattle, 
Wash.  The  winning  article  was  "Feto- 
Fetal  Transfusion  Syndrome,”  writ- 
ten under  the  sponsorship  of  Dr. 
Arnold  J.  Rudolph  of  the  Depart- 
ment of  Pediatrics  at  Baylor.  This 
article  appeared  in  the  August  issue 
of  Texas  Medicine.  The  award  was 
presented  at  the  Baylor  senior  ban- 
quet on  June  8 in  Houston. 


44 


TEXAS  MEDICINE 


Times  change  and  classic  lobar  pneumonia 
is  rare.  Your  next  pneumonia  patient  may  have 
an  atypical  clinical  picture  and  perhaps  a 
pathogen  in  his  sputum  such  as  H.  influenzae 
or  Mycoplasma  pneumoniae  (Eaton  Agent), 
which  is  believed  to  be  responsible  for  one  out 
of  every  five  cases  of  pneumonia.  That’s  why  it 
makes  sense  to  keep  one  step  ahead— and  pre- 
scribe the  true  broad-spectrum  antimicrobial 
activity  of  DECLOMYCIN. 

With  DECLOMYCIN,  you  get  effective  ac- 
tion against  both  H.  influenzae  and  Mycoplasma 
pneumoniae,  plus  prolonged  high  levels  of  anti- 
biotic activity  in  the  blood  and  the  lung  tissue. 
You’re  one  step  ahead  with... 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCI.INE 


Prescribing  information  on  next  page. 


For  a wide  range  of  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

For  common  and 
unusual  pneumonias 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetra- 
cyclines when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

DECIX)MYCIN 

DEMETHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 
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Before  World  War  II  most  emergency  rooms  were  not  too  much 
of  a problem  for  hospitals  or  for  doctors.  The  Great  Depression 
was  still  with  us,  and  most  of  the  younger  doctors  were  anxious 
to  see  patients  in  the  emergency  room  in  order  to  make  some  extra 
money.  At  that  time,  most  of  the  patients  seen  were  really  in 
need  of  emergency  care. 

Since  World  War  II  this  picture  has  gradually  changed.  Now 
the  emergency  room  is  often  overrun  with  patients  day  and  night 
— particularly  at  night,  on  weekends,  and  on  holidays.  Of 
course,  about  50  percent  of  the  patients  do  not  truly  need  emer- 
gency care  ; but  they  still  demand  to  be  seen.  Few  hospitals  out- 
side of  those  connected  with  the  medical  schools  or  the  large 
metropolitan  centers  have  an  adequate  house  staff  to  aid  in  the 
treatment  of  these  people.  In  fact,  in  many  moderate  sized  and 
small  hospitals,  there  is  no  house  staff  at  all.  Hospitals  with- 
out house  staffs  are  having  increased  difficulty  getting  emer- 
gency room  coverage  on  a 24-hour  basis.  Most  are  requiring  their 
active  staff  members  to  take  a 24-hour  call  on  a rotating  call 
list.  This  is  unpopular  and  hard  to  enforce. 

The  Pontiac,  Mich.,  plan  as  reported  in  the  January-Feb- 
ruary,  1966,  issue  of  the  Bulletin  of  the  American  College  of 
Surgeons  may  be  one  of  the  better  answers  to  this  problem. 

The  plan's  chief  feature  is  a 24-hour  coverage,  with  the 
doctors  on  duty  in  the  emergency  room  working  eight-hour  shifts, 
and  charging  fees  commensurate  with  services  rendered.  Between 
23-25  doctors  work,  and  they  average  about  four  eight-hour 
shifts  a month.  They  earn  about  $16  per  hour.  A constitution, 
by-laws,  rules,  and  regulations  have  been  drawn  up;  and  a board 
of  directors  and  a president  have  been  elected.  The  board  of 
directors  meets  once  a month  and  determines  general  policy.  The 
president  manages  the  group,  supervises  accounting  and  medi- 
ates complaints.  He  receives  a salary  of  $200  per  month.  An  ac- 
counting firm  handles  the  billing  at  a rate  of  75  cents  a pa- 
tient, and  the  Blue  Shield  fee  schedule  is  followed  in  estab- 
lishing charges  for  services.  Each  doctor  depends  on  his  own 
insurance  for  professional  liability  coverage.  Perhaps  this 
plan  or  a modification  of  this  plan  is  an  answer  to  whatever 
emergency  room  service  problems  you  have. 

On  July  29  the  Texas  Medical  Association  and  the  Texas 
Hospital  Association  sponsored  in  Austin  a Conference  on  Emer- 
gency Room  Care.  A summary  of  conference  discussions,  as  well 
as  a bibliography  and  reprints  on  Emergency  Room  Care,  may  be 
secured  by  writing  to  Texas  Medical  Association,  1801  N.  Lamar 
Blvd.,  Austin  78701. 


Volume  63.  October,  1967 


47 


USER  COAGULATION 
OF  THE  RETINA 


WILLIAM  B.  SNYDER,  M.D. 

Research  and  Investigation:  The  laser 
retinal  coagulator  was  used  in  125  cases 
to  treat  retinal  breaks  and  to  supplement 
retinal  diathermy  postoperatively.  Its  ef- 
ficacy in  different  situations  is  evaluated, 
and  its  merits  are  compared  with  those 
of  a xenon  arc  coagulator. 

THE  LASER  RETINAL  coagulator  is  one  of  many  new 
devices  which  will  create  foci  of  chorioretinal  adhe- 
sions. Its  adaptation  to  ophthalmological  uses  is  a by- 
product of  the  rapidly  progressing  technological  devel- 
opments in  microwave  physics  and  electronics.  Be- 
cause of  the  impressive  power  and  potential  destruc- 
tive forces  of  laser  beams,  an  aura  of  mystery  sur- 
rounds their  use  in  ophthalmology.  A certain  amount 
of  reservation  and  caution  is  justified  whenever  any 
new  therapeutic  technique  or  device  is  employed;  how- 
ever, experience  with  the  “tamed”  laser  retinal  coag- 
ulator indicates  that  it  is  a safe  and  useful  adjunct  for 
the  therapy  of  certain  retinal  conditions. 

Laser  retinal  coagulation  was  used  on  125  eyes  of 
112  patients  at  the  Department  of  Ophthalmology, 
University  of  Iowa.  The  patients  were  followed  one 
year  or  longer.  A non-Q-switched  pulsed  ruby  laser 
with  a discharge  time  of  0.5  msec,  and  an  emission 
wave  length  of  6,943  Angstroms  (red),  was  used  (Fig. 
1).  The  coagulation  sites  varied  in  size  from  1 to  5 
degrees,  and  although  the  maximum  output  was  0.6 
joule,  the  energy  in  each  firing  rarely  exceeded  0.1 
joule.  The  laser  coagulator  used  was  constructed  to 
eliminate  hot  spots  and  resulting  pinpoint  hemorrhag- 


es. A more  complete  description  of  the  instrument  has 
been  given  in  other  publications.1-3 

In  this  series,  the  laser  was  utilized  for  coagulation 
around  lesions  which  were  capable  of  contributing  to 
retinal  detachment,  or  in  postoperative  cases  where 
surgery  was  not  wholly  successful.  The  merits  and 
limitations  of  the  instrument  in  comparison  to  more 
familiar  devices  will  be  described. 

The  appearance  of  laser  retinal  coagulations  in  hu- 
man eyes  closely  resembles  those  in  rabbits.  Noyori 
and  associates  have  defined  four  grades  of  coagula- 
tion.4 The  optimal  lesion  consists  of  an  immediate  dis- 
turbance in  the  pigment  epithelium  with  faint  over- 
lying  edema.  There  is  a ring  of  pigment  at  its  outer 
edge,  and  frequently  a narrow  corona  of  edema  sur- 
rounds the  pigmented  ring.  In  addition,  a small  retinal 
vapor  bubble  is  frequently  seen.  This  bubble  occasion- 
ally escapes  into  the  vitreous. 

Optimal  lesions  are  readily  recognized  in  darkly  pig- 
mented eyes  and  can  be  seen  immediately  after  treat- 
ment (Fig.  2).  However,  the  operator  must  be  careful 
in  examining  the  fundus  of  a lightly  pigmented  eye, 
where  visualization  of  a fresh  lesion  is  much  more 
difficult.  From  48  to  72  hours  later,  these  lesions  are 
more  readily  visible  (Figs.  3,  4). 

Special  problems  exist  in  obtaining  an  optimal  le- 
sion. Due  to  the  rapid  firing  time  of  the  laser,  all  of  the 
energy  is  delivered  at  once.  The  primary  difficulty  is 
delivering  excess  energy,  which  would  cause  explosive 
coagulation.  Therefore,  the  operator  must  set  the  laser 
at  a sub-threshold  intensity  and  gradually  increase  the 
power  until  a desirable  coagulation  is  obtained.  This 
gradual  process  is  also  essential  to  avoid  minute  hem- 
orrhages into  the  vitreous.  Notwithstanding  a cautious 
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Fig.  1.  The  retinal  laser  coagulator. 
(Courtesy , American  Optical  Company.) 


Fig.  2.  Fresh  laser  coagulation  surrounding 
a flap  tear  and  lattice  degeneration  in  a 
darkly  pigmented  eye. 


Fig.  3.  Faint  lesions  seen  immediately  after 
laser  coagulations  of  the  periphery  (on  a 
buckle)  of  a lightly  pigmented  eye.  These 
lesions  are  as  clinically  acceptable  as  those 
in  Fig.  2. 


Fig.  4.  Lesions  on  a blonde  fundus  three 
days  after  laser  coagulation.  Note  marked 
increase  in  pigmentation. 


Fig.  5.  Small  pinpoint  hemorrhages. 
( Arrows ) 
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Retina 


Fig.  6.  The  focus  and  intensity  of  the  laser 
beam  is  adequate  for  position  A.  An 
increase  in  power  and/or  correction  of 
ametropia  is  necessary  for  adequate 
coagulation  in  position  B. 
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approach,  pinpoint  hemorrhages  will  occur  occasional- 
ly (Fig.  5).  Empirically,  these  pinpoint  hemorrhages 
have  not  led  to  detectable  vitreous  damage,  but  pains 
must  be  taken  to  avoid  any  hazardous  accidents. 

Not  only  the  intensity  but  also  the  exact  focus  of  the 
laser  beam  must  be  carefully  considered  before  an  ex- 
posure. When  aiming  the  laser  coagulator,  one  must 
know  both  the  precise  location  of  the  lesion  and  the 
degree  of  pigmentation  of  the  area  to  be  coagulated. 
First,  the  laser  beam  must  be  properly  focused  or  the 
resulting  ametropia  will  lessen  the  effectiveness  of  the 
light  energy.  For  example,  moving  from  behind  a buc- 
kle to  the  top  of  it  introduces  several  diopters  of 
ametropia.  If  the  instrument  were  set  for  an  adequate 
burn  in  the  original  posterior  position  (Fig.  6)  the 
energy  would  be  insufficient  for  the  anterior  position 
(Fig.  6).  A focusing  adjustment  of  the  beam  or  an 
increase  in  energy  would  normally  compensate  for  the 
ametropia  and  give  a proper  coagulation.  The  second 
variable  is  of  grave  importance.  Adequate  burns  in  a 
moderately  pigmented  area  may  be  dangerously  ex- 
cessive when  the  beam  is  moved  a short  distance  to  a 
darkly  pigmented  site,  where  there  is  a greater  pro- 
duction of  heat  for  a given  amount  of  light  energy. 
This  is  true  whether  using  a xenon  coagulator  or  a 
laser.  However,  the  xenon  coagulator’s  firing  time  is 
manually  controlled  and  can  be  terminated  by  an  alert 
operator,  while  the  laser  exposure  is  present  for  less 
than  a millisecond  and  the  excess  energy  (for  that 
dark  area)  would  be  noticed  too  late. 

These  difficulties  can  be  governed  by  a careful  ap- 
proach, and  the  obstacles  they  present  are  not  so 
onerous  as  to  discourage  the  use  of  the  instrument. 
Once  the  laser  has  been  properly  focused  to  obtain 
the  optimal  lesion,  clinical  experience  has  shown  that 
a satisfactory  chorioretinal  adhesion  can  be  obtained. 
The  following  case  illustrates  this  point. 


Case  Report:  A 25-year-old  white  woman  presented 
with  traumatic  dialysis  and  detachment  of  the  tem- 
poral retina.  Following  a scleral  buckling  procedure 
with  a silicone  implant  and  encircling  band,  the  retina 
remained  flat  for  four  weeks.  However,  there  was  an 
insufficient  diathermy  reaction.  Subretinal  fluid  col- 
lected and  the  retina  began  to  wash  off  (Fig.  7).  A 
broad  row  of  laser  coagulations  was  applied  behind  the 
fluid.  The  detached  portion  enlarged  slightly,  but  fur- 
ther spread  was  halted  by  the  laser-induced  adhe- 
sions (Fig.  7). 

Advantages:  The  laser  coagulator  is  portable,  in  the 
sense  that  it  can  be  moved  to  any  part  of  a building. 
This  means  that  a patient  can  be  treated  in  his  hos- 
pital room,  or  that  the  instrument  can  be  wheeled  to 
the  animal  house  for  experimental  work. 

The  viewing  light  has  a span  of  30°. 1 Its  intensity 
can  be  varied,  and  adequate  visualization  of  the  reti- 
na is  possible  in  a majority  of  cases.  Aiming  cross 
hairs  in  the  viewing  system  assures  the  operator  of 
exact  placement  of  each  coagulation.  At  most  clini- 
cally useful  settings,  the  instrument  is  recharged  and 
ready  for  the  next  pulse  of  laser  energy  in  one  to  two 
seconds,  and  the  operator  is  notified  of  this  readiness 
by  an  audible  beep.  The  laser  is  constructed  to  de- 
liver essentially  the  same  amount  of  light  energy  as 
preceding  bursts  at  the  same  capacitor  setting,  and 
fortunately  the  instrument  will  not  fire  if  the  operator 
prematurely  triggers  the  light  before  the  proper  level 
is  reached. 

Other  advantages  of  the  laser  coagulator  stem  from 
the  same  characteristic  that  necessitates  the  careful 
preparation  and  cautious  administration  essential  for 
its  use,  i.e.,  the  rapid  discharge  time. 

The  process  of  laser  coagulation  is  usually  pain- 
less, due  to  a discharge  time  of  less  than  1 msec.  The 
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Fig.  7.  Because  of  inadequate  diathermy,  subretinal  fluid  was  washing  the 
recently  reattached  retina  off  the  buckle.  Firm  chorioretinal  scars  produced 
by  the  laser  blocked  further  spread  of  the  detachment. 


only  preparatory  measure  normally  required  for  an  eye 
to  be  coagulated  is  maximum  dilation  of  the  pupil. 
Orbicularis  and/or  retrobulbar  injections  are  not  ne- 
cessary except  for  an  occasional  hyperkinetic  patient. 
Elimination  of  these  injections  is  both  advantageous 
to  the  postoperative  patient  and  complementary  to 
outpatient  treatment.  Some  patients  do  experience  a 
brief  sting  caused  by  accidental  iris  irritation,  but  the 
minor  eye  movement  resulting  from  this  sting  is  insig- 
nificant. Blinking  occurs  after  each  pulse,  but  it  is  too 
late  to  interfere  with  the  rapid  discharge  of  the  laser. 
Another  consequence  of  the  extremely  brief  discharge 
time  is  the  practical  elimination  of  thermal  conduction 
in  the  tissue,  thereby  allowing  less  total  laser  energy 
to  produce  a retinal  coagulation.  With  the  xenon  co- 
agulator, the  loss  of  energy  through  conduction  re- 
quires that  more  total  energy  be  delivered. 

The  pure  monochromatic  light  (6,943  A.)  is  well 
transmitted  by  the  media.  The  xenon  coagulator,  on 
the  other  hand,  has  a wide  emission  spectrum,  and 
some  of  this  energy  can  be  absorbed  and  converted 
into  heat  by  the  media.  Since  many  eyes  receive  much 
more  than  100  individual  coagulations  in  a session,  it 
seems  reasonable  that  the  media  be  exposed  to  as 
little  heat  as  possible.  For  this  reason,  xenon  coagula- 
tion should  proceed  at  a slow  pace  to  allow  sufficient 
cooling.  With  laser  coagulation,  it  is  virtually  impossi- 
ble to  produce  heat  summation.1-  2 Therefore,  possi- 
ble damage  to  the  lens  and  vitreous  is  avoided. 

The  laser’s  viewing  and  aiming  apparatus  is  easily 
adjustable,  and  can  normally  compensate  for  difficult 
viewing  due  to  ametropia.  Thus  corneal  contact  lenses, 


Fig.  8.  The  narrower  laser  beam  can  pass 
through  the  pupil  without  irritating  the  iris. 


sometimes  essential  for  xenon  coagulation,  are  not 
needed.  Also,  the  large  depth  of  the  viewing  optics 
enables  the  operator  to  see  and  to  avoid  the  pupillary 
border  while  focused  on  the  retina. 

Xenon  coagulation  through  resistant  small  pupils  is 
a frustrating  problem.  The  diameter  of  the  entering 
light  is  the  same  whether  a 6 degree  or  1/2  degree 
pattern  is  used.  Although  part  of  the  light  will  pass 
through  the  pupil,  the  remaining  spill-over  will  irritate 
the  iris  and  produce  an  even  smaller  pupil  (Fig.  8). 
The  laser  beam  is  4 mm.  in  diameter  at  the  pupil, -r> 
and  this  size  is  more  likely  to  pass  unencumbered 
through  the  pupil  in  all  cases  except  severely  mydri- 
atic resistant  ones. 

The  laser  coagulator  is  more  easily  used  on  rela- 
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tively  posterior  lesions  or  those  on  a buckle  than  on 
peripheral  lesions.  Macular  holes  are  examples  of  pos- 
terior lesions  which  lend  themselves  to  laser  coagula- 
tion. Fig.  9 shows  a retinal  hole  in  the  macula  of  a 
17-year-old  boy  with  a subtotal  retinal  detachment. 
The  edge  of  the  hole  was  irregular,  and  vitreous  trac- 
tion was  present.  Satisfactory  visualization  of  other 
peripheral  holes  which  may  have  caused  the  retinal 
separation  was  not  accomplished.  Several  days  after 
a scleral  buckling  procedure  was  performed,  laser  co- 
agulation was  placed  around  the  hole  (Fig.  10).  The 
procedure  did  not  require  anesthesia  and  the  patient’s 
blink  movements  did  not  interfere  with  proper  aiming. 
This  approach  is  not  done  on  all  macular  holes  asso- 
ciated with  retinal  detachment;  however,  in  this  case, 
the  absence  of  other  demonstrable  holes  and  the  irreg- 
ular taut  edge  of  the  macular  holes  were  factors  lead- 
ing to  an  affirmative  therapeutic  approach. 

Limitations:  For  pre-equatorial  and  oral  lesions,  spe- 
cial problems  are  encountered.  There  is  partial  reflec- 
tion of  the  incident  light  on  the  cornea  when  the 
beam  is  directed  obliquely  at  the  far  periphery  of  the 
retina.  Furthermore,  optical  aberrations  of  an  obliquely 
directed  beam  of  light  make  it  impossible  to  obtain 
the  same  degree  of  focus  upon  the  peripheral  retina 
as  upon  the  posterior  pole.  To  offset  the  imperfect 
focus  and  the  loss  by  corneal  reflection,  more  laser 
energy  is  needed,  but  this  increases  the  chances  of 
overtreatment.  In  addition,  scleral  indentation  is  nec- 
essary to  visualize  peripheral  areas  (Fig.  11),  and  this 
indentation  will  introduce  additional  ametropia.  As 


Fig.  9.  A macular  hole  in  an  eye  after  retinal 
detachment  surgery. 


it  is  difficult  for  the  operator  to  produce  the  same 
amount  of  indentation  from  moment  to  moment,  it  is 
unlikely  that  every  exposure  will  be  in  perfect  focus. 

The  marked  changes  in  pigmentation  of  the  peri- 
phery will  make  a proper  laser  coagulation  correct  for 
one  area  and  too  intense  for  another.  The  pigment 
deficiencies  encountered  in  peripheral  areas  are  readi- 
ly compensated  by  xenon  coagulation.  The  operator 
simply  prolongs  the  exposure  time  for  an  additional 
one-fourth  to  one-half  second  and  stops  when  he  sees 
the  white  retinal  coagulation.  These  same  difficulties 
are  not  handled  as  easily  with  laser  coagulation,  be- 
cause the  total  amount  of  energy  is  determined  prior 
to  each  rapid  firing.  If  the  instrument  is  adjusted  and 
is  inadvertently  out  of  focus,  then  comes  into  better 
focus  or  moves  to  a darker  area  with  the  same  energy 
level,  an  excessive  (explosive)  retinal  coagulation  will 
occur.  As  Campbell  and  others5  pointed  out,  these 
problems  can  be  mastered  with  patience  and  practice. 
Nevertheless,  it  is  far  simpler  and  faster  to  use  cryo- 
therapy on  accessible  peripheral  lesions,  leaving  the 
more  posterior  ones  or  those  on  a buckle  for  laser 
coagulation.  In  the  posterior  locations,  the  conjunctival 
fornix  may  not  allow  passage  of  the  cryosurgical  tip 
unless  an  incision  is  made. 

The  nature  or  specific  location  of  certain  other  reti- 
nal lesions  presents  obstacles  to  the  use  of  the  ruby 
laser,  and  in  these  cases  the  xenon  coagulator  would 
be  preferable.  For  example,  there  is  an  increasing 
awareness  that  certain  patients  with  vascular  disorders 
such  as  diabetes  or  Coats’s  disease  may  benefit  from 
coagulation.  Others  have  reported  some  success  with 
the  laser  on  very  small  vascular  lesions.6-8  However, 
since  the  blood  in  vessels  to  be  obliterated  reflects 
the  red  light  of  the  laser,  this  instrument  is  severely 
limited  in  retinal  vascular  disease.  When  coagulation 


Fig.  10.  Laser  coagulations  applied  to  the 
edges  of  the  macular  hole  in  Fig.  9. 
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is  recommended,  the  xenon  arc  with  its  wider  emis- 
sion spectrum  is  the  instrument  of  choice. 

Light  coagulation  is  rarely  used  for  treatment  of 
intraocular  tumors.  In  the  few  cases  where  coagulation 
may  be  of  value,  the  xenon  source  of  light  is  better. 
The  laser  is  not  recommended  for  two  reasons.  First, 
the  explosive  nature  of  a coagulation  may  contribute 
to  dissemination  of  tumor  cells.  Second,  the  laser  is 
unable  to  obliterate  nutrient  blood  vessels. 

A very  minimal  amount  of  subretinal  fluid,  such  as 
occasionally  occurs  around  flap  tears  or  beneath  the 
retina  on  a buckle  during  the  immediate  postopera- 
tive course,  is  a nemesis  to  laser  coagulation.  The 
laser  light  generates  heat  at  the  pigment  epithelium 
layer,4-  6-  7> 9 and  the  reaction  is  insufficient  to  include 
the  neural  layers  elevated  by  a thin  film  of  fluid.  The 
xenon  coagulator,  on  the  other  hand,  generates  a re- 
action in  all  layers  of  the  retina,  and  minimal  elevation 
does  not  preclude  a good  chorioretinal  scar  at  each 
coagulation  site. 

Safety  Measures:  To  date,  we  have  not  had  hazardous 
accidental  injuries  to  fellow  eyes  or  to  eyes  of  the  sur- 
geons and  assistants,  although  several  accidents  in- 
volving industrial  research  workers  have  been  report- 
ed.10-12 There,  more  powerful  lasers  were  used.  Since 
the  blink  time  is  far  slower  than  the  laser  exposure 


Fig.  11.  Scleral  indentation  for  visualization 
of  peripheral  areas  can  create  variable 
ametropia  (positions  A and  B). 


time,  special  precautions  are  necessary  to  protect 
others  from  direct  or  reflected  laser  light,  should  acci- 
dental discharge  or  reflection  occur.  The  operator’s 
aiming  eye  is  automatically  protected  by  a special  filter 
in  the  instrument  head.  The  patient’s  other  eye  should 
be  covered  with  a patch,  and  the  assistant  or  physi- 
cian observers  should  wear  protective  goggles.  Pol- 
ished or  reflective  surfaces  near  the  patient’s  head 
should  be  covered  or  removed  from  the  immediate 
area. 

Summary:  The  laser  retinal  coagulator  model  used  in 
this  series  has  proven  to  be  a useful  adjunct  in  man- 
aging lesions  predisposed  to  retinal  detachment,  and 
in  the  management  of  select,  postoperative  prob- 
lems. Care  must  be  exercised  in  obtaining  optimal 
lesions.  Special  problems  encountered  in  various  posi- 
tions of  the  fundus  are  discussed.  The  laser  is  quite 
satisfactory  for  easily  visible  equatorial  and  posterior 
lesions,  but  more  patience  and  effort  are  needed  to 
treat  extremely  peripheral  areas.  In  the  latter  posi- 
tions, cryotherapy  offers  a fast,  simple  management. 
The  xenon  coagulator  is  superior  to  the  laser  when  a 
small  amount  of  sub-retinal  fluid  is  present,  for  the 
management  of  certain  vascular  lesions,  and  for  occa- 
sional malignant  lesions.  The  laser  allows  the  operator 
to  omit  local  anesthesia  and  contact  lenses.  It  also 
exposes  the  eye  to  less  total  heat.  Basic  safety  mea- 
sures are  recommended  to  prevent  accidents. 
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Research  and  Investigation:  Previously, 
evidence  in  support  of  the  use  of  orthop- 
tic treatment  has  been  based  on  errors 
and  omissions.  There  is  a trend  develop- 
ing, however,  toward  investigating  clini- 
cally the  use  of  this  treatment.  After  par- 
tial completion  of  such  an  investigation, 
the  author  reports  that  orthoptics  can 
be  useful  in  certain  types  of  exophoria 
and  exotropia. 

EVIDENCE  IS  INSUFFICIENT  or  inadequate  to  sup- 
port the  usefulness  of  orthoptic  treatment,  either  for- 
mal (as  administered  by  orthoptists)  or  treatment  at 
home.  Most  of  the  evidence  presented  to  justify 
orthoptic  treatment  has  been  drawn  from  retrospec- 
tive studies  of  patients  treated.  The  most  frequent  er- 
rors or  omissions  made  in  such  research  are  related 
to  poorly  defined  patient  types,  variability  of  the  dis- 
ease in  question,  reliability  of  the  data  obtained,  in- 
consistent treatment,  high  attrition  rates,  and  poorly 
defined  periods  of  follow-up. 

There  is  a trend  now  to  study  the  result  of  strabis- 
mus treatment  by  the  clinical  trial  or  biostatistically 
designed  random  studies.  Two  such  studies  are  cur- 
rently being  conducted  at  the  Orthoptic-Pleoptic  Unit 
of  Methodist  Hospital  in  Houston  and  will  be  ready  for 
presentation  in  1968  (Fig.  1).  While  our  data  are  in- 
conclusive to  date,  we  do  have  some  information  that 
appears  valid  enough  to  serve  as  a basis  for  recom- 
mending the  practical  use  of  orthoptics  today.  This 
information  may  not  be  sufficient  in  the  future,  when 
more  facts  have  been  obtained. 

Classification:  A universally  accepted  classification  of 
strabismus  is  essential  but,  at  present,  is  not  avail- 
able; therefore,  I will  use  a classification  useful  for 
this  discussion. 


Orthoptics  is  seldom  useful  in  strabismus  second- 
ary to  ocular,  systemic,  central  nervous  system  dis- 
ease. I will  mention  only  some  isolated  problems.  The 
remaining  idiopathic  or  functional  strabismus  patients 
can  be  divided  into  two  main  types,  exo-  and  esode- 
viations.  Because  the  treatment  and  expected  results 
of  treatment  are  different  in  various  types  of  strabis- 
mus, the  classification  will  reflect  these  differences. 
Esodeviations  will  be  separated  according  to  their  ac- 
commodative status:  nonaccommodative,  partially  ac- 
commodative and  fully  accommodative  or  refractional. 
The  exodeviations  will  be  separated  according  to  their 
divergence  excess  (intermittent  suppression),  con- 
vergence insufficiency  (intermittent  diplopia),  or  total 
suppression  (constant  exotropia). 

Treatment:  In  treating  strabismus  we  have  optical, 
medical,  surgical,  and  orthoptic  methods.  The  indica- 
tions for  each  type  of  treatment,  including  orthoptics, 
is  the  very  essence  of  strabismus  practice. 

LOGIC  DIAGRAM  FOR  CLINICAL  TRIAL  OF  COMPARING  TWO 
METHODS  OF  TREATMENT 
Population  Under  Study 

(Alternating  Esotropia,  Patient  Ages  6-16  Years) 


Randomization 

Experimental  Group  Control  Group 

I I 

Medical  and  Surgical  Treatment  Medical  and  Surgical  Treatment 

I 

Orthoptic  Treatment 

All  Cases  Charged  to  All  Cases  Charged  to 

Orthoptics  No  Orthoptics 

Fig.  1. 
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Results  of  Treatment:  The  treatment  of  strabismus 
will  result  in  one  of  the  following: 

1.  Asymptomatic  phoria. 

2.  Casual  binocular  vision: 

a.  Casual  bifoveal  vision.  Normal  amplitudes  of 
fusion  and  normal  visual  acuity. 

b.  Monofixational  fusion.  Peripheral  fusion,  mo- 
nocular foveal  suppression  with  normal  or  di- 
minished amplitudes  of  fusion.  Amblyopia  is 
common. 

c.  Intermittent  casual  binocular  vision.  Often 
there  is  gross  peripheral  fusion  only.  The  pa- 
tient may  have  variable  fusion  in  time  (one 
week  to  the  next)  or  in  position  (distance,  near, 
or  reading). 

3.  Cosmetically  acceptable.  These  patients  have  no 
casual  binocular  vision  as  defined  under  number  two. 
They  may  have  normal  or  abnormal  retinal  corre- 
spondence. 

4.  Cosmetically  unacceptable.  Further  treatment  is 
indicated. 

5.  Consecutive  deviation. 

6.  Persistent  amblyopia. 

Orthoptics  in  Strabismus:  1.  Esophoria.  The  only  indi- 
cation for  the  treatment  of  an  esophoria  is  the  pres- 
ence of  symptoms.1  Children  with  this  problem  have 
good  bifoveal  vision  and  usually  glasses,  prisms,  or  a 
miotic  is  all  that  is  necessary  for  comfort.  If  symp- 
toms persist,  orthoptics  may  be  useful. 

Orthoptic  Treatment.  In  the  young  child  (2-5  years 
of  age),  a red-green  TV  screen  (part  red,  part  green, 
with  one  red  and  one  green  glass)  is  useful.  (The  col- 
ors must  be  mutually  exclusive.  Acetate  sheeting, 
5/1000  in.).  Use  this  screen  one  hour  per  day  for 
months  if  needed.  In  the  older  child  (6-12  years  old) 
a prism  bar  is  useful.  Practice  divergence  with  base-in 
prism  on  a distant  or  near  target.  The  base-in  ortho- 
fusor  can  be  used  for  persons  who  are  12  years  old 
or  older.  These  latter  two  orthoptic  home  exercises 
should  be  used  three  times  a day  for  10  to  30  min- 
utes and  discontinued  when  the  symptoms  disappear. 
Prolonged  use  causes  disinterest,  boredom,  and  fail- 
ure. 

2.  Accommodative  esotropia.  Children  with  accom- 
modative esodeviations  have  the  potential  for  good  bi- 


nocular vision  and  rarely  need  any  aid  other  than 
glasses,  miotic,  or  vertical  prisms.  Ten  percent  of 
these  children  have  amblyopia  when  first  seen  and 
need  patching  to  establish  equal  vision.1  Then, 
usually,  their  own  fusion  mechanism  takes  over  spon- 
taneously. Occasionally  orthoptics  is  useful  in  estab- 
lishing good  bifoveal  vision.  The  TV  screen  is  most 
useful,  since  these  children  are  generally  3 to  6 years 
of  age.  Begin  at  the  distance  where  they  see  both 
sides  clearly,  then  work  forward  and  backward. 

It  is  probably  wise  to  leave  the  maximum  glass  on 
or  to  use  miotics  until  9 years  of  age.  The  use  of 
orthoptics  to  remove  optical  or  medial  aids  before 
this  age  is  accompanied  by  frequent  regressions. 
From  age  9 to  15  years,  the  hyperopic  correction 
should  be  gradually  weakened  or  the  miotic  should  be 
reduced.  Should  diplopia  occur  after  a reduction, 
orthoptics  can  be  used  to  increase  relative  fusional 
divergence. 

To  recapitulate,  orthoptic  treatment  has  little  use 
in  accommodative  esotropia  except  to  help  encourage 
single  binocular  vision  after  amblyopia  has  been 
treated  and  if  loss  of  fusional  amplitudes  occurs  in 
removing  optical  or  medical  aids.  There  is  the  occa- 
sional patient  with  incomitant  accommodative  eso- 
tropia who  can  be  benefited  by  increasing  vertical 
fusional  vergences.  This  is  usually  a formal  orthoptic 
procedure. 

3.  N on-accommodative  esotropia.  Children  (or 
adults)  with  non-accommodative  esotropia  have  a 
very  poor  prognosis  for  lasting  bifoveal  vision.  Even 
if  surgically  treated  early  in  life  and  if  orthoptics  is 
vigorously  pursued,  their  fusion  is  of  poor  quality,  in- 
termittent, or  monofixational  in  type.  Not  more  than 
10  to  20  percent  have  any  bifoveal  function  ten  years 
after  treatment.2  The  majority  of  patients  with  non- 
accommodative  esotropia,  surgically  treated,  will  even- 
tually (after  ten  years)  have  a small  angle  esotropia 
or  some  evidence  (such  as  Worth  four-dot  test  or 
gross  stereopsis)  of  gross  peripheral  fusion.  It  seems 
obvious  that  a patient  with  a cosmetically  acceptable, 
alternating,  non-accommodative  esotropia  should  not 
be  surgically  treated. 

We  are  presently  conducting  a random  study  of  al- 
ternating esotropia,  treated  with  and  without  orthop- 
tics (6-17  years  of  age).  Orthoptic  treatment  is  ap- 
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parently  not  influencing  our  results  of  treatment 
(Fig.  1). 

Amblyopia  occurs  in  30-35  percent  of  these  chil- 
dren. Early  patching  is  indicated  but  a five-year  study 
reveals  96  percent  obtained  normal  vision  but  only 
40  percent  maintained  normal  vision  after  five  years 
with  no  patching  within  one  year.3  A current  study 
is  being  conducted  to  establish  the  efficiency  of 
pleoptics  versus  conventional  patching  in  those  6-16 
years  of  age  with  persistent  amblyopia  (Fig.  2). 

4.  Partially  accommodative  esotropia.  This  is  a fer- 
tile field  for  future  research  effort.  Fifty  percent  of  pa- 
tients with  partially  accommodative  esotropia  have 
apparently  good  potential  for  single  bifoveal  vision, 
and  as  yet  we  have  no  way  to  identify  those  bifoveal 
patients  prior  to  treatment.  We  need  a study  designed 
to  determine  the  effectiveness  of  orthoptics  in  the 
treatment  of  intermittent  partially  accommodative 
esotropia.  If  a patient  has  intermittent  fusion,  with 
full  hyperopic  correction  and  miotics,  you  might  try 
orthoptic  treatment  before  suggesting  surgery.  If 
there  is  an  anomalous  retinal  correspondence  (ARC), 
equal  vision  in  both  eyes,  and  a small  angle  esotropia, 
cosmetically  acceptable,  be  thankful  and  leave  the 
patient  alone. 

5.  Exophoria  and  intermittent  exotropia-convergence 
insufficiency.  Eighty  percent  of  exophorias  and  15-20 
percent  of  intermittent  exotropes  are  of  the  con- 
vergence insufficiency  type  with  intermittent  diplopia 
or  asthenopia.  As  in  esophoria,  symptoms  are  the 
problem.  If  the  patient  is  symptomatic,  push-up  exer- 
cises to  improve  the  near  point  of  accommodation 
and  near  point  of  convergence  are  usually  adequate 
treatment.  Orthoptics  should  be  emphasized  (three 
times  a day  for  two  to  three  weeks)  and  when  the  pa- 
tient is  asymptomatic,  the  physician  should  stop  the 
exercises  and  watch  for  recurrences.  If  relative  fusion- 
al  convergence  is  still  poor,  refer  to  an  orthoptist  for 
treatment.  Relative  fusional  convergence  can  usually 
be  improved  by  a specialist  in  orthoptics.  If  there  is 
no  orthoptist  available,  a base-out  prism  bar  or  ortho- 
fusor  should  be  tried  by  the  patient  at  home.  Rarely 
is  surgery  required. 

6.  Intermittent  exotropia-divergence  excess.  Pa- 
tients with  this  type  of  strabismus  have  an  intermit- 
tent hemiretinal  suppression,  usually  at  distance,  with 
no  diplopia.  The  onset  is  usually  from  birth  to  five 


Population  Under  Study 

(Suppression  Amblyopia,  Patient  Ages  6-17  years) 


Randomization 


Experimental  Group  Control  Group 


Medical  and  Surgical  Treatment  Medical  and  Surgical  Treatment 

I I 

Pleoptic  Treatment  Conventional  Patching 

Fig.  2.  Randomized  Pleoptic  Study  (To  be 
reported  in  1968). 

years  and,  without  treatment,  some  of  the  children 
will  improve;  most  will  vary  but  remain  essentially 
the  same;  and  few,  if  any,  progress  to  frank  exotropia 
with  amblyopia.  Anti-suppression  orthoptic  exercises 
or  patching  of  the  dominant  eye  are  of  temporary 
help  only.  Six  months  to  one  year  later  almost  all  of 
the  patients  revert  back  to  intermittent  suppression. 
Likewise,  increasing  relative  fusional  convergence  by 
orthoptics  is  apparently  useless.  There  is  fairly  con- 
sistent agreement  among  ophthalmologists  that  after 
surgical  correction  approximately  30  to  40  percent  of 
these  patients  stop  their  peculiar  suppression;  10 
percent  develop  a secondary  esotropia;  and  50  per- 
cent remain  unchanged  except  those  that  are  cosmet- 
ically improved.4  These  results  of  treatment  are  not 
altered  appreciably  by  orthoptics.  I have  used  a tele- 
vision screen  for  one  year  postoperatively  in  those 
patients  who  still  have  suppression  and  I have  found 
no  apparent  benefit.  Amblyopia  is  not  a problem  in 
this  disease. 

7.  Constant  exotropia.  Children  with  congenital  con- 
stant exotropia  have  a failure  or  absence  of  their  fu- 
sion mechanism.  Amblyopia  is  common.  Surgery  is  in- 
dicated for  cosmetic  purposes;  patching  for  ambly- 
opia; but  orthoptics  to  establish  binocular  vision  is  of 
no  benefit. 

A common  error  is  made  in  stressing  the  impor- 
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tance  of  progression  of  an  intermittent  exotropia  to  a 
constant  exotropia  with  amblyopia  ensuing.  I have 
never  seen  this  in  children;  perhaps  it  occurs  in 
adults.  If  I encountered  such  a case,  I would  consider 
orthoptic  treatment,  for  those  patients  with  diverg- 
ence excess  type  of  X-XT  can  develop  binocular  vi- 
sion even  if  it  is  only  at  near  distances. 

8.  Consecutive  or  secondary  esotropia  and  exotro- 
pia. Children  with  overcorrected  esotropia  and  exo- 
tropia have  nothing  in  common.  The  child  with 
consecutive  esotropia  shortly  after  surgery  is  symp- 
tomatic, has  diplopia,  has  a fairly  good  fusion  mech- 
anism, and  no  amblyopia.  On  the  other  hand,  the 
patient  with  consecutive  exotropia  either  immediate 
or  delayed  is  asymptomatic,  has  a poor  fusion  mech- 
anism, and  is  often  amblyopic.  Consecutive  esotropia 
should  be  treated  by  optical  and  medical  means  first 
and  orthoptics  should  be  tried  if  the  deviation  is  10A 
or  less  in  the  primary  positions.  The  convergence 
excess  type  is  more  amenable  to  optical,  medical,  and 
orthoptic  treatment.  The  mechanical  or  divergence  in- 
sufficiency type  usually  requires  further  surgery.  For- 
mal orthoptics  is  best  here  but  if  not  available,  the 
television  screen,  base-out  prism  bar,  or  orthofusor, 
depending  upon  the  patient’s  age,  can  be  tried  at 
home.  Consecutive  exotropia  is  merely  a cosmetic  or 
amblyopic  problem.  Orthoptic  treatment  for  binocular 
vision  is  of  no  lasting  benefit. 

9.  Others. 

a.  Duane's  syndrome.  Most  instances  of  Duane’s 
syndrome  have  a good  fusion  mechanism  and  develop 
a good  head  turn  to  avoid  diplopia.  This  is  the  best 
insurance  for  a satisfactory  cosmetic  appearance  in 
the  future.  Orthoptics  is  often  useful  in  reestablishing 
single  binocular  vision  if  this  is  lost  for  some  reason. 

b.  Paralytic  strabismus.  In  the  acute  stage  of  para- 
lytic strabismus,  be  it  third,  fourth,  or  sixth  nerve 
paralysis,  the  eye  should  not  be  patched  constantly 
if  the  patient  is  fusing  with  a head  turn.  Intermittent 
patching  to  avoid  diplopia  for  certain  tasks  like  read- 
ing or  driving,  is  permissible  or  advisable.  Orthoptics 
may  be  beneficial  in  the  acute  stages.  Following  the 
metronome  or  a swinging  ball  with  the  affected  eye 
into  the  paretic  field  is  often  useful  until  maximum  re- 
covery occurs.  When  maximum  recovery  has  occurred, 
treatment  is  then  surgical,  designed  to  overcome  the 


mechanical  defect.  Fusion  training  may  be  useful 
postoperatively,  for  these  patients  have  no  defect  in 
their  fusion  mechanism  and  can  recover  binocular 
vision. 

c.  Severe  torticollis.  In  severe  or  complicated  cases 
of  ocular  torticollis  where  ocular  muscles  are  paralytic 
or  absent  and  the  surgeon  is  unable  to  correct  the 
defect,  you  may  find  it  expedient  to  interrupt  binocu- 
lar vision.  Should  you  attempt  this,  you  will  be  im- 
pressed with  the  obligatory  nature  of  this  phenome- 
non. Using  alternate  patching,  fogging  with  glasses, 
one-half  patch,  prism  to  create  wide  disparity  of  im- 
ages, neck  braces,  and  other  aids  over  a period  of 
five  to  ten  years  you  may  succeed.  The  orthoptist 
is  unable  to  teach  suppression  and  be  of  any  assist- 
ance to  you. 

Summary:  The  trend  appearing  from  current  clinical 
investigation  is  toward  a more  realistic  use  of  orthop- 
tic treatment.  Orthoptics  is  most  useful  in  exophoria 
and  intermittent  exotropia  of  convergence  insuffi- 
ciency type.  It  is  probably  useful  in  esophoria,  consec- 
utive esotropia-esophoria,  and  some  cases  of  accom- 
modative and  partially  accommodative  esotropia 
where  the  fusion  mechanism  is  intact.  However,  in 
those  patients  with  a poor  potential  for  bifoveal  fusion 
such  as  non-accommodative  esotropia,  consecutive 
exotropia,  and  congenital  exotropia,  it  is  probably  of 
no  use  at  all.  More  valid  clinical  trial  studies  are 
needed  before  we  can  categorically  state  the  indica- 
tions for  orthoptic  treatment. 
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STATUS  ASTHMATICUS 

AND 

RESPIRATORY  FAILURE 


DAVID  P.  NICHOLSON,  M.D.,  M.R.C.P. 

Status  asthmaticus  is  a bronchial  syn- 
drome, a stage  of  asthma  associated 
with  signs,  symptoms,  and  findings  of 
sustained  and  dangerous  hypoxia.  Au- 
topsies have  shown  similar  findings  to 
precede  death  in  all  instances  studied. 
The  various  possible  functional  stages  of 
an  asthma  attack  may  now  be  outlined 
and  indications  of  clinical  severity  in  any 
given  attack  may  be  assessed  from  cer- 
tain signs  and  symptoms.  Principles  for 
treatment  of  status  asthmaticus  are  of- 
fered from  the  author's  experience. 

THE  SYNDROME  OF  "asthma”  has  remained  an 
enigma  through  the  centuries,  affecting  persons  with- 
out discrimination  for  their  age,  sex,  or  race.  Approxi- 
mately one  percent  of  the  population  will  be  affected 
in  some  degree  by  “asthma,”  yet  fortunately  "status 
asthmaticus”  is  relatively  rare.  Consequently  experi- 
ence in  the  management  of  "status”  is  infrequent, 
and  some  confusion  is  evident  in  its  management. 

Clinical  "bronchial  asthma,”  a syndrome  rather 
than  a disease,  has  been  defined  in  recent  years  both 
by  Ciba  Guest  Symposium  in  1959, 1 and  by  the 
American  Thoracic  Society  in  1962. 2 The  proposed 
definitions  are  very  similar,  and  have  been  ably  co- 
ordinated by  Scadding  in  1963. 3 “Asthma  is  a dis- 


ease characterized  by  variable  dyspnoea  due  to  wide- 
spread narrowing  of  peripheral  airways  in  the  lungs, 
and  varying  in  severity  over  short  periods  of  time 
either  spontaneously  or  as  a result  of  treatment.” 
Scadding  has  since  preferred  the  phrase  “wide  varia- 
tion in  resistance  to  airflow,”  rather  than  the  reference 
to  narrowing  of  peripheral  airways.  This  definition  ap- 
pears to  be  satisfactory,  notwithstanding  the  opinion 
of  Laennec  that  “asthma”  was  one  symptom  which 
many  nosologists  have  erected  into  a distinct  dis- 
ease.4 

A suitable  definition  of  status  asthmaticus  is  a 
much  more  difficult  task,  and  few  authors  have  ac- 
cepted the  challenge.  Authors  usually  give  the  im- 
pression that  the  definition  is  self-evident  or  that 
status  asthmaticus  represents  a refractory  or  terminal 
phase  of  the  syndrome.  The  most  acceptable  is  that 
given  recently  by  Bernstein.5  Asthma  is  divided  into 
five  clinical  stages,  the  last  of  which  is  entitled  re- 
fractory. This  is  said  to  be  synonymous  with  status, 
or  “an  intractable  state  of  wheezing  with  anxiety,  ex- 
haustion, dehydration,  and  unresponsiveness  to  sym- 
pathicomimetic  and  theophylline  medications.” 

Therefore,  a functional  definition  of  status  asth- 
maticus is  proposed  as  a stage  of  asthma  associated 
with  signs,  symptoms,  and  things  of  sustained  and 
dangerous  hypoxia. 

This  definition  is  compatible  with  the  findings  in 
sustained  asthma,  whether  this  be  clinically  severe  or 
mild,  when  arterial  blood  analysis  will  show  a notice- 
able and  often  unrecognized  reduction  of  the  arterial 
partial  pressure  of  oxygen.  The  arterial  oxygen  satu- 
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ration  and  the  patient  may  appear  normal,  yet  the 
arterial  partial  pressure  of  oxygen  may  be  60  mm.  of 
mercury  or  less.  Such  a situation  is  fraught  with  dan- 
ger, since  minor  increments  of  clinical  severity,  with 
or  without  a decrease  in  the  respiratory  quotient,  will 
result  in  a precipitous  fall  of  saturation  for  any  further 
fall  of  arterial  oxygen  partial  pressure.  Tai  and  Read*5 
from  Sydney,  Australia,  in  a recent  article  have  dem- 
onstrated the  low  levels  of  arterial  oxygen  pressure 
present  in  many  asthmatics  considered  to  be  in  a 
mild  or  stable  state,  and  add  further  evidence  to  the 
contention  that  sudden  death  in  asthmatics  is  not 
sudden  physiologically. 

For  many  years  tacit  acceptance  has  been  given  to 
the  inevitability  of  “sudden  death”  in  a minority  of 
asthmatics.  At  the  same  time  other  observers  have 
stressed  the  infrequency  of  death  in  these  subjects. 
Trousseau  is  often  quoted  by  his  dictum  that  asthma 
was  “Le  brevet  de  longue  vie,”  and  it  has  been  said 
that  no  one  dies  of  asthma  since  airways  always  relax 
eventually!  It  is  not  well  recognized  that  asthma  car- 
ries a significant  mortality,  and  if  one  examines  care- 
fully the  events  preceding  sudden  death  in  asthmat- 
ics it  becomes  increasingly  evident  that  the  victim 
was  not  free  of  asthma  beforehand,  and  nor  was 
there  a state  of  normal  physiologic  function.  Often 
such  sudden  deaths  may  occur  during  apparent  im- 
provement, or  at  a time  when  the  patient  is  reported 
as  being  well.  Such  descriptions  are  only  relative,  and 
close  analysis  will  reveal  that  the  situation  was  far 
from  normal.  Mithoefer  and  others  have  stressed  the 
unstable  state  of  many  asthmatics,  particularly  as 
the  arterial  oxygen  level  is  very  sensitive  both  to  the 
level  of  arterial  carbon  dioxide,  and  to  the  respiratory 
quotient. 

All  the  foregoing  is  germane  to  the  problem,  and 
to  the  probability  that  “sudden  death”  in  asthmatics 
is  predictable,  once  one  appreciates  their  peculiar  in- 
stability upon  the  oxygen  dissociation  curve  and  the 
effect  further  increases  in  airway  resistance  and 
breathing  have  on  this  instability.  Thus  the  projected 
definition  of  status  asthmaticus  will  include  all  those 
persons  who  could,  by  a minor  deterioration  of  their 
disease,  present  with  actual  or  potential  hypoxia  of  a 
serious  or  catastrophic  nature. 


The  death  rate  from  asthma  in  asthmatics  is  dif- 
ficult to  estimate  accurately.  The  figures  for  England 
and  Wales  vary  from  1,269-3,268  deaths  annually, 
and  in  the  United  States  from  4,000  to  7,000  an- 
nually, with  several  hundred  deaths  occurring  in  chil- 
dren. Some  evidence  exists  that  the  death  rate  is 
rising.8-12 

Clinical  observation,  unsupported  by  physiological 
data,  has  led  to  the  division  of  deaths  in  asthma  into 
two  main  groups:  (1)  status  asthmaticus  by  asphyxia 
and  respiratory  acidosis;  and  (2)  unexpected  or  sud- 
den (unrecognized  status  or  anaphylactic). 

The  so-called  sudden  death  has  been  discussed, 
and  may  follow  the  injudicious  use  of  sedatives,  or 
may  be  related  to  the  repeated  use  of  bronchodila- 
tors.  The  latter  may  be  an  indication  of  the  severity 
of  the  situation,  rather  than  an  indictment  of  the  use 
of  bronchodilators;  though  once  again  little  is  known 
of  the  preceding  functional  status  in  these  in- 
stances. 

Autopsy  studies  do  not  differentiate  between  these 
two  modes  of  death,  and  in  all  instances  the  follow- 
ing findings  recur  in  deaths  from  asthma:  (1)  over- 
distention of  the  lungs,  (2)  mucus  plugs  of  the  pe- 
ripheral airways,  (3)  hypertrophy  of  muscle  and  thick- 
ened basement  membrane,  (4)  local  eosinophilic  in- 
filtration of  bronchial  wall,  (5)  desquamation  of  the 
ciliated  epithelium,  (6)  bronchoconstriction,  and  (7) 
infection. 

L.  B.  was  a 52-year-old  colored  woman  who  had 
experienced  at  least  two  severe  attacks  of  status 
asthmaticus,  and  in  one  had  a tracheotomy  performed 
for  respiratory  failure.  Not  long  after  the  second  at- 
tack, and  for  ill  advised  reasons,  a bilateral  broncho- 
gram  was  done.  Fig.  1.  demonstrates  her  left  lower 
lobe  bronchi  just  before  lethal  bronchoconstriction  su- 
pervened. Fig.  2 shows  the  severe  narrowing  at  the 
point  of  death  and  during  attempts  at  positive  pres- 
sure inflation.  This  is  an  example  of  acute  asphyxia 
with  bronchoconstriction,  which  might  be  termed 
anaphylactic.”  Autopsy  showed  dye  in  the  bronchial 
tree,  with  mucus  plugging  of  the  terminal  bronchi  and 
bronchioles.  In  addition  there  were  all  the  stigma 
previously  cited,  and  also  a small  healing  pulmonary 
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Fig.  1.  Left  lower  lobe  bronchi  just  before 
lethal  bronchoconstriction  supervened. 


Fig.  2.  Severe  narrowing  of  bronchi  at 
the  point  of  death  and  during  attempts  at 
positive  pressure  inflation. 


infarct.  The  patient  apparently  had  been  deemed  fit 
for  bronchography,  a relatively  hazardous  perform- 
ance in  asthmatics,  and  yet  clearly  had  considerable 
residual  airways  obstruction  from  mucus  plugs.  The 
point  is  to  treat  all  asthmatics  to  maximal  functional 
recovery,  that  is,  normal  function. 

The  Woodlawn  Chest  Division  of  the  Dallas  County 
Hospital  District  has  had  an  Intensive  Respiratory 
Care  Unit  of  five  beds  in  operation  since  October, 
1963.  Through  March  31,  1967,  there  had  been  194 
admissions  of  98  patients  with  a diagnosis  of  em- 
physema and  or  bronchitis,  who  on  admission  had  an 
arterial  partial  carbon  dioxide  pressure  of  60  mm. 
mercury  or  greater  and  who  were  judged  to  be  de- 
teriorating. There  have  been  44  deaths,  or  a mortality 
equal  to  23  percent  of  admissions.  During  the  same 
time  there  have  been  43  admissions  of  28  patients 
with  status  asthmaticus,  all  of  whom  at  admission 
had  arterial  oxygen  partial  pressures  of  75  mm.  of 
mercury  or  less.  More  than  half  of  these  developed  at 
some  time  an  arterial  partial  pressure  of  carbon  diox- 
ide greater  than  45  mm.  of  mercury,  and  one-third 
developed  a carbon  dioxide  arterial  partial  pressure 
of  60  mm.  or  greater. 

Twenty-one  of  the  28  patients  were  females,  7 were 
cigarette  smokers,  and  only  8 were  less  than  30  years 
old.  The  use  of  sedatives  preceded  admission  in  7. 
Twenty-two  showed  eosinophilia,  12  in  the  sputum 
and  16  in  the  peripheral  blood  count.  Endotracheal 
intubation  alone,  or  followed  by  tracheotomy,  was  re- 
quired on  nine  occasions.  There  were  no  deaths  in 
this  series,  other  than  the  one  already  discussed  and 
illustrated,  and  one  other  patient  who  died  prior  to 
admission. 

Most  patients  were  studied  by  analysis  of  arterial 
blood  gases  at  the  time  of  admission  and  before  oxy- 
gen was  administered;  and  when  possible  the  forced 
expiratory  volume  (FEV)  and  its  timed  sub-compo- 
nents were  recorded  also. 

Fig.  3 compares  the  arterial  pH  and  alveolar  oxy- 
gen tension  (Pa02)  on  admission  in  33  recorded  inci- 
dents. There  is  little  or  no  relationship  between  the 
two,  but  it  is  evident  that  many  cases  are  admitted 
with  a PaOn  of  60  mm.  mercury  or  less,  and  that  on 
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admission  there  was  actual  acidemia  in  8,  and  alka- 
lemia  in  9. 

Fig.  4 compares  the  admission  pulse  rate  and 
Pa02  in  22  incidents  in  which  gross  extraneous  influ- 
ences could  be  excluded.  It  is  apparent  that  there  is 
an  inverse  relationship,  and  that  pulse  rates  in  excess 
of  110  beats  per  minute  indicate  severe  hypoxemia. 
The  clinical  evaluation  of  the  pulse  rate  in  this  re- 
spect must  take  into  consideration  the  preceding  ad- 
ministration of  drugs  having  a chronotropic  effect 
upon  the  heart,  and  the  legitimate  effect  of  anxiety. 
However,  anxiety  as  often  as  not  is  a reflection  of 
hypoxia,  rather  than  of  exogenous  factors. 

Fig.  5,  taken  from  results  obtained  on  admission  in 
35  cases,  shows  a possibly  predictable  relationship 
between  arterial  pH  and  alveolar  carbon-dioxide  ten- 
sion (PaC02).  It  is  interesting  to  note  that  in  this 
group  of  very  sick  patients  there  were  9 admissions 
with  a degree  of  respiratory  alkalosis,  of  whom  some 
were  compensated;  and  others  who  had  a degree  of 
secondary  metabolic  acidosis.  Furthermore,  on  those 


Fig.  4.  A comparison  of  the  admission  pulse 
rate  and  Pa02  in  22  incidents  in  which 
gross  extraneous  influences  could  be 
excluded. 
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Fig.  3.  Comparison  of  arterial  pH  and 
alveolar  oxygen  tension  (Pa02)  in  33 
recorded  incidents. 
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occasions  when  there  was  a state  of  respiratory  aci- 
dosis on  admission,  the  observed  pH  and  PaC02  did 
not  necessarily  fall  on  the  dotted  line  describing  the 
calculated  linear  relationship  between  an  acute  rise 
in  PaC0o  and  fall  in  pH  (rise  in  nanomols).  In  other 
words,  these  admissions  too  showed  varying  degrees 
of  compensation,  or  of  superadded  metabolic 
acidosis. 

There  did  not  appear  to  be  any  relationship  be- 
tween the  FEV  1.0  on  admission,  and  the  arterial  pH 
or  blood  gas  analyses.  Since  the  number  of  variables 
involved  in  status  asthmaticus  is  considerable,  this 
lack  of  relationship  probably  is  not  surprising. 

We  are  now  able  to  outline  the  various  possible 
functional  stages  of  an  attack  of  asthma.  The  last 
three  stages,  if  unrelieved,  represent  status  asthmati- 
cus. The  stages  are  (1)  normal  blood  gases,  (2)  res- 
piratory alkalosis,  (3)  respiratory  alkalosis  with  sec- 
ondary metabolic  acidosis,  and  (4)  respiratory  acido- 
sis with  secondary  metabolic  acidosis  or  alkalosis. 

The  indications  of  clinical  severity  in  any  given  at- 
tack may  be  assessed  from  the  following  symptoms 
and  signs:  (1)  fatigue,  apprehension,  sweating,  and 
inability  to  cooperate;  (2)  dyspnea,  and  markedly  re- 
duced air  entry;  (3)  quiet  chest,  apathy,  shock;  (4) 
pulse  rate  greater  than  110  beats  per  minute;  (5) 
concomitant  obesity;  (6)  exposure  to  sedatives,  or  re- 
peated bronchodilators;  (7)  dehydration;  and  (8)  pre- 
vious severe  attacks,  length  of  attack,  and  age  over 
30  years. 

The  experience  gained  from  the  observation  of 
the  patients  in  this  series  has  accentuated  the  great 
significance  of  the  presence  of  hypoxemia  in  status 
asthmaticus  and  has  led  to  the  formulation  of  the 
following  principles  of  treatment:  (1)  a careful  eval- 
uation of  the  previous  regimen;  (2)  adequate  and  sus- 
tained oxygenation;  (3)  intermittent  positive  pressure 
ventilation,  with  the  use  of  pharmacologic  doses  of 
nebulized  bronchodilators;  (4)  avoidance  of  a and 
fS  adrenergic  toxicity;  (5)  generous  airway  and 
parenteral  hydration;  (6)  correction  of  reduced  alve- 
olar ventilation,  and  the  avoidance  of  dangerous  res- 
piratory alkalosis;  (7)  the  early  use  of  oral  or  nasal 
endotracheal  intubation  for  controlled  ventilation  and 
tracheal  aspiration,  combined  if  needed  with  the  ju- 
dicious use  of  sedation  or  relaxation;  (8)  steroids,  in 
high  dosage  temporarily,  or  to  boost  previous  admin- 


istration, and  if  successful  to  avert  the  need  for  endo- 
tracheal ventilatory  assistance;  (9)  antibiotics,  when 
specifically  indicated. 

It  is  granted  that  these  principles  require  consid- 
erable elaboration,  but  since  status  is  always  poten- 
tially reversible  it  is  usually  possible  to  avoid  trache- 
otomy, and  to  rely  on  early  or  anticipatory  intubation 
and  assisted  ventilation,  rather  than  to  be  driven  to 
heroic  measures  for  severe  respiratory  acidosis.  In 
this  way  it  is  possible  to  avoid  prolonged  and  danger- 
ous hypoxia  and  the  need  for  intravenous  bicarbonate. 

Summary:  Status  asthmaticus  is  a form  of  respira- 
tory failure  due  to  reversible  airways  obstruction,  and 
as  such  should  be  treated  vigorously  and  appropri- 
ately. In  all  probability,  most  instances  are  overt 
stages  of  previously  latent  or  unrecognized  hypoxia. 
The  definition  of  status  asthmaticus  has  been  at- 
tempted on  a functional  basis,  and  in  this  way  the 
serious  clinical  implications  of  the  less  severe  attacks 
may  be  better  appreciated. 
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,et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Penicillin-Sensitive 
Staphylococci 


Streptococci 


V-Cillin  K provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  anch 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies; 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti- 
caria,- and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages.  [032067 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  oLUCZy 

46206. 
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CONTACT  SPORTS 
IN  JUNIOR  HIGH  SCHOOL 


H.  ROYER  COLLINS,  M.D. 

Research  and  Investigation:  A survey  of 
injuries  to  athletes  in  the  Temple  Public 
School  System  showed  the  largest  num- 
ber of  injuries  occurring  in  football  and 
in  the  ninth  grade.  Sprains,  especially  of 
the  knee  and  ankle,  were  the  most  fre- 
quent type  of  injury.  Younger  children 
seem  to  sustain  fewer  injuries  and  less 
severe  injuries;  but  more  investigation 
and  active  participation  by  physicians  in 
public  school  athletic  programs  and 
plans  is  needed. 

DURING  THE  PAST  ten  years,  there  has  been  a great 
deal  of  concern  about  the  physical  fitness  of  our  young 
people.  In  this  age  of  automation  and  affluence  there 
has  been  a definite  change  in  the  mode  of  living.  We 
are  all  aware  of  the  growing  tendency  to  protect  our 
young  from  all  discomfort.  Our  intent  in  most  instan- 
ces is  good  but  does  it  prepare  our  young  for  the  type 
of  world  in  which  they  will  have  to  make  their  living? 

The  President's  Council  on  Physical  Fitness  was  es- 
tablished with  “fitness  for  all”  the  goal.  Others  have 
undertaken  the  formation  of  various  athletic  groups 
such  as  Little  League  baseball  and  football.  As  with 
all  endeavors  of  this  nature,  there  has  been  opposi- 
tion. This  has  come  from  educators,  physicians,  and 
people  in  all  walks  of  life  who  have  decried  the  em- 
phasis on  athletics  and  have  attempted  to  have  ath- 
letics abolished.  Many  reasons  have  been  given  but 
when  we  come  down  to  the  final  analysis,  the  most 
significant  criticism  is  injury. 

It  would  be  naive  for  us  to  hide  our  heads  in  the 
sand  and  pretend  that  injuries  do  not  occur.  There 
are  definite  risks  involved  in  all  types  of  sports,  con- 
tact or  not,  as  well  as  in  any  active  form  of  entertain- 
ment. When  proper  conditioning  and  supervision  are 
present,  these  are  considered  minimal  in  comparison 


with  the  tangible  and  intangible  benefits  gained 
(stronger,  healthier  bodies  and  better  psychological 
and  sociological  adjustments.)  Team  spirit,  sports- 
manship, learning  to  lose,  stamina,  discipline,  and 
getting  along  with  others  are  all  important  parts  of 
life  and  athletics  from  grade  school  throughout  life. 

Much  of  the  criticism  has  been  leveled  against 
competitive  sports  on  the  elementary  and  junior  high 
levels.  Possible  epiphyseal  injury  has  been  frequently 
cited  but  it  was  difficult  to  find  any  good  studies  until 
Larson  and  McMahan  produced  “The  Epiphyses  and 
the  Childhood  Athlete”  in  1966.  He  and  his  orthopedic 
associates  studied  1,338  athletic  injuries  seen  by  them 
and  found  that  20  percent  of  the  injuries  occurred  in 
the  age  group  under  14  years  and  40  percent  in  the 
group  15-18  years  old.  Sixty  percent  of  the  school 
population  was  in  the  elementary  and  junior  high 
school  age  bracket  and  15  percent  in  the  high  school 
age  group,  and  the  greatest  number  of  injuries  oc- 
curred in  the  smallest  population  sample,  the  high 
school  students.  Of  these  injuries  6 percent  of  the 
injuries  in  those  under  15  years  were  epiphyseal. 

Rather  than  adopt  a pessimistic  viewpoint,  Larson 
has  stressed  the  value  of  recognition  of  injury  and 
proper  treatment  as  well  as  “the  value  of  prepartici- 
pation physical  examinations,  body  conditioning  and 
warm-up  drills,  instructions  in  technique  and  safety, 
regulated  protective  equipment  and  officiating,  and 
instant  medical  care  administered  either  as  first-aid 
by  the  coaches  or,  in  many  instances,  by  a doctor  in 
attendance  at  games."1 

It  has  long  been  my  impression  that  elementary 
school  children  participating  in  contact  sports  did  not 
seem  to  suffer  many  injuries.  In  a two-year  period  in 
Minnesota  as  team  physician  for  the  Little  League 
football,  not  one  injury  requiring  physician’s  attention 
was  sustained. 

I have  recently  begun  a study  of  athletic  injuries  in 
the  Temple  school  system.  The  accident  reports  from 
the  school,  which  are  mandatory,  as  well  as  the  physi- 
cian’s records  beginning  in  1960  until  February, 
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Foot- 

Basket- 

Base- 

Total 

Year 

ball 

ball 

Track 

ball 

1960-1961 

36 

4 

3 

43 

1961-1962 

23 

6 

1 

30 

1962-1963 

27 

4 

2 

33 

1963-1964 

24 

2 

3 

29 

1964-1965 

25 

2 

4 

31 

1965-1966 

27 

3 

4 

1 

35 

(Girl's 

Softball) 

1966-Feb., 

1967 

30 

3 

33 

Totals 

192 

24 

13 

5 

234 

Table  1.  Injuries  According  to  Sport 


Year 

Seventh 

Grade 

Eighth 

Grade 

Ninth 

Grade 

Totals 

1960-1961 

10 

16 

17 

43 

1961-1962 

7 

4 

19 

30 

1962-1963 

6 

10 

17 

33 

1963-1964 

4 

3 

22 

29 

1964-1965 

4 

5 

22 

31 

1965- 1966 

1966- Feb., 

5 

13 

17 

35 

1967 

6 

10 

17 

33 

Totals 

42 

61 

131 

234 

Table  2.  Injuries  Sustained  at  Travis  Junior 
High  School,  Temple 

Age  Age 

Age 

Age 

Age 

Age 

Year 

11  12 

13 

14 

15 

16  Total 

1960-1961 

8 

7 

19 

9 

43 

1961-1962 

3(1?) 

5 

14(1?) 

6 

30 

1962-1963 

1 1(1?)  10 

12 

8 

33 

1963-1964 

3 

1 

18(1?) 

4 

2 29 

1964-1965 

4 

1 

17 

9 

31 

1965- 1966 

1966- Feb., 

2 

10 

15 

7 

1 35 

1967 

3 

6 

15 

9 

33 

Totals 

1 24(2?)  40  110(2?) 

52 

3 234 

Table  3. 

Injuries  According  to  Child’s  Age 

Type  of 

Injury 

No.  of 
Injuries 

Contusions 

69 

Epiphyseal  injuries 

3 

Fractures 

47 

Miscellaneous 

44 

Sprains 

79 

Table  4.  Classification  of  Injuries 


1967,  were  studied.  All  accidents  or  injuries  requiring 
a doctor’s  attention  or  keeping  the  youngster  out  of 
school  at  least  a half  a day  were  included.  Admittedly 
there  are  many  flaws  in  this  kind  of  a study;  but  I 
have  attempted  to  gain  some  information  which  will 
be  helpful  in  prevention  of  injuries,  treatment,  or  fur- 
ther investigations. 

During  this  seven-year  period,  234  injuries  occurred 
at  the  junior  high.  These  were  first  classified  accord- 


Fig.  1. 


ing  to  sport  (Table  1).  As  expected,  the  largest  num- 
ber occurred  in  football.  Each  year  there  was  a total 
of  135  participants  in  football  in  the  three  grades,  45 
participants  in  basketball,  45  in  baseball  until  it  was 
discontinued,  and  45  in  track  when  it  was  begun.  It 
is  surprising  to  see  that  there  is  a fairly  high  inci- 
dence in  the  supposed  non-contact  sports. 

We  then  classified  injuries  according  to  grades 
(Table  2).  As  can  be  seen,  the  lowest  number  oc- 
curred in  the  seventh  grade  with  three  times  as  many 
occurring  in  the  ninth  grade.  These  injuries  were  again 
classified  according  to  age  (Table  3)  with  the  greatest 
number  occurring  in  the  14-year-olds  and  considerably 
fewer  in  the  12-year-old  age  group. 

When  these  injuries  were  classified  according  to 
type  (Table  4),  we  found  that  the  greatest  number 
were  sprains  with  the  knee  and  ankle  most  frequently 
involved.  Next  in  order  of  frequency  were  contusions 
followed  by  fractures.  Of  the  47  fractures,  the  hand 
and  foot  were  most  commonly  involved.  It  is  interest- 
ing to  note  that  two  of  these  fractures  were  stress 
fractures  with  one  being  a longitudinal  fracture  of  the 
medial  malleolus  (Fig.  1)  sustained  by  a coach’s 
son  on  his  take-off  foot  while  exerting  a tremendous 
effort  broad  jumping.  The  youngster  was  aware  of  a 
snap  at  take-off  and  said  he  jumped  farther  than  he 
ever  had.  The  other  stress  fracture  involved  the  proxi- 
mal tibia  in  an  eighth  grade  quarterback  who  began 
having  some  pain  around  the  knee  without  any  known 
trauma.  He  completed  the  football  season  but  con- 
tinued having  increasing  difficulty  during  basketball. 
Initial  x-rays  were  negative  (Fig.  2),  but  follow-up  films 
revealed  the  stress  fracture  which  healed  well  with 
rest. 

Three  epiphyseal  injuries  were  found  with  one  being 
a separation  of  the  proximal  humeral  epiphysis,  one  a 
separation  of  the  distal  radial  epiphysis  and  one  being 
an  injury  to  the  calcaneal  apophysis  sustained  in  bas- 
ketball. Forty-four  miscellaneous  injuries  were  found 
as  noted. 
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Fig-  2. 


The  12-year-old  youngsters  had  seven  fractures  and 
seven  sprains.  The  13-year-old  youngsters  sustained 
30  sprains,  13  contusions,  and  10  fractures.  Analysis 
of  the  14-year-olds’  injuries  showed  35  contusions, 
26  sprains,  23  fractures,  and  5 concussions.  It  is  note- 
worthy that  no  concussions  occurred  in  the  12-and 
13-year-old  groups  which  may  be  an  indication  of  the 
difference  in  attitude  toward  contact.  The  15-year-old 
participants  sustained  18  contusions,  16  sprains,  and 
7 fractures  with  two  concussions  occurring  in  this 
age  group. 

Judging  from  these  statistics,  one  may  conclude 
that  the  younger  children  sustain  fewer  injuries  and 
that  the  injuries  are  not  as  severe.  This  may  be  be- 
cause younger  children  do  not  hit  as  hard  as  the 
older  boys,  and  if  one  observes  these  youngsters  at 
play  it  becomes  obvious  that  this  is  so. 

This  knowledge  should  not  give  us  a false  sense  of 
security.  As  long  as  any  injuries  occur  we  must  do  all 
we  can  to  prevent  them.  Many  men,  too  numerous  to 
mention,  have  contributed  a great  deal  to  the  field  of 
sports  medicine.  They  have  made  proposals  regard- 
ing pre-season  conditioning,  equipment,  drills,  rules 
changes,  and  guide  lines  for  treatment  and  prevention 
of  injuries.  The  existence  of  the  American  Medical 
Association  Committee  on  Medical  Aspects  of  Sports, 
the  American  College  of  Sports  Medicine,  and  our  own 
Texas  Society  of  Athletic  Team  Physicians  attests  to 
the  fact,  that  we  physicians  are  interested. 

It  is  up  to  us  physicians  to  investigate  further  to 
become  active  in  the  administration  of  athletic  pro- 


grams and  teach  physicians,  coaches,  trainers,  and 
administrators  what  we  can  about  athletic  injuries. 
Certainly,  cooperation  is  necessary  to  outlaw  such 
harmful  practices  as  spear  blocking  and  tackling.  If 
we  sit  back  and  do  not  actually  observe  practice  tech- 
niques and  coaching  methods,  we  may  be  unaware  of 
the  possible  source  of  the  problem. 

One  should  not  conclude  that  contact  sports  are 
good  for  all  youngsters.  Several  authors  have  stressed 
the  absolute  contraindications  very  well  and  certainly 
there  are  other  factors  which  must  be  taken  into  ac- 
count. The  sports  programs  in  our  schools  should 
include  other  activities  such  as  gymnastics,  tennis, 
and  swimming  in  which  the  youngster  who  is  not 
physically  and  psychologically  equipped  for  contact 
sports  may  participate  to  the  mutual  benefit  of  the 
youngster  and  school.  In  this  way,  there  can  truly  be 
‘fitness  for  all”;  and  this  should  not  be  completely 
overlooked  in  this  intellectual  age  in  which  we  live. 
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DATA  PROCESSING 
IN  A PRIVATE 
LABORATORY 


E.  T.  STANDLEY,  M.D. 

Laboratory  Management:  This  system  for 
data  processing  in  a private  laboratory 
was  developed  as  a result  of  dissatisfac- 
tion with  existing  methods  of  reporting 
laboratory  data,  with  usual  office  ac- 
counting procedures,  and  with  hand 
methods  of  laboratory  record  keeping. 
This  system  has  the  advantage  of  inte- 
grating the  medical  and  accounting  as- 
pects of  laboratory  medicine.  It  provides 
for  considerable  expansion  of  work  load 
without  a change  in  equipment.  It  re- 
lieves some  of  the  clerical  burden  on 
office,  technical,  and  professional  per- 
sonnel, freeing  them  for  more  important 
jobs.  Parts  or  all  of  the  system  can  be 
extracted  and  used  in  any  private  or  hos- 
pital laboratory. 

ELECTRONIC  DATA  PROCESSING:  To  gain  insight  into 
the  possible  application  of  these  techniques  ot  a given 
situation,  it  is  necessary  to  have  some  knowledge  of 
the  potential  of  electronic  data  processing.  This  brief 
discussion  of  electronic  data  processing  is  oversimpli- 
fied. 

Data  input  is  usually  accomplished  through  an  IBM 


punch  card.  This  is  an  ingenious  device  for  recording 
both  alphabetical  and  numerical  information.  The 
card  could  be  of  any  size  and  length,  but  the  standard 
size  is  7 3/8  by  3 1/4  inches;  it  is  made  of  moderate- 
ly heavy  card  stock.  Fig.  1 shows  the  card  to  be 
divided  into  80  vertical  columns  with  12  punching 
positions.  The  top  three  punching  positions  (12,  11 
or  X,  and  0)  are  known  as  the  zone  punching  area. 
The  area  below  this  is  known  as  the  digit  punching 
zone.  The  various  combinations  of  punches  which 
represent  the  alphabet  are  based  upon  a logical  struc- 
ture. There  are  11  standard  special  characters  which 
are  recorded  by  one,  two,  or  three  punches  in  a col- 
umn. Their  function  is  to  provide  symbols  as  required, 
to  initiate  machine  operation,  or  identify  cards.  From 
a technical  standpoint  cards  are  laid  out  in  fields  or 
groups  of  columns  in  which  certain  data  are  always 
recorded.  Examples  of  such  fields  might  be  those 
designated  for  name,  address,  date,  or  patient  num- 
ber. A field  may  consist  of  anywhere  from  1 to  80 
columns. 

Data  are  recorded  in  the  card  by  holes  which  are 
made  by  a machine  known  as  a card  punch.  There  is 
a keyboard  on  the  punch  similar  to  that  of  a type- 
writer which  is  activated  by  key  depression  causing  a 
punch  or  punches  of  a proper  location  in  a specific 
card  column.  After  the  card  is  punched  it  proceeds 
to  a reading  station,  where  it  is  possible  to  have  data 
from  that  card  duplicated  automatically  on  the  next 
card.  In  many  situations,  the  ability  to  duplicate  from 
one  card  to  another  greatly  reduces  the  amount  of 
manual  punching  necessary.  After  the  cards  have 
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been  punched  the  data  in  them  are  checked  for 
punching  accuracy.  The  two  most  common  methods 
are  visual  and  machine  verification.  Machine  verifica- 
tion is  performed  on  the  verifier,  which  is  similar  in 
appearance  to  the  card  punch.  Previously  punched 
cards  are  placed  in  the  hopper  and  fed  into  position 
at  the  verifying  station.  The  operator  depresses  keys 
as  if  punching  from  the  original  documents,  and  if 
an  error  was  made  the  machine  recognizes  this  fact 
and  so  records  it. 

The  punched  IBM  card  serves  as  a storage  for  the 
information  for  as  long  as  it  is  needed.  It  also  serves 
as  a source  document  for  information  by  which  data 
can  be  introduced  into  IBM  machines  for  processing. 
Any  information  which  can  be  placed  in  the  card  can 
be  extracted  in  almost  any  fashion  desired.  The  card 
is  passed  between  a brush  and  a contact  roller;  when 
they  make  connection  through  a punch  hole,  an  elec- 
trical impulse  passes  into  the  machine  for  processing. 
The  type  of  processing  which  occurs  depends  upon 
the  type  of  machine  used  and  the  results  desired. 

One  of  the  basic  instruments  is  the  sorter.  The 
sorter  operates  on  one  column  of  data  at  a time  and 
has  13  pockets  to  receive  the  sorted  cards.  By  sorting 
each  column  in  a selected  sequence  it  is  possible  to 
arrange  the  cards  into  any  grouping  which  is  desired. 


Cards  may  be  sorted  in  numerical  or  alphabetical  se- 
quence, like  cards  may  be  sorted  together,  unlike 
cards  may  be  rejected  and  different  type  cards  may 
be  separated. 

Data  output  is  accomplished  through  a printer,  a 
machine  which  can  systematically  extract  information 
from  the  cards  and  print  it  at  a rate  of  150  lines  per 
minute.  The  machine  has  the  simultaneous  capacity 
to  collect  a number  of  totals  from  the  printed  data, 
and  to  prepare  a number  of  carbon  copies.  Each  ma- 
chine is  “programmed,”  i.e.,  wired  to  perform  in  a 
certain  way.  This  is  accomplished  through  a program 
board  inserted  in  some  part  of  the  instrument. 

A collator,  also  used  in  a typical  operation,  has  the 
ability  to  compare  fields  of  data  in  two  separate  card 
groups  and  to  merge  the  two  groups  in  an  orderly 
sequence,  to  select  cards  punched  with  specific  data, 
and  to  check  the  sequence  in  a file  of  cards,  thus  in- 
suring correct  ascending  or  descending  order.  A com- 
bination of  these  functions  may  be  performed  at  the 
same  time.  Another  commonly  used  machine  is  a re- 
producing punch,  which  can  summarize  information 
from  cards  which  are  being  fed  into  the  printer,  and 
prepare  punched  cards  of  this  summary  for  later  use. 

Application  of  Data  Processing:  In  applying  electronic 
data  processing  techniques  to  laboratory  reports,  a 
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number  of  decisions  have  to  be  made.  Some  decisions 
may  be  based  on  personal  preference;  others  have  to 
be  made  on  the  basis  of  machine  or  laboratory  limita- 
tions; some  are  made  in  an  entirely  arbitrary  fashion. 

Some  of  the  more  important  decisions  we  made 
were  as  follows:  (1)  all  report  forms  should  be  stand- 
ard paper  size,  8 1/2  by  11  inches  (any  size  could 
have  been  selected);  (2)  data  processing  reports  would 
be  restricted  to  mostly  numerical  results  with  little 
narrative  reporting;  (3)  a single,  all-purpose  form 
would  be  used  for  laboratory  results,  and  another 
form  for  cytology  reports;  (4)  tissue  reports,  bacterio- 
logical reports,  pulmonary  function  reports  and  similar 
long,  narrative  reports  would  be  excluded  except  for 
finder  cards  in  the  patient’s  medical  record  file;  (5) 
each  test  performed  would  be  assigned  a one,  two, 
or  three  digit  code  number;  (6)  each  patient  would 
be  assigned  a four,  five,  or  six  digit  number,  and  (7) 
each  referring  physician  would  be  assigned  a one, 
two,  three,  or  four  digit  number. 

Data  processing  has  been  used  in  this  laboratory 
for  over  three  years.  The  changes  that  have  evolved 
have  been  mainly  in  output  equipment.  A 6400  IBM 
business  machine  was  used  at  the  start.  This  could 
read  and  print  only  one  column  of  the  card  at  a time. 
Accounting  was  slow  and  cumbersome.  The  next  ma- 
chine used  was  a 407  IBM  accounting  machine,  which 
was  acceptable  for  both  reporting  and  accounting. 
Since  the  first  of  this  year,  we  have  been  on  an  IBM 
360  computer.  The  basic  principle  of  input  with  cards, 
two  types  of  report  forms,  and  the  system  of  record 
keeping  and  storage  have  not  changed  significantly 
during  this  change  in  output  equipment. 

The  Source  Document  is  a six-part,  color-coded  form 
in  which  100  of  the  commonly  requested  tests  are 
listed  and  coded.  There  is  a place  in  the  upper  right 
corner  for  validation  by  an  accounting  machine.  There 
is  space  for  the  patient  number,  the  name  of  the 
patient,  the  referring  physician  and  the  account  num- 
ber if  different  from  the  patient  number.  In  the  lower 
left  corner  there  is  a space  for  validation  if  payment 
is  made.  The  first  (white),  and  second  (green)  copies, 
are  used  for  accounting  purposes.  The  third  (pink)  copy 
is  used  as  a laboratory  work  sheet.  The  fourth  (yellow) 
copy  is  given  to  the  patient  as  an  invoice  type  docu- 
ment. The  fifth  (goldenrod)  copy  is  used  as  a receipt 
for  payment.  A blank  (green)  sixth  copy  is  used  for 
interim  accounting  purposes  and  discarded.  A modi- 
fied cash  register  type  machine  with  four  storage  to- 
tals is  used  in  the  office  for  validation  of  all  trans- 
actions. It  includes  a cash  control  feature. 


From  the  source  document  a color-coded  name 
and  address  card  is  punched  for  the  patient.  Besides 
name  and  address,  the  card  includes  the  patient  num- 
ber and  the  referring  physician’s  number.  After  the 
original  card  is  punched,  two  duplicate  copies  are  pre- 
pared automatically.  One  color-coded  duplicate  is 
used  for  accounting  purposes  while  the  other  is  pre- 
pared for  use  in  reporting  medical  results.  The  original 
is  filed  by  hand  alphabetically  in  the  office  in  a rotary 
type  file  every  day.  Whenever  a patient  reports  to  the 
laboratory  or  a specimen  is  received,  this  file  is  con- 
sulted to  see  if  there  is  an  active  number  for  the 
patient  at  that  time. 

The  rotary  file  has  a capacity  of  17,000  cards,  and 
one  person  can  handle  this  number  without  difficulty. 
At  six-month  intervals  the  cards  are  retired  and  listed. 
The  cards  are  matched  by  machine  against  similar 
cards  in  the  active  accounting  file.  The  numbers  which 
match  are  retained  as  active  numbers  in  the  rotary 
file,  while  the  remainder  are  retired.  The  listing  of  the 
file  is  kept  on  permanent  record  in  the  event  this 
patient’s  record,  accounting  or  medical,  will  need  to 
be  consulted  in  the  future. 

Laboratory  Procedure  and  Reports:  At  the  time  a lab- 
oratory determination  is  requested,  the  technician 
gets  an  appropriate  laboratory  work  card  as  well  as 
the  pink  copy  of  the  source  document.  The  labora- 
tory work  card  is  an  IBM  card.  It  is  printed  in  identical 
fashion  to  the  final  report  form  with  spaces  for  labora- 
tory results.  On  this  form  is  a place  for  the  patient's 
name,  the  patient’s  number,  the  referring  physician’s 
number,  and  “in”  and  “out”  time-date  stamp,  coded 
information  as  to  when  the  test  will  be  completed, 
and  how  many  different  test  cards  there  are  in  the 
laboratory  for  this  patient  on  this  day.  This  document, 
when  results  are  entered,  is  used  as  a source  docu- 
ment for  preparing  the  medical  report.  It  is  retained  as 
a permanent  record  after  punching  in  the  patient’s 
number  so  that  it  can  be  handled  by  machine.  It  is 
filed  numerically.  For  long-term  record  keeping,  this 
same  card  is  microfilmed. 

For  purposes  of  preparing  the  medical  report,  the 
information  is  transferred  to  other  cards  by  a key 
punch  operator.  In  addition  to  the  laboratory  results 
these  cards  contain  the  patient’s  number,  the  refer- 
ring physician’s  number,  the  code  number  of  the  test, 
and  certain  punches  which  instruct  the  output  ma- 
chine as  to  which  location  in  the  medical  report  form 
the  laboratory  result  should  be  printed.  There  is  also 
information  as  to  the  sequence  these  cards  are  to  be 
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EXAMINA 

HEMOGLOBIN 
M-14-18  GM  % 

F 12-16  GM  % 

TION  OF 

HEMATOCRIT 

M-40-54% 

F-37  47% 

BLOOD 

RED  CELL  COUNT 
MILLION/CMM 
M-4  6 6 2 

F 4 2 5 4 

COLOR 

INDEX 

0 9-11 

HEMOGLOBIN 

% 

nuMDCK: 

CORPUSCULAR  CONSTANTS 

DATE: 

RETICULOCYTE 

COUNT 

05-15% 

PLATELET  COUNT 
200  000-400,000 
PER  CMM 

WINTROBE 

SED  RATE 
M-0-10  MM/HR 
F-0-15 

MCV 

/i3 

82  92 

MCH 

MUg. 

27-31 

MCHC 

% 

32  36 

WHITE  BLOOD 
CELL  COUNT 
5,000 

10.000/CMM 

D 

FFERENTIAL  EXAMINATION 

HETEROPHILE 
AGGLUTINATION 
USUAL  INF  MONO 

A S O TITER 

LESS  THAN  50 
TODD  UNITS 

STABS 

3-5% 

NEUTROPHILES 

54  62% 

EOSINOPHILES 

1-3% 

BASOPHILES 

0-1% 

LYMPHOCYTES 

25-33% 

MONOCYTES 

3-7% 

IMMATURE 

CELLS  0% 

NUCLEATED 

RED  CELLS/100  WBC 

V.  COAG  TIME 
5-15  MIN. 


BLEEDING  TIME 
UP  TO  3 MIN 


CAP  COAG  TIMt 
3-7  MIN 


S T S. 

V D R L. 


L E CEU 
PREPARATION 


C REACTIVE 
PROTEIN 


EXAMINATION  OF  URINE 


R A LATEX 
FIXATION  TEST 


BLOOD  TYPE 


Rh  NEG  CODE 
1 . DuNego*ive 

2 (cde)  4 (CdE) 

3 (cdE)  5.  (Cde) 


PROTHROMBIN  DETERMINATION 


PATIENT  ICONTROL  SECONDSl  ACTIVITY 
SECONDS  12-17  % 


NASAL  SMEAR 
% 

EOSINOPHIIES 


TRUE  BLOOD 
GLUCOSE 
65-110  MG% 


CHEMICAL  EXAMINATIONS 


SPECIFIC 

PROTEIN 

SUGAR' 

OCCULT 

SEDIMENT 

1 HYALINE 

BLOOD 

WBC  PER  HPF 

RBC  PER  HPF 

CASTS  PER  LPF 

3 WHITE  CELL 

4 RED  CELL 

TYPE 

BLOOD  SUGAR 
80  120  MG% 


SUGAR  DOSE 
1 GM  PER  KGM 


BLOOD  SUGAR 


URINE  SUGAR 


FASTING 


'/i  HR 


GLUCOSE  TOLERANCE  TEST 


1 HR. 


6 HR 


8 U N 

8 20  MG% 

N P N 

25-45  MG% 

CREATININE 

0 6 1.1  MG% 

TOTAL  PROTEIN  4 PROTEIN  FRACTIONATION 

SERUM 
SODIUM 
137-147  mEq/L 

SERUM 

POTASSIUM 

3-5  mEq/L 

BICARBONATE 

mEq/L 

A 21-30 

C 4 5 LOWER 

1C 

TOTAL 

6 0-8  0 GM% 

ALBUMIN 

3 8-6  7 GM% 

GLOBULIN 

1.2  3 2 GM% 

A/G  RATIO 

1 .5-2.5 

SERUM 

CHLORIDE 


URIC  ACID 

3-5  5 MG% 

AMYLASE 

SOMOGYI 

UNITS 

60-180 

ACID 

PHOSPHATASE 

K A UNITS 

04 

ALKALINE 

PHOSPHATASE 

K A UNITS 

A 4 10  C.  10-20 

INORGANIC 

PHOSPHORUS 

MG% 

A.  3 4 5 C 4-6  5 

SERIUM  CALCIUM 

8 5-11.5  MG% 

CHOLESTEROL 

TOTAL  SERUM 
LIPIDS 

400  700  MG% 

SERUM 

PHOSPHOLIPIDS 
110-250  MG% 

TOTAL 

150-250  MG% 

ESTERS 

ESTERIFIED 
% 60-80 

PROTEIN 

BOUND 

IODINE 

4-8  MCG% 

HEMAGGLUT- 

INATION 

PREGNANCY 

TEST 

SWEAT 

CHLORIDE 

UP  TO  40  mEq/L 

BILIRUBIN 

S G.  O. 

TRANSAMINASE 
8-40  UNITS 

S G P 

TRANSAMINASE 
5-35  UNITS 

thymol 

TURBIDITY 

UNITS 

0-5 

CEPHALIN 
FLOCCULATION 
NEG  ? + 

BSP  LESS  THAN 
10%  RETENTION 

IN  45  MIN 

TOTAL 

0 2-0  8 MG% 

DIRECT 

0.06-0  25  MG% 

INDIRECT 

0 06-0  8 MG% 

Fig.  2. 


placed  in  before  the  print-out.  The  test  data  punched 
into  the  card  is  verified  by  a second  operator  for  accu- 
racy. With  a sorting  machine  the  cards  are  placed  in 
the  correct  order  with  the  patient’s  card  first,  the 
referring  physician’s  card  next,  and  the  medical  re- 
sults following  in  the  proper  sequence.  Fig.  2 shows 
the  blank  medical  report  form  which  is  loaded  into  the 
print-out  machine.  This  is  a continuous  form  done  in 


brown  ink  so  that  the  results  stand  out.  Each  result 
appears  in  a block,  above  which  the  usual  normal 
values  are  shown.  There  are  eleven  vertical  blocks, 
evenly  spaced  across  the  page  and  nine  horizontal 
positions.  Each  block  has  a seven-digit  capacity.  Two 
larger  spaces  allow  for  narrative  information. 

The  output  machine  is  carefully  programmed  to 
match  the  patient,  his  laboratory  results,  and  his  re- 
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ferring  physician.  This  important  feature  is  one  of  the 
more  difficult  programming  steps  from  a technical 
standpoint.  If  there  is  any  type  of  mis-match,  the 
machine  will  stop  or  perform  in  a readily  recognizable 
fashion  indicating  an  error. 

Commonly  used  comments,  such  as  "red  cells  are 
hypochromic  and  microcytic,"  and  "platelets  appear 
decreased”  are  prepared  on  prepunched  cards.  The 
pathologist  may  select  an  appropriate  card  as  he  re- 
views the  slides.  The  card  is  punched  with  the  pa- 
tient’s number  and  incorporated  in  the  medical  report 
and  records. 

If  the  test  results  are  lengthy,  complicated,  or  con- 
tain much  narrative  information,  no  effort  is  made  to 
include  them  on  the  form.  The  standardized  medical 
report  form  is  designed  to  handle  the  majority  of  the 
tests  which  are  carried  out,  not  every  test. 

Cytology  Procedure  and  Reports:  In  the  case  of  cyto- 
logical  examinations,  the  pink  source  document  ac- 
companies the  specimen  to  the  cytology  laboratory 
and  serves  as  a work  sheet  and  permanent  log.  The 
technician  prepares  the  slides  and  assigns  an  acces- 
sion number  to  the  case  which  is  scratched  on  the 
slide  and  stamped  on  the  work  sheet.  In  addition, 
the  technician  transfers  any  history  which  accom- 
panies the  specimen  to  the  work  sheet.  The  patient’s 
age,  if  given,  is  also  recorded.  The  work  sheets  are 
kept  in  numerical  order  according  to  the  accession 
number  and  carried  with  the  slides  to  the  pathologist. 

Each  slide  is  evaluated  as  to  the  predominating  cell 
type,  the  inflammatory  component,  and  as  to  whether 
there  are  atypical  or  abnormal  cells  or  special  fea- 
tures. For  the  negative  cytology  there  are  12  common 
permutations  and  combinations;  a deck  of  12  sets  of 
prepunched  cards  are  kept  by  the  pathologist.  In  addi- 
tion, other  prepunched  cards  are  available  if  special 
features  are  seen.  An  example  of  this  condition  would 
be  the  comment,  "many  trichomonads  are  present.” 
When  the  pathologist  selects  a prepunched  card  for 
the  ordinary  negative  report,  he  transcribes  the  pa- 
tient’s number  to  the  upper  right  corner  of  the  pre- 
punched card. 

If  the  cytology  is  abnormal  the  special  features  are 
hand  written  on  a blank  IBM  card  with  the  patient’s 
number.  This  narrative  information  is  transferred 
by  the  key  punch  operator  to  appropriate  cards.  The 
key  punch  operator,  by  using  the  pink  source  docu- 
ment and  the  prepunched  cytology  card,  enters  the 
patient’s  number,  the  date,  the  accession  number, 
and  the  age  of  the  patient  in  the  spaces  remaining  in 
the  prepunched  card.  The  card  is  then  placed  in  se- 
quence by  the  sorting  machine,  with  the  name  and 
address  card  of  the  patient  and  the  referring  physi- 
cian’s card.  These  are  then  loaded  into  the  output 
machine  and  the  report  prepared  on  a continuous 


form.  The  forms  are  disassembled,  signed,  and  dis- 
tributed. 

The  cytology  report  form  has  a carbon  copy,  the 
top  third  of  which  is  perforated.  This  part  can  be 
detached  and  given  or  sent  to  the  patient.  It  con- 
tains information  to  the  effect  that  the  cytology  was 
negative;  it  is  used  at  the  referring  physician’s  dis- 
cretion. In  the  case  of  a positive  cytology,  the  second 
copy  of  the  report  is  not  sent  to  the  referring  physi- 
cian but  is  retained  by  the  pathologist  for  follow-up 
purposes  and  information. 

Accounting  Procedures:  For  accounting,  a pre  punched 
charge  card  shows  the  name  of  the  test  and  the  fee; 
the  patient's  number,  the  referring  physician’s  num- 
ber, and  the  date  are  punched  into  the  remaining 
spaces.  After  the  cards  are  punched  for  a day’s  oper- 
ation they  are  listed.  Lists  and  totals  are  compared 
with  the  office  accounting  machine  validation  record, 
and  a balance  is  obtained.  The  day’s  accounting  is 
then  transferred  by  machine  to  the  general  accounts 
receivable  file,  and  at  regular  intervals,  statements  are 
prepared  by  placing  the  patient’s  name  and  address 
card,  the  referring  physician’s  name,  and  the  detailed 
charges  in  the  output  machine.  At  the  same  time, 
totals  for  accounting  records  are  recorded  by  the  out- 
put machine  and  obtained  at  the  end  of  a run.  Ac- 
counts are  aged  and  payments  applied  at  regular 
intervals;  all  records  are  handled  by  machine. 

By-Products  of  the  entire  procedure  may  be  of  some 
value.  Information  can  be  gathered  as  to  the  total 
number  of  tests  performed  and  their  type,  the  type  of 
tests  coming  from  a particular  source,  the  number  of 
positive  cytology  studies,  and  diagnoses  of  surgical 
cases.  Detailed  information  of  any  type  can  be  ob- 
tained by  programming  procedures. 

Conclusions:  Electronic  data  processing  is  applicable 
to  the  reporting  of  laboratory  test  results  and  cyto- 
logical  determinations.  Record  keeping  and  data  re- 
trieval can  be  simplified  by  its  use.  Accounting  proce- 
dures can  be  integrated  with  the  medical  procedures 
and  duplication  of  effort  avoided.  Statistical  informa- 
tion of  any  type  can  be  accumulated.  Every  physician 
should  become  acquainted  with  the  potential  of  elec- 
tronic data  processing. 
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A breakthrough 
in  the  control  of  pain 

lit  I will 

brand  of  ^ 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg.* 

whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site+  of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  aget+  of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


* Its  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

'Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

"Until  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 
age. 


A breakthrough 
In  the  control 
of  pain 

Tnhvin 

brand  of  A 9 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Clinical  experience  of  more  than  150  investigators 
with  over  12,000  patients  given  varying  dosages  of 
Talwin  shows  that  this  potent  injectable  analgesic 
is  not  a narcotic. 

Talwin  has  less  risk  of  severe  respiratory  depres- 
sion, urinary  retention,  and  constipation  than  mor- 
phine—a great  boon  for  postsurgical  patients. 

Talwin  produces  less  nausea,  vomiting  and  dia- 
phoresis than  meperidine. 

Constipation  and  urinary  retention  are  seldom  a 
problem  with  Talwin. 

Very  rarely  do  hallucinations  or  disorientation  oc- 
cur  (0.1%  each). 

No  significant  hepatic,  renal,  hematopoietic  or  neu- 
rologic  disturbances  have  been  reported. 

Talwin  is  well  tolerated  even  by  the  aged  or  very  ill 
patients. 

Used  during  active  labor,  its  tolerance  by  the 
mother  and  newborn  is  comparable  to  meperi- 
dine’s. As  with  all  new  drugs,  Talwin  should  be  used 
with  caution  in  pregnant  women  and  in  women  de- 
livering premature  infants. 

Tolerance  to  the  analgesic  effect  of  Talwin  has  not 
developed  with  prolonged  use. 

Talwin  gives  significant  relief  of  pain  in  from  15  to 
20  minutes  following  I.M.  or  S.C.  injection. 

Talwin  relieves  pain  usually  for  3 hours  or  longer 
with  a single  injection;  however,  the  duration  may 
sometimes  be  less  than  with  morphine. 


86  per  cent  of  medical  and 
surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered 
parenterally 


Talwin 

brand  of  pentazocine  (as  lactate) 

used  for  pain  of  all  types 


Talwin  has  a wide  range  of 
usefulness  in  surgery 


Types  of  surgical  use 

Number 

of 

patients 

Efficacy 

% 

Exc. 

% 

Good 

Exc. 

+ Good 

% 

Fair 

% 

Poor 

• Preoperative 

118 

31 

52 

83% 

15 

2 

• Postoperative 

914 

58 

28 

86% 

8 

6 

• P re-  and  postoperative 

12 

75 

17 

92% 

0 

8 

• Minor  surgery 

33 

30 

39 

69% 

0 

31 

• Traumatic 

14 

64 

29 

93% 

7 

0 

• Dental 

33 

67 

24 

91% 

3 

6 

Total  patients. 


.1124 


Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  surgical  use  in  a cooperative  study 

Data  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

High  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
study  involving  change  of  burn  dressings  in  children;  9 of  19  patients  ob- 
tained poor  results  with  dose  used. 

Talwin  relieves  all  types 
of  pain  in  acute  and 
chronic  medical  disorders 


Number 

Percentage  of  relief 

Type  of  medical  pain 

of 

patients 

Excellent 

Good 

Exc. 

4-  Good 

Fair 

Poor 

• Malignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

Orthopedic;  see  also 
"Arthritis" 

111 

53 

38 

91% 

5 

4 

Cardiovascular  pain; 
see  also  “Miscel- 
laneous medical" 

96 

59 

27 

86% 

6 

7 

Genitourinary  pain 

83 

42 

33 

75% 

16 

10 

Arthritis 

76 

33 

51 

84% 

12 

4 

Gynecologic  pain 

35 

57 

34 

91% 

6 

3 

Cephalalgia 

21 

45 

41 

86% 

9 

5 

Gastrointestinal  pain 

19 

89 

5 

94% 

0 

5 

Chest,  including 

• Pleurisy 

• Pulmonary  embo- 
lism and  infarct 

• Lung  abscess 

12 

83 

17 

100% 

0 

0 

Miscellaneous  medi- 
cal, including 

• Peripheral  vas- 
cular disease 

• Thrombophlebitis 
■ Cervical  root  pain 

• Facial  neuralgia 

• Syringomyelia 

• Burns 

108 

50 

39 

89% 

9 

2 

Total  patients 

. . . .722 

-fficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  medical  pain  in  a cooperative  study 

)ata  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 


Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalentto  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine’s. 


Talwin  is  as  effective 
for  severe  pain  (Fig.  2)1 
as  for  moderate  pain  (Fig.3)t 


Figure  2.  Percentage  of  pafienfs  Figure  3. 

-f-  100  -- 


Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
...  there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.”! 


Storer,  E.  H.:  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

tCooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research 
Winthrop  Laboratories. 

i World  Health  Organization  Technical  Report  Series,  No.  343,  1 966,  p.  6. 


See  next  page  tor  additional  product  information 


A breakthrough 
in  the  control 
of  pain 


a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 

Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ot  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals;  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (e  g , from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  pain  was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e.g..  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  side 
effects  associated  with  morphine,  such  as  constipation,  urinary  reten- 
tion, or  severe  respiratory  depression.  Furthermore,  Talwin  produces 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcuta- 
neously, or  intravenously,  nausea,  the  most  frequent  adverse  effect, 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  oc- 
currence were  vertigo,  dizziness  or  lightheadedness;  vomiting;  and 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reaction 
in  1.0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was  well  below 
1.0  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urinary 
retention,  alteration  in  mood  (nervousness,  apprehension,  depression, 
floating  feeling),  hypertension,  sting  on  injection,  headache,  dry 
mouth,  flushed  skin  including  plethora,  altered  uterine  contractions 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  and 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  pen- 
tazocine). Furthermore,  each  of  the  following  adverse  reactions  oc- 
curred in  less  than  01  per  cent:  tachycardia,  visual  disturbance 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorienta- 
tion, weakness  or  faintness,  muscle  tremor,  chills,  allergic  reactions 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrhea, 
cramps,  and  miosis;  laryngospasm  in  one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in  adults 
(never  apnea),  even  with  large  amounts.  A small  number  of  newborn 
infants  whose  mothers  received  Talwin  during  labor  had  transient 
apnea.  The  incidence  of  temporary  diminution  in  the  rate  or  strength 
of  uterine  contractions  is  low  after  administration  of  Talwin,  similar 
to  that  following  meperidine  hydrochloride.  (In  reporting  no  interfer- 
ence with  normal  labor  in  patients  receiving  Talwin,  one  investigator 
further  stated  that  the  drug  may  increase  uterine  activity.)  Generally, 
no  significant  fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have  re- 
vealed no  significant  abnormalities.  A minimum  and  probably  insignifi- 
cant increase  in  the  per  cent  of  eosinophils  in  peripheral  blood 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  no 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor.  Aver- 
age recommended  single  parenteral  dose  is  30  mg.,  by  intramuscular, 
subcutaneous,  or  intravenous  route;  may  be  repeated  every  three  to 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  more 
than  three  doses  daily.  Infrequently,  selected  patients  have  received 
single  doses  as  high  as  60  mg. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  most 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ade- 
quate pain  relief  to  some  patients  in  labor  when  contractions  become 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pen- 
tazocine) in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received  Talwin 
for  prolonged  periods  (e  g.,  over  300  days)  experienced  no  with- 
drawal symptoms  even  when  administration  was  stopped  abruptly; 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  sol- 
uble barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has  not 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  even 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depres- 
sion may  occur.  Means  of  maintaining  proper  oxygenation  should  be 
available  in  case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usual 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respiratory 
stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine)  as 
lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium  chloride,  in 
Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin®  (pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  sodium 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  pre- 
servative, in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 


W/fnf/iro/j  '\ 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


PRINTED  ll 


S.  A, 


ISSUED  AUGUST,  1967 


103SM 


HYPONATREMIA: 
EFFECTS  OF  PRESSOR  AGENTS 
ON  BLOOD  PRESSURE 


GLEN  STANBAUGH,  M.D. 

TEXAS  MEDICINE  Award  Series:  The  eti- 
ology, pathophysiology,  symptomatology, 
diagnosis,  and  treatment  of  sodium  de- 
pletion is  reviewed  from  both  the  clinical 
and  experimental  viewpoints.  Evidence 
is  advanced  both  for  and  against  the  con- 
cept that  sodium  depletion  diminished 
vascular  sensitivity  to  pressor  influences, 
whether  hormonal  or  neuronal. 

DEFICITS  OF  SODIUM  SALTS  in  man  may  produce 
many  of  the  physiological  changes  common  to  shock. i 
Derangements  in  total  body  physiology  secondary  to 
sodium  deficits  may  produce  both  neurologic  and 
cardiovascular  signs  and  symptoms.  It  is  the  purpose 
of  this  article  to  summarize  the  recent  research  into 
the  etiology,  diagnosis,  pathophysiology,  and  treatment 
of  the  complications  of  sodium  deficiency. 

Etiology:  There  are  many  causes  of  hyponatremia, 
ranging  from  simple  dilutional  hyponatremia  to  that 
found  in  the  Schwartz-Tassel-Bartter  syndrome.2  First, 
hyperlipemia  can  cause  hyponatremia  secondary  to 
elevated  serum  lipids.  Second,  hyperglycemia  can  be 
a cause  due  to  the  fact  that  the  serum  osmolarity  is 
greatly  increased  by  a high  glucose  content,  and  the 
serum  sodium  is  lowered  to  compensate  and  maintain 
osmolarity.  The  next  cause  of  low  serum  sodium  may 
be  classified  as  having  either  a contraction  of  the 

This  is  the  second  in  a series  of  student-written  articles 
which  were  entered  in  the  1967  Texas  Medicine  Award  compe- 
tition. The  winning  article  was  published  in  the  August  issue. 


extracellular  fluid  or  an  expansion  of  the  extracellular 
fluid. 

Under  those  syndromes  with  contracted  extracellu- 
lar fluid  volume  are  found  many  salt-losing  nephro- 
pathies such  as  chronic  pyelonephritis,  medullary 
sponge  kidney,  polycystic  kidneys,  partial  urinary  tract 
obstruction,  the  diuretic  phase  of  acute  tubular  ne- 
crosis, the  kidney  dysfunction  seen  after  surgery,  and 
hyponatremia  seen  at  times  after  the  relief  of  a urinary 
tract  obstruction.  In  Addison’s  disease  and  congenital 
adrenal  cortical  insufficiency,  salt  wastage  is  seen 
secondary  to  the  deficiency  of  aldosterone.  Without 
aldosterone  most  of  the  urinary  sodium  is  reabsorbed 
at  the  proximal  convoluted  tubule  and  none  at  the 
distal  convoluted  tubule;  sodium  is  therefore  lost.  The 
gastrointestinal  tract  may  be  an  avenue  through  which 
sodium  is  lost  via  vomiting,  diarrhea,  or  gastroin- 
testinal fistulas.  Sweating  excessively  and  replacement 
with  salt-free  water  can  also  lead  to  a low  serum 
sodium  even  though  sweat  is  hypotonic  to  plasma 
(70  mEq./l  Na). 

Causes  of  hyponatremia  in  which  an  expanded  ex- 
tracellular fluid  volume  is  present  are  (1)  congestive 
heart  failure,  (2)  cirrhosis  of  the  liver,  and  (3)  neph- 
rosis. In  these  edematous  states,  though  many  factors 
contribute  to  the  edema,  there  is  a tremendous  in- 
crease in  total  body  sodium.  The  pathophysiology  of 
the  sodium  retention  is  probably  secondary  to  a de- 
creased delivery  of  sodium  to  the  diluting  mechanism, 
which  is  subject  to  small  decrements  in  the  glomerular 
filtration  rate.  Also,  an  increased  reabsorption  of  so- 
dium occurs  in  the  proximal  convoluted  tubule  which 
decreases  sodium  delivery  to  the  distal  tubule. 
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The  next  cause  of  hyponatremia  is  the  syndrome 
of  inappropriate  antidiuretic  hormone  release.2-5  This 
syndrome  has  been  reported  with  bronchogenic  carci- 
noma of  the  lung,3  cerebral  trauma,  meningitis,6  pul- 
monary tuberculosis,7  cerebral  lesions  other  than 
trauma,  porphyria,  myxedema,  and  mediastinal  malig- 
nancy. 

Salient  features  include  (1)  expanded  extracellular 
fluid  volume,  (2)  asymptomatic  hyponatremia,  (3)  re- 
nal salt  wastage,  (4)  hypertonic  urine  as  compared 
with  plasma  osmolarity,  (5)  absence  of  edema,  and  (6) 
high  urinary  sodium.2’3-5  The  lowering  of  sodium  is 
usually  asymptomatic.  In  the  presence  of  a cerebral 
vascular  lesion,  however,  a lowering  of  the  sodium 
will  give  focal  neurologic  signs  which  will  disappear 
when  the  sodium  is  restored.  In  this  instance  there  is 
no  vascular  collapse  per  se,  but  hypotensive  episodes 
have  been  reported.3  The  renal  salt  wasting  is  due  to 
the  increased  extracellular  fluid  volume  stimulating 
baroreceptors  which  in  turn  decrease  aldosterone  se- 
cretion. A generalized  increase  in  the  glomerular  fil- 
tration rate  is  also  a factor.2-5  The  treatment  as  out- 
lined by  Schwartz  consists  of  water  restriction,  salt- 
retaining  steroids,  and  salt.  Massive  hypertonic  saline 
infusions  produced  only  transient  elevations  in  serum 
sodium,  and  a liberal  water  intake  lowered  serum  so- 
dium.5 Symptoms,  if  they  occur,  are  those  of  cerebral 
edema.2 

Finally,  hyponatremia  can  be  induced  experimentally 
with  chronic  chlorothiazide  administration,  aldosterone 
inhibitors,  duodenal  aspiration,  dietary  restriction,  peri- 
toneal dialysis,  and  mannitol  infusion.1-8'13 

Diagnosis:  Whether  symptoms  appear  with  hypona- 
tremia per  se  depends  on  the  extracellular  fluid  vol- 
ume, status  of  the  central  nervous  system,  severity  of 
sodium  depletion,  and  status  of  the  liver  and  other 
organ  systems.1-2-12  As  mentioned  previously,  focal 
signs  may  appear  if  the  cerebral  status  was  previously 
in  question.2  Weakness,  apathy,  hypotension,  oliguria, 
and  azotemia  may  appear.1  Butcher  states  that  so- 
dium-depleted normal  persons  may  show  a decrease 
in  spontaneous  motor  activity,  apathy,  and  slow  but 
rational  communicative  responses.  The  chronic  alcho- 


holic,  however,  displays  increased  motor  activity,  agi- 
tation, irrational  responses,  and  mild  delirium. 

Pathophysiology:  The  most  serious  problem  encoun- 
tered with  sodium  deficiency  is  hypotension  with  vas- 
cular collapse.  The  nature  of  this  is  due  partly  to  a 
contracted  blood  volume  secondary  to  the  shift  of  fluid 
into  the  cell  to  maintain  plasma  osmolarity.  If  hypo- 
natremia, however,  is  induced  by  peritoneal  lavage  of 
one  to  two  hours  with  isotonic  glucose,  the  resultant 
plasma  volume  remains  the  same  due  to  osmotic  shift, 
and  sodium  only  is  depleted  (along  with  other  electro- 
lytes to  a smaller  degree.)14-15  Blair-West  has  also 
achieved  hyponatremia  by  chronic  sodium  depletion 
without  changing  plasma  volume. 

There  must  therefore  be  some  cardiovascular,  neuro- 
genic, or  hormonal  factor  influencing  the  regulation  of 
blood  pressure.  Sodium  has  been  long  considered  an 
important  factor  in  the  pathogenesis  of  hypertension. 
Since  the  first  of  the  20th  century,  excess  salt  intake 
has  been  correlated  with  cardiovascular  dynamics. 

Recently  Knudson  described  the  induction  of  hyper- 
tension in  an  inbred  species  of  rats  by  giving  them  a 
high  salt  diet.16  Dahl  concluded  after  working  with 
similar  rats  that  he  could  find  no  evidence  per  se  that 
sodium  feeding  enhanced  vascular  reactivity.  However, 
he  did  find  some  prior  innate  vascular  hyperreactivity 
which  was  genetically  controlled.17  Raab  found  that  a 
low  salt  rice  diet  decreased  the  pressor  effect  of  epi- 
nephrine and  norepinephrine  in  hypertensive  pa- 
tients.10 

Also,  in  hypertensive  patients  Aleksandrow  reported 
that  acute  salt  depletion  with  chlorothiazide  decreased 
the  pressor  effects  of  infused  1-norepinephrine.8  The 
work  of  Tobian  and  others  on  experimental  animals 
suggested  that  an  increase  in  the  intracellular  potas- 
sium, sodium,  and  water  occurs  in  the  vascular  smooth 
muscle  of  hypertensive  animals.18-19  Reid  found  that 
the  resting  blood  pressure  in  experimental  animals  on 
a high  salt  diet  for  eight  weeks  was  essentially  un- 
changed but  a high  salt  diet  significantly  increased  the 
pressor  response  to  infused  angiotensin.  He  also  found 
that  a low  salt  diet  decreased  the  pressor  sensitivity 
to  angiotensin.20 
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We  can  thus  reason  that  there  is  indeed  a close  tie 
between  vascular  reactivity  and  the  body  sodium. 

What  is  the  mechanism  by  which  sodium  influences 
vascular  tone?  Three  possibilities  exist:  (1)  a direct 
local  effect  upon  the  vascular  smooth  muscle,  (2) 
an  effect  mediated  through  a hormonal  mechanism — 
the  renin-angio-aldosterone  interplay,  or  (3)  a neuro- 
vascular mechanism. 

Much  study  has  been  given  to  the  direct  effects  of 
salt  depletion  on  isolated  strips  of  smooth  muscle  and 
isolated  segments  of  vasculature. 

Friedman  substituted  sucrose  for  sodium  in  a bath 
into  which  an  isolated  segment  of  rat  tail  was  placed, 
and  found  a fall  in  the  vascular  resistance.2!  He  con- 
cluded that  the  transcellular  distribution  of  potassium 
and  sodium  was  involved  in  maintaining  vascular  tone. 

Kobayashi  found  a shortening  of  the  action  poten- 
tial with  decreasing  magnitude  of  reactivity  in  smooth 
muscle  strips  taken  from  a ureter  immersed  in  a so- 
dium-low bath.15 

Ottoson  found  a decreased  response  of  the  isolated 
muscle  spindle.  The  depolarization  at  the  motor  end- 
plate  membrane,  he  maintained,  is  due  to  "a  non- 
selective  conductance  change  involving  an  increased 
permeability  to  sodium  and  potassium  and  possibly 
also  to  other  ions.”22 

Khairallah  and  others  studied  the  effect  of  various 
ions  on  the  response  of  smooth  muscle  to  angiotensin. 
They  used  rat  and  guinea  pig  ilea  and  uterine  muscle 
immersed  in  physiologic  saline.  They  then  replaced 
the  salt  with  sucrose  and  found  that  the  response  of 
ileal  muscle  was  inhibited  when  the  sodium  was  de- 
creased from  140  mEq. /liter  to  100  mEq. /liter  and 
inhibited  90  percent  at  75  mEq. /liter.  They  also  found 
that  the  ileum  was  more  sensitive  to  sodium  depletion 
than  the  uterine  muscle.  A concentration  of  50  percent 
normal  saline  abolished  response  in  the  ileum,  while 
the  sodium  had  to  be  reduced  to  10  percent  normal 
to  abolish  uterine  response.  This  suggests  that  the 
ganglia  are  more  sensitive  to  sodium  lack  than  the 
uterine  smooth  muscle  itself.  Khairallah  and  associ- 


ates also  found  that  calcium  is  indeed  necessary  in  the 
excitation-contraction  coupling  reaction.23 

Cardiac  arrhythmias  have  been  reported  during  vaso- 
pressor therapy  in  animals  with  acute  and  chronic 
sodium  depletion. 9-!2, 24  With  reference  to  the  myocar- 
dium, Blair-West  raises  the  question  of  whether  these 
arryhthmias  further  substantiate  that  the  tissue  is 
abnormal.9 

Work  has  also  been  done  on  the  influence  that 
certain  catecholamines  and  other  hormones,  namely 
angiotensin  and  aldosterone,  have  on  the  vascular  sys- 
tem although  few  researchers  have  explored  the  influ- 
ence of  these  hormones  during  salt  depletion. 

Since  sodium  depletion  has  been  implicated  as  a 
factor  in  vascular  collapse,  it  may  be  postulated  that 
the  vascular  system  is  unresponsive  to  endogenous 
pressor  hormones  during  hyponatremia.912.25 

Angiotensin  has  been  thought  to  have  a pressor  and 
myotropic  action;  to  have  a stimulatory  effect  upon  the 
cells  of  Aurbach's  and  Meissner’s  plexus;23  to  cause 
stimulation  of  a hypothalamic  center;29  to  release  cate- 
cholamines from  the  adrenal;2?  to  have  a possible 
direct  effect  on  renal  tubules;23  to  have  positive  ino- 
tropic action  on  isolated  auricular  strips;29  and  to  have 
a direct  action  on  the  outside  of  the  muscle  cell  by 
moving  ions  inside  to  transmit  information.23 

Microcirculation  studies  have  shown  angiotensin  II 
to  cause  less  intense  arteriolar  constriction  with  better 
capillary  flow  than  1-norepinephrine.  Both,  however, 
induced  venular  atony  with  decreased  vasomotion.30 
Contradictory  to  this,  Williams  found  angiotensin  II  to 
greatly  increase  all  phases  of  the  microcirculation  cir- 
cuit.31 Whether  angiotensin  II  is  effective  in  shock  re- 
mains a much  argued  question  since  some  believe  that 
cardiac  output,  renal  blood  flow,  and  other  vital  factors 
are  decreased  during  shock  by  angiotensin  II 
infusion32-33 

What  then  is  the  action  of  angiotensin  II  and  the 
pressor  amines  in  vivo  during  hyponatremia?  Recently 
work  has  appeared  supporting  the  hypothesis  that  hy- 
ponatremia, either  acute  or  chronic,  desensitizes  the 
vascular  bed  to  pressor  agents.9-12.29,34,35  |n  (j0gS 
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made  hyponatremic  by  peritoneal  dialysis  with  5 per- 
cent dextrose  solution,  the  following  findings  were 
encountered:  (1)  a lowering  of  the  systemic  blood 
pressure  to  hypotensive  levels,  (2)  decreases  in  renal 
blood  flow  (RBF)  to  20  percent  of  normal,  (3)  de- 
creases in  serum  pH  concentration  from  7.4  to  7.2, 
and  (4)  necessity  of  increased  quantities  of  pressor 
drugs  (epinephrine,  norepinephrine,  angiotensin  II, 
metaraminol)  in  order  to  raise  systolic  blood  pressure 
to  levels  equaling  those  in  dogs  made  hypotensive  by 
the  Wiggers  method  (Table  l).42’36-37 

During  “hyponatremic  shock”  all  four  of  the  pressor 
drugs  elevated  RBF;  while  during  hemorrhagic  shock 
only  angiotensin  was  found  to  elevate  RBF,  and  other 
amines  caused  further  renal-vasoconstriction.31'36’37 
Cardiac  arrhythmias  were  also  noticed  with  1-nore- 
pinephrine and  epinephrine  infusion  during  hypona- 
tremia (Table  2). 12 

In  sodium-deficient  conscious  sheep  Blair-West  ex- 
plored the  possibility  of  a homeostatic  role  for  the 
angiotensin-aldosterone  interplay.  He  states  that  so- 
dium deficiency  can  cause  a five  to  ten  fold  rise  in 
the  concentration  of  aldosterone  in  the  blood,  while 
systemic  blood  pressure  decreases.  This  interplay 
could  then  be  acting  to  maintain  a normal  blood  pres- 
sure. He  noticed,  however,  that  hypertension  was 
never  encountered.  This  suggests  that  the  activity  of 
angiotensin  may  be  modified  by  the  sodium  depletion. 
By  chronically  depleting  conscious  sheep  of  sodium  via 
parotid  fistulas,  he  found  a decrease  in  systemic 
blood  pressure  with  a loss  of  true  pressor  response 
to  infusions  of  angiotensin  II,  metaraminol,  Neo-syne- 
phrine,  and  epinephrine.9 


Vasopressor 

Hyponatremia 
RBF-Cardiac  Output 

Hypovolemia 
RBF-Cardiac  Output 

Adrenalin 

t 11% 

t 11% 

i 4%  t 20-25% 

Angiotensin 

t 18% 

t 5% 

t 26%  t 15-20% 

Nor-adrenalin 

t 23% 

t 10% 

I 5.6%  f 15% 

Mataraminol 

t 4% 

t 4.8% 

1 19%  f 10% 

Table  1.  Blood  Flow  Values  During  Hyponatremic 
and  Hypovolemic  Shock  Compared  During  V aso- 
pressor  Therapy.12 


The  thresholds  for  the  pressor  action  and  the  aldo- 
sterone stimulating  action  in  sodium-replete  sheep 
are  approximately  the  same  (5  Hg/hour,  intravenous 
drip).  Since  Blair-West  found  such  a large  gap  between 
these  thresholds  during  hyponatremia,  this  might  ex- 
plain why  blood  levels  of  angiotensin,  which  stimulate 
aldosterone,  fail  to  cause  a rise  in  blood  pressure.  This 
might  in  part  explain  the  absence  of  increased  blood 
pressure  in  many  clinical  and  experimental  situations 
involving  hyperaldosteronism  considered  to  be  charac- 
terized by  high  blood  levels  of  renin-angiotensin.9 

Carpenter  and  others  have  suggested  that  endo- 
genous angiotensin  II  may  cause  a compensatory  in- 
crease in  peripheral  resistance  in  experimental  situa- 
tions such  as  chronic  sodium  depletion  and  thoracic 
caval  constriction  and  in  clinical  states  such  as  conges- 
tive heart  failure,  thereby  serving  to  maintain  a normal 
blood  pressure  in  the  face  of  a decrease  in  cardiac 
output.  They  have,  however,  recently  reported  that 
the  pressor  effect  of  angiotensin  II  is  greatly  reduced 
in  the  dog  during  chronic  sodium  depletion  and  during 
thoracic  caval  constriction.34 

Laragh  has  reported  a decreased  sensitivity  to  the 
pressor  effects  of  angiotensin  II  in  cirrhotic  patients 
with  ascites.35  The  same  was  found  by  Raab  with  epi- 
nephrine, norepinephrine,  and  desoxycorticosterone 
acetate. 

Smith  opposes  these  views  in  recent  work  with  acute 
sodium  depletion  via  peritoneal  dialysis11  as  does 
Takagi.14  In  their  work,  however,  the  sodium  depletion 
was  minimal  (the  serum  sodium  fell  only  to  120  mEq./ 
liter)  as  compared  to  lower  experimental  values  in 
most  other  work. 

Treatment:  The  management  of  sodium  depletion  is 


— 

Dog  1 

Dog  2 

Dog  3 

Dog  4 

Dog  5 

Dog  6 

Dog  7 

Dog  8 

Sample 

No. 

Before 

138 

140 

141 

140 

142 

130 

140 

135 

After 

115 

116 

117 

115 

115 

116 

115 

115 

Table  2.  Electrolyte  Values  Before  and  After  Peri- 
toneal Lavage.12 
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a combination  of  the  correction  of  the  acute  water 
and  electrolyte  balance,  of  the  treatment  of  any  sub- 
sequent hypotension,  and  of  the  treatment  of  the  un- 
derlying cause  of  the  hyponatremia. 

If  actual  sodium  depletion  is  present,  the  serum 
sodium  may  be  corrected  with  balanced  salt  solutions 
as  indicated.  Any  degree  of  acidosis  should  be  com- 
pensated with  sodium  bicarbonate  or  Ringer’s  lactate 
solution  administration.  Sodium  supplements  may  be 
employed  for  chronic  salt  losers. 
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Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


iged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  l'arely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazoin 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Attention  TMA  members  - Here  is  how  to  order  the 

ATTENDING  PHYSICIAN’S  STATEMENT  FORM  (IRP  Form): 

Request  Form  #H-481  (revised  May,  1967) 
from  Mr.  Alvin  Jones,  Hospital  Sales 
The  Steck  Company 
P.  0.  Box  968 
Austin,  Texas  78767 


COST: 

Per  500  sets  $13.80 
Per  1000  sets  $22.80 

Also  quantity  price  breaks  at 
3,000,  5,000  and  10,000. 


or  call  your  Steck  Company  representative  in  most  major  Texas  cities. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


^outfjent  Clinic 

Southern  Clinic  Building 


401  East  Fifth  Street 

Surgery 

Walter  C.  Barnes,  Jr.,  M.D.' 
Robert  M.  Bransford,  M.D.* 
Donald  C.  Spencer,  M.D.* 

Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.* 
William  D.  Robinson,  M.D.* 

Urology 

Gerald  H.  Teasley,  M.D.* 

Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Texarkana,  Arkansas-Texas 

Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.* 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 

•Diplomate  of  The  American  board  of  his  specialty 

••Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 


111  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner.  M.D.,  F.A.C.S. 

General  Surgery: 

C.  A.  Kunath,  M.D..  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S..  F.A.C.O.G. 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology: 
J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 
Administration : 

W.  V.  Smith,  Administrator 
Fred  Wills,  Business  Manager 
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DOCTOR, 


ABBOTT 


Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN*  Gradumet*  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  E3  15  mg.  El 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  Ff]  SIDE 

W 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  3.  SIDE  } 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product— amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels— filled  with  a drug— end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  oral  dose. 

THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


ABBOTT 

ANORECTIC 

PROGRAM 


THE  PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight— and  what  they  can  do  about  it— 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

secret 


of 

controlling 
your  freight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient.  701069 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


THE  CHANGING 
MEDICAL  CLIMATE 
OF  AMERICA 


CHARLES  L.  HUDSON,  M.D. 

SPECIAL  FEATURE:  A new  climate  is 
rapidly  developing  in  the  United  States 
— in  society,  in  economics,  and  in  gov- 
ernment. As  a part  of  this  new  climate, 
the  practice  of  medicine  too  is  changing. 
Physicians  and  their  professional  socie- 
ties must  not  only  change  along  with  so- 
ciety and  the  profession,  but  they  must 
guide  and  control  the  changes.  The  Im- 
mediate Past  President  of  the  American 
Medical  Association  suggests  some 
guidelines  for  such  leadership. 

IN  LAS  VEGAS  last  November  at  the  AMA  Clinical 
Convention  I proposed  that  the  AMA,  state,  and  coun- 
ty medical  societies  launch  a continuing  program, 
under  predominantly  private  auspices,  to  improve  ex- 
isting health  care  services  and  establish  services 
where  they  do  not  exist  for  all  persons  of  whatever 
age,  race,  creed,  or  color. 

This  program  will  vary  from  one  community  to  an- 
other and  will  require  substantial  support  and  co- 
operation from  non-medical,  civil-minded  groups.  I 
consider  this  kind  of  program  a top-priority  AMA  ob- 
ligation. 


From  an  address  delivered  by  Dr.  Charles  L.  Hudson,  then 
President  of  the  American  Medical  Association,  at  the  Annual 
Luncheon  of  the  Texas  Medical  Association,  May  6,  1967  in 
Dallas. 


Governmental  involvement  with  so-called  social  in- 
surance is  less  important  in  the  form  of  Medicare  as 
it  is  now,  than  the  form  it  may  take  in  the  future. 
Our  best  efforts  for  containment  will  be  to  eliminate 
the  areas  where  need  for  health  care  is  apparent. 

Public  reaction  has  been  excellent  to  this  proposal, 
and  many  people  are  looking  to  the  practicing  physi- 
cians to  supply  leadership  in  the  attack  on  the  medi- 
cal needs  of  the  poor. 

The  medical  profession  is  also  reacting. 

Dallas  Commission:  In  December,  for  example,  the 
Board  of  Directors  of  the  Dallas  County  Medical  So- 
ciety adopted  a report  authorizing  the  establishment 
of  a Health  Services  Commission  under  the  auspices 
of  the  society. 

The  Commission  being  set  up  in  Dallas  County  will 
have  40  members,  of  whom  10  will  be  members  of 
the  Dallas  County  Medical  Society.  The  other  30  will 
be  representatives  of  the  public,  the  consumers  of 
medical  care,  and  of  all  interested  agencies  involved 
in  the  planning  or  providing  of  health  and  medical 
care  to  the  people  of  that  county. 

Other  examples  could  be  cited  of  the  attempts  to 
implement  the  relatively  new  acceptance  of  physician 
responsibility  for  over-all  community  health.  A new 
climate  is  rapidly  developing  in  this  country  ...  in 
society,  in  economics,  and  in  government.  It  will  be 
the  environment  in  which  we  live  in  the  years  to  come. 

As  citizens,  we  are  interested  in,  and  affected  by, 
every  factor  which  is  contributing  to  the  development 
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of  this  new  climate.  As  physicians,  however,  our  con- 
centration must  be  focused  primarily  on  the  effect  the 
climatic  change  will  have  on  the  practice  of  medicine 
and  the  delivery  of  health  care  to  the  people  of  our 
country. 

Physician  Responsibility:  As  a part  of  this  new  cli- 
mate, both  affected  by  it  and  contributing  to  it,  the 
practice  of  medicine  is  changing.  Physicians  and  their 
professional  societies  must  not  only  change  along 
with  it,  but  must  guide  and  control  the  changes.  The 
long-established  methods  that  have  served  our  pro- 
fession and  our  patients  so  well  in  the  social,  eco- 
nomic, and  political  climate  of  the  past  need  to  evolve 
as  time  passes  and  change  takes  place  in  society. 

Recommendations  significantly  concerning  the  over- 
all field  of  medicine  were  set  forth  in  detail  by  the 
report  of  the  National  Commission  on  Community 
Health  Services.  Even  though  all  segments  of  our  pro- 
fession do  not  accept  the  report  of  the  Commission 
as  valid,  that  report  nonetheless  must  be  considered 
in  our  future  actions.  It  expressed  a philosophy  that 
health  is  no  longer  only  a personal  matter;  health 
has  become  a community  affair. 

Other  governmental  health  programs,  including 
Medicare;  Title  19;  the  heart  disease,  cancer,  and 
stroke  program;  Appalachia;  and  the  comprehensive 
health  care  programs  of  the  Public  Health  Service 
and  others  emphasize  regional  and  community  action 
to  organize  new  forms  of  health  care  provision.  The 
AMA  has  alerted  physicians  and  their  state  and  county 
societies  to  the  need  for  active  participation  and 
especially  leadership  in  these  programs. 

Community-wide  planning  for  the  health  care  of 
all  citizens  has  become  a recognized  obligation.  The 
only  question  unanswered  is  who  shall  meet  the  ob- 
ligation. The  leadership  in  the  planning  will  naturally 
devolve  on  those  who  not  only  are  best  qualified  to 
deal  with  it,  but  on  those  who  are  most  willing  to 
take  the  responsibility. 

Fortunately,  we  find  that  physicians  and  their  medi- 
cal societies,  at  local,  state  and  national  levels,  are 
increasingly  accepting  the  responsibility  of  encourag- 
ing and  initiating  plans  for  more  comprehensive 


community  health  services.  Where  physicians  and 
their  societies  do  not  accept  the  leadership  responsi- 
bility which  should  be  theirs  because  of  training  and 
qualification,  they  will  find  that  the  planning  and  im- 
plementation will  be  carried  on  without  them  and  it 
most  likely  will  be  to  their  own  disadvantage  once 
they  start  living  with  programs  designed  without  their 
participation. 

It  is  necessary  to  review  some  of  the  problems 
which  make  the  changes  necessary. 

Growth  in  Demand:  All  of  the  problems  are  ramifica- 
tions of  one  underlying  circumstance:  the  increased 
demand  for  medical  services,  a demand  that  has  as- 
sumed proportions  of  a generally  unanticipated  size. 
A few  of  the  principal  factors  contributing  to  this 
growth  in  demand  are: 

1.  Improved  health  education  on  the  part  of  the 
public.  Government  at  every  level,  voluntary  health 
agencies,  and  professional  associations  like  our  own 
have  spent  millions  of  dollars  expounding  the  advan- 
tages of  early  diagnosis  and  more  comprehensive 
care. 

2.  Change  in  the  individual’s  concept  of  personal 
responsibility  where  the  financing  of  health  care  is 
concerned.  This  has  been  brought  about  by  the  rapid 
growth  of  voluntary  health  insurance;  by  benefit 
plans  of  labor  unions  and  corporations  which  provide 
services  totally  paid  for  by  the  employer;  and  by  the 
proliferation  of  government  health  programs,  at  fed- 
eral, state,  and  local  levels,  which  have  stimulated  de- 
mand particularly  among  the  low-  and  medium- 
income  groups  at  whom  the  benefits  are  primarily 
aimed. 

3.  Increasing  effectiveness  of  medical  care.  A per- 
son can  get  much  better  care  from  a physician  today 
than  he  could  a generation  ago,  or  even  a decade 
ago.  Every  advance  has  made  medical  service  more 
attractive,  and  more  desirable  to  the  public. 

4.  Growth  of  our  nation’s  economy  since  World 
War  II.  This  growth  has  made  possible  increasing 
amounts  and  quality  of  both  goods  and  services  to 
a greater  number  of  people  than  ever  before.  As 
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the  gross  national  product  has  risen  from  less  than 
$300  billion  in  1950  to  nearly  $700  billion  in  15  years, 
national  expenditures  for  health  have  also  risen — to 
nearly  $40  billion.  Barring  major  economic  or  inter- 
national disruption,  it  appears  that  the  nation's  health 
expenditures  will  continue  to  expand  rapidly. 

Increase  in  government  participation:  This  substan- 
tial expansion  of  the  health  care  system  must  be  of 
major  concern  to  those  responsible  for  training  all 
types  of  health  personnel,  as  well  as  to  those  charged 
with  organizing  and  administering  health  services.  The 
time  allowed  for  our  exertion  of  leadership  in  this 
tremendous  growth  is  relatively  short.  One  of  these 
days,  the  Vietnam  war  will  end.  It  is  possible  that 
when  it  does,  the  billions  of  dollars  our  government  is 
now  spending  to  fight  the  war  will  be  returned  to  tax- 
payers. However,  much  of  it  can  be  expected  to  be 
channeled  into  the  health  field  through  new  programs 
and  expansion  of  present  programs  to  plan  and  pro- 
vide health  care  for  the  people. 

The  development  of  governmental  health  care  pro- 
grams seems  awesome  enough  now.  But  we  can  only 
imagine  the  giant  steps  it  will  take  once  a portion 
of  the  money  that  now  supports  a war  is  available  to 
support  increased  domestic  programs. 

What  the  medical  profession  does  or  does  not  do 
in  the  very  near  future  will  determine,  to  a large  ex- 
tent, the  degree  of  leadership  it  will  be  able  to  ex- 
ercise over  the  planning  and  providing  of  health  care 
to  the  people  of  this  country.  The  profession  cannot 
delay,  because  the  changing  climate  will  not  wait. 

In  seeking  leadership,  we  cannot  reasonably  hope 
to  meet  the  challenges  through  a simple  multiplica- 
tion of  numbers.  For  example,  the  United  States  now 
has  something  more  than  300,000  physicians,  of 
whom  185,000  are  in  private  practice  and  the  rest 
are  providing  service  in  settings  other  than  private 
practice,  are  in  research,  are  completing  internship 
or  residency  training,  are  in  teaching  or  administra- 
tion, or  have  retired  or  no  longer  practice. 

New  medical  schools  are  developing;  but  because 
of  the  need  to  draw  men  out  of  practice  and  into  the 
faculties  of  schools,  the  net  gain  will  not  be  felt  until 


these  schools  have  been  in  operation  a number  of 
years. 

The  health  services  field  is  the  nation’s  fastest- 
growing  employment  field.  It  is  now  the  third  largest, 
behind  agriculture  and  construction.  It  is  expected  to 
be  first  by  the  early  1970’s. 

In  its  November  meeting  in  1966,  the  House  of 
Delegates  of  the  AMA  reaffirmed  its  interest  in  and 
support  of  the  advancement  of  education  and  train- 
ing of  allied  health  professional  and  technical  per- 
sonnel. 

The  size  and  significance  of  the  challenge  before 
us  makes  it  unlikely  we  shall  meet  the  needs  only 
through  the  increase  of  numbers.  Instead,  we  must 
seek  and  find  a whole  new  structure  and  organization 
for  the  provision  of  health  care. 

New  Ideas:  We  need  new  systems  of  delivery.  And 
more  important,  basic  to  the  design  and  development 
of  new  systems,  we  must  recognize,  if  not  necessarily 
accept,  some  ideas  that  appear  to  run  contrary  to  what 
we  have  traditionally  believed. 

One  of  the  new  ideas  is  the  doctrine  that  medical 
care  is  a right  of  every  citizen.  This  theory  is  actually 
a compliment  to  the  medical  profession.  Scientific 
medical  care  has  become  so  desirable,  so  acceptable, 
and  so  essential  that  it  is  accepted  as  a human  right. 
We  have  always  accepted  the  fact  that  everyone  is 
entitled  to  good  medical  care.  The  millions  of  man- 
hours that  physicians  have  given  the  charity  cases  or 
to  patients  they  knew  could  pay  only  a small  portion 
of  their  customary  charge  proves  such  an  acceptance. 
Organized  medicine  is  on  record  as  favoring  the  pro- 
vision of  health  care  for  those  who  are  unable  to  fi- 
nance it  for  themselves.  The  public  and  the  repre- 
sentatives of  the  people  in  government  more  and 
more  are  going  to  demand  that  what  they  call  this 
right  be  met. 

A second  idea  is  that  when  the  patient  of  tomor- 
row presents  himself  for  medical  care,  he  will  not  so 
much  enter  a doctor’s  office  as  he  will  step  into  a 
complex  system  of  medicine  involving  many  indi- 
viduals. This  is  already  true  to  a great  extent.  As  spe- 
cialization has  increased,  it  has  become  possible  for 
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the  patient  to  have  access  to  experts  in  a number  of 
different  fields,  receiving  help  from  one  or  more  of 
them  under  the  direction  and  at  the  request  of  his 
own  physician.  Medicine  in  the  future  will  be  only  a 
further  elaboration  and  perfection  of  the  present  sys- 
tem, in  which  the  physician  will  have,  virtually  at  his 
elbow,  every  kind  of  specialist  and  every  type  of  an- 
cillary personnel  whose  individual  skills  can  help  him 
do  a better  job  for  his  patient. 

A patient  goes  to  a physician  for  help.  Help  is 
what  he  will  get  in  the  future  as  now,  only  it  will  be 
better  than  he  has  ever  been  able  to  get  before.  But 
he  will  not  always  be  able  to  get  whatever  he  needs 
from  any  single  physician.  That  will  become  even 
more  true  than  it  is  today  as  the  increasing  demand 
for  service  makes  the  physician’s  time  more  crowded 
than  it  is  now. 

The  physician  of  the  future  will  work  under  a new 
job  description.  Along  with  his  medical  responsibili- 
ties, he  will  have  to  accept  and  execute  managerial 
functions.  Rather  than  being  the  doctor  of  a genera- 
tion ago  who  did  everything  that  had  to  be  done  for 
the  patient,  the  physician  of  the  future  will  be  a co- 
ordinator among  the  many  persons  who  will  combine 
their  efforts  to  give  his  patient  the  care  that  is  need- 
ed, whether  preventive,  diagnostic,  therapeutic,  con- 
valescent, or  rehabilitative. 

This  does  not  necessarily  mean  entering  group 
practice.  An  association  can  be  maintained  on  an 
informal  as  well  as  formal  basis.  But  it  does  seem 
that  some  kind  of  grouping  or  association  is  needed 
in  order  to  coordinate  the  services  of  various  physi- 
cians along  with  the  various  clerical  and  allied  occupa- 
tional and  professional  people  to  provide  high  quality, 
comprehensive  care. 

The  third  idea  is  that  it  is  not  enough  for  the  physi- 
cian to  do  a good  job  with  his  own  practice.  He  must 
feel  a responsibility,  and  execute  his  responsibility, 
regarding  the  entire  pattern  of  health  care  through- 
out the  community. 

Wherever,  in  the  community,  a person  becomes  ill 
or  suffers  an  accident,  it  is  the  medical  profession’s 
responsibility  to  see  that  the  community  has  a mech- 


anism to  care  for  him,  and  to  see  that  the  mechanism 
is  well-organized  and  effective.  Physicians  must  ac- 
cept the  responsibility  for  everything  from  the  train- 
ing of  ambulance  drivers  to  hospital  emergency  room 
procedures  to  the  availability  and  training  of  allied 
medical  personnel.  The  physician’s  responsibility  as 
a member  of  the  medical  profession  must  extend 
beyond  his  traditional  relationship  with  an  individual 
patient.  While  most  persons  will  be  treated  within  the 
community’s  health  system  by  one,  or  only  a few  phy- 
sicians, every  physician  in  the  community  shares 
equal  responsibility  for  the  efficient  working  of  an 
overall  system. 

The  system,  the  pattern  of  health  care  in  the  com- 
munity, must  be  so  established  that  service  is  avail- 
able where  needed  and  when  needed,  24  hours  a 
day,  7 days  a week.  This  calls  for  a great  deal  of 
skillful  organization,  and  emphasizes  the  managerial 
functions  that  are  rapidly  becoming  a new  and  vital 
part  of  the  physician’s  job  description. 

More  classes  of  medical  care:  Because  this  is  a free 
country  and  because  physicians  have  always  fiercely 
defended  the  freedom  of  their  profession,  (and  rightly 
so)  we  have  the  privilege  of  not  accepting  any  of 
these  responsibilities.  At  the  present  time,  nothing  can 
coerce  the  profession  into  establishing  community 
systems  for  comprehensive  health  care. 

We  can  continue  to  let  people  outside  of  our  pro- 
fession draw  the  blueprints  with  which  we  must  build 
the  practice  of  medicine.  Whoever  has  designed  sys- 
tems of  indigent  care  in  the  past,  for  example,  has 
managed  to  create  two  classes  of  medical  care  in 
this  country  where  there  formerly  was  only  one. 

Because  we  are  free,  we  can  let  this  division  con- 
tinue and  multiply.  It  is  conceivable,  looking  at  the 
present  situation,  that  we  might  one  day  have  sev- 
eral more  classes  of  medical  quality:  one  for  the  in- 
digent; one  for  the  aged;  one  for  children;  and  one, 
presumably  the  best,  for  the  few  remaining  persons 
who  pay  for  their  own  care. 

Or  we  can  take  the  leadership  in  designing  and 
building  a completely  integrated,  excellent  system  of 
community  health  care  for  all  citizens.  If  the  system 


94 


TEXAS  MEDICINE 


is  to  be  excellent,  it  must  be  designed  and  imple- 
mented by  physicians,  with  their  perception  of  the 
real  problems  of  medicine.  We  cannot  hope  to  see  a 
system  which  we  consider  good,  and  in  which  we  are 
glad  to  practice,  if  we  permit  it  to  be  designed  by 
non-physicians,  whoever  they  may  be. 

Health  care  is  not  exclusively  the  domain  of  the 
private  practicing  physician;  of  the  government;  of 
state  health  departments;  of  academic  institutions; 
nor  of  the  many  welfare  agencies,  public  and  private, 
who  are  interested  in  it.  It  is  the  responsibility  of  all 
of  them,  and  a good  system  can  only  result  from  the 
amalgamation  and  coordination  of  all  of  those  ele- 
ments. 

But  someone  must  be  the  leader.  Someone  must 
blend  the  efforts  of  all  of  the  separate  segments  of 
interest  into  one  program,  system,  or  mechanism  to 
provide  comprehensive  health  care  within  each  com- 
munity and  throughout  the  nation. 

Factors  for  leadership  need:  I believe  that  leader- 
ship must  be  assumed  by  the  medical  profession. 
There  are  five  factors  in  this  belief: 

1.  We  have  a moral  obligation  to  back  up  with  ac- 
tion what  we  maintain — that  we  shall  see  to  it  that 
everyone  has  access  to  good  health  care. 

2.  We  cannot  afford  to  ignore  a segment  of  the 
population  that  will  be  able,  in  the  future,  to  sustain 
private  practice. 

3.  We  must  deny  criticism  that  we  “have  it  so 
good”  practicing  among  more  favored  individuals  that 
we  can  overlook  those  less  favored. 

4.  We  must  take  every  opportunity  to  emphasize 
the  principle  that  free  care  is  only  for  the  needy. 

5.  We  must  be  in  at  the  planning  stage  of  any  in- 
novations in  the  delivery  of  health  care. 

If  the  privately  practicing  segment  of  medicine, 
through  its  organizations,  does  not  lead  in  the  estab- 
lishment of  the  system,  one  or  more  other  segments 
of  society  will  do  so,  most  likely,  to  the  disadvantage 
of  patients  and  of  the  private  practitioners. 

Locally  and  nationally,  we  in  medicine  have  wanted 
and  expected  the  support  of  community  leaders  for 
our  cause,  that  of  free  medicine.  They  are  people  who 


have  many  problems.  If  we  expect  to  gain  their  sup- 
port for  our  problems,  we  are  going  to  have  to  show 
them  that  we  are  working  diligently  to  solve  at  least 
one  of  theirs.  We  won't  get  them  on  our  side  by  ig- 
noring them  or  by  working  against  their  efforts  which 
we  feel  overlap  our  domain. 

Prescribed  Formula:  My  formula  for  beginning  this 
tremendous  job  is  a simple  one  to  describe. 

First,  the  local  medical  society  must  make  a pub- 
lic commitment.  It  must  put  itself  and  its  members  on 
the  line  as  undertaking  the  establishment  of  a com- 
prehensive community  health  system. 

Second,  it  must  take  the  initiative  in  drawing  to- 
gether all  of  the  elements  of  the  community  that  have 
a legitimate  interest  in  health  care,  to  mobilize  their 
combined  efforts  in  a study  of  existing  health  facili- 
ties and  existing  needs  within  the  community. 

And  third,  again  it  must  take  the  lead  in  coopera- 
tion with  all  of  the  combined  elements  in  establishing 
a program  to  meet  whatever  needs  are  discovered. 

The  AMA  and  its  staff  stand  ready  to  help  in  any 
possible  way.  But  every  society  that  wants  to  under- 
take the  responsibility  must  recognize  that  local  prob- 
lems are  local.  They  are  not  susceptible  to  grand  re- 
gional or  national  solution.  It  is  imperative  that  each 
society  critically  study  its  own  communities  and  the 
population  therein  to  find  specific  methods  to  solve 
its  own  specific  problems. 

There  is  no  other  way  the  job  can  be  done.  If  it 
is  attempted  on  any  grander  scale  than  the  commu- 
nity level,  then  we  would  be  making  exactly  the  same 
mistake  that  government  has  made  in  the  past  in 
trying  to  develop  a national  solution  and  make  it 
work  in  every  local  situation. 

Regardless  of  what  we  have  done  or  not  done  in 
the  past,  we  must  realize  now  that  what  we  do  or  fail 
to  do,  beginning  now,  will  have  a profound  effect  on 
the  system  under  which  health  care  is  delivered  in 
the  future  and  an  equally  profound  effect  upon  pro- 
fessionals involved  in  that  system  of  delivery. 

Dr.  Hudson,  Cleveland  Clinic,  2020  E.  93rd  St.,  Cleve- 
land, Ohio  44106. 
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Local  Church  Achieves  Success 
With  Community  Health  Project 

Dr.  Charles  L.  Hudson,  Immediate  Past 
President  of  the  American  Medical  Associa- 
tion, spoke  to  the  Texas  Medical  Association 
in  a luncheon  meeting  at  the  100th  Annual 
Session  in  Dallas  regarding  the  changing 
climate  of  America.  One  of  the  main  points 
which  Dr.  Hudson  made  at  that  time  was 
that  it  is  the  responsibility  of  organized 
medicine  to  evaluate  the  problems  existing 
regarding  medical  care  in  each  local  com- 
munity and  to  make  plans  therefrom  for  the 
future. 

Dr.  Hudson  further  pointed  out  that  if 
this  is  not  done  by  the  physician,  the  job 
will  be  done  by  others  and  our  position  of 
leadership  in  these  movements  cannot  be  as 
adequately  maintained. 

I am  in  complete  agreement  with  Dr. 
Hudson’s  thesis  up  to  a point.  Certainly  med- 
ical needs  of  a community  should  be  evaluat- 
ed, in  fact,  the  total  needs  of  a community 
should  be  evaluated  and  plans  made  to  cor- 
rect deficits  in  requirements  of  the  citizens 
of  that  community. 

Historically,  churches  have  been  leaders 
in  the  formation  of  progress  in  some  of  the 
more  important  things  in  the  lives  of  our 
communities.  They  were  the  first  to  organ- 
ize hospitals,  the  first  to  organize  colleges, 
and  first  to  give  various  other  important 
products  and  aids  to  our  present  day  civili- 
zation. These  factors  are  now  being  taken 
over  by  government. 

I wish  to  point  out  a church  project  which 
is  being  carried  out  in  one  of  our  Texas 
areas  somewhat  successfully.  Within  the 
past  year  and  a half  one  of  our  local  church- 
es, in  evaluating  its  relationship  to  everyday 
living  and  to  its  responsibility  to  the  com- 
munity and  to  the  people,  began  to  realize 
that  such  an  evaluation  of  the  community 
should  be  made  and  efforts  directed  toward 
correcting  deficits.  As  a result  of  this  study, 
the  Presbyterian  Center  in  Lubbock  was 
formed  starting  with  clinic  facilities  for  in- 
digent medical  patients.  A building  in  the 


poorer  part  of  the  city  housed  the  clinic.  Lo- 
cal doctors  not  only  advised  in  evaluating 
the  need,  but  they  were  also  very  active  in 
organizing  the  clinic  and  have  donated  their 
services  in  staffing  it. 

The  paid  social  worker  acts  as  director 
and  carries  out  the  more  tedious  work,  but 
the  majority  of  the  work  is  done  by  volun- 
teers from  the  community  and  from  the 
church.  This  program  has  expanded  from  an 
average  of  8 patients  per  day  seen  in  a two 
hour  period,  five  days  a week,  to  an  average 
of  75  to  80  patients  a week.  A total  of  ap- 
proximately 1,500  patients  has  been  seen 
since  the  clinic’s  opening. 

This  clinic  already  has  proved  its  worth. 
Other  fields  of  social  endeavor  are  planned 
by  this  same  group;  such  as  rehabilitation 
programs  and  efforts  to  help  in  educating 
people  as  to  job  requirements.  Family  coun- 
seling is  also  envisioned. 

It  was  pointed  out  that  a church,  by  show- 
ing its  concern  for  the  needs  of  citizens, 
could  gain  people’s  confidence  and  perhaps 
in  this  manner  interest  them  in  the  primary 
motive  of  the  church,  that  of  promoting 
Christian  principles  among  all  the  people  of 
the  community. 

Interestingly  enough,  this  project  not  only 
has  been  beneficial  to  the  patients  but  also 
has  been  inspiring  to  the  volunteers  who 
have  taken  part  in  it. 

An  interesting  sidelight  in  this  particular 
program  is  the  financial  aspect.  The  total 
cost  of  this  clinic  for  the  first  year  was 
$6,990.41,  though  a budget  of  $11,000  had 
been  raised  by  the  church.  Very  recently  an 
estimated  offer  was  made  by  the  Office  of 
Economic  Opportunity  which  indicated  that 
there  would  be  available  for  this  clinic  ap- 
proximately $80,000.00,  more  than  ten  times 
as  much  money  as  actually  had  been  re- 
quired to  put  this  clinic  into  effective  ac- 
tion. The  OEO  had  sponsored  a similar  type 
of  clinic,  which,  at  that  time,  had  done  noth- 
ing except  make  itself  a referral  service, 
seeing  people  and  sending  them  to  the  prop- 
er places  for  treatment.  This  service  had 
cost  the  government  $43,000. 

The  point  becomes  obvious.  It  is  not  gov- 
ernment projects  we  need,  but  involvement 
of  the  citizens  of  a community  in  the  needs 
of  their  fellow  citizens.  Texas  can  point  with 
pride  to  this  particular  project. 

Sincerely  yours, 
John  H.  Selby,  M.D.,  Lubbock. 
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Diagnosis: 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
isosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
ights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
ivisual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
prief  convulsions  in  a few  patients. 


Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
iole  during  prolonged  treatment.  Pending  further  experience,  like  most 
.'hemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
if  pregnancy.  It  must  be  used  cautiously  In  patients  with  liver  disease  or 
severe  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
or  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
sareful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

Afhen  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  qive  a 
alse-positive  reaction. 


Josage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
iaily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  is  Indicated, 
he  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
■ ould  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
Physician.  Until  further  experience  is  gained,  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
pottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
requeSt.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy -1964,  Ann  Arbor,  American 
iociety  for  Microbiology,  1965,  p.  722. 


cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

' ■-  '■  ...... 

NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystal lu ria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


Wi/rfhrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms;  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


Health  Department  Has  Colossal  Task 
In  Battle  with  Forces  of  Hurricane  Beulah 


[Editors’  Note:  When  the  October 
issue  of  Texas  Medicine  went  to 
press,  flooding  spawned  by  Hurri- 
cane Beulah  was  still  ravaging  South 
Texas.  Since  late  Tuesday,  Sept.  19, 
Beulah  had  been  responsible  for  ex- 
tensive wind  and  flood  damage. 
Staff  members  of  the  Texas  State 
Department  of  Health  and  other 
state  agencies  were  still  functioning 
in  full  emergency  capacities  in  deal- 
ing with  the  major  problems  at  hand 
and  in  efforts  to  prevent  widespread 
health  problems  in  the  aftermath. 
On  Sept.  26,  health  department  per- 
sonnel provided  Texas  Medicine  with 
the  following  report:] 

Since  last  night  (Sept.  25)  the 
Texas  State  Department  of  Health 
has  dispatched  20  public  health 
nurses,  several  additional  food  and 
drug  inspectors  and  several  sanitari- 
ans to  the  stricken  area. 

Requests  are  continuing  to  be  re- 
ceived for  typhoid  immunization  ma- 
terials, and  these  requests  are  being 
filled  as  rapidly  as  transportation 
can  be  arranged. 

Also,  a massive  Valley-wide  mos- 


quito control  operation  is  being  un- 
dertaken by  the  State  Department 
of  Health. 

Clean  Up:  The  usual  clean-up  opera- 
tions are  ready  to  begin  when  the 
flood  recedes.  Problems  are  antici- 
pated from  vectors,  polluted  water, 
and  snakes.  State  Health  Depart- 
ment entomologists,  engineers,  and 
food  inspectors  have  been  in  the 
area  several  days,  and  plans  have 
been  drawn  up  for  clean-up  opera- 
tions based  on  their  surveys. 

Snake  anti-venin  is  in  the  area 
hospitals.  Large  quantities  of  addi- 
tional doses,  if  needed,  can  be  sup- 
plied on  alerting  Emergency  Oper- 
ating Center  (EOC). 

Advance  Preparation:  An  effective  or- 
ganization for  disaster  health  and 
medical  services  became  a reality 
earlier  this  year.  Its  staff  is  made 
up  of  officials  of  the  Texas  State 
Department  of  Health  and,  through 
Texas  Medical  Association’s  Com- 
mittee on  Disaster  Medical  Care, 
private  physicians.  Nurses,  techni- 
cians, pharmacists,  dentists,  veteri- 


narians, funeral  directors,  and  hos- 
pital administrators  complete  the 
team. 

For  the  disaster  plan  the  state  is 
organized  into  17  geographic  areas. 

So  far  (as  of  Sept.  26),  Beulah 
has  directly  involved  five  of  these 
emergency  medical  services  areas, 
activating  under  the  plan  many  of 
its  team  members,  supplies,  and 
hospitals. 

Ten  of  the  108  prepositioned 
Packaged  Disaster  Hospitals,  which 
can  be  assembled  to  form  a 200-bed 
hospital  with  capability  to  function 
30  days  without  resupply,  have  been 
utilized.  Part  of  their  contents 
(medicines,  cots  and  blankets,  and 
power  generators)  have  been  used. 
Prepositioned  pharmaceuticals  have 
been  flown  into  the  Rio  Grande 
Valley. 

The  Valley  District  Medical  Direc- 
tor, Dr.  Charles  Queen  of  Edinburg, 
has  established  a field  hospital  in 
Rio  Grande  City  to  care  for  the  mass 
of  sick  amidst  approximately  11,000 
refugees  there.  Dr.  Queen  planned 
to  establish  a second  such  hospital 


At  Rio  Grande  City,  Tex.,  an  army  helicopter  searches  the  river  for  flood  victims.  The  river  had  been  expanded  to  many 
times  its  normal  size  from  rains  and  flooding  from  Hurricane  Beulah.  The  Rio  Grande  was  approximately  eight  miles  wide 


at  this  point  on  Sept.  26. 
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at  Edinburg,  should  it  become  nec- 
essary to  bring  out  patients  from 
Rio  Grande  City,  or  possibly  receive 
patients  from  Harlingen,  if  facilities 
there  became  flooded  or  overloaded. 

In  the  Corpus  Christi  area,  simi- 
lar activity  by  volunteer  personnel 
of  the  organization,  using  some  pre- 
positioned supplies,  was  under  way. 

This  exchange  of  information  and 
assessment  of  conditions  in  the  dis- 
aster areas,  and  the  subsequent 
movement  of  supplies  and  person- 
nel is  a coordinated  effort.  These 
supplies  and  personnel  are  specifi- 
cally called  for,  rather  than  the 
product  of  uninformed  action  which 
could  lead  to  wrong  disposition  of 
aid. 

Health  Department  officials  who 
are  the  medical  portion  of  the  over- 
all recovery  coordinating  effort,  un- 
der the  active  direction  of  the  gov- 
ernor, have  been  operational  at  the 
State  Emergency  Operating  Center 
around  the  clock  since  8 a.m.  Tues- 
day, Sept.  19. 


Health  Needs:  Beulah  so  far  has 
presented  nothing  new  in  the  way 
of  sickness  or  injury  resulting  dur- 
ing hurricanes  or  floods. 

On  Sept.  26,  Dr.  Queen  reported 
on  Mexican  refugees  (Health  Depart- 
ment EOC  Log,  p.  121,  entry  of  9/ 
25,  8 p.m.)  “clumps  of  humans  on 
high  areas,  small  mountain  tops 
above  water.  These  people  have 
every  disease  of  privation.  They 
have  been  thus  two  or  more  days 
without  food  or  potable  water.  Prob- 
lems of  immersion:  babies  covered 
with  sores  and  suffering  from  diar- 
rhea dehydration.  Some  deliveries, 
appendectomies — even  some  epilep- 
tics among  them.” 

Concluding  his  report,  Dr.  Queen 
described  the  medical  center  he 
has  established  in  Rio  Grande  City 
for  those  refugees  as  "well  supplied 
and  staffed,”  adding  that  the  situa- 
tion was  well  in  hand. 

A daily  air-shuttle  of  medical 


teams  (volunteers  from  Santa  Rosa 
Hospital  in  San  Antonio)  made  up 
usually  of  2 medical  doctors,  10  to 
14  registered  nurses  and  licensed 
vocational  nurses,  and  1 technician, 
was  set  up  at  the  EOC  very  late  at 
night  Friday,  Sept.  22.  The  first 
team  went  in  Saturday,  Sept.  23, 
and  another  has  followed  every  day 
since  Saturday. 

Concerning  the  effectiveness  of 
the  teams  sent  to  him  in  Rio 
Grande  City,  Dr.  Queen  (SHD  EOC 
Log  of  9/25-1:55  p.m.)  said  "they 
are,  literally,  lifesavers.” 

At  1:30  a.m.,  Monday,  Sept.  25, 
in  extremely  hazardous  flying  weath- 
er, two  planes  carrying  medical  doc- 
tors from  Galveston  made  it  to  Har- 
lingen. They  are  in  Rio  Grande  City 
to  date. 

In  summary,  the  plan  and  organi- 
zation for  optimum  use  of  medical 
and  health  resources  in  disaster  has 
been  put  into  effect. 

On  the  lighter  side,  one  supply 


Harl|ngen  was  one  of  the  Texas  communities  hardest  hit  by  the  floods  caused  by  rains  from  Hurricane  Beulah  This 

a °g/aPhH'T  takenM°n  T“esday’  Sept'  26,  (the  day  the  accomPanying  story  was  written)  before  flood  waters  had  reached 

Arrovo  rnln  ad  een  hT  10'°00  perSons  were  forced  t0  'eave  their  homes  in  this  town  besieged  by  the  swollen 

Arroyo  Colorado,  a flood  diversion  channel  of  the  Rio  Grande.  y 
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shipment  did  go  slightly  amiss  when 
weather  forced  an  airplane  to  land 
at  an  alternate  airport.  On  the  air- 
plane was  a medical  team  from 
Santa  Rosa  which  planned  to  leave  a 
requested  shipment  of  600  needles 
and  syringes  with  Dr.  Queen  in  Edin- 
burg. 

The  team  went  straight  into  Rio 
Grande  City,  and  so,  presumably 
did  all  the  supplies.  Ultimately  the 
supplies  would  probably  have  been 
sent  in  to  Rio  Grande  City  when 
the  need  arose. 

Communications,  as  can  be  sur- 
mised, were  excellent  for  a hurri- 
cane operation.  Telephone  service 
was  reestablished  early  on  an  emer- 
gency basis. 

SCHOOL,  HOSPITAL 
SET  UP  INSTITUTE 

Two  specialists  on  The  University 
of  Texas  Southwestern  Medical 
School  faculty  in  Dallas  will  effect  a 
closer  tie-in  between  Methodist  Hos- 
pital of  Dallas  and  the  medical 
school  by  heading  a new  cardiopul- 
monary institute  at  Methodist,  Dean 
Charles  C.  Sprague  of  Southwest- 
ern and  Methodist  Hospital 
board  of  trustees  president  L.  T. 
Potter  have  announced.  Co-directors 
of  the  institute  are  Dr.  William  F. 
Miller  and  Dr.  Fouad  A.  Bashour, 
both  of  the  Department  of  Medicine 
at  Southwestern.  Both  will  retain 
their  professional  status  at  the 
school. 

The  physicians  have  been  con- 
sulting with  Methodist  officials  the 
past  several  months  in  the  final 
planning  stages  of  the  cardiopul- 
monary laboratories  and  facilities  to 
be  located  in  the  northwest  wing 
now  under  construction.  In  the  in- 
terim, offices  and  clinical  research 
facilities  will  be  housed  in  two 
former  residences  owned  by  the  hos- 
pital and  located  across  from  Meth- 
odist-Central. When  clinical  facilities 
are  completed  in  the  main  hospital 
building,  present  quarters  will  be 
used  exclusively  for  experimental 
research  laboratories. 

The  research  aspect  of  the  insti- 
tute’s three-part  program  will  be 
concerned  primarily  with  learning 
more  of  the  basic  mechanisms  in- 
volved in  diseases  of  the  heart, 
lungs,  and  circulation.  There  will 
also  be  concentration  on  develop- 
ment of  new,  improved  methods  of 
diagnosis,  study  and  treatment  of 
diseases,  as  well  as  evaluation  of 
current  methods. 


CHICAGO  DISTRICT  GETS 
WASTE  POLLUTION  GRANT 

The  Public  Health  Service  has 
granted  $329,000  for  a project  to 
determine  whether  processed  liquid 
sewage  sludge  can  be  piped  from 
Chicago  to  make  marginal  Illinois 
lands  productive  for  agriculture 
without  hazard  to  human  health. 

The  grant  was  made  to  the  Met- 
ropolitan Sanitary  District  of  Great- 
er Chicago  by  the  Solid  Wastes  Pro- 
gram of  the  Public  Health  Service’s 
National  Center  for  Urban  and  In- 
dustrial Health. 

Two-thirds  of  the  first-year  cost 
of  the  project  will  be  covered  by  the 
grant,  largest  award  to  date  by  the 
Solid  Wastes  Program  which  is  con- 
ducting a national  effort  to  abate 
pollution  from  refuse  and  other 
wastes.  The  project  is  expected  to 
run  for  three  years  at  a total  cost 
of  $914,000. 

During  early  stages  of  the  proj- 
ect, processed  liquid  sewage  sludge 
will  be  trucked  about  90  miles  south 
of  Chicago  to  an  experimental  dis- 
posal site  in  a belt  of  relatively  un- 
productive sandy  soil.  Later  in  the 
project,  pipeline  transport  of  the 
sludge  will  be  studied. 

The  project  follows  three  years  of 
research  in  Ohio  which  indicated 
the  feasibility  of  long-distance  pipe- 
line transportation  of  liquid  sludge 
for  land  reclamation.  The  research 
was  sponsored  by  the  Federal  Wa- 
ter Pollution  Control  Administration, 
US  Department  of  the  Interior. 

ANTI-CANCER  DRUGS 
MAY  BE  UNDER  THE  SEA 

The  National  Cancer  Institute’s 
search  of  the  plant  and  animal  king- 
doms for  new  sources  of  anti-cancer 
drugs  has  been  extended  to  under- 
sea plant  life.  US  Public  Health 
Service  contracts  for  the  collection, 
identification,  growth,  and  extrac- 
tion of  a wide  variety  of  algae  spe- 
cies have  been  awarded  to  the  Illi- 
nois Institute  of  Technology  Re- 
search Institute  in  Chicago,  and 
Tyco  Laboratories,  Inc.,  in  Waltham, 
Mass.,  at  $30,533  and  $31,036  re- 
spectively for  a one-year  period. 

The  projects  are  part  of  an  effort 
by  the  National  Cancer  Institute,  Na- 
tional Institutes  of  Health,  to  evaluate 
the  anti-cancer  potential  of  organic 
materials  with  unique  chemical 
structures. 

Each  contract  will  permit  syste- 
matic study  of  50  or  more  distinct 
species  of  marine  and  fresh  water 


algae  and  various  active  substances, 
including  steroids,  vitamins,  and  an- 
tibiotics present  in  or  excreted  by 
algae. 

HEALTH  SERVICE  CARE 
TO  AID  NON-SWIMMERS 

Parents  can  now  teach  children 
how  to  protect  themselves  from 
drowning  by  following  the  directions 
on  a new  wallet  card  published  by 
the  Public  Health  Service. 

The  technique  is  called  “Drown- 
proofing” and  can  be  learned  by 
adults  and  youngsters  who  can’t 
swim. 

The  card  is  being  distributed  by 
the  National  Center  for  Urban  and 
Industrial  Health  in  Cincinnati,  head- 
ed by  Jerome  H.  Svore,  director. 
Information  on  the  card  was  pre- 
pared by  the  Center’s  Injury  Con- 
trol Program  in  cooperation  with  the 
American  Red  Cross. 

Drownproofing  consists  of  a ser- 
ies of  arm  and  leg  movements  per- 
formed in  the  water  by  a person 
moving  up  and  down  instead  of  for- 
ward, as  in  swimming. 

The  card  contains  other  safety 
information  for  use  around  the  wa- 
ter. The  card,  called  "Safety  Tips 
In-Out-and-Around  the  Water,”  may 
be  obtained  without  charge  in  quan- 
tities of  up  to  100  by  writing  to  the 
Injury  Control  Program,  National 
Center  for  Urban  and  Industrial 
Health,  222  East  Central  Parkway, 
Cincinnati,  Ohio  45202. 

MOTORCYCLE  BURNS 
PLAGUE  GIRLS  IN  SHORTS 

Some  passengers  on  motorcycles, 
particularly  girls  in  shorts,  are  being 
burned  by  the  hot  exhaust  pipe,  a 
Public  Health  Service  official  has 
said.  He  said  the  motorcycle  manu- 
facturers should  provide  improved 
guards  on  exhaust  systems. 

Dr.  Richard  E.  Marland,  chief  of 
the  Public  Health  Service’s  Injury 
Control  Program  in  the  National 
Center  for  Urban  and  Industrial 
Health  in  Cincinnati,  based  his  state- 
ment on  a study  made  of  motorcy- 
cle burns.  The  study  was  made  by 
a Public  Health  Service  team  study- 
ing injuries  in  the  Denver  area. 

The  team  found  that  cyclists  were 
burning  their  legs  on  the  exhaust 
system  often  when  getting  off  the 
motorcycle.  Most  of  the  burns  were 
suffered  by  teenage  girl  passengers. 
Out  of  14  victims,  12  were  girls, 
10  were  passengers,  and  8 were 
wearing  shorts  at  the  time  of  injury. 
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AMA  FOUNDATION  PLANS 
RESEARCH  ON  SMOKING 

Is  smoking  a psychological  addic- 
tion with  deadly  overtones  or  more 
in  the  nature  of  a bad  habit? 

The  best  estimate  of  clinicians 
and  scientists  in  the  field  is  that 
cigarets  are  a health  hazard.  But 
they  admit  they  don’t  have  the  sci- 
entific data  yet  to  establish  why 
and  how. 

The  problem  is  one  that  must  be 
answered  at  the  cellular  and  molec- 
ular level.  What  effect  is  produced 
by  the  molecules  that  constitute 
cigaret  smoke  on  the  molecules 
that  make  up  human  cells? 

For  the  past  three  years,  wide 
ranging  research  into  many  ques- 
tions at  this  level  has  been  spon- 
sored by  the  Project  for  Research 
on  Tobacco  and  Health  of  the  Amer- 
ican Medical  Association-Education 
and  Research  Foundation.  But  direct 
and  incontrovertible  evidence  for  a 
cause  and  effect  relationship  be- 
tween smoking  and  disease — in- 
cluding cancer,  respiratory  and  car- 
diovascular disease — is  difficult  to 
obtain.  The  answers  are  probably 
still  years  away. 

Nevertheless,  the  program  has  al- 
ready met  with  a degree  of  success, 
according  to  its  architects. 

Explains  Dr.  Maurice  H.  Seevers, 
chairman  of  the  Committee  for  Re- 
search on  Tobacco  and  Health:  "For 
one  thing,  the  program  has  helped 
stimulate  an  interest  in  laboratory 
research  on  smoking." 

In  the  past,  research  into  the  ef- 
fects of  smoking  has  often  been 
retrospective  in  nature — attempting 
to  correlate  certain  diseases  with 
smoking  patterns  on  a statistical 
basis. 

The  decision  to  include  cardio- 
vascular and  respiratory  research  in 
the  program  along  with  cancer,  Dr. 
Seevers  explained,  was  based  on  the 
fact  that  certain  respiratory  and  cir- 
culatory diseases  show  much  the 
same  statistical  relationship  to 
smoking  as  cancer,  and  at  the  same 
time  are  more  prevalent  than 
cancer. 

The  Project  for  Research  on  To- 
bacco and  Health  was  initiated  by 
the  AMA  House  of  Delegates  as  an 
adjunct  to  its  educational  cam- 
paign to  discourage  the  use  of  toxic 
materials — including  t o b a c c o — 
among  young  people. 


PAMPHLETS 

Physical  Therapy  Department:  A 
Handbook  for  Affiliates  and  Staff 

describes  in  detail  the  functioning 
of  the  physical  therapy  department 
in  the  Institute  of  Rehabilitation 
Medicine.  It  discusses  patient  eval- 
uation and  treatment,  the  responsi- 
bilities of  central  scheduling,  the 
staffing  of  the  department,  the 
placement  of  individual  and  group 
treatment  areas,  basic  physical  ther- 
apy equipment,  in-  and  outpatient 
services,  the  “activities  of  daily  liv- 
ing” service  and  other  specialized 
rehabilitation  services. 

Copies  may  be  purchased  at  $3 
each  through  the  Publication  Office, 
Institute  of  Rehabilitation  Medicine, 
400  E.  34th  St.,  New  York,  N.Y. 
10016.  Checks  should  be  made  pay- 
able to  New  York  University. 

Books  to  Help  Children  Adjust  to  a 
Hospital  Situation  was  originally 
compiled  in  1956  to  help  volunteer 
library  workers  at  the  Children’s  Me- 
morial Hospital,  Chicago,  select 
books  for  particular  patients.  The 
list  in  its  present  form  contains 
780  titles,  arranged  by  age  groups 
under  seven  subject  categories:  ad- 
justment and  understanding;  cooper- 
ation with  others;  fear  and  reassur- 
ance; hospitals,  doctors,  nurses; 
loneliness  and  homesickness;  mak- 
ing new  friends;  and  just  for  fun. 
Very  brief  annotations  will  help  the 
user  select  the  best  books  for  the 
child's  needs. 

Copies  of  the  55-page  pamphlet 
are  available  from  the  Association 
of  Hospital  and  Institution  Libraries 
office  of  the  American  Library  As- 
sociation headquarters,  50  E.  Huron 
St.,  Chicago  60611,  at  50  cents  a 
copy.  Purchasers  should  remit  with 
order. 

How  to  Prevent  Suicide  considers 
some  of  the  theories  about  why 
people  kill  themselves  and  presents 
a number  of  fables  about  suicide, 
along  with  the  facts  that  dispute 
them.  A good  part  of  the  pamphlet 
is  concerned  with  current  programs 
of  suicide  prevention  and  sugges- 
tions for  how  communities  can  go 
about  planning  for  such  a vital  serv- 
ice, obtaining  funds,  and  training 
staff. 

The  booklet  is  available  for  25 
cents  from  the  Public  Affairs  Com- 
mittee, 381  Park  Avenue  S.,  New 
York,  N.  Y.  10016. 

Red  Is  the  Color  of  Hurting  is  an 

illustrated  booklet  on  planning  for 
more  humane  and  understanding 
services  for  children  in  medical  hos- 


pitals. It  is  based  on  proceedings 
of  a workshop  held  at  the  annual 
meeting  of  the  American  Orthopsy- 
chiatric Association  in  New  York  in 
1965  attended  by  outstanding  men 
and  women  in  pediatrics,  nursing, 
psychiatry,  psychology,  cultural  an- 
thropology, and  architecture. 

Single  copies  of  the  booklet,  Pub- 
lic Health  Service  Publication  No. 
1583,  are  available  from  the  Public 
Inquiries  Branch,  US  Public  Health 
Service,  Washington,  D.  C.  20402. 

Facts  About  Fat  can  be  used  as 
supplementary  information  for  fat 
modified  diets.  It  is  not,  however, 
a diet.  Contents  include  answers  to 
questions  about  modifications  of 
total  fat  and  cholesterol  and  fatty 
acids,  the  preparation  of  food  at 
home,  and  choices  of  foods  eaten 
away  from  home.  A short  bibliogra- 
phy is  given  for  persons  wishing  to 
read  further.  Free  copies  may  be 
ordered  from  the  Cancer  and  Heart 
Division,  Texas  State  Department  of 
Health,  Austin  78756. 

Sitting  Safely  is  intended  for  parents 
to  give  to  their  baby  sitters.  This 
brief  safety  guide  is  designed  to 
improve  knowledge  and  understand- 
ing of  the  techniques  and  responsi- 
bilities of  baby  sitting.  It  answers 
questions  such  as:  What  to  do  in 
an  emergency?  How  to  keep  babies 
happy  and  out  of  trouble?  What  to 
expect  from  children  of  different 
ages?  What  to  watch  out  for  to  pre- 
vent accidents? 

Copies  may  be  obtained  free  of 
charge  from  a Metropolitan  Life 
Insurance  representative,  from  the 
nearest  Metropolitan  district  office, 
or  by  writing  to  Metropolitan  Life 
Insurance  Company,  1 Madison  Ave., 
New  York,  N.Y.  10010. 

The  Battle  for  Clean  Air  outlines  the 
cause  and  sources  of  air  pollution, 
its  cost  in  terms  of  human  discom- 
fort, disease,  and  economic  waste, 
and  what  can  be  done  about  it. 

The  booklet  is  available  for  25 
cents  from  the  Public  Affairs  Com- 
mittee, 381  Park  Ave.,  New  York, 
N.  Y.  10016. 

Skin  and  Scuba  Diving  Fatalities  in 
the  United  States  contains  an  analy- 
sis of  86  underwater  diving  fatalities 
in  1965  by  Daniel  P.  Webster  of  the 
Public  Health  Service’s  Division  of 
Accident  Prevention. 

A limited  number  of  copies  of  the 
pamphlet  are  available  upon  request 
from  the  US  Public  Health  Service, 
Division  of  Accident  Prevention,  800 
N.  Quincy  St.,  Arlington,  Va.  22203. 
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One  of  hundreds 
of  TOWNE 

QUALITY  GENERICS. 


THINK 


when  you  think 

GENERICS 

In  medicine  and  in  pharmacy  only  the  BEST 
is  good  enough.  When  you  prescribe  generically 
specify  the  manufacturer’s  name. 

Play  it  safe  . . . Specify  "7 ou/n«. 

So  your  patient  will  consistently  receive 
the  highest  quality  and  uniformity. 


mdwrjz. 


Product  £.isl  available  on  request. 


iirusnJL 


PRESCRIPTION  PRODUCTS  DIVISION 


Towne,  Paulsen  & Company,  Inc. 

Pharmaceutical  Chemists  Monrovia,  California 


For  the  taste 
you  never 
get  tired  of. 
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POSTGRADUATE  COURSES 

Behavior  Therapy 

Dr.  Joseph  Wolpe,  professor  of 
psychiatry  at  Temple  University 
School  of  Medicine,  Eastern  Penn- 
sylvania Psychiatric  Institute,  Phila- 
delphia, will  discuss  and  possibly 
demonstrate  some  of  his  theories 
and  techniques  at  the  Harlingen 
State  Mental  Health  Clinic  Oct.  26. 
The  all-day  program  will  require  a 
$5  registration  fee  which  is  payable 
by  check  to  the  Rio  Grande  Valley 
Mental  Health  Foundation. 

Further  information  is  available 
from  the  Director,  Harlingen  State 
Adult  Mental  Health  Clinic,  2115  N. 
28th  St.,  Harlingen  78550. 

Obstetrics,  Gynecology 

Baylor  University  College  of  Medi- 
cine in  Houston,  Baylor  Medical 
Alumni  Association,  and  the  Region- 
al Medical  Program  will  present  an 
Obstetrics  and  Gynecology  Seminar 
Oct.  16-17.  The  course  will  cover 
new  advances  in  obstetrics  on  Oct. 
16  and  the  therapy  of  gynecologic 
malignancy  on  Oct.  17. 

Specific  topics  to  be  covered  in- 
clude estriol  excretion  in  pregnancy 
and  its  application  to  clinical  prob- 
lems, cardiovascular  surgery  in 
pregnancy,  pathophysiology  of  tox- 
emia of  pregnancy,  contraception, 
carcinoma  of  the  cervix,  diagnosis 
and  management  of  ovarian  carci- 
noma, carcinoma  of  the  vagina  and 
urethra,  and  palliation  of  gyneco- 
logic malignancy. 

Advance  registration  is  required. 
Tuition  for  the  course  is  $30.  Meals 
will  be  extra.  All  checks  should  be 
made  payable  to  Baylor. 

The  course  is  acceptable  for  nine 
prescribed  hours  by  the  American 
Academy  of  General  Practice.  For 
information  and  registration  write 
the  Baylor  Medical  Alumni  Associa- 
tion, 1200  Moursund,  Houston, 
77025. 

Medical  Aspects  of  Sports 

Under  the  sponsorship  of  the  De- 
partment of  Intercollegiate  Athletics, 
The  University  of  Texas  at  Austin, 
the  Extension  Teaching  and  Field 
Service  Bureau  of  The  University  of 
Texas  Division  of  Extension  will  con- 
duct a Postgraduate  Conference  in 
the  Medical  Aspects  of  Sports  for 
Physicians  and  Trainers.  The  course 
will  take  place  Oct.  30-Nov.  1 at  the 
Terrace  Motor  Hotel  in  Austin. 

The  course  is  designed  for  physi- 
cians who  have  an  interest  in  sports 


medicine  and  for  trainers  who  are 
active  in  the  profession.  The  con- 
ference will  be  concerned  with  the 
prevention  and  treatment  of  illness 
and  injuries  of  athletes,  and  will  pre- 
sent a broad  and  intensive  perspec- 
tive of  modern  concepts  of  sports 
medicine. 

Tuition  fee  for  each  participant  is 
$50,  and  enrollment  will  be  limited 
to  150  persons.  Advance  registra- 
tion is  requested.  All  checks  should 
be  made  payable  to  The  University 
of  Texas. 

All  communications  should  be  ad- 
dressed to  Mr.  Bishop  Pitts,  Con- 
ference Coordinator,  Extension 
Teaching  and  Field  Service  Bureau, 
Division  of  Extension,  The  University 
of  Texas  at  Austin,  Extension  Build- 
ing 201,  Austin  78712. 

Neurology,  Psychiatry 

The  University  of  Texas  Medical 
Branch  at  Galveston  will  present  a 
postgraduate  course  in  Neurology, 
Psychiatry,  and  Neurosurgery  Nov. 
10  at  the  Shriners  Burns  Institute 
Auditorium  on  the  Medical  Branch 
campus. 

The  lectures  will  cover  in  depth 
the  ever-increasing  problems  arising 
from  personal  injuries.  Topics  to  be 
discussed  include  current  treatment 
of  head  and  neck  injuries,  methods 
of  separation  of  malingerers  from 
patients  with  organic  disease,  psy- 
chiatric and  legal  ramifications,  and 
state  efforts  in  accident  prevention. 

The  program  is  open  to  both  the 
medical  and  the  legal  professions. 

Advance  registration  is  not  man- 
datory but  will  be  appreciated.  Reg- 
istration fee  is  $20;  but  nurses,  res- 
idents, interns,  and  medical  students 
may  attend  at  no  cost.  The  course 
will  be  acceptable  for  seven  hours 
credit  from  the  American  Academy 
of  General  Practice. 

Send  registration  and  other  com- 
munications to  Dr.  S.  R.  Lewis,  Di- 
rector of  Postgraduate  Education, 
The  University  of  Texas  Medical 
Branch,  Room  MW  801-John  Sealy 
Hospital,  Galveston  77550. 

Fractures,  Other  Injuries 

The  third  annual  postgraduate 
course  on  the  Treatment  of  Frac- 
tures and  Other  Injuries,  sponsored 
in  Dallas  by  the  American  Academy 
of  Orthopaedic  Surgeons,  will  be 
held  Nov.  8-11  at  the  Marriott  Motor 
Hotel. 

The  four-day  course  of  lectures, 
audio-visual  demonstrations,  and 
panel  discussions  is  to  be  conduct- 
ed by  the  academy’s  committee  on 


injuries  in  cooperation  with  The 
University  of  Texas  Southwestern 
Medical  School,  Dallas.  It  is  con- 
cerned primarily  with  trauma  of  the 
musculoskeletal  system,  chest,  and 
abdomen  and  will  include  a panel 
on  athletic  injuries. 

The  course  held  in  Dallas  last 
year  attracted  267  registrants  from 
Texas  and  20  other  states. 

Director  of  the  comprehensive 
symposium  for  orthopaedic  sur- 
geons, general  surgeons,  general 
physicians,  residents,  and  interns  is 
Dr.  Charles  F.  Gregory,  professor  of 
orthopaedic  surgery  and  chairman, 
Division  of  Orthopaedic  Surgery, 
University  of  Texas  Southwestern 
Medical  School.  The  faculty  is  com- 
posed of  26  members  of  the 
school’s  staff  and  of  guest  lecturers. 

Head  and  Neck  Injuries 

The  Divisions  of  Neurosurgery  and 
Neurology,  Psychiatry  and  the  Post- 
graduate Education  Department  of 
The  University  of  Texas  Medical 
Branch  at  Galveston  will  sponsor  a 
postgraduate  course  entitled  “Medi- 
cal and  Legal  Aspects  of  Head  and 
Neck  Injuries”  Nov.  10  in  the  Shrine 
Burns  Institute  auditorium  on  the 
Galveston  campus. 

Guest  speakers  and  faculty  mem- 
bers will  participate  in  the  instruc- 
tion session.  Guest  speakers  will  in- 
clude Mr.  Robert  L.  Steely  of  Hous- 
ton, attorney,  of  the  firm  of  Brown, 
Kronzer,  Abraham,  Watkins  & Steely; 
Mr.  Preston  Shirley  of  Galveston,  at- 
torney, firm  of  Mills,  Shirley,  Mc- 
Micken,  and  Eckel;  Mr.  Smith  Petti- 
grew of  Dallas,  manager  of  medical 
services,  Texas  Employers’  Insur- 
ance Association;  Inspector  C.  G. 
Conner  of  Austin,  Inspection  and 
Planning  Division,  Texas  Department 
of  Public  Safety;  and  Dr.  Jack  Wick- 
strom  of  New  Orleans,  Orthopedic 
Division,  Tulane  University  School  of 
Medicine. 

Seven  hours  accreditation  by  the 
American  Academy  of  General  Prac- 
tice will  be  given  for  attendance  at 
the  course.  For  further  information, 
contact  Dr.  S.  R.  Lewis,  Director  of 
Postgraduate  Education,  The  Uni- 
versity of  Texas  Medical  Branch,  Gal- 
veston 77550. 

Cancer 

“Basic  and  Clinical  Aspects  of  Ther- 
apy in  Advanced  Cancer,”  a post- 
graduate course,  will  be  presented 
Oct.  16-21  at  the  University  of  Wis- 
consin Medical  Center,  Madison, 
Wise.  Further  information  is  availa- 
ble from  Dr.  R.  J.  Samp,  Cancer  Pro- 
gram Coordinator,  University  Hos- 
pitals, Madison,  Wise.  53706. 


104 


TEXAS  MEDICINE 


AMERICAN  MEDICAL  ASSOCIATION 
CLINICAL  CONVENTION 

Houston  will  be  host  city  for  the  American  Medical  Associa- 
tion s Clinical  Convention  to  be  held  Nov.  26-29.  The  scientific 
program  will  be  designed  to  interest  the  physician  in  practice. 
The  four-day  meeting  will  include  scientific  sessions  on  18  major 
topics,  four  postgraduate  courses,  breakfast  roundtable  con- 
ferences, closed-circuit  television,  medical  motion  picture  pro- 
grams, and  more  than  150  scientific  exhibits. 

b<;,i,eiltiti.C , ?nd  industrial  exhibits  and  all  scientific  meetings 
will  be  held  in  Houston’s  new  Astro  Hall,  a part  of  the  Astro- 
dome complex.  Closed-circuit  television  broadcasts  will  be  pre- 
sented live  from  Houston’s  Hermann  Hospital  and  viewed  in 
Astro  Hall.  Medical  motion  pictures  will  include  three  or  four 
premier  showings,  and  several  films  that  were  well  received 
at  the  AMA  annual  convention  in  June.  The  AM  A House  of 
Delegates  will  meet  at  the  Shamrock  Hilton  Hotel. 

One-hundred-eighteen  Texas  physicians  will  participate  in  the 
scientific  program.  They  will  present  scientific  papers,  serve 
on  panel  discussions,  serve  as  instructors  in  postgraduate  medi- 
cal courses,  and  serve  as  participants  in  closed-circuit  television 
broadcasts  of  medical  and  surgical  procedures. 

Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  60610,  is  Exe- 
cutive  Vice-President  of  the  AMA. 


CONFERENCE  ON  THE  MEDICAL  ASPECTS  OF  SPORTS 

Houston  will  also  be  the  host  city  for  the  Ninth  National  Con- 
ference on  the  Medical  Aspects  of  Sports,  sponsored  by  the 
American  Medical  Association  Committee  on  the  Medical  As- 
pects of  Sports.  The  Conference  will  be  held  Nov.  26  at  the 
Hotel  America  in  conjunction  with  and  on  the  first  day  of  the 
AMA  Clinical  Convention. 

The  Conference  will  cover  a wide  range  of  subjects  of  interest 
to  physicians  serving  in  school  and  college  athletic  programs 
Four  Texas  physicians— Drs.  George  T.  Bryan  of  Galveston, 
H.  Royer  Collins  of  Temple,  Joe  W.  King  of  Houston,  and  Dan 
Spivey  of  Lufkin — will  participate  in  the  program.  At  the  Con- 
ference luncheon  Dr.  Eduardo  Hay,  director  general  of  the 
Centro  Deportivo  Olimpico  Mexicano,  will  discuss  the  prepara- 
tions for  the  1968  Olympic  Games. 

Contact:  Committee  on  Medical  Aspects  of  Sports,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chicago  60610. 

BIENNIAL  SYMPOSIUM  ON  THE  MANAGEMENT 
OF  TRAUMA  AND  DISASTER  MEDICAL  PROBLEMS 

■f-hcL  A,merican  Medical  Association’s  Committee  on  Disaster 
Medical  Care  of  the  Council  on  National  Security  will  hold  a 
two-day  Symposium  on  the  Management  of  Trauma  and  Dis- 
aster  Medmal  Problems  at  the  Carillon  Hotel  in  Miami  Beach, 
.Nov.  10-11.  The  program  will  include  two  general  sessions,  one 
workshop  period,  and  a panel  discussion.  Texas  physicians  par- 
ticipating in  the  program  include  Dr.  Milford  O.  Rouse,  AMA 
.President;  and  Dr.  Truman  G.  Blocker,  Jr.,  executive  director 
and  dean  of  The  University  of  Texas  Medical  Branch. 

Contact:  Committee  on  Disaster  Medical  Care,  American  Medi- 
cal Association,  535  N.  Dearborn,  Chicago  60610. 


AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

American  College  of  Chest  Physicians  will  hold  its  interim 
clinical  meeting  at  the  Warwick  Hotel,  Houston,  Nov.  25-26.  The 
program  will  consist  of  a two-day  scientific  program  with 
roundtable  discussions  and  fireside  conferences.  A highlight  of 
the  program  will  be  a panel  discussion,  “Cardiorespiratory 
ysteni  and  Space  Flight,”  held  at  the  National  Aeronautics 
and  Space  Administration  Manned  Spacecraft  Center  with  Dr. 
Charles  A.  Berry,  chief  of  Center  medical  programs,  as  modera- 
m A(j.miJjlstrative  and  committee  meetings  will  take  place  on 
JNov.  27.  Contact:  Executive  Office,  American  College  of  Chest 
Physicians,  112  E.  Chestnut  St.,  Chicago  60611. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


PANHANDLE  DISTRICT  MEDICAL  SO- 
CIETY will  hold  its  annual  meeting  Oct. 
14  at  the  KoKo  Palace  in  Lubbock.  Five 
guest  speakers  will  highlight  the  scientific 
program  and  luncheon.  Speaking  to  the 
Surgical  Section  will  be  Dr.  Henry  T. 
Bahnson,  professor  of  surgery.  University 
of  Pittsburgh  School  of  Medicine,  and  Dr. 
Rene  Menguy,  chairman  of  the  Department 
of  Surgery,  University  of  Chicago  School 
of  Medicine.  Speakers  at  the  Medical  Sec- 
tion will  be  Dr.  Lloyd  H.  Smith,  Jr.,  chair- 
man of  the  Department  of  Medicine,  Uni- 
versity of  California  Medical  Center,  San 
Francisco,  and  Dr.  Daniel  D.  Federman, 
assistant  chief  of  medical  services,  Massa- 
chusetts General  Hospital,  Boston.  Dr. 
Howard  R.  Dudgeon,  Jr.,  of  Waco,  Presi- 
dent of  Texas  Medical  Association,  will 
speak  at  the  meeting  luncheon.  Meeting 
attendees  will  also  have  the  opportunity  to 
attend  the  Texas  Tech-Texas  A&M  foot- 
ball game  Saturday  night. 

AMERICAN  ACADEMY  OF  PEDIATRICS 
will  hold  its  36th  annual  meeting  in  Wash- 
ington. D.C.,  Oct.  21-26.  The  meeting, 
scheduled  for  the  Washington  Hilton  Hotel, 
will  feature  symposiums  on  manpower  and 
graduate  training,  learning,  advances  in 
obstetrics  of  interest  to  pediatricians,  vac- 
cine progress  and  problems,  and  develop- 
ments in  pediatrics.  Supplementing  general 
session  presentations,  will  be  additional 
timely  scientific  programs  presented  at 
academy  sections  on  allergy,  anesthesiology, 
cardiology,  child  development,  diseases  of 
the  chest,  and  surgery,  and  the  committee 
on  urology.  The  meeting  will  also  feature 
11  seminars  and  24  round  tables.  The 
meeting  is  open  to  physicians  who  are 
not  pediatricians.  Registration  fees  are  $18 
for  academy  members,  applicants  to  the 
academy  and  to  the  American  Board  of 
Pediatrics,  nonmembers  out  of  school  less 
than  five  years,  and  physicians  in  the 
Armed  Forces.  Fee  for  nonmember  physi- 
cians  out  of  school  more  than  five  years 
is  $50.  Preliminary  programs  and  registra- 
tion forms  are  available  from  the  Ameri- 
can Academy  of  Pediatrics,  1801  Hinman 
Ave.,  Evanston,  111.  60204. 
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AMERICAN  HEART  ASSOCIATION  will 
hold  its  40th  scientific  sessions  program 
Oct.  20-22  in  San  Francisco’s  Civic  Audi- 
torium. The  program  will  include  six  ses- 
sions on  clinical  cardiology,  concurrent 
sessions  on  various  phases  of  cardiovascu- 
[ j.  research,  symposia,  cardiovascular 
films,  and  scientific  and  industrial  exhibits. 
Preceding  the  program,  four  postgraduate 
seminars  under  the  sponsorship  of  heart 
association  councils  will  be  held  on  Oct. 

19  in  the  San  Francisco  Hilton  Hotel. 
Contact:  Dr.  Alfred  M.  Bennett,  American 
Heart  Association,  Inc.,  44  E.  23rd  St., 
New  York,  N.Y.,  10010. 

AMERICAN  PUBLIC  HEALTH  ASSO- 
CIATION’S 95th  annual  meeting  will  take 
place  at  the  Fontainebleau  Hotel  in  Miami 
Beach,  Fla.,  Oct.  23-27.  Major  sessions  will 
spotlight  reorganization  for  delivery  of 
better  health  services,  Medicare,  Medicaid, 
world  war  on  hunger,  and  health  man- 
power. Two  special  sessions  are  scheduled 
on  environmental  health.  The  program 
will  also  include  scientific  and  technical 
exhibits,  presentation  of  papers,  round 
table  discussions,  and  workshops  in  the 
association’s  15  specialized  sections.  Dr. 
Berwyn  F.  Mattison,  1790  Broadway,  New 
York  City  10019,  is  executive  director  of 
the  association. 

AMERICAN  COLLEGE  OF  GASTRO- 
ENTEROLOGY will  meet  Oct.  30-Nov.  1 
for  its  32nd  annual  convention.  The  col- 
lege’s course  in  postgraduate  gastroenter- 
ology will  be  held  following  the  convention 
on  Nov.  2-4.  Texas  physicians  participating 
in  the  convention  scientific  program  in- 
clude Drs.  Robert  S.  Nelson  and  Frank  L. 
Lanza,  both  of  Houston.  Three  Texas  phy- 
sicians will  be  postgraduate  course  pro- 
gram participants.  They  are  Drs.  James 
C.  Guckian  and  John  S.  Perry,  both  of 
Galveston : and  Dr.  J.  Arnold  Bargen  of 
Temple.  Attendance  at  the  Postgraduate 
Course  is  limited  to  those  who  have  regis- 
tered and  paid  the  matriculation  fee.  Mr. 
Daniel  Weiss,  33  W.  60th  St.,  New  York 
City  10023,  is  executive  director  of  the 
college. 

AMERICAN  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS  will  gather  at  the  In- 
ternational Hotel  in  Los  Angeles,  Oct.  Il- 
ls. Highlighting  this  11th  annual  meeting 
will  be  a series  of  symposiums  showing 
AAMA  members  how  they  can  prepare  for 
roles  of  greater  professional  responsibility 
in  meeting  future  medical  needs.  Dr.  Mil- 
ford O.  Rouse  of  Dallas,  president  of  the 
American  Medical  Association,  will  be  the 
featured  speaker  at  a luncheon  in  his  honor 
on  the  first  day  of  the  convention.  Asso- 
ciation headquarters  is  located  at  510  N. 
Dearborn  St.,  Chicago  60610. 

AMERICAN  ASSOCIATION  FOR  INHA- 
LATION THERAPY  will  hold  its  13th 
annual  meeting  and  lecture  series  at  the 
Statler  Hilton,  Los  Angeles,  Nov.  12-17, 
1967.  The  meeting’s  theme  will  be  “Ex- 
ploring Unusual  Atmospheres.”  Non-mem- 
bers interested  in  attending  the  meeting 
should  request  registration  information 
from  the  Executive  Secretary,  American 
Association  for  Inhalation  Therapy,  332 
S.  Michigan  Ave.,  Room  904,  Chicago 
60604. 

AMERICAN  SOCIETY  OF  CYTOLOGY 
will  hold  its  15th  annual  scientific  meeting 
at  the  Denver-Hilton  Hotel,  Denver,  Colo., 
Oct.  21-23.  Dr.  Warren  R.  Lang,  1025 
Walnut  St.,  Philadelphia,  Pa.  19107,  is 
secretary-treasurer  of  the  society. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


OCTOBER 

TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH,  El 
Paso,  October  25-27,  1967.  Mr.  Fred  Bell,  4004  N.  Lamar 
Blvd.,  Austin  78756,  Acting  Dir. 

TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES  (Examinations),  Austin,  October  16- 
17,  1967.  Mrs.  Betty  J.  Anderson,  201  E.  14th  St.,  Austin 
78701,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  29-Nov.  3,  1967.  Dr. 
W.  L.  Benedict,  15  Second  St.  S.  W.,  Rochester,  Minn. 
55901,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City. 
Oct.  18-20,  1967.  Mr.  Charles  R.  Ebersol,  219  E.  42nd 
St.,  New  York  10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Los 
Angeles,  Oct.  29-Nov.  1,  1967.  Daniel  Weiss,  33  W.  60th 
St.,  New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Jackson,  Miss.,  Oct.  19-21,  1967.  Mr. 
D.  F.  Richardson,  79  W.  Monroe,  Chicago  60603,  Exec. 
Sec. 


NOVEMBER 

GASTROENTEROLOGY  RESEARCH  GROUP,  Chicago. 
Nov.  3,  1967.  Dr.  Frank  P.  Brooks,  3400  Spruce  St., 
Philadelphia,  19104,  Sec. 

TEXAS  NURSING  HOME  ASSOCIATION,  Houston,  Nov. 
28-30,  1967.  John  M.  Crawford,  Jr.,  6225  Highway  290  E. 
Austin  78723,  Exec.  Dir. 


SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Fla.,  Nov.  13-16,  1967.  Robert  F.  Butts,  2601  Highland, 
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AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  UTILIZATION  REVIEW,  Houston,  Nov.  25,  1967. 
AMA  Council  on  Medical  Service  and  Committee  on  Med- 
ical Facilities,  535  N.  Dearborn,  Chicago  60610. 


AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  THE  MEDICAL  ASPECTS  OF  SPORTS,  Houston, 
Nov.  26,  1967,  in  conjunction  with  Clinical  Convention. 
Dr>  F.  J.  L.  Blasingame,  535  N.  Dearborn,  Chicago 
60610,  Exec.  Vice-Pres. 


AMERICAN  MEDICAL  ASSOCIATION  CLINICAL  CON- 
VENTION, Houston,  Nov.  26-29,  1967.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn,  Chicago  60610,  Exec.  Vice- 
Pres. 
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TEXAS  MEDICINE 


in  sinusitis,  colds,  U.  R.  I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


It’s  clear— Dimetapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  Its  key  to  success 
is  the  Dimetapp  formula:  Dimetane  (brom- 
pheniramine maleate)  — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 


Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy  Precautions-  Until 

atSwUh  eeardiadeetorminedHhe1Sh0Uld,  against  engaging  in  operations "fquiTg  ^ 

Iirtirar  k . dl.ac  or  Per>Pheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes 

themo!1thhrr!f,0nand  thrTb0Cyu0,Penia  have  been  rePorted  ™re  occasions.  Drowsiness,  lassitude  nausea" giddiness  d^neL  of 
, mydriasis,  mcreased  irritability  °r  excitement  may  be  encountered.  A H ROBINS  COMPANY  Riclmmnd  v ’ • oqood 
Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500  COMPANY,  Richmond,  Virginia  23220 

>1'H'DOBINS 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Preludin 


® 


phenmetrazin 

hydrochloride 


helps  keep  calories 
at  arm’s  length 


Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
of  obesity.  It  may  be  used  in  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy. 

For  use  in  pregnancy,  see  Warning. 

Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
piolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism, 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic' 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 


Warning:  Do  not  use  during  first  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive. 
Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
drug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
hallucinations,  or  delusions.  Do  not  exceed  recommended  dosage. 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia,  dizziness, 
nausea,  or  headache.  (B)R46-560-A 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley.  N.Y, 


Under  license  from 
Boehringer  Ingelheim  G.m.b. 


even  in 
ulcerative 
colitis... 


characterized  by: 
-diarrhea,  cramps,  tenesmus 
bloody,  mucoid,  purulent  stools 


LOMOTIL  tablets/liquid 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

controls 

diarrhea 


In  six  published  studies16  detailed  results 
are  given  on  the  use  of  Lomotil  in  1 1 1 
patients  with  chronic  ulcerative  colitis. 
They  show  that  Lomotil  gave  satisfactory 
to  “excellent”  control  of  diarrhea  in  more 
than  two-thirds  of  these  patients.  As  the 
disorder  advances  and  destroys  bowel 
musculature,  the  motility-lowering  ac- 
tion of  Lomotil,  understandably,  has  less 
effect. 


The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to  treat 
as  moderate  ulcerative  colitis  empha- 
sizes again  its  unsurpassed  antidiarrheal 
effectiveness  in  these  more  common 
conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are: 

Children:  Total  Daily  Dosage 

3-6  mo. . . V2  tsp.*t.i.d.  (3  mg.)  i 1 | 

6-12  mo. . V2  tsp.  q.i.d.  (4  mg.)  f | | | 

1- 2  yr. . . . 1/2  tsp.  5 times  daily  (5  mg.)  £ | | | | 

2- 5  yr. . . . 1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr. . . . 1 tsp.  q.i.d.  (8  mg.)  1 | | ] 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  11111 

Adults:  2 tsp.  5 times  daily  (20  mg.)  H U U H J j 
or  2 tablets  q.i.d.  0000  ee  «« 

‘Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 

Precautions : Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive  po- 
tential. Recommended  dosages  should  not  be 


exceeded,  and  medication  should  be  kept  out 
of  reach  of  children.  Should  accidental  over- 
dosage occur  signs  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
and  tachycardia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function 
or  those  taking  addicting  drugs  or  barbiturates. 


Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


1.  Barowsky,  H.,  and  Schwartz,  S.  A. : J.A.M.A.  180. 1058- 
1061  (June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F. : 
N.  Carolina  Med.  J.  22.600-604  (Dec.)  1961.  3.  Hock, 
C.  W. : J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961.  4. 
Van  Derstappen,  G.,  and  Vandenbroucke,  G.:  Med.  Klin. 
56:962-964  (June  2)  1961.  5.  Merlo,  M.,  and  Brown, 
C.  H.:  Amer.  J.  Gastroent.  34.625-630  (Dec.)  1960.  6. 
Weingarten,  B.;  Weiss,  J.,  and  Simon,  M. : Amer.  J. 
Gastroent.  35:628-633  (June)  1961. 


SEARLE 


Research  in  the  Service  of  Medicine 


Ilosone9  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1'2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills-not 
merely  inhibits-streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone*  H 

Erythromycin  Estolate 


(See  next  page  for  prescribing  information.) 


Ilosone*/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  t( 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  wen 
characterized  by  increased  direct-reacting  bilirubin,  elevatet 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalii 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamii 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  no 
been  reported  in  other  patients  taking  prolonged  courses  of  th 
medication.  Patients  with  chronic  infection  have  been  given  1 1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  an 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  o 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  o 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaunl 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thesj 
patients’  families,  who  were  not  taking  the  drug,  had  episode  j 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wer 
determined  in  a group  of  fifty-four  adults  and  children  who  too 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  a 
rheumatic  fever  prophylaxis.  The  results  were  compared  wit 
those  of  a similar  group  of  forty-four  patients  who  received  pen 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatioi 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cours 
of  treatment  was  observed  in  one  patient  treated  with  Iloson 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicilli: 
group  showed  elevations  in  one  of  the  tests  at  some  time  durini 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wer 
reported  in  102  pediatric  patients  who  received  short-term  (ten 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infer 
tions.  Results  of  liver  function  tests  in  these  patients  wer< 
comparable  to  those  in  a similar  control  group  who  had  receive! 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ei 
fects  are  observed  in  a small  proportion  of  individuals  as  a resul 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar 
tract;  however,  the  normal  intestinal  gram-negative  bacteria 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Ora 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  bod 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fo 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour; 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  an< 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  i 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftee 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythrc 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  o 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pai 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ar 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 


be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivaler 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  package: 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivaler 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package: 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-siz 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base! 
in  bottles  of  50.  *-0327„6.' 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  ^•4?'-,69,  19; 

2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  12:398,  19b. 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

239:198,  1960. 


Additional  information  available  to  physicians  upon  request . 

Eli  Lilly  and  Company , Indianapolis,  Indiana  1^6206, 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  INC., 
Atlanta,  Ga.,  Nov.  29-Dec.  3,  1967.  Mrs.  Gertrude  F. 
Conroy,  1740  Broadway,  New  York,  N.Y.  10019,  Exec. 
Dir. 

GASTROENTEROLOGY  RESEARCH  GROUP  (forum), 
Chicago,  Nov.  3,  1967.  Dr.  George  Hallenbeek,  Mayo 
Clinic,  Rochester,  Minn.  55901,  Sec. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1967.  Mr.  M'.  D.  Frazier,  1744 
S.  58th  St.,  Lincoln,  Neb.,  68104,  Sec. 


DECEMBER 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  San 
Antonio,  December,  1967.  Dr.  William  Levin,  816  Strand, 
Galveston  77650,  Sec. 

TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
Dec.  1,  1967.  Dr.  Earle  Seharff,  Jr.,  800  Fifth  Ave.,  Fort 
Worth  76104,  Sec.-Treas. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin,  Dec.  1-2,  1967.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Fort  Worth,  Dec.  4-9,  1967.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Fort  Worth  76102,  Sec.-Treas. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC.. 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.,  Sec.-Treas. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va„  Dec.  4-6,  1967.  Dr.  George  Yeager,  314  Medical  Arts 
Bldg.,  Baltimore  21201,  Sec. 


JANUARY 

TEXAS  MEDICAL  ASSOCIATION  (Legislative  Confer- 
ence), Austin,  Jan.  20,  1968.  Mr.  C.  Lincoln  Williston, 
1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  EMERGENCY  MEDICAL  SERVICES,  San  Francis- 
co, Jan.  18-20,  1968.  AMA  Department  of  Hospitals  and 
Medical  Facilities,  535  N.  Dearborn  St.,  Chicago  60610. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  26-27, 
1968.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale  St., 
Fort  Worth  76104,  Sec. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view 75601,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76501, 
Sec. 


TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192, 
Austin  78703,  Sec.-Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso. 
Feb.  8-10,  1968.  Bob  Reid,  310  N.  Stanton  St.,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago, 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Guadalajara,  Mexico,  Feb.  7-10,  1968.  Dr. 

James  Nauman,  1603  N.  Tucson  Blvd.,  Tucson,  Ariz. 
85716,  Pres.-Elect. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  18-20,  1968.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE. 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 


APRIL 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.  SW,  Rochester, 
Minn.  55901,  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
Dallas,  April  4-6,  1968.  Mrs.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Sec. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-5,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreux,  Switzerland,  May  4-9,  1968.  Dr.  Alfred  J. 
Cantor,  147-41  Sanford  Ave.,  Flushing,  N.Y.,  11355,  Sec. 
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Space  contributed  as  a public  service  by  this  magazine. 


Pick  one  to  die. 

Pick  one  for  jail. 

Pick  one  to  waste  away. 
Pick  three  for  happiness. 
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Some  children  find  happiness  easily.  Others  need  the  help  and  guidance  only  a trained  person  can 
provide,  medical  attention  they  cannot  afford,  love  they  have  been  denied.  When  you  decide  to  give 

to  your  United  Fund  or  Community  Chest,  you  may  change  a life. 

/ii\ 

Your  fair  share  gift  works  many  wonders/THE  UNITED  WAY  \f™)  Jig. 


27  million  families  benefit  by  child  care,  family  service,  youth  guidance 


, health  programs,  disaster  relief  and  services 


fortheArmed  Forces  from  31 ,000  United  Way  agenci 


MEDICINE  AND  THE  LAW 


Attending  Physician,  Not  Hospital, 
Responsible  for  Securing  Informed  Consent 


New  York’s  highest  appellate  court 
recently  held  that  hospitals  are  not 
responsible  when  a non-hospital 
employed  physician  fails  to  obtain 
the  advised  consent  of  a patient 
concerning  surgery  or  treatment. 
The  responsibility,  as  seen  by  the 
Court  of  Appeals  of  New  York,  is 
solely  that  of  the  physician.  Such 
a ruling  helps  protect  the  traditional 
physician-patient  relationship  and 
encourages  hospitals  to  permit  phy- 
sicians to  use  their  facilities  in  per- 
forming novel  medical  procedures. 

In  a recent  opinion,  the  highest 
appellate  court  of  New  York  state 
has  rendered  an  opinion  with  far- 
reaching  medical-legal  aspects.  In 
its  opinion  in  Fiorentino  v.  Wenger 
(227  NE2d  296,  1967),  the  Court 
of  Appeals  of  New  York  held  that 
a hospital  will  not  be  held  liable  in 
a malpractice  action  against  a phy- 
sician based  upon  failure  of  that 
physician  to  secure  the  informed 
consent  of  his  patient.  That  is,  the 
hospital  will  not  be  held  liable  un- 
less the  hospital  knew  or  should 
have  known  that  an  informed  con- 
sent was  lacking  or  that  the  opera- 
tion was  not  permissible  under  exis- 
ting standards  in  the  community. 

Implicit  in  this  decision  is  the 
basic  principle  that  in  cases  where 
the  physician  is  not  an  employee 
of  the  hospital  but  is  merely  using 
the  hospital  facilities  as  a medical 
staff  member  (as  would  be  the  case 
in  most  Texas  hospitals),  it  is  in- 
cumbent upon  the  physician  and  not 
the  hospital  to  secure  the  informed 
consent  treatment.  Thus,  where  the 
hospital  administration  or  hospital 
employees  have  no  reason  to  think 
that  the  physician  has  not  secured 
such  consent  and  where  the  pro- 
posed operation  or  treatment  is  of 
an  acceptable  or  permissible  nature, 
then  the  responsibility  for  securing 
informed  consent  devolves  not  to 
the  hospital  admissions  clerk  but  to 
the  physician  in  charge.  The  physi- 
cian must  discuss  and  explain  to 
the  patient  the  proposed  procedure, 


answer  all  questions  concerning  the 
operation  and  explain  alternate 
methods  of  treatment. 

The  opinion  in  this  case  is  seem- 
ingly contrary  in  some  aspects  to 
that  of  the  Supreme  Court  of  Illi- 
nois in  the  widely  discussed  case  of 
Darling  v.  Charleston  Community 
Memorial  Hospital.  The  opinion  in 
the  Darling  case  shook  certain  med- 
icolegal principles  with  such  state- 
ments as: 

. . . the  medical  profession  and 
other  responsible  authorities 
regard  it  as  both  desirable  and 
feasible  that  a hospital  assume 
certain  responsibilities  for  the 
care  of  the  patient.  (Italics  add- 
ed by  present  writers.) 

In  so  finding,  the  Illinois  Supreme 
Court  relied  in  part  on  a case  {Bing 
v.  Thunig,  143  N.E.  2d  3)  in  a New 
York  court  which  had  held  that  the 
hospital  itself  may  be  liable  for  neg- 
ligently rendered  medical  care 
where  the  providers  of  care  (includ- 
ing physicians)  are  on  a “salary 
basis.” 

Now  the  same  New  York  court 
which  had  found  liability  for  a hos- 
pital through  its  hired  physicians 
in  the  Bing  case  held  that  “this 
doctrine,  of  course,  does  not  apply 
where  the  malpractice  is  performed 
by  a physician  retained  by  the  pa- 
tient himself.  Where  the  treatment 
is  provided  by  independent  physi- 
cians, the  hospital  (and  this  is  espe- 
cially true  of  private  proprietary 
hospitals)  serves  the  function  of 
only  a specialized  facility,  not  a 
direct  service  healing  institution.” 
Since  the  Texas  Medical  Practice 
Act  prohibits,  in  most  cases,  the 
hiring  of  physicians  by  hospitals 
under  a provision  which  declares 
unlawful  the  corporate  practice  of 
medicine  and,  since  physicians  in 
this  state  are  generally  “indepen- 
dent physicians,”  this  distinction  is 
of  great  importance  if  a Texas  court 
should  consider  the  rationale  of  the 
Fiorentino  decision. 


Restating  these  principles,  the 
New  York  court  held: 

It  should  be  evident  that  a hos- 
pital generally  cannot  be  held 
liable,  other  than  derivatively, 
for  another’s  malpractice.  Thus, 
where,  as  here,  there  is  no 
vicarious  liability,  the  plaintiff 
must  establish  that  the  hos- 
pital, through  its  own  agents, 
was  guilty  of  malpractice  or 
other  tort  concurring  in  caus- 
ing the  harm.  Where  a hos- 
pital's alleged  misconduct  in- 
volves an  omission  to  act,  the 
hospital  will  not  be  held  re- 
sponsible unless  it  had  reason 
to  know  that  it  should  have 
acted  within  the  duty  it  con- 
cededly  had.  (citing  authorities) 
More  particularly,  in  the  con- 
text of  the  present  case,  a 
hospital  will  not  be  liable  for 
an  act  of  malpractice  per- 
formed by  an  independently 
retained  healer,  unless  it  had 
reason  to  know  that  the  act  of 
malpractice  would  take  place. 

In  further  defining  the  basis  for 
hospital  liability  in  a malpractice 
action,  the  court  noted  that  the  hos- 
pital is  not  required  to  pass  upon 
the  efficacy  of  treatment.  “It  may 
not  decide  for  a doctor  whether  an 
operation  is  necessary,  or,  if  one  be 
necessary,  the  nature  thereof;  but 
it  owes  to  every  patient  whom  it 
admits  the  duty  of  saving  him  from 
an  illegal  operation  or  false,  fraudu- 
lent, or  fictitious  medical  treat- 
ment.” In  the  instance  of  an  alleged 
failure  by  the  physician  to  secure 
the  informed  consent  of  a patient 
or  of  the  patient’s  family,  it  was 
noted  that  the  securing  of  such  con- 
sent is  the  responsibility  of  the  phy- 
sician; and  where  consent  was  not 
secured  and  the  physician  was, 
therefore,  negligent,  such  “acts  or 
omissions  are  not  chargeable  to 
the  hospital.” 

Even  though  the  result  of  the 
New  York  opinion  is  to  focus  at- 
tention upon  the  responsibility  of 
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the  attending  physician  in  securing 
consent,  it  is,  nevertheless,  refresh- 
ing to  find  a New  York  court  restat- 
ing in  strong  terms  the  necessity 
of  maintaining  the  traditional  physi- 
cian-patient relationship.  In  this  re- 
gard, the  court  held: 

Moreover,  it  would  not  be  just 
for  a court,  having  benefit  of 
hindsight,  to  impose  liability 
on  a hospital  for  its  failure  to 
intervene  in  the  independent 
physician-patient  relationship. 
That  relationship  is  always  one 
of  great  delicacy.  And  it  is  per 
haps  the  most  delicate  matter, 
often  with  fluctuating  indica- 
tions, from  time  to  time  with 
the  same  patient,  whether  a 
physician  should  advise  the  pa- 
tient (or  his  family),  more  or 
less,  about  a proposed  proce- 
dure, the  gruesome  details,  and 
the  available  alternatives.  Such 
a decision  is  particularly  one 
callng  for  the  exercise  of  medi- 
cal judgment.  In  the  exercise 
of  that  discretion,  involving  as 
it  does  grave  risks  to  the  pa- 
tient, a third  party  should  not 
ordinarily  meddle. 

Likewise,  the  court  noted  that 
“policy  militates  against  imposing 
liability  upon  the  hospital.  For  to 
do  so  would  tend  to  discourage  hos- 
pitals from  permitting  physicians 
to  use  their  facilities  to  perform 
novel  medical  procedures,  or  would 
induce  hospitals  to  discourage  pa- 
tients from  undergoing  them.” 

Neither,  the  court  found,  would 
it  be  fair  to  impose  such  an  un- 
precedented liability  on  a hospital 
in  the  absence  of  facts  indicating 
to  the  hospital  that  the  patient  was 
“unaware  of  the  dangers  and  novel- 
ty of  a medical  procedure,  or  that 
for  medical  reasons  the  procedure 
was  not  indicated,  or  that  in  previous 
instances  the  surgeon  had  failed  to 
obtain  an  informed  consent.” 

In  discussing  the  rule  devolved 
from  the  fact  situation  of  this  case, 
the  court  held  that  as  long  as  the 
operation  which  performed  is  not, 
per  se,  an  act  of  malpractice,  the 
hospital  does  not  and  should  not 
share  in  the  responsibility  to  advise 
patients  of  the  novelty  and  risks 
attendant  to  the  procedure.  The 
court  clearly  pointed  out  that  ex- 
planations of  the  proposed  proce- 
dures and  advice  concerning  the 
need  or  desirability  of  such  proce- 


dures is  wholly  within  the  responsi- 
bility of  the  physician  who  is  treat- 
ing the  patient.  This  physician  has 
the  best  knowledge  of  the  effect 
his  advice  might  have  upon  the  pa- 
tient's decision.  He  knows  best  the 
physical  and  emotional  condition  of 
the  patient  as  well  as  his  own  com- 
petence in  performing  the  operation. 
So,  unless  the  hospital  is  on  notice, 
or  should  have  known,  that  the  pro- 
posed operation  is  not  permissible 
or  acceptable  under  existing  stand- 
ards, the  securing  of  consent  to 
surgery  or  treatment  is  a duty  which 
rests  solely  upon  the  shoulders  of 
the  physician. 

If  the  reasoning  in  the  Fiorentino 
case  is  applied  by  a Texas  court, 
the  lesson  for  physicians  is  clear: 
Do  not  rely  on  “Consent  to  Surgery” 
forms  signed  at  the  admission  desk 
of  a hospital  as  the  only  evidence 
of  patient  authorization  for  surgery. 
Each  physician  should  have  his  pa- 
tient properly  authorize  the  proposed 
surgery  or  treatment  only  after  dis- 
cussion with  the  patient  (preferably 
in  the  physician’s  office  prior  to 
hospital  admission)  during  which 
the  doctor  discloses  the  nature  of 
the  procedure  and  answers  ques- 
tions concerning  it.  A consent  form 
may  be  worthless  if  it  doesn’t  in 
fact  constitute  the  conscious,  in- 
formed consent  of  the  patient  or 
other  person  properly  designated  to 
grant  such  consent. 

The  Texas  Supreme  Court  has 
held,  at  least  in  cases  of  elective 
surgery,  that  “physicians  and  sur- 
geons have  a duty  to  make  reason- 
able disclosure  to  a patient  of  the 
risks  that  are  incident  to  medical 
diagnosis  and  treatment”  because 
each  patient  has  a “right  to  in- 
formation adequate  for  him  to  exer- 
cise an  informed  consent  to  or  re- 
fusal of  the  procedure.” 

Certainly  it  is  dangerous  to  as- 
sume that  a hospital,  which  has  no 
liability  for  failure  of  the  physician 
to  secure  informed  consent,  will 
voluntarily  assume  the  responsibility 
of  securing  proper  authorization  for 
surgery.  This  duty  falls  upon  the 
attending  physician  and  may  not  be 
shirked  with  legal  impunity. 

— PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 


PERSONALS 

Dr.  Edward  Ximenes  of  San  An 
tonio  was  named  to  The  University 
of  Texas  Board  of  Regents  by  Gov. 
Connally  in  July.  Members  of  the 
Board  of  Regents  serve  for  six 
years. 

Dr.  Silas  Grant  of  Hillsboro  has 
been  reappointed  by  Gov.  John  Con- 
nally to  serve  on  the  Texas  Hospital 
Advisory  Council.  His  term  will  run 
until  July  of  1973. 

Dr.  Gary  E.  Miller  of  Austin  began 
serving  as  director  of  hospital  de- 
velopment for  the  Texas  Department 
of  Mental  Health  and  Mental  Re- 
tardation on  Sept.  15.  He  had  been 
director  of  the  Harlingen  State  Adult 
Mental  Health  Clinic  since  Jan.  1, 
1966. 

President  of  the  Richardson 
School  Board  for  the  current  school 
year  is  Dr.  Ben  P.  McCarley,  a Rich 
ardson  pediatrician.  He  has  served 
on  the  school  board  since  1962. 

Dr.  J.  C.  Terrell  of  Stephenville 
was  honored  Saturday  night,  Aug. 
19,  with  the  presentation  of  a citi- 
zenship award  and  scroll  by  Mayor 
Jack  Arthur  of  Stephenville.  A dinner 
and  program  were  held  in  Dr.  Ter- 
rell's honor. 

Dr.  Donald  Holmquist,  an  intern 
at  Methodist  Hospital  in  Houston, 
is  one  of  3 physicians  among  11 
new  astronauts  named  recently. 

At  a recent  White  House  news 
briefing,  Dr.  Hector  P.  Garcia  was 
named  as  one  of  five  alternate 
members  of  the  United  States  dele- 
gation to  the  United  Nations.  He  is 
serving  at  the  U.N.  throughout  the 
session  of  the  General  Assembly 
which  began  Sept.  19  and  usually 
ends  in  mid-December.  A State  De- 
partment spokesman  said  that  Dr. 
Garcia  will  probably  be  assigned  to 
Committee  Three  which  deals  with 
General  Assembly  proposals  in 
health,  education,  and  other  wel- 
fare matters.  There  are  seven  Gen- 
eral Assembly  committees,  but  each 
country  is  limited  to  five  full  dele- 
gates and  five  alternate  delegates. 
Assignments  to  the  committees  are 
made  by  Ambassador  Arthur  J. 
Goldberg. 
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TEXAS  MEDICINE 


MEDICINE  IN  LITERATURE 


Alimentary  Tract  Carcinoma,  Intestinal  Stomas 
Discussed  in  Gastroenterology  Reference  Works 


Carcinoma  of  the  Alimentary  Tract: 
Etiology  and  Pathogenesis,  Walter 
J.  Burdette,  ed.,  233  pp.,  illus., 
Salt  Lake  City,  Utah,  University 
of  Utah  Press,  1965. 

THE  EDITOR  of  and  several  of  the 
contributors  to  this  book  are  mem- 
bers of  the  National  Advisory  Cancer 
Council. 

The  book  points  out  that  cancer 
of  the  colon  is  more  prevalent  in 
the  United  States  than  in  any  other 
part  of  the  world.  Other  aspects  of 
the  geographic  distribution  of  can- 
cer of  the  intestinal  tract  are  dis- 
cussed. For  example,  the  low  death 
rate  of  cancer  of  the  colon  in  Po- 
land is  noted,  as  well  as  the  rela- 
tionship between  ingestion  of 
smoked  fish  and  the  higher  rate  of 
cancer  of  the  stomach  in  coastal 
villages  in  the  Union  of  Soviet  So- 
cialist Republics. 

Spontaneous  tumors  in  laboratory 
animals,  including  malignant  tu- 
mors, are  described;  and  various 
methods  of  inducing  tumors,  malig- 
nant and  benign,  in  laboratory  ani- 
mals is  presented.  Cancer  and  pre- 
cancerous  lesions  of  the  stomach 
are  found  in  approximately  half  of 
the  males  and  a fourth  of  the  fe- 
males in  Mastomys,  a multimam- 
mate  mouse  of  South  Africa. 

The  incidence  of  malignancy  in 
chronic  ulcerative  colitis  and  the 
relationship  between  polyp  and  ma- 
lignancy of  the  bowel  are  subjects 
of  discussion.  Genetic  factors  are 
discussed;  the  high  incidence  of 
cancer  of  the  colon  in  families  is 
mentioned,  and  also  the  relationship 
between  certain  blood  groups  and 
carcinoma  of  the  stomach.  Appar- 
ently the  authors  find  no  relation- 
ship between  tobacco  and  carci- 
noma of  the  stomach,  but  they  do 
suggest  a definite  relationship  be- 
tween tobacco  and  cancer  of  the 
esophagus. 

— JOE  T.  GILBERT,  M.D., 
Austin. 

An  Atlas  of  Intestinal  Stomas,  by 

Rupert  B.  Turnbull,  Jr.,  and  Frank 


L.  Weakley,  207  pp.,  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1967, 
$21.50. 

THIS  VERY  FINE  illustrated  atlas 
presents  in  a concise  manner  the 
evolution  and  history  surrounding 
ileostomy  following  colectomy  from 
any  cause  with  specific  information 
on  ulcerative  colitis.  Ileostomy  with- 
out colectomy  is  illustrated  together 
with  the  most  favorable  locations 
and  techniques  by  which  to  pre- 
vent prolapse  and  strictures.  De- 
tailed illustrations  with  discussion 
is  given  to  ileal  conduit. 

The  evolution  and  history  of  co- 
lostomy techniques  is  discussed 
from  the  period  of  460  B.C.  to  the 
present  time  with  illustrations  dat- 
ing back  to  the  17th  and  18th  cen- 
turies. This  atlas  is  of  considerable 
significance  to  any  surgeon  doing 
abdominal  and  gastrointestinal  sur- 
gery and  is  valuable  for  those  who 
examine  such  cases  postsurgically. 
Both  temporary  and  permanent  co- 
lostomies are  given  consideration. 
The  illustrations  are  very  well  done. 

— J.  C.  RUDE,  M.D., 
Austin. 

Primary  Hepatoma,  Walter  J.  Bur- 
dette, ed.,  150  pp.,  illus.,  Salt 
Lake  City,  Utah;  University  of 
Utah  Press,  1965. 

A TRANSLATION  into  book  form  of 
a discussion,  the  central  theme  of 
this  work  is  the  delineation  of  possi- 
bilities for  utilizing  the  unusual  inci- 
dence of  carcinoma  of  the  liver  in 
man  in  certain  localities.  Current  in- 
formation about  carcinogenesis  and 
hepatic  tumors  in  animals  is  includ- 
ed in  order  to  elucidate  the  cause 
and  contribute  to  the  management 
of  the  disease  in  humans. 

This  symposium  was  sponsored 
by  the  National  Advisory  Cancer 
Council.  Thirty-two  highly  qualified 
participants  in  the  field  of  oncogen- 
esis elaborate  on  different  aspects 
of  primary  liver  hepatoma.  The  edi- 
tor is  to  be  commended  for  a splen- 
did job  of  integrating  the  vast 
amount  of  information  into  an  easily 
readable,  coherent,  and  comprehen- 
sive treatise. 


The  book  covers  several  topics 
pertinent  to  the  study  of  primary 
hepatoma.  Each  major  section  ends 
with  a factual  summary  and  a perti- 
nent bibliography.  The  last  section 
of  the  book  consists  of  a round-up 
discussion  on  the  subject  of  hepatic 
carcinogenesis. 

Although  some  chapters  are  ex- 
cellent, some  are  pitched  well  above 
the  head  of  the  reader  who  is  un- 
familiar with  basic  biological  re- 
search. This  factor  will  probably 
limit  the  readership. 

The  oncologist,  gastroenterologist, 
and  internist  will  enjoy  having  this 
book  in  their  personal  libraries  as  a 
source  of  information  and  reference. 
LUIS  A.  LEON-SOTOMAYOR,  M.D., 

Galveston. 

The  Climate  Is  Hope:  How  They 
Triumphed  Over  Cancer.  Walter 
Sanford  Ross,  184  pp.,  Englewood 
Cliffs,  N.  J.,  Prentice- Hall,  Inc., 
1965,  $3.95. 

THIS  HIGHLY  readable  book  tells 
how  people  feel  when  they  know 
they  have  cancer,  and  how  their  doc- 
tors feel  and  act.  One  gets  an  idea 
of  the  incredible  new  weapons  sci- 
ence has  put  at  medicine’s  disposal 
for  seeking  to  cure  this  dreaded  dis- 
ease. 

The  preface  sets  the  tone  of  this 
book:  "There  is  real  hope  in  cancer, 
and  it  is  not  a fatuous  optimism.  It 
is  based  on  the  very  existence  of 
more  than  1,300,000  living  Ameri- 
cans who  once  had  cancer  and  were 
cured  of  it.  Cancer  is,  in  fact,  among 
the  most  curable  of  the  major  dis- 
eases.” 

NEW  BOOKS 
IN  IMA  LIBRARY 

Braimbridge,  M.  V.,  and  Ghadiali,  P. 
E.:  Post-operative  Cardiac  Care, 
Philadelphia,  F.  A.  Davis,  1965. 
Callahan,  A.:  Reconstructive  Surgery 
of  the  Eyelids  and  Ocular  Adnexa, 
Birmingham,  Alabama,  Aesculapi- 
us Publishing  Co.,  1966. 
Castelnuovo-Tedesco,  P.:  The  Twen- 
ty-Minute Hour,  Boston,  Little, 
Brown  and  Co.,  1965. 

Furlong,  R.,  ed.:  Fractures  and  Dis- 
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From  a continuing  study  on  nasal  congestion  . . . 
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timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 

Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It's  a comforting  thing  to  kr 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier, 
that  Triaminic  really  works. 


Triaminic" 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50mg.  Pyrilamine  maleate  25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA  68501 
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locations,  vol.  12  in  the  series 
Clinical  Surgery,  Washington,  D.C., 
Butterworths,  1966. 

Glasser,  W.:  Mental  Health  or  Mental 
Illness,  New  York,  Harper  and 
Row,  1960. 

Harris,  Dale  B.:  Children's  Drawings 
as  Measure  of  Intellectual  Matur- 
ity, New  York,  Harcourt,  Brace  & 
World,  Inc.,  1963. 

Hearn,  E.:  You  Are  as  Young  as 
Your  Spine,  Garden  City,  N.Y., 
Doubleday  and  Co.,  Inc.,  1967. 

Hughes,  J.  G.:  Synopsis  of  Pediatrics, 
ed.  2,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1967. 

Jones,  B.  M.:  Health-Seekers  in  the 
Southwest,  1817-1900,  Norman, 
Okla.,  University  of  Oklahoma 
Press,  1967. 

Kummer,  J.  M.:  Abortion:  Legal  and 
Illegal,  Santa  Monica,  Calif.,  J.M. 
Kummer,  1967. 

Lyght,  C.  E.:  Reflections  on  Research 
and  the  Future  of  Medicine,  A 
Symposium  and  other  Addresses, 
New  York,  McGraw-Hill  Book  Co., 
1967. 

National  Tuberculosis  Association: 
Chronic  Obstructive  Pulmonary 
Disease,  a manual  for  physicians, 
New  York  City,  National  Tubercu- 
losis Association,  1966. 

Paulsen,  C.  A.,  ed.:  Estrogen  Assays 
in  Clinical  Medicine,  Seattle, 
Wash.,  University  of  Washington 
Press,  1965. 

Pulvertaft,  R.  G.:  The  Hand,  vol.  7 
in  the  series  Clinical  Surgery, 
Washington,  D.C.,  Butterworths, 
1966. 

Rinkel,  M.,  ed.:  Biological  Treatment 
of  Mental  Illness,  New  York,  L.  C. 
Page  & Co.,  a division  of  Farrar, 
Straus  and  Giroux,  1966. 

Rob,  C.,  Smith,  R.,  and  Morgan,  Sir 
C.  N.:  Abdomen  and  Rectum  and 
Anus,  vol.  10  in  the  series  Clini- 
cal Surgery,  Washington,  D.C.,  But- 
terworths, 1966. 

Rob,  C.,  and  Smith,  R.:  Accident  Sur- 
gery, vol.  3 in  the  series  Clinical 
Surgery,  Washington,  D.C.,  Butter- 
worths, 1964. 

Rob,  C.,  and  Smith,  R.:  General  Prin- 
ciples and  Breast,  vol.  1 in  the 
series  Clinical  Surgery,  Washing- 
ton, D.C.,  Butterworths,  1964. 


Born  March  26,  1909,  in  Celeste, 
Tex.,  he  attended  schools  in  Celeste, 
Bonham,  and  Sherman.  He  received 
his  bachelor  of  arts  degree  from 
The  University  of  Texas  in  1932. 
He  was  an  instructor  in  physiolog- 
ical chemistry  at  Baylor  University 
College  of  Medicine,  then  located  in 
Dallas,  from  1933  until  1936.  In 
1939,  he  was  graduated  from  that 
school. 

Dr.  Lyday  interned  at  Baylor  Uni- 
versity Hospital  in  Dallas.  During 
World  War  II  he  served  as  a lieu- 
tenant colonel  with  the  US  Army 
Medical  Corps.  After  the  war  he 
served  a residency  at  Scott  and 
White  Hospital  in  Temple.  He  was 
a clinical  assistant  professor  of  in- 
ternal medicine  at  The  University 
of  Texas  Southwestern  Medical 
School. 

He  belonged  to  Dallas  County 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Asso- 
ciation, and  Southern  Medical  Asso- 
ciation. He  also  was  a member  of 
Dallas  Academy  of  Internal  Medi- 
cine, Dallas  Southern  Clinical  Socie- 
ty, Texas  Proctologic  Society,  Texas 
Academy  of  Internal  Medicine,  Texas 
Heart  Association,  and  Texas  Dia- 
betes Association. 

Dr.  Lyday  belonged  to  St.  Mat- 
thews Episcopal  Church  in  Dallas. 

On  Jan.  31,  1942,  Dr.  Lyday  and 
Pauline  Frances  Patten  of  Denver, 
Colo.,  were  married  in  San  Antonio. 
She  survives  as  do  a son,  Victor  I. 
Lyday,  Jr.,  of  Dallas;  a daughter, 
Miss  Anne  Lyday  of  Dallas;  and  a 
sister,  Mrs.  Ray  S.  Nelson,  of  Pflug- 
erville,  Tex. 


DR  W LAPAT 

Dr.  William  Lapat,  81,  died  on 
July  4,  1967,  after  suffering  from 
a lengthy  illness.  He  specialized  in 
diseases  of  the  eye,  ear,  nose,  and 
throat  and  had  practiced  in  Hous- 
ton since  1919. 

A past  president  of  the  Houston 
Ophthalmological  and  Otolaryngolog- 
ical  Society,  he  belonged  to  Harris 
County  Medical  Society,  Southern 
Medical  Association,  and  American 
Medical  Association.  He  was  an  hon- 
orary member  of  Texas  Medical  As- 
sociation. 

Born  July  12,  1885,  in  Toronto, 
Canada,  he  was  the  son  of  Albert 
and  Cecelia  Lapat.  After  graduating 
from  the  University  of  Toronto  Fac- 
ulty of  Medicine  in  1907,  he  spent 
two  years  in  Minitatian,  Mexico,  as 
doctor  for  the  Aquila  Oil  Co.  Upon 


Recent 

Deaths 


DR.  V.  I.  LYDAY 

Dallas  internist,  Dr.  Victor  Ivan 
Lyday,  died  Aug.  6,  1967,  in  a Dallas 
hospital  following  a brief  illness.  He 
was  58. 
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his  return  to  the  States  he  served 
a residency  at  Manhattan  Eye,  Ear, 
Nose  and  Throat  Hospital  in  New 
York  City.  He  practiced  in  New  York 
City,  Mexico,  Kansas,  and  Texas, 
and  at  the  time  of  his  death  had 
been  retired  for  many  years  due  to 
illness.  He  had  served  in  the  US 
Army  in  1917. 

He  is  survived  by  his  wife,  the 
former  Helen  Porter  of  Houston, 
whom  he  married  in  1921  in  Kan- 
sas City,  Mo.;  and  two  daughters, 
Miss  Cecelia  May  Lapat  and  Mrs. 
Harold  Joseph  Adam,  both  of  Hous- 
ton. 


CORRECTION 

In  the  “Recent  Deaths”  section 
of  the  August  issue  of  Texas  Medi- 
cine the  photograph  printed  as  be- 
ing that  of  Dr.  C.  H.  Bausman,  Jr., 
was  not  Dr.  Bausman.  Dr.  Bausman 
died  on  June  3,  1967,  in  Post,  Tex. 
He  had  been  in  general  practice  in 
Post  since  1965. 


DR.  C.  N.  HAGGARD 

Dr.  Carl  Newton  Haggard,  47, 
died  of  gunshot  wounds  July  24, 
1967,  at  his  home  in  Houston. 

A native  of  Middlesboro,  Ky.,  he 
was  born  on  June  29,  1920,  the  son 
of  Carl  Wendell  and  Middie  Jane 
Simmons  Haggard.  He  received  his 
preliminary  education  at  Castle 
Heights  Military  Academy  in  Leba- 
non, Tenn.,  and  his  bachelor  of  sci- 
ence degree  from  the  University  of 
Kentucky  in  Lexington.  His  medical 
education  was  obtained  from  Tulane 
University  School  of  Medicine  in 
New  Orleans,  and  he  interned  at 
the  US  Naval  Hospital  in  San  Diego, 
Calif.  He  served  a pediatric  resi- 
dency at  Charity  Hospital  in  New 
Orleans;  surgical  residencies  at 
Ochsner  Foundation  Hospital,  Vet- 
erans Administration  Hospital,  and 
Charity  Hospital  in  New  Orleans; 
and  a residency  in  pediatric  surgery 
at  Children’s  Memorial  Hospital  in 


Chicago.  He  practiced  pediatrics  in 
Houston  from  1953-1956  when  he 
left  to  take  his  surgical  residencies. 
He  returned  in  1962. 

He  served  in  the  US  Navy  from 
1947  to  1950,  attaining  the  rank 
of  lieutenant  junior  grade. 

A member  of  the  Texas  Medical 
Association  through  Harris  County 
Medical  Society,  he  belonged  to  the 
American  Medical  Association,  Amer- 
ican Academy  of  Pediatrics  and 
American  Society  of  Abdominal  Sur- 
geons. He  was  a diplomate  of  the 
American  Board  of  Pediatrics.  While 
at  Tulane  he  received  the  John  J. 
Musser  Award. 

Dr.  Haggard  was  a Catholic. 

Survivors  include  his  wife,  the 
former  Norma  Evelyn  Brabham, 
whom  he  married  on  Dec.  7,  1946, 
in  Oakdale,  La.;  four  sons,  Carl 
Douglas,  David  Lee,  Sean,  and  Pat- 
rick; and  five  daughters,  Suzanne, 
Jenny,  Jill,  Sally,  and  Melanie,  all 
of  Houston;  his  parents,  Mr.  and 
Mrs.  Carl  W.  Haggard  of  Lexington, 
Ky.;  and  a sister,  Eloise  Delight  Hag- 
gard of  Cincinnati,  Ohio. 


DR.  E.  H.  SNYDER 

Ninety-year-old  Dr.  Edward  Henry 
Snyder  died  on  July  22,  1967,  at 
his  home  in  Canadian.  He  had  prac- 
ticed in  Canadian  for  nearly  half  a 
century. 

Dr.  Snyder  first  reached  his  pa- 
tients by  way  of  a horse  and  buggy, 
later  graduated  to  a motorcycle,  and 
purchased  his  first  car  in  1913. 

He  was  born  on  Dec.  11,  1876, 
in  Port  Clinton,  Ohio.  He  attended 
public  schools  there,  and  moved  to 
Sandusky,  Ohio,  at  the  age  of  10. 
He  was  graduated  from  high  school 
at  Sandusky  and  from  Park  College 
in  Parkville,  Mo.,  salutatorian  of  his 
class.  In  1903  he  received  his  medi- 
cal degree  from  the  Cleveland  Col- 
lege of  Physicians  and  Surgeons  in 
Cleveland,  Ohio,  and  interned  at 
St.  Claire  Hospital  there.  He  prac- 
ticed medicine  four  years  in  Cleve- 
land. He  moved  to  Canadian,  Tex., 
in  1909  and  practiced  there  until 


1957  when  he  retired.  He  had  been 
a staff  member  of  the  Hemphill 
County  Hospital  from  1949  until 
1957. 

His  son,  Dr.  Rush  Snyder,  took 
over  his  practice.  Other  descendants 
who  are  in  health  careers  are  two 
daughters,  Dr.  Majorie  Reuthe,  a 
dentist  in  South  Bend,  Ind.,  and  Dr. 
Ruth  Sherman,  a radiologist  in  New 
York  City,  and  a granddaughter,  Dr. 
Nona  Dale  Snyder  Fulton  of  Albu- 
querque, N.  Mex.  Two  grandsons 
are  preparing  for  medical  careers. 

Elected  to  honorary  membership 
in  Texas  Medical  Association  in 
1949,  he  belonged  to  the  Top  O’ 
Texas  Counties  Medical  Society  and 
the  American  Medical  Association. 
He  was  an  elder  in  the  First  Presby- 
terian Church  in  Canadian  and  was 
church  treasurer  for  many  years.  He 
was  a charter  member  of  the  Rotary 
Club  of  Canadian. 

Survivors  include  his  wife,  the 
former  Nona  Alexander;  his  son, 
Dr.  Rush  Snyder,  of  Canadian;  three 
daughters,  Dr.  Marjorie  Reuthe, 
South  Bend,  Ind.;  Dr.  Ruth  Sher- 
man, New  York  City;  and  Miss  Helen 
Snyder,  South  Bend,  Ind.;  a sister, 
Mrs.  Elsie  Steiert,  Milan,  Ohio;  11 
grandchildren;  and  two  great-grand- 
children. 


DR.  H.  E.  ALEXANDER 

Beaumont  physician,  Dr.  Hugh 
Elbert  Alexander,  died  on  July  22, 
1967,  in  St.  Elizabeth  Hospital  after 
a brief  illness.  He  was  75. 

A graduate  of  Baylor  University 
in  Waco,  he  was  born  on  Feb.  1, 
1892,  in  Blanco,  Tex.  His  parents 
were  Thomas  Jefferson  and  Ella 
Joe  Carson  Alexander.  He  was  grad- 
uated from  The  University  of  Texas 
Medical  Branch  at  Galveston  in 
1919,  and  interned  at  Robert  B. 
Green  Memorial  Hospital  in  San  An- 
tonio. Postgraduate  courses  were 
taken  at  Washington  University 
School  of  Medicine  in  St.  Louis  and 
Harvard  Medical  School  in  Cam- 
bridge, Mass.  He  practiced  for  three 
years  at  Sour  Lake,  Tex.,  and  in 
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1923  moved  to  Beaumont  where  he 
remained.  In  1928  he  and  two  other 
Beaumont  doctors  built  Beaumont 
General  Hospital  which  was  later 
named  St.  Therese. 

A fellow  of  the  American  College 
of  Surgeons,  he  was  a member  of 
Jefferson  County  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association.  He 
also  belonged  to  the  American  Acad- 
emy of  General  Practice  and  the 
Pan-Pacific  Surgical  Association. 

Active  in  civic  affairs,  he  was  a 
member  of  West  End  Rotary  Club 
in  Beaumont,  a member  of  the 
board  of  the  Y.M.C.A.  and  of  the 
Trinity-Neches  Council  of  the  Boy 
Scouts  of  America.  He  was  a mem- 
ber of  the  board  of  directors  of  the 
Beaumont  Municipal  Hospital  and 
chief  of  staff  of  Baptist  Hospital  of 
Southeast  Texas.  In  1957  he  was 
president-elect  of  Jefferson  County 
Medical  Society,  but  resigned  after 
suffering  a heart  attack.  He  was 
also  a member  of  American  Orchid 
Society  and  of  Wildlife  (Conserva- 
tion) Society. 

Dr.  Alexander  was  a member  of 
the  First  Baptist  Church  in  Beau- 
mont. 

He  is  survived  by  his  wife,  Lucile; 
one  son.  Dr.  H.  E.  Alexander,  Jr., 
Beaumont;  two  daughters,  Mrs.  C. 

H.  Killen  of  Carmichael,  Calif.,  and 
Mrs.  Jim  Frederick  of  Austin;  one 
stepson,  Clyde  D.  Jones  of  Austin; 
three  sisters,  Miss  Mary  Alexander 
and  Miss  Frances  Alexander,  both 
of  Austin,  and  Mrs.  Roy  Hudgings 
of  Houston;  and  ten  grandchildren. 

DR.  L.  B.  CORBETT 

Dr.  Lewis  Bertrand  Corbett,  a 
Houston  general  practitioner  since 
1925,  died  on  July  20,  1967.  He 
was  70. 

Born  Oct.  17,  1896,  in  Cleveland 
County,  Okla.,  he  was  the  son  of 
James  P.  and  Mary  Elizabeth  Size- 
more Corbett.  He  was  graduated 
from  high  school  at  Lexington,  Okla., 
and  college  from  the  University  of 
Oklahoma  in  Norman,  Okla.  His 
medical  training  was  received  from 
the  University  of  Oklahoma  School 
of  Medicine  in  Oklahoma  City.  He 
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interned  at  Memorial  Hospital  in 
Houston,  and  practiced  in  Houston 
the  rest  of  his  life. 

He  served  in  the  Medical  Corps 
from  1916  to  1918. 

Dr.  Corbett  belonged  to  Harris 
County  Medical  Society,  Texas  Medi- 
cal Association  and  American  Medi- 
cal Association.  He  also  belonged 
to  Alpha  Kappa  Kappa  medical  fra- 
ternity and  Phi  Kappa  Psi  social 
fraternity. 

He  was  a member  of  South  Main 
Baptist  Church. 

On  Jan.  17,  1949,  he  and  Geor- 
gia McGlasson  of  Henrietta,  Tex., 
were  married  in  Houston.  She  sur- 
vives as  do  a son,  L.  B.  Corbett,  Jr., 
of  Houston;  two  brothers,  William 
A.  Corbett  and  J.  L.  Corbett,  both 
of  Norman,  Okla.;  and  four  sisters, 
Mrs.  Clemma  Morris  of  Norman, 
Okla.,  Mrs.  Pearl  Howell  of  Blanch- 
ard, Okla.,  Mrs.  Lula  Gault  of  San 
Francisco,  Calif.,  and  Mrs.  Alice 
Paschal  of  Fort  Worth,  Texas. 

DR.  J.  G.  HEARD 

Retired  Houston  surgeon,  Dr.  J. 
Griffin  Heard,  62,  died  July  15;  he 
had  undergone  abdominal  surgery 
on  June  28. 

President  of  Harris  County  Medi- 
cal Society  in  1958,  he  was  a clini- 
cal professor  of  surgery  at  Baylor 
University  College  of  Medicine  and 
was  on  the  active  and  teaching 
staffs  of  Hermann  and  Jefferson 
Davis  Hospitals  for  many  years.  He 
was  chief  of  staff  at  Memorial  Hos- 
pital in  1946  and  had  served  on  the 
board  of  trustees  of  the  Houston 
Academy  of  Medicine. 

Dr.  Heard  was  a past  president 
of  the  Houston  Surgical  Society  and 
a charter  member  of  the  South- 
western Surgical  Congress.  A diplo- 
mate  of  the  American  Board  of  Sur- 
gery, he  belonged  to  Texas  Medical 
Association,  American  Medical  As- 
sociation, Postgraduate  Medical  As- 
sembly of  South  Texas,  Texas  Sur- 
gical Society,  and  American  College 
of  Surgeons. 

He  also  belonged  to  South  Main 
Baptist  Church  and  the  following  or- 
ganizations: Houston  Chamber  of 
Commerce,  Houston  Rotary  Club, 


River  Oaks  Country  Club,  Doctors 
Club  of  Houston,  and  Phi  Chi  medi- 
cal fraternity. 

Dr.  Heard  served  in  the  US  Army 
in  the  Southwest  Pacific  from  1942 
to  1945.  He  was  chief  of  surgery  of 
the  30th  Evacuation  Hospital  affili- 
ated unit  of  The  University  of  Texas, 
organized  in  January  of  1941.  He 
was  discharged  as  a colonel  in  1946 
and  received  the  Bronze  Star. 

A native  of  Goree,  Tex.,  he  was 
born  July  5,  1905,  the  son  of  Wil- 
liam S.  and  Thelda  McCanless 
Heard.  He  was  graduated  from  high 
school  there  and  attended  The  Uni- 
versity of  Texas  in  Austin.  In  1930 
he  received  his  medical  degree  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  After  interning 
at  Hermann  Hospital  in  Houston,  he 
served  a residency  at  Memorial  Hos- 
pital there.  He  practiced  in  Houston 
from  1930  until  his  retirement  in 
1963,  due  to  ill  health.  He  contin- 
ued his  work  as  vice-president  and 
medical  director  of  South  Coast 
Life  Insurance  Co.,  medical  director 
of  the  Ranger  Life  Insurance  Co., 
and  director  of  medical  education  at 
Baptist  Memorial  Hospital. 

Survivors  include  his  wife,  the 
former  Dorothy  L.  Whitehurst,  whom 
he  married  in  Houston  on  Nov.  26, 
1930;  a son.  Dr.  John  Gregory 
Heard  in  the  Air  Force  in  San  An- 
tonio; a daughter,  Miss  Patricia 
Heard  of  Austin;  a sister,  Mrs.  Alma 
Reeves  of  Goree;  and  a brother, 
Hugh  Heard  of  Dallas. 

DR.  J.  E.  KANATSER 

Wichita  Falls  obstetrician-gynecol- 
ogist, Dr.  Joseph  Elmer  Kanatser, 
71,  died  July  13  in  a hospital  there 
following  a long  illness.  He  had 
practiced  in  Wichita  Falls  since 
1926. 

Dr.  Kanatser  was  born  on  Nov. 
30,  1895,  in  Greenville,  Miss.  He 
attended  schools  in  Shawnee,  Okla., 
and  was  graduated  from  Oklahoma 
University  at  Norman.  His  medical 
training  was  received  at  Northwest- 
ern University  School  of  Medicine. 
Internship  was  served  at  Charity 
Hospital  of  Louisiana  in  New  Orleans 
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and  residency  at  Chicago  Lying-In 
Hospital  in  Chicago.  He  first  prac- 
ticed in  Shawnee  from  1925  to 
1926,  when  he  moved  to  Wichita 
Falls. 

He  was  a founder  of  the  Medical 
and  Surgical  Clinic  in  Wichita  Falls. 
He  was  on  the  staff  of  Bethania 
Hospital  from  1935  until  his  death, 
serving  as  chief  of  the  obstetrical 
staff  for  many  years. 

A past  president  of  the  Texas 
Association  of  Obstetricians  and 
Gynecologists,  he  was  a fellow  of 
the  International  College  of  Sur- 
geons, American  Society  of  Internal 
Medicine,  and  American  College  of 
Surgeons.  He  was  a diplomate  of 
the  American  Board  of  Obstetrics 
and  Gynecology,  and  a member  of 
the  Central  Association  of  Obstetrics 
and  Gynecology.  He  also  belonged 
to  the  Wichita  County  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  and 
Southern  Medical  Association. 

He  served  with  the  Army  Signal 
Corps  in  World  War  I. 

A member  of  the  First  Baptist 
Church,  he  was  a Mason  and  a 
member  of  the  Kiwanis  Club.  He 
was  also  a member  of  Phi  Beta  Pi 
medical  fraternity  and  of  Kappa  Sig- 
ma social  fraternity. 

Dr.  Kanatser  is  survived  by  his 
wife,  Alice;  one  daughter,  Mrs.  Janet 
Wilson  of  Denver,  Colo.;  one  brother, 
Charles  Kanatser  of  Oklahoma  City; 
his  stepmother,  Mrs.  Joe  Kanatser 
of  Memphis,  Tenn.;  and  two  grand- 
children, Mark  Yeager  and  Matthew 
Wilson. 

DR.  H.  F.  BERTRAM 

Dr.  Harold  Frederick  Bertram,  54, 
died  July  2,  1967,  at  his  home  in 
Fort  Worth.  His  wife  had  died  only 
two  months  before. 

Born  May  27,  1913,  in  Memphis, 
Mo.,  he  was  the  son  of  Edward  F. 
and  Nellie  Pitkin  Bertram.  He  at- 
tended schools  in  Memphis,  and 
Central  College  in  Fayette,  Mo.,  re- 
ceived his  bachelor  of  science  in 
medicine  degree  from  the  University 
of  Missouri  in  Columbia,  Mo.,  and 
received  his  medical  education  at 


Northwestern  University  Medical 
School  in  Chicago.  He  interned  at 
Chicago  Wesley  Memorial  Hospital 
and  served  residencies  at  University 
Hospital  in  Oklahoma  City  and  at 
Brooke  General  Hospital  in  San  An- 
tonio. He  received  a master  of  medi- 
cal science  (surgery)  degree  in  June, 
1954,  from  the  Graduate  School  of 
Medicine  of  the  University  of  Penn- 
sylvania in  Philadelphia.  He  had 
served  on  the  staffs  of  Harris,  St. 
Joseph’s,  All  Saints,  Peter  Smith, 
and  W.  I*.  Cook  Memorial  hospitals 
since  moving  to  Fort  Worth  in  1954. 

From  1941  to  1954  Dr.  Bertram 
served  in  the  US  Army.  He  spent 
three  years  in  a Japanese  prison 
camp  during  World  War  II,  after 
having  survived  the  famous  Bataan 
death  march.  He  was  discharged  as 
a lieutenant  colonel  in  1954. 

A diplomate  of  the  American 
Board  of  Surgery,  he  belonged  to 
Tarrant  County  Medical  Society,  Tex- 
as Medical  Association,  and  the 
American  Medical  Association.  He 
was  a fellow  of  the  American  College 
of  Surgeons  and  a former  president 
of  the  Tarrant  County  unit  of  the 
American  Cancer  Society.  He  was  a 
member  of  St.  Andrews  Episcopal 
Church.  Two  daughters,  Sandra  and 
Leslie  Bertram,  survive. 

DR.  J.  H.  PAGE 

Dr.  Joseph  Herbert  Page,  80, 
died  on  June  13,  1967,  in  Houston. 
He  had  practiced  in  Houston  since 
1924. 

Dr.  Page  was  born  on  July  26, 
1886,  in  Redwater,  Tex.,  graduated 
from  high  school  there,  and  attend- 
ed Austin  College  in  Sherman.  In 
1909  he  was  graduated  from  Tu- 
lane  University  School  of  Medicine. 
He  served  as  an  instructor  in  ortho- 
pedics at  Tulane  and  on  the  staff 
of  Charity  Hospital  of  Louisiana  in 
New  Orleans.  Before  moving  to 
Houston  he  practiced  for  12  years 
in  New  Orleans  and  6 months  in 
Texarkana.  Dr.  Page  served  in  the 
armed  forces  during  both  World 
Wars.  In  1959,  he  received  a certifi- 
cate from  Tulane  University  com- 
memorating 50  years  practice  in 
medicine. 


DR.  PAGE 


Dr.  Page  and  the  former  Barbara 
Powell  were  married  in  1909  in 
New  Orleans.  She  preceded  him  in 
death  in  1960.  He  married  Mary 
Lawton  on  Aug.  13,  1962. 

Elected  to  inactive  membership 
in  Texas  Medical  Association  in 
1958,  he  belonged  to  Harris  County 
Medical  Society,  American  Medical 
Association,  and  Southern  Medical 
Association.  He  was  a Mason  and  a 
member  of  the  Doctor’s  Club  of 
Houston,  Texas;  and  Houston  Area 
Retired  Officers  Association. 

Dr.  Page  was  a member  of  the 
Second  Presbyterian  Church  of 
Houston. 

Survivors  include  his  wife,  Mary; 
two  foster  daughters,  Mrs.  A.  H. 
Allard  of  Rochester,  N.Y.,  and  Mrs. 
Thomas  Soper  of  Jackson,  N.J.: 
three  sisters,  Mrs.  Ernestine  Smith 
and  Mrs.  Ben  Warden,  both  of  Red- 
water,  and  Mrs.  Ben  Kennedy  of 
Fort  Worth;  and  a brother,  Joe  Lup- 
ton  of  Atlanta,  Tex. 

DR.  C.  NICHOLS 

Dr.  Carl  Nichols,  58,  died  May 
28,  at  his  home  in  Gladewater,  Tex. 
Death  was  attributed  to  a heart 
attack. 

Born  on  Dec.  10,  1908,  in  Okla- 
homa City,  Okla.,  he  was  the  son 
of  Edwin  Lincoln  and  Nola  Gates 
Nichols.  He  received  his  preliminary 
education  in  Dallas,  and  attended 
Long  Beach  (Calif.)  City  College 
and  Southern  Methodist  University 
in  Dallas.  He  was  graduated  from 
Baylor  University  College  of  Medi- 
cine, then  located  in  Dallas,  in  1935. 
His  internship  was  served  at  Morn- 
ingside  Hospital  in  Tulsa,  Okla.,  and 
his  residency  at  Missouri-Kansas- 
Texas  Hospital  in  Denison,  Tex. 

After  practicing  for  one  year  in 
Dallas,  he  moved  to  Gladewater  in 
1941  to  begin  practice.  He  was  as- 
sociated with  t h e Moser-Nichols 
Clinic  there.  For  26  years  he  was 
local  surgeon  for  the  Texas  and 
Pacific  Railroad.  He  was  City  Health 
Officer  from  1948-54  and  chief  of 
staff  of  Gladewater  Municipal  Hos- 
pital from  1952-1955. 

He  was  a member  of  Gregg  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  Southern  Medical  Asso- 
ciation, and  American  Medical  Asso- 
ciation. 

Miss  Barthene  Sanford  of  Winona, 
Tex.,  became  the  bride  of  Dr.  Nich- 
ols on  Feb.  4,  1947.  She  survives, 
as  do  a daughter,  Carlene;  and  a 
son,  Ken,  both  of  Gladewater;  and 
the  doctor’s  mother,  Mrs.  Nola 
Nichols  of  Oklahoma  City. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.S. 
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Unless  you  have  26  hours  in  a day 

( Let  us  give  you  a hand ) 


ARM’s  system  of  computerized  patient  billing  and 
practice  management  provides  an  automatic 
audit  of  each  day’s  activity. 

ARM’s  Fee  and  Receipt  Analysis  Reports  show 
the  areas  in  which  you  are  having  the  most 
patient  activity.  ARM’s  Status  Reports 
list  accounts  receivable  by  length  of  time  owed, 
simplifying  action  to  reduce  bad  debt  losses. 
ARM’s  Patient  Ledger  Record  lists  in  order  all 
patients  treated  during  the  month  with  complete 


information  on  each. 

ARM  also  itemizes  statements,  computes  them 
accurately,  mails  them  promptly,  accounts  for 
payments  flawlessly.  In  most  cases  collections  are 
increased  from  4 to  17  % , more  than  enough  to 
cover  the  cost  of  service. 

Find  out  ten  ways  ARM  can  help  your  practice. 

Call  or  write:  ARM,  Inc.  Suite  495,  First  National 
Bank  Building,  Dallas,  Texas,  Rl  9-4145,  or 
one  of  the  offices  listed  below. 


00^ 


Corpus  Christi:  ARM,  UL  3-6455  • Dallas:  First  National  Bank  in  Dallas,  Rl  9-4143  • El  Paso:  The  State  National  Bank  of  El  Paso, 
KE  2-9922  • Fort  Worth:  First  National  Bank  of  Fort  Worth,  ED  6-9161  • Houston:  ARM,  PR  4-3755 
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this  issue:  smog,  smaze  or  smust 


Smog,  smaze  or  smust... effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  s?naze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen. 1,2 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.1 


presence  of  various  materials  polluting  the  air  might 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high 
city,”  in  December  1965  was  accompanied  by  respi- 
ratory infection  that  doubled  normal  absentee  rates 
in  schools,  factories  and  city  government.10 

While  air  pollution  is  only  one  factor,  it  has  become 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only 
by  the  Denver  occurrence,  but  also  by  detailed  study2 
of  respiratory  illness  in  a small  group  of  313  men 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process. - 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology4 has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.5 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,2  pulmonary  emphysema,6 
bronchial  asthma,7  pneumonitis  and  lung  cancer.8 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,9  although  it  is  conceivable  that  the 


from  October  1962  to  May  1963  when  there  were 
202  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
creased concentration  of  both  smoke  and  sulphur 
dioxide  in  the  atmosphere  of  the  district  in  which 
the  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
those  who  have  colds,  exposure  to  extreme  changes 
of  temperature,  allergy  and  bacterial  infection. 
However,  when  low  individual  resistance  due  to 
lack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
anced diet,  previous  illness  and  emotional  stress  are 
included  as  causes,  we  enter  the  realm  of  somewhat 
obscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

the  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
common  cold,  are  the  same  regardless  of  the  causa- 
tive factor.  Swelling  of  the  lining  of  the  nose,  the 
scratchy  dry  throat,  the  discharge  from  the  nose  at 
first  watery  then  thicker,  discolored  and  more  tena- 
cious, the  eyes  tearing,  and  frequent  sneezing  are 
all  part  of  the  Number  1 human  ailment.  Concur- 
rent or  residual  sinusitis  when  mucus  is  trapped 
there,  middle  ear  involvement  due  to  interference 
with  drainage,  laryngitis  and  bronchitis  are  compli- 
cations of  the  common  cold.  The  primary  interfer- 
ence is  with  a most  important  function  of  the  nose— 
the  cleansing  of  foreign  matter  in  the  first  line  of 
"air  defense”  to  prevent  it  from  entering  the  breath- 
ing tract. 

However,  the  diagnosis  and  subsequent  decision  on 
how  to  treat  the  patient  so  affected  rests  basically  on 
the  relief  of  symptoms  that  cause  him  the  misery. 
The  stuffed,  runny  nose,  the  clogged  ears,  and  the 
harsh  dry  cough  — all  the  symptoms  that  make  com- 
mon cold  sufferers  feel  miserable  and  interfere  with 

I their  sleep— can  be  alleviated  with  medications  of 
the  oral  nasal  decongestant/antihistamine  combina- 
tion type.  The  burning  sensation  in  the  throat,  sore- 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  colds 


Triaminic*  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  Vou  may  occasionally  encounterthese  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 


(Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

( Concluded  on  following  page ) 


Hr  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,11  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.10  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.12 

Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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How  can  he 
be  a sport 
with  a 


nose? 


For  summer  allergies,  summer 
colds,  or  nasal  congestion  due  to 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 

tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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IROMSULPHALEIN^ 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


< BSP03 ) 


BALTIMORE,  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


INFLAMMATION: 

A cellular 

fight 
for  life 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell -one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  - factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


■A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


ch2oh 

A=o 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-<x, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-u  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


, 

t ^ 

€J 

«i£ 

+9 

m 

€ l 

m 

mm 

& 

€<, 

m 

4jr 

€1 lj 

ct 

it 

c* 

A 

B 

c 

The  Antigranuloma  Assay1-4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neu  roder  matiti  s 

18 

351 

324 

Total 

144 

4,174 

3,808 

‘Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


LABORATORIES  INC.,  PALO  ALTO,  CALIF. 


“ George  wants  to  know  if  it's  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock? 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE9  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


neo  Bromth®  (Bromaleate) 


scientifically 

designed 

for 


desired  diuretic  action— vascular  decongestant- 
mild  sedative 


UAs 


Each  tablet  contains: 

2-ami  no-2-methyl-1 -propanol  8-bromotheophyllinate  (Pam- 

abrom*)  50  m<3- 

Pyrilamine  Maleat'e  ^0  m9- 


COMPOSITION:  Bromaleate  is  a mixture  containing  a ratio  of 
approximately  2 molecular  weights  of  the  compound  Pamabrom 
(2-ami  no-2-methyl-l- propanol  8-bromotheopbyllinate)  to  1 mo- 
lecular weight  of  pyrilamine  maleate. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

ACTION  AND  USES:  This  improved  product  was  developed  by 
Brayten  specifically  for  the  control  of  premenstrual  tension.  This 

*U.S.  Patent  2711411; 

Patented  1955,  Canada 


condition  is  characterized  by  nervousness,  irritability,  weight 
gain,  breast  tenderness,  backache,  etc.,  during  the  premenstrual 
period. 

ADMINISTRATION  AND  DOSAGE:  In  premenstrual  tension,  2 
tablets  twice  daily  (morning  and  night)  beginning  when  symp- 
toms are  expected  . l . usually  5 to  7 days  before  menstruation. 
Stop  medication  at  onset  of  flow. 

In  edemas  of  pregnancy, 2 tablets  three  or.  four  times  daily  be- 
ginning with  the  first  signs  of  water  retention  (abnormal  weight 
gain  pitting).  Note:  although  Bromaleate  may  help  prevent 
the  development  of  eclampsia  by  controlling  edema,  it  has  yet 
been  untried  and  unproven  in  treating  the  frankly  eclamptic 
patient. 

SIDE  EFFECTS:  Clinical  investigation  has  shown  Bromaleate, 
when  taken  in  proper  dosage,  to  be  remarkably  free  from  side 
effects.  However,  if  drowsiness  or . dizziness,  is  reported,  reduce 
dosage.  Caution  hypersensitive  patients  against  driving  an  auto- 
mobile or  operating  dangerous  machinery  on  the  days  medi- 
cation is  taken. 

HOW  SUPPLIED:  Bottles  of  100  (light  blue)  Tablets. 

PHARMACEUTICAL  COMPANY 

Division  of  Chattem  Drug  & Chemical  Company 

1715  W.  38TH  STREET,  CHATTANOOGA,  TENN.  37409 


NOW! 

HIGHLY  TOLERATED 
BRON  CHODIL  ATION 

FOR  EMPHYSEMA-BRONCHIAL  ASTHMA 


_ . . . nazan 

CjAtheophylline-sodium  glycinate) 


INDICATIONS:  GLYNAZAN  is  indi- 
cated in  the  symptomatic  manage- 
ment of  bronchial  asthma,  bronchitis, 
and  pulmonary  emphysema. 

SIDE  EFFECTS:  Theophylline  may  cause 
central  nervous  system  stimulation  such 
as  insomnia,  restlessness,  or  irritability. 
Theophylline  can  cause  gastric  irrita- 
tion with  nausea  and  vomiting. 

PRECAUTIONS:  Should  not  be  used 
more  than  every  4 to  4 hours.  Should 
not  be  given  within  12  hours  follow- 
ing rectal  administration  of  theophyl- 
line or  aminophylline.  Do  not  use  when 
cough  preparations  containing  theo- 
phylline or  aminophylline  are  being 
administered.  Because  of  the  diuretic 


effect  of  Theophylline,  children  under 
four  years  of  age  should  be  watched 
for  signs  of  dehydration.  Caution  is  in- 
dicated in  patients  with  severe  renal 
and  hepatic  disease,  myocardial  dam- 
age, hyperthyroidism,  and  glaucoma. 

DOSAGE:  The  size,  frequency,  and  dur- 
ation of  dosage  must  be  determined 
by  the  physician  in  each  individual 
case.  Clinical  data  lead  to  suggested 
doses  as  follows: 

GLYNAZAN  TABLETS,  uncoated,  5 
grains  (equal  to  2'/z  grains  Theophyl- 
line N.F.);  Adult  dose — 1 to  3 tablets 
every  4 to  6 hours;  preferably  admin- 
istered with  water  after  meals. 


GLYNAZAN  ELIXIR  (contains  alcohol 
15%) : A palatable  elixir  containing 
Glynazan  5 grains  (equivalent  to  2Vz 
grains  Theophylline  N.F.)  per  5 cc. 
teaspoonful. 

Children  over  12  years:  V2  to  1 Vi  tep- 
spoonfuls  every  4 to  6 hours.  • o to 
12  years:  1/2  to  1 teaspoonful  every  4 
to  4 hours.  • 3 to  6 years:  Vz  +ea; 
spoonful  every  4 to  6 hours.  • 1 to  3 
years:  % to  Vz  teaspoonful  every  4 to 
4 hours.  • Adult  dose:  1 to  2 tea- 
spoonfuls every  4 to  4 hours. 

HOW  SUPPLIED:  Tablets— Bottles  of 
100  and  1000,  Elixir— Pint  and  gallon 
bottles. 


Need'Vroduct'from*  First  Texas  &AaAwiaceuticaA,  3ne.  /DALLAS 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

With  ot^r  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsusceo- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin 

The  possibility  of  such  a reaction  should  be  borne  in  mind  e y 

sCe“'™“1o'(nTilItfco™nS  c0",raindi«lea  in  who  ha«e  shown  hypo,. 


Supplied:  Tubes  of  1 oz.,  1/2  oz.  with  applicator  tip,  and  Vs  0 z.  with  ophthalmic  tip. 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


The  full  V4  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 

Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond.  Va.  23220 


/l-H-f^OBINS 


All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That  s nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer  s standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 


4iLi!HIJHlMH.v 

BAYER 

/*«*»!  ' IS!  . 

CHILDREN 

- efcfTO 
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He  leaves  to  make 
an  urgent  call 

But  doesn’t  use 

the  phone  at  all 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 

Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (Vi  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


TEXAS  MEDICINE 


142 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson.  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfieid,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons.  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed.  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 

Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 

David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 

R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Interned  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Interna]  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 

Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 

W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable.  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 

Bertha  McNeill,  Administrator 

^Ite  Ma/itin  X-Ray  and 
RadUun  GUnic 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


removes  the  mental  blur 


that  clouds  vision 


SOLFOTON 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (Sec  P D R ) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  — 

Solfoton  ( 'yellow , uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


Volume  63,  October,  1967 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
M anujacturers  of  ethical  pharmaceuticals  since  1856 


143 


-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


-SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


'»*• 


-AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


CONVALESCENT 
CARE  AT  ITS  FINEST 
FOR  ALL  ADULTS! 

Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 

*AII  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

*Certified  for  Medicare 
^Certified  for  Medicaid 


C.  B.  FRANCIS 
PRESIDENT 

First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 

C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1967 


Plan  to  attend  this  year’s  AMA  Clinical  Convention  in  Houston,  Texas. 
Eighteen  saentific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances 
Attend  lectures  by,  and  discussions  with,  our  nation's  outstanding 
medical  authorities. 

Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SdENTmc  SESSIONS:  Cardiovascular  Disease:  Cardiovascular  Surgery- 
New  Cares;  Ophthalmology:  Geriatrics;  Arthritis;  Gastroenterology 
Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology- 
Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry  Pediatrics- 
Genitourinary  Diseases;  and  Otolaryngology. 

POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology  Register  for’ 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects. 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
• SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance  ^ 

registration  and  hotel  accommodations  will  be 
featured  in  JAMA,  October  23. 
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AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1967 


TO  ASSURE  YOUR  REGISTRATION 


PLEASE  RETURN  TO: 


Circulation  and  Records  Dept. 
American  Medical  Association 


535  North  Dearborn  Street 
Chicago,  Illinois  60610 


FOR  ADVANCE  REGISTRATION  OF  PHYSICIANS 

(PLEASE  PRINT) 

Name 


(Each  Physician  Must  Register  in  His  Own  Name) 


Street 


City 


State 


Zip  Code 


I am  a Member  of  the  AMA  thru  the_ 

Medical  Association  or  in  the  following  government  service: 


_ State 


ADVANCE  REGISTRATION  INFORMATION 

| | General  Registration  Only  (No  Fee) 

Just  complete  coupon  and  return  before  Nov.  13,  1967. 
Your  Advance  Registration  Card  will  be  sent  to  you 
on  Nov.  16. 

| | General  Registration  Plus  Breakfast 
— Roundtable  Reservations 

Tuesday,  Nov.  28,  7-8:30  A.M. 

□ 1.  Indications  and  Limitations  of  Uses  of  Antibiotics 

□ 2.  The  Moral  and  Ethical  Aspects  of  Caring  for  the 

Dying  Patient 

Wednesday,  Nov.  29,  7-8:30  A.M. 

□ 3.  Management  of  Cerebrovascular  Insufficiency 

□ 4.  Adolescence,  Age  of  Rebellion;  Related  Psychiatric 

Aspects 

The  price  of  each  Breakfast  is  $3.50.  Please  indicate 
choice  and  return. 


My  remittance  of  $ 


is  enclosed. 


These  rooms  are  available  only  through  the: 
AMA  HOUSING  BUREAU 
Suite  1101 
1006  Main  Street 
Houston,  Texas  77002 
Phone:  (713)  224-5201 


H0UST0N-H0TELS  & MOTELS 


Map 

No. 

HOTELS 

Singles 

Doubles 

Twins 

Suites 

1. 

HOTEL  AMERICA 

11.50-17.75 

16.85-23.50 

20-23.50 

50-75 

2. 

CONTINENTAL  HOUSTON 

MOTOR  HOTEL 

. 9-15 

12-18 

14-19 

40-83 

3. 

LAMAR  HOTELft 

9.50-18.50 

13-22 

14.50-22 

3b-l35 

4. 

RICE  HOTELft 

11.50-16.50 

15.50-20.50 

17.50-22.50 

5. 

SAVOY-FIELD  HOTELft  

..  8-12 

10-14 

10-14 

6. 

SHAMROCK  HILTON  HOTEL 

(HEADQUARTERS  HOTEL- 

NO  ROOMS  AVAILABLt) 

7. 

SHERATON  LINCOLN  HOTEL  . ... 

12-16.50 

16-20.50 

16-20.50 

3D-DU 

8. 

TEXAS  STATE  HOTELft 

13.50 

10-15.50 

12-16 

40-65 

9. 

WARWICK  HOTEL 

15 

18 

22 

55-80 

MOTELS 


Singles  Doubles 


Twins 


Suites 


GRANT  MOTEL* 

HOLIDAY  INN-CENTRAL.  . . . 
H0UST0NAIRE  MOTOR  HOTEL 
LAS  VEGAS  MOTOR  HOTEL . ... 

RAMADA  INN 

ROMAN  INN 

SHERIT0N  OAKS  INN* 

TIDELANDS  MOTOR  INN 
TOWERS  MOTOR  HOTEL 
29  PALMS  MOTOR  HOTEL* 
WHITE  HOUSE  MOTOR  HOTEL 


*No  restaurant  or  coffee  shop  on  premises 
ffNo  swimming  pool 
All  rooms  100%  air-conditioned 


7.50 

8.50 

9.50-10.50 

.11 

14 

17 

12 

15 

18 

9-13.50 

12-16.50 

14.50-16.50 

9.50 

11.50 

11.50-20.50  33-37.50 

.9-10 

12-13 

15-16 

.10 

12 

14 

9-10 

13-14 

13-16  35 

(CO-HEADQUARTERS  HOTEL- 
6.75-7.75  8.75-9.75 

-NO  ROOMS  AVAILABLE) 

9-12 

10-12 

12-16 

TEXAS  MEDICINE 


TO  ASSURE  YOUR  AMA  ACCOMMODATIONS  ATTHE  21ST  CLINICAL  CONVENTION  FILL  IN  THE  COUPON  BELOW : 

MAIL  DIRECTLY  TO 

AMA  HOUSING  BUREAU  . SUITE  1101  . 1006  MAIN  STREET  . HOUSTON,  TEXAS  77002  • PHONE  (713)  224-5201 


FOR  ROOM  RESERVATIONS 

PLEASE  PRINT  OR  TYPE  FOUR  CHOICES 

1st 


2nd. 

3rd_ 

4th_ 


Please  enter  my  reservation  at  the  above  hotel/motel  for 

Single(s)  Double(s)  Twin(s)  Suite(s) 

□ © $ □ © $ _ □ © $ □ © $_ 


DO  YOU  DESIRE  AN  AIR-CONDITIONED  ROOM?  Yes. 
Room  will  be  occupied  by: 

Name 

(Please  print  or  type) 


No_ 


Date  Arriving, 


AM 


Hour  PM  Departing 

A Deposit  will  be  Requested  for  Late  Arrival 


If  rate  requested  is  not  available, 
next  highest  will  be  assigned. 

Be  sure  and  specify  time  of  arrival 
as  well  as  date. 

If  you  are  an  Industrial  Exhibitor, 
please  specify  firm  name  and  list 


of  all  occupants  for  all  rooms  re- 
served. 

Please  DO  NOT  send  your  request 
directly  to  the  hotel;  it  will  only 
delay  your  confirmation. 

Please  make  all  changes  and  can- 
cellations with  the  Housing  Bureau. 


Confirmations 
will  be  mailed 
up  to  November  17. 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mother** 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 


Fort  Worth 


Claude  Williams,  M.D.,  M.A.C.R. 

Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

James  W 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
John  S.  Alexander,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Buice,  M.D.,  M.A.C.R. 


1217  West  Cannon — ED  6-8627 
m ivr  rt  A c I?  Herman  C.  Sehested,  M.D.,  F.A.C.R. 

Douglas  E.  Bibby,  M.D.,  F.a'.C.R.  Ro^eg  i^R0”’  M'D‘’  M-A'C'R‘ 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

100  Medical  Tower — ED  6-8681 
1550  West  Rosedale  76104 


Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


JACKSONVILLE,  TEXAS 


General  Surgery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Will  ms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey  . . 

Business  Manager  of  Travis  Clinic 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 
CHARLES  I.  BILTZ,  M.D. 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 

BUSINESS  MANAGER 


OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0 


OBSTETRICS  & GYNECOLOGY  DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.*  ROBERT  A.  LANG,  D.D.S. 

♦Diplomate  of  the  American  Board 
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TEXAS  MEDICINE 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes)  Arthritis' and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225-54  1953 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W. 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


When  the 


agitated  geriatric 
disrupts  the 
home... 

His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 

25  mg.  t.i.d,4) 


SANDOZ 


His  slovenly  room 
and  habits  create 
^ more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe  . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

Mellaril’ 

(thioridazine) 
25  mg.  t.i.d. 


SANDOZ 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


fa$ 


a/M 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 


DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  1 he  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Clinical  Laboratories 


TM  A 

PHYSICIANS' 

DIRECTORY 


Space  is  available  to  TMA  members  at 
$6.50  per  column  inch  and  must  run  six 
months.  A discount  of  5%  is  allowed  for 
six  month's  advance  payment.  Mail  copy 
to  Advertising  Director,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is 
the  20th  of  the  month  preceding  publica- 
tion  month. 


MARVIN  D.  BELL,  A.  B.,  M.D. 
Clinical  Pathology 


1109  Medical  Arts  Bldg.  Dallas,  Texas 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL,  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M D 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatric  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


PILCHER-SISSON  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 
John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston" 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 


HOUSTON 
EEG  LABORATORY 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


iazb  medical  Arts  .Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 

EEG  LABORATORY  CA  5-4139  EEG  LABORATORY 
811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories,  CA  6-5473 
Limited  to  ELECTROENCEPHALOGRAMS 
John  E.  Skogland,  M.D.,  Ph.D.,  Director 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomat®  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297  - 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomat®,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P O Box  160  Lufkin,  Texas  75901 

Phone  634-4453 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 


PATHOLOGISTS 


BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 


TEXAS  MEDICAL  LABORATORIES 
508  Medical  Tower,  1550  W.  Rosedale 
Fort  Worth,  76104  817  ED  6-3000 

Cytology,  Clinical  and  Anatomic  Pathology 
Mailing  containers  on  request. 

Office  pickup  service  for  Tarrant  County. 
Director:  David  Murray,  M.D.,  F.C.A.P.,  Diplomate 
( Clinical  & Anatomic  Boards) 


George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan, 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson, 

Mailing  Containers  on  Request 


Ph.D., 

M.D. 


300  Medical  Tower  Building- 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


Clinics 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in : 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


LIND,  HILL  & WEBB  PATHOLOGY  LABORATORY 


Clinical  Pathology 

Serology 

Bacteriology 

Biochemistry 

Endocrinology 

C.  J.  Lind,  Jr.,  M.D. 

John  A. 


Anatomic  Pathology 

Surgical  Pathology 

Hematology 

Cytology 

Medicolegal  Consultation 
Wm.  T.  Hill,  M.D. 
rebb,  M.D. 


Diplomates  of  the  American  Board  of  Pathology 


704  The  Medical  Towers  Houston  25,  Texas 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatries 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 

Poll  iQti'ipc 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon, 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — ■ 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 

C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 


3607  Gaston  Avenue,  Room  305 
Dallas  10,  Texas 
Telephone:  TA  3-6912 

Specimen  containers 


209  South  Iowa  Street 
Irving,  Texas 
Telephone:  BL  3-8998 
on  request 


John  M.  Church,  M.D. 

T.  J.  Coleman,  M.D. 

O.  M.  Phillips,  M.D. 

Wm.  L. 


Robert  L.  Sewell,  M.D. 
John  H.  Sewell,  M.D. 
C.  K.  Holsapple,  M.D. 
Asper,  Bus.  Mgr. 


John  H.  Childers,  M.D.  E.  H.  Valentine  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 
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KELSEY-SEYBOLD  CLINIC 


6624  Fannin  Street 

JA 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving-  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 


GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


Houston,  Texas  77025 


6-2671 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L,  Smith,  M.D. 
NEUROLOGY 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D 


Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 
DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 
Ophthalmology 

Henry  E.  Wahlen,  M.D. 


THOMAS-SPANN  CLINIC  & HOSPITAL 


1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wen  del 


2100  North 

INTERNAL 
R.  D.  Little, 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


713  LE  2-1700 

DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 
NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


RUGELEY  AND  BLASINGAME  CLINIC 

Wharton,  Texas 
Fulton  Street 
MEDICINE 
M.D. 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 


Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D. 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Eugene  T.  Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerald  Noteblom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 


ADMINISTRATOR 


COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 


James  A.  Bakken 


R.  B.  Curry, 
Herbert  M. 


M.D.,  General  Practice 
Hinckley,  M.D.,  General 


Practice 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 

M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 


Pathology 

Jack  P.  Abbott, 


M.D. 


Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


CONSULTATION 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 

BY  APPOINTMENT 


BEELER-MANSKE  CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 

W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 
and  the 

MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 

Obstetrics  & Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D., 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 


1400  Eighth  Street 


Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 
Dermatology 


X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 


1410  Medical  Arts  Bldg. 


Dallas,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg. San  Antonio,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building- 
3610  34th  Street  Lubbock,  Texas 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 

EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 
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TEXAS  MEDICINE 


J.  GILMORE  BRAU,  M D 

DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 
Hours  9 to  1 — 3 to  5 

3817  Broun  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skm  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street Port  Worth  4,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D 
DRS.  SMITH,  GARRETT  & WILKINSON 

Y o*,,  „ Dermatology  and  Syphilology 

X-Ray  and  Rad, urn  m the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M D 
JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 
3801  19th  St.,  Suite  500 Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 


Phone  JA  6-3733 


Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Tieatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth>  Texag 


Needy  Physicians 

—both  young  and  old— who  are  unable  to 
work  can  be  helped  through  your  support 
of  the 


PHYSICIANS  BENEVOLENT  FUND 

Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
AC  512  GReenwood  7-6704 


EVe/  Ear,  Nose,  Throat 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 


Drs.  Canon.  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 
F A.C.tn°n’  M'D-  M'  D'  Watkins,  M.D., 

wdAbf  orhn.^T.c.s:D-'  ElSrSe;AfetsD-  figs 

M.  G.  Ellsasser,  M.D.,  DAB  Oph  

West  Texas  Clinic  1312  Main  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D 
Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

tj.  i „ °R  3-3751 

1321  Hickory  St.  Abilene,  Texas 


Gastroenterology  and 
Proctology 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 
Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg  Riverside  2-2858 

Dallas,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Off.  Tel.  TA  4-2573  Da"aS>  TeXaS  Rp  T l jrujr 

Res.  Tel.  EM  1-4500 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Dia^nosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 
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J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S. in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

1407  Medical  Arts  Building  Houston,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

C.  D.  L.  CROMAR,  M.  D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

General  Surgery 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Internal  Medicine 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice— Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N-w-  8th 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 
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TEXAS  MEDICINE 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

♦Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

♦Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

•Diplomate  American  Board  of  Psychiatry  and  Neurology 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timber  lawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston  Texas 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology/ Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counselling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 
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JEAN  M.  B.  SMITH  MOURE,  M.D. 

Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

Neurological  Surgery 

DALLAS  NEUROLOGICAL  CLINIC 

Osier  Medical  Building 

3710  Swiss  Avenue,  Room  205 

Dallas,  Texas 

TA  7-0941 

* * * 

Neurosurgery 

Grant  L.  Boland,  M.D. 

Charles  M.  Wilson,  M.D. 

* * * 

JAMES  GREENWOOD,  JR.,  M.D. 
Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  J A 8-5373  Residence : J A 8-4038 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Morris  Sanders,  M.  D.  J ack  I.  Woolf,  M.  D. 

DRS.  WOOLF  AND  SANDERS 

Diplomat*  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  i*1500 

Nuclear  Medicine 

JACK  STERN,  M.D, 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

RI  2-7505 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

Obstetrics/Gynecology 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4'2543 

Dallas,  Texas 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomat*  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

RICHARD  S.  RUIZ,  M.  D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8’1919 
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F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr..  M.D.  Fred  W.  Sanders,  M.D. 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diploma  tea  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  Rl  8-2712 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 

3702  21st.,  Suite  9 Lubbock,  Texas  79410 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck.  M.D.  J.  Philip  Richardson.  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis.  M.D. 

Morton  H.  Leonard.  M.D.  Wellington  J.  Pindar.  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas  79902 

L.  FERNANDO  SCHWEITZER,  M.D. 

Diplomate  American  Board  of  Ophthalmology 

1403  St.  Joseph  Prof.  Bldg.  AND  7812-A  Fulton 

CA  5-5217  OX  2-6363 

Houston,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 
Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-141' 

Dallas,  Texas  75246 

J 

Orthopedic  Surgery 

RUSS  B.  GRAHAM.  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

Directory  of 

Professional  and  Lay 

Medical  Films 

Now  Available! 

Write:  Librarian 

Memorial  Library 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Otolaryngology 

Plastic  Surgery 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

0 to- Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  614 

Dallas,  Texas  Hours  By  Appt. 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4636 

Dallas,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomat*  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

W.  P.  ANTHONY,  M.D. 

Otology 

706  Fifth  Avenue  Fort  Worth  4,  Texas 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth,  Texas  76104 

EDison  5-4751 

Pediatrics 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

BYRON  P.  YORK,  M.D. 

Infants  and  Children 

4010  Montrose  Blvd.  Houston  6,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomat®  American  Board  of  Surgery 

Diplomat®  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D., D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomat©  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT,  JR..  M.D.,  D.A.B.R 

WILBUR  Q.  BtTDD,  M.D.,  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  O.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  pe  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiologry 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas. 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd.  MF.  1.7070 

3607  Gaston  Ave.  TA  3-qq61 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  ns  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MAD  ALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TXJ  4-1635 


WILLIAM  W.  TAYLOR,  M.  D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 
804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 


Dallas,  Texas  75235 


ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

OR  7-2221 


1026  North  21st  St. 


Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  FA..C.S. 

Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 
A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology  „ _ 

3707  Gaston  Avenue Dallas,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

EDWARD  WHITE,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

JAN  R.  WERNER,  ME.,  FA-.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


Use  your  . . 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 
875  New  Journals  Each  Month 
Extensive  Reprint  Collection 
Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
AC  512  447-6704 
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TM  A 

CLASSIFIED 

ADVERTISEMENTS 


Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


DERMATOLOGIST:  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 


WANTED:  PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments shared  by  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 
James  G.  Barton,  M.D.  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000 ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER.  Practice  on  the  beautiful  Gulf 
Coast.  Located  just  outside  the  city  limits  of  Corpus  Christi  and 
Robstown.  Become  associated  with  a five  man  clinic  group,  each 
in  private  practice  but  taking  call  as  group.  New  offices  ad- 
joining 85-bed  modern  hospital  just  two  years  old.  Choice  of 
practice,  either  private  or  partnership  on  salary,  no  investment 
necessary.  Liberal  assistance  in  getting  started.  Income  limited 
only  by  ambition.  Write  to  Doyne  Hamilton,  M.D.,  Rt.  4,  Box 
46,  Robstown,  Texas. 


INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  PRACTITIONER  WANTED.  Town  of  1,000  pop- 
ulation. Drawing  area  6,000.  Hill-Burton  Hospital  operated  by 
county.  No  doctor  in  community.  Seven  room  clinic  rent  free. 
Good  hunting  and  fishing.  Located  only  30  miles  from  Sam 
Rayburn  Dam.  Address  inquiry  to  John  Sirman,  Corrigan,  Texas. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  dieu 
suddenly.  Guaranteed  salary  of  $1,200  per  month  for  six  months, 
then  guarantee  of  $1,200  per  month,  plus  50%  of  any  income 
above  that  for  next  six  months.  Office  expenses,  nurses,  aids, 
etc.  paid.  20-bed,  three  doctor,  clinic-hospital  in  Nocona,  Texas. 
Deceased  doctors  net  income  above  $2,500  per  month.  Nocona 
is  city  of  4,000  with  good  schools,  industry,  all  white  popula- 
tion, nice  lake  and  golf  course,  hunting  and  fishing,  90  minutes 
from  Dallas  and  Fort  Worth.  Contact  A.  D.  Major,  M.D.,  or 
K.  J.  Wharram,  M.D.,  Major  Clinic-Hospital,  Nocona,  Texas. 
Phone  area  code  817,  825-3371. 


PHYSICIAN  WANTED:  Would  you  like  to  practice  medicine 
in  an  area  where  your  professional  education  and  abilities  are 
in  great  need?  Elgin,  Texas.  A 23-bed  hospital  (non  profit)  is 
in  full  operation.  Office  space  available.  Good  schools,  churches 
of  all  denominations,  recreation  unsurpassed  in  reach  of  Elgin. 
Potentials  unlimited.  For  information  write  Elgin  Chamber  of 
Commerce,  Elgin,  Texas. 


WANTED:  TWO  GENERAL  PRACTITIONERS  to  associate 
with  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
State  College.  City  of  seven  hills  in  the  piney  woods  of  East 
Texas,  population  17,000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention : Dr.  E.  M.  Addison. 


WANTED:  RESIDENT  PHYSICIAN,  preferably  with  special 
interest  in  pediatrics  and/or  orthopedics.  Excellent  opportunity 
in  modern  102-bed  Children’s  Hospital.  Starting  salary  $10,000  to 
$15,000  commensurate  with  qualifications.  Write  Mr.  Herschel  I. 
Stine,  Administrator,  Fort  Worth  Children’s  Hospital,  Fort 
Worth  Medical  Center,  Fort  Worth,  Texas. 


OBSTETRICS-GYNECOLOGY,  EENT,  AND  GENERAL 
PRACTICE  needed  for  17-doctor  Medical  Plaza  located  across 
the  street  from  a fully  accredited  228-bed  general  hospital. 
Situated  in  the  preferred  southwest  part  of  Houston,  Texas. 
Ten  minutes  from  the  Houston  Medical  Center  and  downtown 
Houston.  Pleasant  climate  year  round,  abundant  water  recrea- 
tional and  cultural  activities.  Free  rent  for  three  months,  assis- 
tance in  acquiring  office  furnishings.  For  further  information, 
contact  Howard  E.  Troutt,  5314  Dashwood  Street,  Houston, 
Texas. 


RADIOLOGIST  NEEDED  for  private  hospital  staff.  New  70- 
bed  general  hospital.  New  x-ray  equipment  with  image  intensi- 
fier.  Income  first  year  $40,000.  This  is  a wonderful  opportunity. 
Please  contact  for  complete  details.  Don  Stuart,  Administrator, 
Medical  Center  Hospital,  Inc.,  Duncan,  Oklahoma.  Telephone 
Area  Code  405,  AL  5-6240. 


ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible 
for  two-man,  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eight-man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESI- 
DENCY, 3-year,  integrated  with  Baylor  College  of  Medicine 
affiliated  hospitals.  Non-career  $4,610-$6,440.  Career  $9,221- 
$12,873  ; (license  in  any  one  of  states  required).  Nondiscrimina- 
tion in  employment.  Contact  William  P.  Blocker,  Jr.,  M.D., 
VA  Hospital,  Houston,  Texas. 
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Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  a century. 
TELEPHONE:  (Area  Code  31  2)  726-5682 


Situations  Wanted 


RELOCATION : 42  year  old,  experienced  general  practitioner, 
wants  to  relocate.  Seeking  location  and  area  with  potential 
present  and  future  to  build  substantial  dependable  practice  with- 
in reasonable  time.  Not  afraid  to  work  hard.  Also  could  con- 
sider association  or  partnership.  Area  limited  to  within  200 
miles  of  the  Gulf  Coast.  Please  reply  to  Box  167,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

For  Sale  or  For  Rent 


SITUATIONS  AVAILABLE  AND  WANTED  IN  TEXAS 
SITUATIONS  OPEN 

GEN  PRACT:  (j)  Assn  6 spec,  2 GP's;  cl  est  25  yrs  w/own  hsp; 
$24,000;  early  prtnr.  (h)  3-dr  assn;  exc  oppor  for  yng  GP  intern, 
active  pract;  exc  sal  to  start;  early  prtnr;  agcy  fee  neg;  prosp 
twn  servs  area  20,000;  S. 

INT  MED:  (g)  Assn  long  est  multi  sp  grp  expndg  to  15  men;  to 
$22,000;  prtnr  2nd  yr;  coll  twn;  cntrl  Texas,  (h)  Assoc;  spec  grp, 

maj  dipl  IM;  new  cl  nr  sevrl  accred  hsps;  exc  oppor  if  cert  or 

elig;  prntr  3rd  year. 

OPHTH:  (a)  Assn  highly  regrded  multi-spec  grp;  exc  cl,  hsp  facils; 
$25,000,  then  prtnrshp;  Ige  twn  w/acad  poss. 

ORTHO:  (a)  Priv  indep  grp  pract;  Ige  amt  referred  wk;  can  rent 

ofc,  new  cl  bldg  in  new  hsp  from  grp;  will  subsidize;  oppor 

$30,000  1st  yr;  to  $45,000  2nd;  only  1 ORS  in  twn  25,000,  serving 
area,  60,000. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPOR- 
TUNITIES IN  TEXAS  AND  ELSEWHERE 
STRICTLY  CONFIDENTIAL 
SITUATIONS  WANTED 

OB-GYN:  Southerner;  married  (4);  MD  Texas;  AOA;  trnd  univ  hsp; 
mil  serv  fin;  4 yrs,  obg,  multi  spe  grp;  prefs  assn  w/1  or  more 
obgs  or  multi  sp  grp  w/some  tchg;  lie  Tex;  reqs  min  $22,000;  can 
invest;  early  30's;  avail  Jan  or  60  days  if  nec. 

OB-GYN:  34;  MD,  Wayne  St;  married  (3),  passed  Pt  I;  3 yrs  res, 
univ  affl  hsp;  past  yr,  assoc  obg;  seeks  oppor  w/grp  cl  or  solo; 
wd  pref  twn  to  25,000;  min  $18,500;  avail  30  days. 

OCCUP  MED:  Mature;  BA,  MA,  Johns  Hopkins;  cert  IM;  past  12 
yrs,  corp  med  dir,  prominent  chem  co;  seeks  oppor  in  occup  hlth 
or  pharm  indus;  exceptionally  qual  for  corp  med  dirtrshps;  out- 
standng  in  field;  unconditionally  recommended;  min  $40,000. 

OPHTHALMOLOGIST:  34;  MD  Buffalo;  AOS;  seeks  assn,  priv  or 
unopposed  country  pract;  compltg  res,  oph,  univ  hsp  this  month; 
DNB. 

THORACIC  SURGERY  (qual  open  heart):  37;  Southerner;  lie  Texas; 
married  (3);  MD  Ind;  mil  serv  fin;  cert  G & TS;  6 yrs  res,  univ 
hsp;  2 yrs  priv  pract,  T & cardio  S;  seeks  hsp  chiefship,  assn  or 
grp;  min  $20,000;  immed  avail. 


GENERAL  PHYSICIANS  AND  PSYCHIATRISTS,  with  Tex- 
as license  or  eligible  for  reciprocity.  Near  medical  center  (Dal- 
las). Training  affiliation  with  medical  school.  Salary  from  $17,000 
to  $20,000.  Apply:  Personnel  Officer,  Terrell  State  Hospital, 
Terrell,  Texas. 

GENERALIST  OR  INTERNIST  for  medical  service  in  250- 
bed  general  hospital.  Salary  commensurate  with  qualifications. 
Nondiscrimination  in  employment.  Contact  Chief  of  Staff  or 
Chief  of  Medicine.  VA  Hospital,  Big  Spring,  Texas  79720, 

INTERNIST : Certified  or  board  eligible  to  join  14-man  multi- 
specialty group.  New  clinic  building  with  adjoining  85-bed  ac- 
credited hospital.  Malpractice,  life  and  disability  insurance  pro- 
vided. One  month  paid  annual  leave.  Guaranteed  $25,000  to 
start.  City  of  35,000  in  West  Texas.  Reply  to  Box  166,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

INTERESTED  IN  PSYCHIATRY?  Austin  State  Hospital  has 
a well  planned,  completely  approved,  three  year  residency  in 
psychiatry  with  special  provisions  for  physicians  who  have  been 
in  general  practice  four  years  or  more.  Contact:  C.  J.  Ruilmann, 
M.D.,  4110  Guadalupe,  Austin,  Texas  78751. 

EXCELLENT  OPPORTUNITY  for  new  practice.  Presently 
only  four  medical  doctors  serving  an  area  of  82,000  in  metro- 
politan Dallas.  Solid  community  of  93%  home  owners  with 
income  range  $6,000  to  $20,000.  Will  help  establish.  Contact 
Pleasant  Grove  Chamber  of  Commerce,  P.  O.  Box  17132,  Dallas, 
Texas  75217. 

GP  OR  GENERAL  SURGEON  to  join  four  man  group  near 
Dallas.  $15,000-$18,000  to  start.  Equal  partner  $35,000-$45,000 
when  gross  justifies.  One  month  vacation  and  study  time  yearly. 
Contact  George  W.  Apple,  Jr.,  M.D.  for  further  details.  Box 
158,  Plano,  Texas. 

PHYSICIAN  WANTED : GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals  in 
neighborhood.  Office  and  equipment  available.  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician,  or  OB/GYN.  Please  reply 
to  Box  158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic,  P.  O.  Box  2005,  Laredo.  Texas. 

FOR  SALE : Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606.  


MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  5200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  6200 
Cedar.  Bellaire,  Texas. 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 

FOR  SALE  OR  FOR  LEASE:  Your  greatest  opportunity.  Two 
story  clinic,  brick  building,  completely  equipped  and  furnished. 
X-ray,  Ekg,  etc.  Year  round  heating  and  air  condition.  Put  your 
jacket  on  and  see  30  to  60  patients  daily.  Collections  are  good. 
$250,000  value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms 
and  6 upper  rooms  plus  2 bath  rooms.  Same  location  35  years. 
Desire  immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Meth- 
vin  Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 

FOR  SALE — Ritter  Model  75  Universal  Table,  3 years  old, 
excellent  condition.  $1,450.  Contact  Bruce  Woodard,  CPA,  Route 
10,  Box  189,  San  Antonio,  Texas  78213,  OX  4-2911. 

RANCH  FOR  SALE — Irrigated,  highly  improved  675  acre 
reputation  ranch  south  of  Eagle  Pass,  Texas.  $260,000.  Terms. 
Details  sent  on  request.  Part  or  all  of  1,000  head  Brangus  cattle 
may  be  purchased  if  desired.  Box  26,  El  Indio.  Texas. 

FOR  SALE:  Half  interest  in  a 30-bed,  Medicare  approved 
hospital  and  clinic  in  Central  Texas.  $25,000  to  $35,000  income 
can  be  expected.  Will  sell  with  downpayment  and  terms.  Im- 
mediate  occupancy.  Has  been  running  continuously  for  50  years. 
For  details  write  Dr.  Neil  Buie,  11922  Cobblestone  Drive,  Hous- 
ton,  Texas  77024. 

OB/GYN  PRACTICE  AVAILABLE  in  large  Texas  metropoli- 
tan area.  Present  physician  desires  different  climate.  Office 
completely  furnished.  Very  lucrative.  Reply  to  Box  170,  Texas 
Medicine,'  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DOCTOR'S  OFFICE  FOR  LEASE  in  choice  Dallas  location. 
Spacious  office  for  single  practitioner  in  established  medical 
clinic.  1,100  square  feet  of  air-conditioned  floor  space.  Collections 
good.  Near  several  major  hospitals  and  downtown.  Put  your 
jacket  on  and  see  plenty  of  patients  daily.  100,000  population 
in  small  radius.  Call  Mrs.  Coats  or  Mr.  Lawrence,  DA  1-6458, 
Dallas. . 

FOR  SALE : Electronic  telephone  answering  and  recording 
instrument.  No  installation.  Fully  transistorized.  Your  telephone 
utilizes  voice  induction-high  fidelity.  Performs  answering  and 
dictaphone  services.  Tax  deductible.  Comparatively  low  cost. 
Specifications  and  prices  furnished  without  obligation  to  phy- 
sicians. Wellington  House,  City  Hall,  107  Ventura,  Ojai,  Cali- 
fornia 93023.  . 


OFFICE  SPACE  IN  MEDICAL  BUILDING  in  center  of 
Grand  Prairie.  540  to  620  square  feet.  Laboratory  and  pharmacy 
in  building.  Established  general  practitioner  and  pediatrician  in 
building.  Please  contact  James  R.  Phillips,  M.D.,  308  N.W.  2nd, 


Grand  Prairie.  Texas.  

WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today  1 Murray,  3305  Bryan,  Dallas,  Texas 


75204. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe.  8511  Bluebonnet  Road,  Dallas,  Texas  75209. . 


FOR  SALE : Modern  one  story  13  room  medical  building 
containing  laboratory,  x-ray,  surgical  suite,  air  conditioned. 
Convenient  to  city  and  hospital  on  beautiful  tree  shaded  lot. 
Winner  of  architectural  merit.  Excellent  professional  relation- 
ships. Priced  to  sell ; financing,  terms  or  leasing  may  be  con- 
sidered. Shown  by  appointment.  Doctor  plans  change.  Box  581, 
Gonzales,  Texas  78629.  AC  512,  672-2824. 
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Austins’  newest  prestige  medical  and  For  information  phone  or  write 
professional  office  building.  Available 
for  occupancy  in  early  1968.  Leases 
now  being  arranged. 

American  National  Bank  Bldg. 

Austin.  Texas  . . . Phone  GR  6-7011 


NIEMAN 
HANKS  <£ 
PURVEAR 


NEW  POSITIONS  ESTABLISHED  AT 
BAYLOR  UNIVERSITY  MEDICAL  CENTER 

DALLAS,  TEXAS 

The  Medical  Staff,  Board  of  Trustees,  and  Administration  are  currently  seeking  applicants  for  full- 
time physician  coverage  of  its  "Emergency  Unit."  Their  major  responsibilities  will  be  to: 

1)  Immediately  evaluate  the  condition  of  all  patients  and  initiate  emergency  treatment. 

2)  Serve  as  a triage  officer  and  call  specialists  when  appropriate. 

3)  Treat  those  patients  who  have  no  physician. 

4)  Initiate  treatment  for  private  patients  when  requested  by  the  private  physician. 

5)  Participate  in  teaching  house  staff  assigned  to  the  unit. 

The  Emergency  Unit  physicians  will  bill  the  patient  directly  for  professional  services. 

Approximately  24,000  patients  are  now  seen  annually  in  the  emergency  facility  and  a larger  new 
unit  is  under  construction. 

A document  providing  additional  information  is  available  on  request.  It,  along  with  a written  agree- 
ment between  the  hospital  and  physician,  will  serve  as  a guide  to  those  accepting  th’ese  positions. 

For  more  information,  please  contact  L.  Ray  Lawson,  M.D.,  Chairman  of  the  Committee  on  Emer- 
gency Services,  2828  Lemmon,  Dallas,  Texas,  75204,  LA  1-2191. 
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THIS  MONTH  IN 


SCIENTIFIC  ARTICLES 


71  Congenital  Heart  Disease  in  Early 
Infancy:  Perspectives  in  1967 


46  The  Exceptional  Child: 

Medical  Responsibility 

52  Child  Hyperactivity:  Diagnosis,  Treatment 

Gerald  Solomons  is  director  of  the 
Child  Development  Clinic  and  as- 
sociate professor  of  pediatrics  at 
the  University  of  Iowa  in  Iowa  City. 
Born  in  1921  in  London,  England, 
he  emigrated  to  the  United  States 
in  1950.  He  is  a diplomate  of  the 
American  Board  of  Pediatrics,  a 
fellow  of  the  American  Academy 
DR.  SOLOMONS  Qf  pedjatrjCSi  and  has  been  a con- 
sultant for  the  National  Institutes  of  Health.  He  is  the 
author  of  20  previously  published  medical  articles. 


58  Suicide  and  Attempted  Suicide 
In  Children  and  Adolescents 

Reginald  S.  Lourie  is  director  of  the  Department  of 
Psychiatry  at  the  Children’s  Hospital  of  the  District 
of  Columbia  and  Hillcrest  Children’s  Center  in 
Washington,  D.C.  He  is  also  professor  of  pediatric 
psychiatry  at  George  Washington  University  School 
of  Medicine.  His  article  was  presented  originally  at 
the  1967  Annual  Session  of  Texas  Medical  Asso- 
ciation. 


64  Depression  Diagnosis, 

Treatment  with  Drugs 

William  P.  Wilson  is  a professor  of 
psychiatry  at  Duke  University  Med- 
ical Center  in  Durham,  N.C.  He  has 
been  certified  by  the  American 
Board  of  Psychiatry  and  Neurology. 
He  has  been  assistant  director,  psy- 
chosurgical  section  at  the  State 
Hospital  at  Butner,  N.C.;  associate 
professor  of  psychiatry  and  director 
of  psychiatric  research  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston;  and 
has  held  various  positions  at  Duke  University  Medi- 
cal Center. 


Leonard  C.  Harris  is  associate  pro- 
fessor of  pediatrics  and  director  of 
pediatric  cardiology  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  He  has  been  employed 
by  the  University  of  Durham,  Eng- 
land, and  the  University  of  Pre- 
toria, South  Africa;  and  has  been 
at  the  Medical  Branch  since  1961. 
He  has  been  certified  by  the  Amer- 
ican Board  of  Pediatrics  and  previously  has  auth- 
ored or  co-authored  some  24  scientific  and  medical 
articles. 

79  Nodular  Keratoses 

Edward  M.  Shapiro  is  associate 
professor  of  dermatology  at  Bay- 
lor University  College  of  Medicine, 
Houston,  and  is  a diplomate  of  the 
American  Board  of  Dermatology. 
He  also  is  on  the  staff  of  Pasadena 
Bayshore,  Southmore,  and  Pasa- 
dena General  Hospitals. 

84  Cerebral  Ischemia  as  a Factor 
In  the  Vasomotor  Response 
To  Increased  Intracranial  Pressure 


DR.  SHAPIRO 


DR.  HARRIS 


Arthur  Evans,  now  a junior  at  Bay- 
lor University  College  of  Medicine, 
Houston,  performed  his  experi- 
ments on  cerebral  ischemia  s role 
in  Cushing’s  law  during  his  fresh- 
man year.  His  sponsor  was  Dr. 
L.  A.  Geddes,  and  the  project  was 
supported  by  Baylor's  Department 
MR.  EVANS  of  Physiology. 


SPECIAL  ARTICLE 

123  Medical  Aspects  of  Hurricane  Beulah 

Charles  R.  Queen  of  Edinburg  is  a member  of  the 
TMA  Committee  on  Disaster  Medical  Care,  and  also 
is  the  District  Director  of  Disaster  Medical  Care  for 
five  Rio  Grande  Valley  counties  that  were  hard  hit 
by  Hurricane  Beulah.  Roy  S.  Stewart  of  McAllen  is 
the  Alternate  District  Director. 
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91  Clinicopathologic  Conference 

t Herbert  Leonard  Fred,  editor  for 
the  first  in  a series  of  Clinicopatho- 
logic Conferences  prepared  by  fac- 
ulty members  of  Baylor  University 
College  of  Medicine  in  Houston,  is 
an  associate  professor  of  medicine 
at  the  college.  Dr.  Fred  has  been 
on  the  Baylor  faculty  since  1962. 
DR.  FRED  He  is  also  director  of  the  Medical 
In-patient  Service  at  Ben  Taub  Gen- 
eral Hospital  in  Houston.  He  has  been  certified  by 
the  American  Board  of  Internal  Medicine.  Other  Bay- 
lor contributors  to  this  month’s  Clinicopathologic 
Conference  are  Dr.  Thomas  S.  Harle,  assistant  pro- 
fessor of  medicine;  Dr.  Raymond  D.  Pruitt,  chairman 
of  the  Department  of  Medicine  and  vice-president 
for  medical  affairs;  and  Dr.  M.  Sidney  Anderson, 
assistant  professor  of  pathology. 


EDITORIALS 

37  AMA  Clinical  Convention: 

A Look  Behind  the  Scenes 

Lee  E.  Farr 

39  Birth  Defects  Center  Aids  In 
Education,  Counseling,  Research 

Fred  S.  Brooksaler 

40  Heads  Up!  Protect  Neck,  Head 
From  Serious  Football  Injuries 

H.  Royer  Collins  and  Cone  Johnson 

45  A Word  About  I R P 

Howard  R.  Dudgeon,  Jr., 
TMA  President 
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43  ASSOCIATION  NEWS 
112  GENERAL  NEWS 
133  PERSONALS 

135  HIGHLIGHTS  OF  COMING  MEETINGS 
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ON  THE  COVER 

"The  overactive  or  hyperactive  child  is  a common 
problem  in  medical  practice  and  causes  many  dif- 
ficulties for  the  family,  the  school  authorities,  and 
the  physician,  says  Dr.  Gerald  Solomons  in  his 
article,  "Child  Hyperactivity;  Diagnosis,  Treatment” 
on  p.  52.  Dr.  Solomons  is  the  author  of  two  articles 
on  the  emotional  and  mental  problems  of  children 
in  the  November  issue  of  Texas  Medicine.  He  orig- 
inally discussed  these  topics  at  the  1967  Annual 
Session  of  the  Texas  Medical  Association.  In  addi- 
tion to  discussing  means  of  diagnosing  and  treating 
hyperactivity  in  children,  he  also  discusses  ‘‘The 
Exceptional  Child:  Medical  Responsibility”  on  p.  46. 
The  attention  span  of  both  the  hyperactive  child 
and  the  exceptional  child  may  be  extremely  short, 
and  the  child  s thoughts  and  actions  may  result  in 
confused  products  such  as  the  one  on  this  month’s 
cover.  Another  article  in  this  issue  related  to  the 
mental  and  emotional  problems  of  children  is  by 
Dr.  Reginald  S.  Lourie,  entitled  “Suicide  and  At- 
tempted Suicide  in  Children  and  Adolescents.” 

NEXT  MONTH 

The  December  issue  of  Texas  Medicine  will  feature 
eight  scientific  articles  on  cancer;  an  editorial  on 
space  by  Dr.  Wernher  von  Braun  of  the  National 
Aeronautics  and  Space  Administration  George  C. 
Marshall  Space  Flight  Center  in  Huntsville,  Ala.; 
and  an  editorial  on  burns  by  Dr.  Valentin  Gracia  of 
Fort  Worth.  Articles  on  cancer  and  tumors  to  be 
published  in  the  December  issue  include  discus- 
sions of  mixed  tumors — ectopic  sites;  treatment  of 
cancer  of  the  rectum  by  electrocoagulation;  carci- 
noma of  the  cystic  duct;  radiation  effects  to  the 
myocardium  during  therapy  for  breast  cancer;  new- 
er radiologic  aids  in  the  diagnosis  of  breast  dis- 
eases; chemotherapy  in  the  management  of  bron- 
chogenic carcinoma;  primary  tumors  of  the  bone; 
and  management  of  patients  with  Wilms’  tumor. 

PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 

A ustin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
/-b/04. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $5  per  year  for  members;  $9  for  nonmembers; 
$10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company  1114  West 
Daggett,  Fort  Worth  76101. 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1’2’3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6>  7>  8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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Can  We  Make  Water  Run  Uphill?  That  is  the 
pointed  question  Blue  Cross/ Blue  Shield  is  ask- 
ing,  on  the  tender  subject  of  rising  hospital- 
medical  costs,  in  our  messages  to  business  and 
professional  leaders,  educators,  and  the  public, 
this  month. 

The  simple  fact  is,  as  all  in  the  health-care 
industry  well  know,  the  hospital  is  the  Number 
One  victim  of  inflation”  — another  name  for 
plain  old  rising  costs. 

We  believe  the  public,  and  especially  the  lead- 
ers of  opinion,  ought  to  face  the  inescapable 
fact  that  rising  costs  must  be  covered  by 
rising  charges,  or  today’s  greatest  bargain 
on  earth,  our  present  hospital-medical  sys- 
tem, must  disappear. 

What  we  are  really  saying  is  that  you  can’t 
make  water  run  uphill. 


BLUE  CROSS 

GROUP  HOSPITAL  SERVICE.  INC 

BLUE  SHIELD 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonicfe  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  V2  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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TEXAS  MEDICINE 


cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
! careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

i When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  Is  gained.  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


NegGram* 

Brand  of  ^0^ 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


W/nfhrap 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


Imferon® 


(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 
Precise  dosage  is  easily 
calculated. 


LAKESIOt 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm,  Hb  / 100  cc. of  blood, 
ranges  from  0.5  cc.  in  infants  to  5 0 cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,1  Arthritis2  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUI  IMAM  M 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescr,bm9  Information:  Composition:  Each  white,  bev- 
e ej  ' corTIPressed  tablet  contains:  Quinine  Sulfate  260  mq 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cmchomsm,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosaae* 
One  tablet  upon  retiring  Where  necessary,  dosage  may  be 
increased  to  one  tablet  fo  owing  the  evening  meal  and  one 

Befelpn  reVr'ci?  SuPP^ed:  B°”les  Of  100  and  500  tablets. 
References:  1.  Shuman,  C : Am.  J.  Med.  Sci.,  225:54,  1953 
, | UK'  V'  et  al-;  Anqiology,  12:102,  1961.  3.  Rawls  W 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


at  the  site  of  infectio 

• > 

(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1-3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1'2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills-not 
merely  inhibits-streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


T"!  701464 

ilosone  H 

Erythromycin  Estolate 


(See  next  page  for  prescribing  information.) 


Uosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections;  pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications:  Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith.  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.. 
247:69.  1964.  2.  Griffith.  R.  S..  and  Black.  H.  R. : Antibiotics  & 
Chemother.,  22:398.  1962.  3.  Hirsch.  H.  A..  Pryles.  C.  V..  and 
Finland.  M.:  Am.  J.  M.  Sc..  239: 198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis , Indiana 
A6206. 


Shy 
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-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


*SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


CONVALESCENT 
CARE  AT  ITS  FINEST 
FOR  ALL  ADULTS! 


Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


*AII  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

Certified  for  Medicare 

^Certified  for  Medicaid 


C.  B FRANCIS 
PRESIDENT 


First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 

C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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neo  Bromth®  (Bromaleate) 


scientifically 
designed 
for 


I I • 


|i  »T|  ||| 

^WSi  hr  i 




desired  diuretic  action— vascular  decongestant- 
mild  sedative 


Each  tablet  contains: 

2-amino-2-methyl-1 -propanol  8-bromotheophyllinate  (Pam- 

abrom*)  50  mg' 

Pyrilamine  Maleate  ^0  mg- 


COMPOSITION:  8roma!eate  is  a mixture  containmq  a ratio  of 
approximately  2 molecular  weights  of  the  compound  Pamabrom 
(2-amino-2-methyl-l  -propanol  8-bromotheophyllinate)  to  1 mo- 
lecular weight  of  pyrilamine  maleate. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

ACTION  AND  USES:  This  improved  product  was  developed  by 
Brayten  specifically  for  the  control  of  premenstrual  tension.  I his 

«U.S.  Patent  2711411: 

Patented  1955,  Canada 


"•  w -il  §L  ^ 

condition  is  characterized  by  nervousness,  irritability,  weight 
gain,  breast  tenderness,  backache,  etc.,  during  the  premenstrual 
period. 

ADMINISTRATION  AND  DOSAGE:  In  premenstrual  tension,  2 
tablets  twice  daily  (morning  and  night  beginning  when  symp- 
toms are  expected  . t . usually  5 to  / days  before  menstruation. 
Stop  medication  at  onset  of  flow. 

In  edemas  of  pregnancy,  2 tablets  three  or  four  times  daily  be- 
ginning with  the  first  signs  of  water  retention  (abnormal  weight 
gain  pitting).  Note:  although  Bromaleate  may  help  prevent 
the  development  of  eclampsia  by  controlling  edema,  it  has  yet 
been  untried  and  unproven  in  treating  the  frankly  eclamptic 
patient. 

SIDE  EFFECTS:  Clinical  investigation  has  shown  Bromaleate, 
when  taken  in  proper  dosage,  to  be  remarkably  free  from  side 
effects.  However,  if  drowsiness  or  dizziness^  is  reported,  reduce 
dosage.  Caution  hypersensitive  patients  against  driving  an  auto- 
mobile or  operating  dangerous  machinery  on  the  days  medi- 
cation is  taken. 

HOW  SUPPLIED:  Bottles  of  100  (light  blue)  Tablets. 

PHARMACEUTICAL  COMPANY 

Division  of  Chattem  Drug  & Chemical  Company 

1715  W.  38TH  STREET,  CHATTANOOGA,  TENN.  37409 


NOW! 

HIGHLY  TOLERATED 
BRON  CHODIL  ATION 

FOR  EMPHYSEMA-BRONCHIAL  ASTHMA 


INDICATIONS:  GLYNAZAN  is  indi- 
cated  in  the  symptomatic  manage- 
ment of  bronchial  asthma,  bronchitis, 
and  pulmonary  emphysema. 

SIDE  EFFECTS:  Theophylline  may  cause 
central  nervous  system  stimulation  such 
as  insomnia,  restlessness,  or  irritability. 
Theophylline  can  cause  gastric  irrita- 
tion with  nausea  and  vomiting. 

PRECAUTIONS:  Should  not  be  used 
more  than  every  4 to  6 hours.  Should 
not  be  given  within  12  hours  follow- 
ing rectal  administration  of  theophyl- 
line or  aminophylline.  Do  not  use  when 
cough  preparations  containing  theo- 
phylline or  aminophylline  are  being 
administered.  Because  of  the  diuretic 


_ . . nazan 

Cy(theophylline-sodium  glycinate) 


effect  of  Theophylline,  children  under 
four  years  of  age  should  be  watched 
for  signs  of  dehydration.  Caution  is  in- 
dicated in  patients  with  severe  renal 
and  hepatic  disease,  myocardial  dam- 
age, hyperthyroidism,  and  glaucoma. 

DOSAGE:  The  size,  frequency,  and  dur- 
ation of  dosage  must  be  determined 
by  the  physician  in  each  individual 
case.  Clinical  data  lead  to  suggested 
doses  as  follows: 

GLYNAZAN  TABLETS,  uncoated,  5 
grains  (equal  to  2'/2  qrains  Theophyl- 
line N.F.);  Adult  dose — 1 to  3 tablets 
every  4 to  6 hours;  preferably  admin- 
istered with  water  after  meals. 


GLYNAZAN  ELIXIR  (contains  alcohol 
15%) : A palatable  elixir  containing 
Glynazan  5 grains  (equivalent  to  2'/i 
grains  Theophylline  N.F.)  per  5 cc. 
teaspoonful. 

Children  over  12  years:  V2  to  Wi  tea- 
spoonfuls  every  4 fo  6 hours.  • A to 
12  years:  to  1 teaspoonful  every  4 

to  6 hours.'  • 3 to  A years:  'A  tea- 
spoonful every  4 to  6 hours.  • 1 to  3 
years:  '/,  to  'h  teaspoonful  every  4 to 
A hours.  • Adult  dose:  1 to  2 tea- 
spoonfuls every  4 to  A hours. 

HOW  SUPPLIED:  Tablets— Bottles  of 
100  and  1000,  Elixir— Pint  and  gallon 
bottles. 


Need* Product 'fro First  TeXaS  ^AoMMlCeiltiCCiA,  3tlC,  /DALLAS 


WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


LIBRIUM' 

(chlordiazepoxideHCI) 

Also  available  as 
LIBRITABS™  (chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 


— I ROCHE  I — 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

rwTiriun5HUt'0n  pati®Pts  ab0.ut  Possible  combined  effects  with  alcohol  and  other  CNS  depressants  As  with  all 

the  ®ldfr|y  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosaee  (initially 

Adverse  Reactions  • Drowsiness,  ataxia  and  confusion  may  occur  especially  in  thp  eldprlv  anri  rk 

by  proper  Posafe  bXSS' 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  thi 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


ged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeromazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Maybe  you  don’t  want 

your  patients  to  halve  Hygroton®chiorthaiidone. 
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TEXAS  MEDICINE 


/laybe  your  patients  complain: 

Vhy  don’t  they  make  a tablet  I don’t  have  to  halve?” 


ease  see  brief  prescribing  summary  at  the  end  of  advertisement. 
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Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 
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TEXAS  MEDICINE 


dications:  Hypertension  and  many  types  of 
|»ma  involving  retention  of  salt  and  water. 

)ntralndicatlons:  Hypersensitivity  and  most 
ses  of  severe  renal  or  hepatic  disease. 

arnlng:  With  the  administration  of  enteric- 
ated  potassium  supplements,  which  should 
used  only  when  adequate  dietary  supple- 
inlalion  is  not  practical,  the  possibility  of 
iail  bowel  lesions  (obstruction,  hemor- 
age.  and  perforation)  should  be  kept  in 
nd.  Surgery  for  these  lesions  has  fre- 
ently  been  required  and  deaths  have  oc- 
rred.  Discontinue  enteric-coated  potas- 
m supplements  immediately  if  abdominal 
>n,  distention,  nausea,  vomiting,  or  gastro- 
astinal  bleeding  occur. 

a with  caution  in  pregnant  patients,  since 
i drug  may  cross  the  placental  barrier  and 
/erse  reactions  which  may  occur  in  the 
jit  (thrombocytopenia,  hyperbilirubinemia, 
ered  carbohydrate  metabolism,  etc.)  are 
tential  problems  in  the  newborn. 

rcautions:  Antihypertensive  therapy  with 
groton  should  always  be  initiated  cau- 
usly  in  postsympathectomy  patients  and 
patients  receiving  ganglionic  blocking 
■ants  or  other  potent  antihypertensive  drugs, 
curare.  Reduce  dosage  of  concomitant 
ihypertensive  agents  by  at  least  one-half, 
-biturates,  narcotics  or  alcohol  may  po- 
tiate  hypotension.  Because  of  the  possi- 
ty  of  progression  of  renal  damage,  peri- 
ic  determination  of  the  BUN  is  indicated, 
continue  if  the  BUN  rises  or  liver  dysfunc- 
n is  aggravated.  Hepatic  coma  may  be 
icipitated. 

ictrolyte  imbalance,  sodium  and/or  potas- 
m depletion  may  occur.  If  potassium  deple- 
i should  occur  during  therapy,  Hygroton 
iuld  be  discontinued  and  potassium  sup- 
ments  given,  provided  the  patient  does 
have  marked  oliguria. 

;e  special  care  in  cirrhosis  or  severe 
hemic  heart  disease  and  in  patients  re- 
ving  corticosteroids,  ACTH,  or  digitalis, 
(restriction  is  not  recommended. 

rerse  Reactions:  Nausea,  gastric  irritation, 
liting,  anorexia,  constipation  and  cramp- 
. dizziness,  weakness,  restlessness,  hy- 
glycemia,  hyperuricemia,  headache,  mus- 
cramps,  orthostatic  hypotension,  aplastic 
mia,  leukopenia,  thrombocytopenia, 
anulocytosis,  impotence,  dysuria,  transient 
’pia,  skin  rashes,  urticaria,  purpura,  nec- 
zing  angiitis,  acute  gout,  and  pancreatitis 
:n  epigastric  pain  or  unexplained  G.l. 
iptoms  develop  after  prolonged  adminis- 
ion.  Other  reactions  reported  with  this 
:s  of  compounds  include:  jaundice,  xan- 
>sia,  paresthesia,  and  photosensitization. 

rage  Dosage:  One  tablet  with  breakfast 
V or  every  other  day. 

liability:  White,  single-scored  tablets  of 
mg.  and  aqua  tablets  of  50  mg.,  in  bot- 
of  -.00  and  1000.  (B)46-230-D 

full  details,  please  see  the  complete 
icrlbing  Information. 
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Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  mg. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg. 
you  know 


HY-5406 


When  the 
agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 

because  « 
of  his 
outbursts! 


. 


for  moderate  to  severe  anxiety 

Mellaril’ 

(thioridazine) 
25  mg.  t.i.d. 


SANDOZ 


His  slovenly  room 
and  habits  create 
more  tension. 


His  daughter 
can't  please  him. 
There  is  "just  no 
living  with  him.” 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. . 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 

because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  tor 
full  product  information. 


for  moderate  to  severe  anxiety 


Mellaril0 

(thioridazine) 
25  mg.  t.i.d. 


SANDOZ 


TTufdJicute 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 
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Each  tablet  contains: 

Potassium  Iodide mS- 

Aminophylline mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 
Ephedrine  HC1 16  mg. 

FEDERAL  LAW'  PROHIBITS 


DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-cphcdi  inc- 
phenobarbital.  Iodides  may  cause  nausea,  long  ust 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.l.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR-Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 


From  a continuing  study  on  nasal  congestion 


(3(,R.  MADE  in  U.B.A 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 

Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders — 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 


the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
t _ ducing  turbinate  swelling.  Making  breathing  easier. 

!t’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic" 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50mg.  Pyrilamine  maleate  25mg.  Pheniramine  maleate 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  UDsefs 

^-Trent  Sh°huld  de  advised  not  to  driva  a car  or  operate  dangerous  machinery  if  drowsiness  occufs.  Use  with  caution  fn* 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA  6850t 
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“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE"  LP 


PIT  MAN-MOO  RE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


*58  8ii  t *nj.u  m&f  No.  83  Jit 


ERYIhROMYCIN 
EIHYl  SUCCINfllE 
IRISUIFAPYRIMIOINES 
FOR  ORAt  SUSPENSION 

CuolOM  Ct»WiHjn>tcir  ti*»f 
jKfuiila  equ.ratr*'  tl>  J K trt 

»«1B  V>n  6Kb  ol 

5u  ’via. 'Hit  Sutttmtnrrt  V* 
' a"  a>  i 


Cjulw6  FMtiil  lU  S * I »• 
IhijIhWs  *nlW«rt 


(RYIM90MYCIN 
UHYl  SUCCINAH- 
IRISUUAPYDIMIOWIS 
fOR  ORAL  SUSRff»S*OR 


ERYTHROCIN -SULFAS 

Chewabie  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewabie 
tablet) 


E RYTH  ROCI N - SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials12,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 

1.  Case  Reports  on  File,  Dept.  Clin.  Development, 

Abbott  Laboratories. 

2.  Poliey,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 
clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 

Brief 
Summary 
on  next 
page 


ERYTH  ROCIN  - SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  ker'nicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 
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TEXAS  MEDICINE 


TROCINATE  400  MG. 

BRAND  THIPHENAMIL  HCI. 


If  you  could  put 

Tareyton’s  charcoal  filter 

on  your  cigarette, 
you’d  have 
a better  cigarette. 


Of  course  we  can’t  guarantee  it’ll  smoke  as  smooth  as  a Tareyton. 


FILTERS 


Tareytonioo's 


New  Tareyton  100’s  with  the  charcoal  filter. 


© l Vmy  la'fl  n X, 
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PIP 


FLIGHT  T0  KtPj7 
OY  FLYING  MORE- 


tensions, 


m 


stol 


' 

L 


. 


■ ■ ■ ■ 


the  / Wren 


jm  /utiliza- 


miracle 


ich  con- 
larkably 


le  for 


the  perfect  prescription 


FOR  THE  PILOT: 

Who  wants  the  world’s  most  forgivih§^9irmaipe. 

Who  doesn’t  fly  frequently  enough  to  be.  satisfy 
proficiency. 

Who  would  like  to  fly  low  and  slow  (less  thdn  50  rr^fh] 
enjoy  the  view  . . . and  do  it  in  a safe,  level  cttitude.L 
Who,  when  he  is  in  a hurry,  likes  the  Wren’q  150  mph/  plus 
Cruise. 

Who  can  utilize  STOL  capability  that  lets  hirh  take  off  and 
land  in  less  than  300’. 

Who  enjoys  making  pinpoint  touchdowns  vVith 
Beta-Control  System  Reversible  Pitch  Propqller1 
Who  appreciates  an  aircraft  that  provides  majxir 
tion  . . . minimum  maintenance. 

Taken  as  prescribed,  the  Remarkable  Wren  460  is 
cure  for  many  flying  ills.  If  you  would  like  a “per^bnil  treat- 
ment”, call  817-626-3739  to  arrange  a demonstr$tic/n  flight. 
Or  ask  for  your  copy  of  the  “WREN  460  STORj 
tains  complete  details  and  specifications  ~ " : 

versatile  aircraft. 

*This  Beta-Control  System  (patent  pending)  is 
many  single  engine  aircraft. 


WREN  AIRCRAFT  CORPORATION 

MEACHAM  FIELD  • (817)  MA  6-3739  • BOX  4115  • FORT  WORTH,  TEXAS  76106 
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■saaatti 


Obesity  Odd 


CHARLES 

DICKENS' 


gov 

^in  Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 
DR.  C.  SIDNEY  BURWELL  COINED  THE 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 ! 


a LEGEND 


it.*17''"  Obese  Epitaph 

in  English  graveyard 


rCost  of 

AMBAR  EXTENTABS 


RECORD  FOR  EATING 

GOES  TO  . r\  A L/fK/lr 


WATTHEWaged  )2 

WHO,  IN  1743, 
CONSUMED  384  LBS. 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 

> SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 

details.  a i r uhdimc  mMDAMV  ^/|  |_^ B I S 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
tbe  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1, 15  mg.;  phenylpropanolamine  HC1, 15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  D rowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


/FH-|^OBINS 


DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 

the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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easy 

does 

it! 


tear,  moisten,  compare-that’s  all! 
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AMA  Clinical  Convention: 

A Look  Behind  the  Scenes 

TO  THE  AVERAGE  Texas  physician,  first  aware- 
ness of  the  American  Medical  Association’s  21st  An- 
nual Clinical  Convention  to  be  held  in  Houston  this 
fall  stemmed  from  recent  notices  in  AMA  publica- 
tions about  hotel  space.  This  meeting  is,  however, 
only  the  climax  of  an  endeavor  which  began  several 
years  ago. 

Five  yeais  ago  the  AMA  House  of  Delegates  ac- 
cepted the  Texas  Medical  Association’s  invitation  to 
hold  the  Clinical  Convention  in  Houston  in  1967. 
Subsequently  members  of  the  AMA  convention  serv- 
ices staff  visited  Houston  periodically  to  determine 
how  the  city’s  convention  potential  could  best  be 
mobilized. 

The  Council  on  Scientific  Assembly  of  the  Ameri- 
can Medical  Association  has  long  been  at  work  to 
prepare  the  scientific  program  for  the  Clinical  Con- 
vention, and  over  the  past  two  years  the  local  com- 
mittees responsible  for  the  program  have  been  func- 
tioning. 

When  the  clinical  meetings  were  originated  by 
the  AMA  after  World  War  II,  they  were  deliberately 
designed  to  be  held  in  different  parts  of  the  country. 
Their  purpose  is  to  bring  the  latest  clinical  knowl- 
edge to  the  attention  of  busy  physicians.  It  is  one  of 
the  specifically  designated  functions  of  the  Council 
on  Scientific  Assembly  to  develop  the  programs  for 
the  annual  and  clinical  meetings. 

The  implementation  of  the  council’s  program  for- 
mat for  a specific  meeting  is  the  responsibility  of 
the  local  committee,  which  is  given  wide  latitude  in 
the  interpretation  of  the  council’s  suggestions.  Dr. 
Mylie  E.  Durham,  of  Houston,  general  chairman  of 
the  Local  Committee  on  Arrangements,  and  Dr.  Law- 
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rence  Rodney  Rodgers,  chairman  of  the  Local 
Scientific  Program  Committee,  have  worked 
closely  with  the  council  to  determine  the  final 
program. 

Final  program  planning  got  underway 
more  than  a year  ago  for  the  scientific  con- 
vention here  in  Houston.  Dr.  Rodgers  has 
met  several  times  with  the  council.  He  is  di- 
rectly responsible  for  arranging  an  out- 
standing selection  of  lectures,  symposiums, 
and  breakfast  round  table  discussions. 

Also  featured  will  be  more  than  25  motion 
pictures  selected  by  the  AMA  staff  and  con- 
sultants from  outstanding  films  obtained 
from  over  the  entire  world ; and  closed-cir- 
cuit color  television  broadcasts  will  also  be 
beamed  into  Astro  Hall.  Dr.  L.  F.  Schuhma- 
cher,  Jr.,  of  Houston,  heads  the  local  com- 
mittee arranging  television  broadcasts. 

From  the  large  number  of  scientific  ex- 
hibits submitted  for  consideration,  125-150 
of  the  most  appropriate  and  informative  will 
be  selected.  Also  upon  the  convention  hall 
floor  will  be  the  impressive  industrial  exhib- 
its of  pharmaceutical  companies,  medical 
supply  houses,  and  other  firms. 

The  four  days  of  the  meeting,  Nov.  26  to 
29,  are  indeed  the  climax  of  years  of  plan- 
ning. Texas  physicians  will  host  7,000  visi- 
tors, including  approximately  3,000  physi- 
cians. 

The  AMA  is  one  of  the  largest  convention 
sponsors  in  the  nation:  its  annual  conven- 
tion alone  easily  puts  it  among  the  top  ten 
convention  groups. 

Conferences  held  with  the  Houston  Cham- 
ber of  Commerce,  the  city’s  convention  bu- 
reau, labor  union  representatives,  and  trans- 
portation and  communications  companies 
began  three  years  ago.  From  then  on  various 
components  of  the  meeting  began  to  be  acti- 
vated according  to  a lengthy  and  complex 
timetable.  Behind-the-scenes  preparations 
are  fascinating.  Hundreds  of  people  are  in- 
volved: members  of  the  Harris  County  Med- 
ical Society  and  of  Texas  Medical  Associa- 
tion, the  AMA  staff,  convention  experts  in 
Houston,  and  the  Council  on  Scientific  As- 
sembly. 

Negotiations  with  Houston  suppliers  were 
begun  early.  Almost  a half-million  pounds  of 
freight  will  be  shipped  into  the  city  to  be 
assembled  into  the  exhibits,  displays,  and 
various  convention  facilities. 

A Houston  firm  will  supply  some  of  the 


convention  office  equipment  on  a rental  ba- 
sis. More  than  100  typewriters,  35  desks  and 
chairs,  50  typing  stands,  60  stenographer’s 
chairs,  and  an  assortment  of  various  office 
equipment  will  be  needed. 

Tentative  layouts  of  the  exhibit  floor  area 
have  been  drawn.  Some  160  industrial-com- 
mercial exhibits  will  require  more  than 
25,000  square  feet  of  floor  space.  The  150 
scientific  exhibits  will  need  another  25,000 
square  feet. 

The  Shamrock  Hilton  Hotel  was  selected 
by  the  AMA  Board  of  Trustees  as  the  head- 
quarters hotel,  site  of  the  AMA  House  of 
Delegates  meeting.  Rooms  have  been  set 
aside  for  reference  committees,  conferences, 
and  general  meetings  of  the  House  itself.  A 
post  office  substation  will  be  established  in 
the  headquarters  hotel. 

The  same  sort  of  detailed  planning  is  re- 
quired to  hold  an  AMA  House  of  Delegates 
meeting  that  goes  into  a session  of  a state 
legislature  or  the  national  congress. 

In  July,  advance  registration  and  room  re- 
servation forms  were  published  in  consecu- 
tive issues  of  Journal  of  the  American  Medi- 
cal Association  (JAMA)  and  AMA  News.  A 
housing  bureau  has  opened  in  Houston  to 
process  physicians’  hotel  reservations.  Room 
reservation  forms  have  been  published  in  the 
AMA  News,  JAMA,  the  ten  AMA  specialty 
journals,  and  in  various  medical  publications 
in  Texas  and  other  states. 

The  AMA  makes  news,  and  press  repre- 
sentatives from  throughout  the  nation  and 
the  world  will  register  at  the  two  press 
rooms  in  the  headquarters  hotel  and  Astro 
Hall.  To  ensure  good  information  to  the 
press  about  the  scientific  program,  several 
weeks  before  the  meeting,  the  nation’s  sci- 
ence reporters  receive  a press  kit  prepared 
by  the  AMA  staff.  It  contains  an  outline  of 
convention  events  and  several  news  releases 
based  on  major  scientific  presentations. 

The  convention  will  be  covered  by  AMA 
publications.  The  AMA  Neivs  will  prepare 
detailed  reports  on  the  convention.  The  Med- 
ical News  section  of  JAMA  will  have  a press 
room  at  the  convention  hall. 

Also  available  each  morning  is  the  conven- 
tion’s own  newspaper,  the  Daily  Bulletin 
which  reports  on  coming  events  and  proceed- 
ings from  the  previous  day.  Written  and 
edited  by  AMA  staff  members,  the  Daily 
Bulletin  will  be  printed  by  a Houston  firm. 
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Another  convention  service  is  the  AMA 
information  center,  easily  found  in  the  cen- 
ter of  the  exhibit  area.  Physicians  will  re- 
ceive about  1,000  calls  at  the  center.  These 
will  be  displayed  on  a large,  alphabetically 
arranged  panel  for  doctors  to  check  from 
time  to  time. 

The  AMA  Operating  Services  Department 
has  completed  hundreds  of  signs,  posters, 
and  display  boards  which  will  direct  traffic 
through  the  convention  areas.  Identification 
badges  will  have  been  prepared  for  physi- 
cians who  register  in  advance. 

On  Nov.  20,  the  AMA  will  formally  take 
possession  of  Astro  Hall.  The  following  day, 
material  will  begin  to  arrive  to  be  unloaded. 
Telephones  will  be  hooked  up,  the  office 
equipment  put  into  place.  The  telephone  re- 
quirements at  Astro  Hall  are  a 25-line 
switchboard,  9 outside  lines,  and  4 intercon- 
necting lines  within  the  hall ; and  require- 
ments at  the  headquarters  hotel  include  4 
outside  lines,  14  switchboard  connections, 
and  15  lines  within  the  hotel. 

About  75  clerical  and  stenographic  work- 
ers, ushers,  motion  picture  projectionists, 
sound  equipment  specialists,  and  general  of- 
fice workers  will  report  for  instructions  by 
the  AMA  staff.  (One  unusual  duty  will  be- 
long to  four  young  ladies  who  will  serve  as 
models  in  the  fracture  exhibits  while  physi- 
cians demonstrate  the  best  ways  to  place  and 
remove  casts  on  arms  and  legs.) 

On  Sunday,  Nov.  26,  the  Clinical  Conven- 
tion will  begin.  The  arriving  physician  will 
find  his  hotel  room  reserved,  the  first  copy 
of  the  Daily  Bulletin  at  hand,  and  a shuttle 
bus  waiting  to  take  him  to  the  scientific 
meetings  and  exhibits. 

Details  of  commercial  and  scientific  ex- 
hibits, meetings,  courses,  and  workshops  are 
listed  in  a thick  program  of  events  that  was 
prepared,  corrected  for  final  alterations,  and 
printed  within  the  month  of  the  meeting. 

Newspapers,  radio,  television,  and  maga- 
zines will  report  what  the  doctor  and  his  col- 
leagues see  and  accomplish  at  the  conven- 
tion. 

Hopefully,  all  events  will  go  like  clock- 
work. In  four  days,  the  big  show  will  close 
down,  pack  up,  and  move  out  of  Houston, 
and  preparations  for  the  next  meeting  will 
intensify. 

The  AMA  Clinical  Convention  is  one  of 
the  largest  medical  teaching  meetings  in  the 


world.  It  brings  the  best  and  the  latest  medi- 
cal knowledge  directly  to  the  doctor  on  his 
home  ground.  If  the  physician  who  attends 
the  convention  goes  home  with  new  knowl- 
edge and  with  his  medical  training  re- 
freshed, all  of  the  efforts  by  all  the  people 
involved  will  have  been  worthwhile. 

— Lee  E.  Farr,  M.D.,*  Houston, 
Chairman,  Council  on  Scientific 
Assembly,  American  Medical  Association. 


Birth  Defects  Center  Aids  In 
Education,  Counseling,  Research 

THE  DALLAS  Birth  Defects  Center  was 
established  in  September,  1965,  by  a grant 
to  the  Department  of  Pediatrics  of  South- 
western Medical  School  from  The  National 
Foundation — March  of  Dimes. 

Its  main  purpose  is  to  utilize  laboratory 
and  study  facilities,  available  only  in  con- 
junction with  a medical  school,  for  children 
with  birth  defects.  This  is  accomplished  by  a 
team  of  physicians  in  such  diverse  fields  as 
pediatric  surgery,  cardiology,  hematology,  in- 
fectious diseases,  lung  diseases,  kidney  dis- 
eases, immunology,  oral  surgery,  and  physi- 
cal medicine.  This  team  consists  of  medical 
specialists  who  are  members  of  the  full-time 
or  clinical  faculty  of  The  University  of  Texas 
Southwestern  Medical  School. 

The  birth  defects  center  educates  medical 
students,  interns,  residents,  nurses,  medical 
social  workers,  and  other  professional  per- 
sonnel in  the  newest  and  best  methods  of 
early  diagnosis  of  birth  defects.  It  counsels 
parents  and  families  in  understanding  and 
meeting  problems  which  arise  in  the  homes 
and  in  the  daily  lives  of  children  with  birth 
defects.  And  the  center  stimulates  research 
by  the  study  of  prenatal  and  genetic  causes 
of  such  defects  for  the  purpose  of  seeking 
means  to  prevent  them. 

Private  or  indigent  patients  who  might  be 
aided  by  the  diagnostic  facilities  of  the  Dallas 


*The  author  wishes  to  thank  Mr.  Jim  Reed,  direc- 
tor, Communications  Division,  and  Mr.  Frank  Chap- 
pell, director,  Science  News  Department,  AMA, 
Chicago,  for  their  assistance  in  compiling  data  for 
this  editorial. 
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Birth  Defects  Center  and  for  whom  such 
facilities  are  not  available  in  closer  proximity 
to  their  residence  are  eligible  for  admittance. 
Referrals  will  be  accepted  only  from  licensed 
private  physicians  or  from  doctors  in  county 
and  city  health  clinics.  Each  referral  should 
be  in  writing  containing  a complete  medical 
history  and  should  be  addressed  to  Fred 
Brooksaler,  M.D.,  Medical  Director,  Dallas 
Birth  Defects  Center,  Department  of  Ped- 
iatrics, The  University  of  Texas  Southwest- 
ern Medical  School,  5323  Harry  Hines  Blvd., 
Dallas  75235. 

Following  the  study  of  the  medical  history, 
an  applicant  will  be  accepted  or  (because  of 
the  nature  of  the  problem)  will  be  referred  to 
another  medical  facility.  Those  patients  ac- 
cepted for  study  at  the  center  will  be  re- 
turned to  the  referring  physician  with  rec- 
ommendation for  possible  treatment. 

There  is  no  fee  charged  for  initial  evalua- 
tive visits  or  for  x-ray,  genetic,  or  other  lab- 
oratory studies. 

The  Dallas  Birth  Defects  Center  has  moved 
to  the  new  Children’s  Medical  Center  next  to 
Parkland  Memorial  Hospital.  An  invitation 
is  extended  to  physicians,  nurses,  medical 
social  workers,  and  others  to  visit  the  new 
facilities. 

— Fred  S.  Brooksaler,  M.D.,  Dallas, 
Medical  Director,  National  Foundation 
Birth  Defects  Center. 


Heads  Up!  Protect  Neck,  Head 
From  Serious  Football  Injuries 

AT  THE  TURN  of  the  century,  football 
was  such  a rough  sport  with  so  many  injuries 
and  deaths  that  U.S.  President  Theodore 
Roosevelt,  an  ardent  advocate  of  strenuous 
sports,  declared  that  the  game  must  be  made 
safer  or  abolished.  In  1905,  football  leaders 
met  and  abolished  such  tactics  as  the  flying 
wedge  and  instituted  other  rules. 

Since  then,  increasing  emphasis  has  been 
placed  on  safety  by  means  of  proper  rules, 
pre-competition  examination  and  condition- 
ing, better  coaching  and  officiating,  im- 
proved protective  equipment,  and  medical 
supervision  during  competition.  Available 
statistics  indicate  that  football  has  an  ex- 
cellent safety  record,  especially  in  view  of  the 


million  or  so  participants  in  today’s  faster, 
harder,  and  more  exciting  game. 

This  record  would  be  even  better,  however, 
if  head  and  neck  injuries  could  be  reduced. 
These  particular  injuries  are  responsible  for 
an  increasing  proportion  of  direct  serious  in- 
juries and  fatalities  reported  during  recent 
years.  A great  deal  of  speculation  has  arisen 
over  which  parts  of  the  game  or  its  equip- 
ment are  responsible  for  these  injuries.  Pro- 
tective headgear  and  blocking  techniques 
have  received  special  attention  recently. 

The  first  “headgear”  was  a good  growth 
of  long  hair  and,  for  a long  time,  a helmet 
was  regarded  as  the  mark  of  a sissy.  Gradu- 
ally, wiser  heads  prevailed  over  hard  ones, 
and  discretion  became  the  better  part  of 
valor.  The  leather  crown  and  earflaps  of  the 
Twenties  have  yielded  to  a colorful  hard 
plastic  helmet  with  web  suspensions,  chin 
strap  and  protective  face  bars. 

However,  many  authorities  regard  these 
“improvements”  with  mixed  emotions.  0’- 
Donoghue  has  said  “Until  lately,  the  design- 
ers of  helmets  have  concentrated  on  pro- 
tecting the  head  of  the  wearer.  Little  thought 
has  been  given  to  the  effect  of  the  helmet  on 
other  portions  of  the  player’s  or  his  oppon- 
ent’s anatomy.”1  Schneider  and  others  stud- 
ied 18  deaths  in  the  1959  season  directly  at- 
tributable to  football.2  Nearly  80  percent 
(14)  had  fatal  injuries  to  the  head  and/or 
spinal  cord.  These  authors  also  noted  a pro- 
gressive shift,  over  the  previous  12  years, 
away  from  abdominal-internal  injuries  to 
those  involving  the  head  and  neck.  Noting 
that  the  face  bars  provide  an  excellent  lever 
for  producing  injuries  in  acute  flexion  or 
extension,  they  proposed  changes  in  helmet 
construction  and  even  went  so  far  as  to  sug- 
gest that  the  face  bars  be  radically  changed 
or  abolished. 

Subsequently,  Alley  studied  19,413  high 
school  football  players.3  Players  injured  to- 
taled 4,829,  of  which  337  (7  percent)  had 
head  and/or  neck  injuries.  After  careful 
analysis,  he  concluded  that  factors  responsi- 
ble included  “improper  fitting  of  headgear, 
the  practice  of  ‘spearing,’  violations  of  basic 
fundamentals  of  football  play,  and  inade- 
quate physical  conditioning.”  He  discovered 
that  over  60  percent  of  players  receiving 
head  injuries  and  44  percent  of  those  with 
neck  injuries  were  coached  to  “spear”  or  to 
use  their  helmet-protected  heads  against  the 
bodies  of  their  opponents.  It  was  also  noted 
that  35  percent  of  the  boys  “spearing”  were 
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to  hit  the  opposing  player  below  the  belt 
with  their  helmet,  a practice  frequently  as- 
sociated with  injuries  sustained  from  the  op- 
ponent’s knee.  Interestingly,  few  cases  of 
hyperextension  injury  were  noted.  In  fact, 
it  was  learned  that  the  player  usually  did 
not  strike  his  opponent  with  his  forehead 
and  face  bar  but  ducked  his  head  and  struck 
him  with  the  top  of  the  helmet.  This  ten- 
dency to  butt  insured  that  contact  was  en- 
tered with  the  player’s  neck  flexed  and  thus 
most  susceptible  to  injury  and  it  was  em- 
phasized that  removal  of  the  face  bars  would 
not  be  expected  to  improve  the  situation. 
Alley  stressed  the  value  of  proper  mental  and 
physical  conditioning  in  reducing  these  and 
all  other  types  of  injury. 

The  American  Medical  Association  has 
waged  a continuing  campaign  for  prevention 
of  head  and  neck  injuries.  In  a report  before 
the  Fourth  National  Conference  on  the  Med- 
ical Aspects  of  Sports  in  1962,  Dr.  Thomas  B. 
Quigley  stated,  “The  practice  of  ‘spearing’ 
or  using  the  plastic-encased  head  as  a batter- 
ing ram  in  either  blocking  or  tackling  is 
strongly  condemned.”  He  quoted  Clark 
Shaughnessy,  defensive  coach  of  the  Chicago 
Bears,  who  was  present  at  the  conference 
as  saying,  “Head-on  blocking  or  ‘spearing’ 
is  a dangerous  football  tactic,  especially  to 
the  face,  head,  and  neck  of  the  blocker  and 
should  be  eliminated.  No  head  protection  of 
any  kind  is  adequate  to  prevent  injuries  from 
occurring  when  these  two  tactics  are  em- 
ployed.” The  conference  advised  that  “spear- 
ing be  outlawed,  but  the  practice  has  been 
continued. 

In  April,  1962,  teaching  of  helmet  blocking 
led  to  the  formation  of  a committee  of  the 
Texas  Medical  Association  to  investigate  the 
problem.  Medical  evidence  submitted  clearly 
indicated  that  serious  neurological  and  or- 
thopedic injuries  occurred  as  a result  of 
“spearing.”  New  rules  and  regulations  were 
instituted  in  September,  1963,  to  prohibit 
this  practice;  and  a permanent  committee  of 
the  TMA  was  appointed  to  cover  the  field  of 
athletics  and  athletic  injuries  in  public 
schools  with  Dr.  R.  G.  McCorkle  of  Houston 
as  chairman.  The  committee  has  recently 
called  attention  to  the  largest  number  of  fa- 
talities ever  reported  in  a single  season.  All 
of  those  directly  related  to  football  in  1966 
were  due  to  head  and/or  neck  injuries. 

The  Committee  on  School  Health  of  the 
Texas  Medical  Association  in  June,  1967,  not- 
ing that  “spearing”  is  still  being  used  in  high 


school  football,  recently  joined  the  AMA  in 
calling  for  its  elimination.  They  called  for 
coaches  to  emphasize  correct,  head-up  block- 
ing and  tackling  and  urged  strict  enforce- 
ment of  the  rules  against  “spearing.”  Such 
notables  as  Ara  Parseghian  of  Notre  Dame 
and  Murray  Warmath  of  the  University  of 
Minnesota  joined  sports  medicine  authorities 
in  calling  for  an  end  to  such  tactics.  Sports 
medicine  authorities  concurring  are  Dr.  Don- 
ald B.  Slocum,  chairman  of  the  AMA  Com- 
mittee on  the  Medical  Aspects  of  Sports ; Dr. 
Richard  Schneider  of  the  University  of  Mich- 
igan, Mi.  William  E.  Newell,  executive  secre- 
tary of  the  National  Athletic  Trainers  Asso- 
ciation; Mr.  Clifford  B.  Fagan,  executive 
secretary  of  the  National  Federation  of  State 
High  School  Athletic  Associations ; Dr.  L.  W. 
Combs,  director  of  the  Student  Health  Cen- 
ter, Purdue  University;  Dr.  O.  B.  Murphy, 
team  physician  at  the  University  of  Ken- 
tucky and  representative  of  the  AMA  Com- 
mittee to  the  National  Collegiate  Athletic 
Association  (NCAA)  Rules  Committee;  and 
Dr.  Carl  Blyth  (Ph.D.),  chairman  of  the 
NCAA  Committee  on  Football  Safety  and 
president  of  the  American  College  of  Sports 
Medicine.  In  a news  release  this  group  stated 
“Perhaps  the  only  answer  is  the  reaction  of 
public  awareness  of  this  problem  to  the  point 
that  a player  who  uses  ‘spearing’  will  be 
branded  as  guilty  of  unsportsmanlike  con- 
duct.”4 

There  certainly  is  no  place  in  the  game  for 
techniques  that  can  maim,  cripple,  or  kill. 
The  Texas  Society  of  Athletic  Team  Physi- 
cians and  TMA  Committee  on  Athletics  joins 
with  the  AMA  Committee  on  the  Medical 
Aspects  of  Sports  in  calling  on  all  physicians 
to  discourage  ‘spearing,’  in  urging  coaches 
and  trainers  to  quit  coaching  it,  and  in  warn- 
ing players  and  their  parents  of  the  dangers 
involved.  Concerted  action  by  responsible 
persons  truly  interested  in  the  sport  can 
make  football  a better  game  for  all. 

— H.  Royer  Collins,  M.D., 
and  Cone  Johnson,  M.D., 
Temple. 
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HOW  LONG? 


(Examples) 

Age  at 
beginning 
of  disability 


35 


36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

54 

55 

56 

57 

58 

59 

60 
61 
62 

63 

64 

65 

66 

67 

68 

69 

70 


HOW  MUCH? 

These  are  basic  questions  when  considering  a 

Disability  Income  Insurance  Plan 

THE  TEXAS  MEDICAL  ASSOCIATION  "LONG-TERM"  GROUP  PLAN 


was  carefully  designed  to  provide  maximum  protection 
Examine  the  following  chart  carefully 


Maximum 
amount  payable 
based  on  $1000. 

_ , . t _ , i per  month  under 

Maximum  Years  Sickness  Benefit  Payable  plan  n0.  i 

1 ? t 4 6 7 8 9 10  1 1 12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30^  ^ 

' ’ $360,000. 


$348,000. 


$336,000. 


$324,000. 


$312,000. 


$300,000. 


$288,000. 


$276,000. 


$264,000. 


$252,000. 


$240,000. 


$228,000. 


$216,000. 


$204,000. 


$192,000. 


PCcu 


$180,000. 
$168,000.  • 


$156,000. 


$144,000. 


$132,000. 


$120,000. 


$108,000 


$96,000. 


$84,000 


$72,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 
$60,000. 


$48,000. 


$36,000. 
$24,000. 


Lifetime  benefits  if  disability  is  due  to  ac- 
cident 

$5,000  Accidental  Death  Benefits 

Dismemberment  Benefits 

Waiver  of  premium  at  no  extra  cost 

All  disability  benefits  are  tax-free  dollars 

A proven  plan — Now  in  its  11th  year 

Low  Group  Rates 

Sponsored  and  approved  by  the  Texas 
Medical  Association 


This  is  the  only  disability  income  plan  sponsored  and  approved  by  the 
Texas  Medical  Association. 

Be  sure  this  is  the  plan  you  have,  or  purchase,  if  you  want  the  T.M.A.  plan. 


ADMINISTERED  BY 


Charles  O.  Finley  & Company 


1905  N.  LAMAR  BLVD. 


AUSTIN,  TEXAS 


UNDERWRITTEN  BY 


Lumbermens  Mutual  Casualty  Co. 

CHICAGO,  ILLINOIS 
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TEXAS  MEDICINE 


ASSOCIATION  NEWS 


Executive  Board  Votes  To  Establish 
Retirement  Program,  Expand  Insurance 


Establishment  of  a TMA  retire- 
ment program  and  expanding  TMA 
insurance  programs  were  among 
major  considerations  of  the  Execu- 
tive Board  of  the  Texas  Medical  As- 
sociation, interim  policymaking 
body,  on  Sunday,  Oct.  1.  Meeting 
in  Austin  at  the  Association  Head- 
quarters Building,  the  Board  heard 
reports  from  seven  councils,  two 
boards,  the  Executive  Secretary,  and 
the  Delegates  to  the  American  Medi- 
cal Association. 

Several  resolutions  were  adopted 
by  the  Board  which  concerned  the 
public  health,  and  the  Board  heard 
encouraging  reports  on  a number  of 
public  health  programs  already  be- 
ing sponsored  by  the  Association. 

Legislative  stands  were  adopted 
ed  or  reiterated  on  certification  fea- 
tures of  the  Medicare  program,  on 
State  Constitutional  amendments  to 
be  voted  upon  by  Texas  voters  in 
November,  and  on  other  matters. 

Health  of  School  Children:  Two  reso- 
lutions submitted  by  the  Committee 
on  School  Health  were  adopted.  In 
one,  all  schools  are  called  upon  to 
establish  direct  teaching  of  all  im- 
portant aspects  of  health  and  to 
discourage  an  overemphasis  on  pop- 
ular programs  at  the  expense  of  a 
total  balanced  health  education  pro- 
gram. School  administrators  who 
have  provided  for  satisfactory  teach- 
ing of  health  were  commended  in 
the  resolution. 

In  a second  resolution,  the  Com- 
mittee voiced  its  concern  with  the 
eradication  of  measles  and  called 
upon  all  schools  and  school  systems 
to  insist  upon  vaccination  against 
measles  in  all  susceptible  children 
prior  to  the  entering  of  the  first 
grade  and  the  vaccination  of  all 
children  under  12  years  of  age  who 
are  enrolled  in  school. 

Ambulance  Service:  Urging  the  de- 
velopment of  plans  to  improve  all 
phases  of  ambulance  service  in  Tex- 
as and  commending  the  Texas  Am- 
bulance Institute  for  its  efforts  to 
improve  ambulance  service,  the  Ex- 


ecutive Board  adopted  a resolution 
from  the  Committee  on  Transporta- 
tion Safety  calling  for  the  Texas 
Medical  Association  to  offer  its  as- 
sistance to  the  Texas  State  Depart- 
ment of  Health,  the  Texas  Ambu- 
lance Institute,  or  to  any  other  le- 
gitimate agency  in  developing  plans 
for  and  promoting  more  efficient 
ambulance  service  in  Texas.  In  the 
resolution,  the  Board  recognized  am- 
bulance service  as  the  “weakest  link 
in  emergency  care.” 

Insurance:  The  Executive  Board  re- 
solved that  since  the  individual  re- 
sponsibility program  (IRP)  form  is 
not  the  only  insurance  form  ap- 
proved by  the  Texas  Medical  Asso- 
ciation for  the  attending  physician, 
the  IRP  form  should  be  referred  to 
the  Hospitals-lnsurance-Physicians 
Joint  Advisory  Committee  so  that  it 
can  be  simplified  into  a single  Texas 
form. 

Following  extensive  review  by  a 
subcommittee,  the  Council  on  Medi- 
cal Service  and  Insurance  outlined 
proposals  for  a retirement  program 
for  interested  Association  members 
and  their  employees  under  the  pro- 
visions of  the  Keogh  Law.  The  Coun- 
cil also  sought  approval  to  investi- 
gate the  possibility  of  setting  up  a 
retirement  program  for  members 
similar  to  that  outlined  for  the 
Keogh  Law,  but  on  a non-Keogh 
basis  for  members  who  are  not  in- 
terested in  a plan  containing  the 
requirements  set  forth  in  legislation 
passed  by  Congress.  These  pro- 
grams are  expected  to  be  made 
available  to  TMA  members  starting 
Jan.  1,  1968. 

Councilors’  Rulings:  In  other  action, 
the  Board  of  Councilors  reported  it 
had  approved  the  merger  of  the 
Hays-Bianco  Counties  and  the  Cald- 
well County  Medical  Societies. 

In  the  purview  of  ethics,  the 
Councilors  declared  it  to  be  un- 
ethical for  a physician  to  list  him- 
self with  a commercial  medical  di- 
rectory, noting  that  there  have  been 
many  instances  in  which  solicita- 


tions for  such  directories  have  been 
made  to  Texas  physicians  in  recent 
months. 

The  Councilors  reported  that  they 
agreed  with  the  opinion  of  the  Ju- 
dicial Council  of  the  American  Medi- 
cal Association  that  joint  ownership 
of  laboratory  and  x-ray  unit  between 
an  unregistered  x-ray  technician  and 
a physician  is  unethical. 

Future  Annual  Sessions:  The  Execu- 
tive Board  approved  proposed  dates 
and  sites  for  two  future  Annual  Ses- 
sions. The  1970  meeting  will  be  held 
in  Dallas  April  30-May  3,  and  the 
1971  meeting  will  be  held  in  Hous- 
ton on  May  6-9. 

Resolution  To  Be  Reconsidered:  The 

Council  on  Scientific  Advancement 
and  the  Committee  on  Tuberculosis 
called  upon  the  House  of  Delegates 
to  reconsider  at  its  1968  Session  a 
resolution  approved  at  its  1967  Ses- 
sion which  asked  for  compulsory  tu- 
berculin testing  in  public  schools. 
The  Committee  objected  to  the  com- 
pulsory feature  of  the  resolution  and 
felt  that  compulsion  would  not  nec- 
essarily improve  the  tuberculosis 
prevention  program. 

Nursing  and  Nurse  Education:  The 

Council  on  Medical  Education  and 
Hospitals  called  upon  the  Associa- 
tion to  support  a resolution  ap- 
proved by  the  American  Medical  As- 
sociation at  its  June,  1967,  meeting 
which  supported  the  continuation  of 
all  forms  of  nursing  education,  par- 
ticularly the  diploma,  associate,  and 
practical  nurse  education  programs. 
The  Council  asked  also  that  the 
TMA  endorsement  be  transmitted  to 
the  Texas  Hospital  Association,  the 
Coordinating  Board  of  the  Texas 
College  and  University  System,  and 
other  interested  bodies. 

The  Council  supported  the  posi- 
tion of  nursing  that  nurses  should 
be  represented  on  all  policymaking 
boards  or  committees  in  hospitals 
when  policies  pertaining  to  nursing 
are  discussed. 

Reclassification  of  Nursing  Homes: 
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The  Council  endorsed  the  position 
of  the  Committee  on  Nursing  Home 
Accreditation  that  the  Texas  Medical 
Association  support  the  Texas  State 
Department  of  Health  in  efforts  to 
reclassify  nursing  homes  into  more 
workable  categories. 

Legislation:  The  Executive  Board  re- 
iterated its  stand  on  opposition  to 
any  legislative  or  administrative  pro- 
posal which  would  compel  physi- 
cians to  prescribe  or  pharmacies  to 
dispense  drug  products  by  generic 
name,  and  further  recommended  that 
the  Association  join  other  groups  in 
actively  opposing  such  legislation. 

The  Board  supported  two  amend- 
ments to  the  Texas  Constitution 
which  pertain  to  medicine  and  which 
are  to  be  submitted  to  voters  on 
Nov.  11.  Amendment  No.  2 would 
allow  municipalities  and  other  politi- 
cal subdivisions  located  in  a hos- 
pital district  to  support  mental 
health  and  mental  retardation  serv- 
ices, and  Amendment  No.  4 allows 
county  payment  of  medical  and  hos- 
pital bills  for  law  enforcement  of- 
ficials injured  in  the  course  of  duty. 

In  a resolution,  the  Board  adopt- 
ed a stand  to  call  on  the  United 
States  Senate  to  eliminate  special 
requirements  for  certification  or  re- 
certification of  physicians  under  the 
Medicare  program,  and  to  specifical- 
ly permit  direct  billing  on  all  federal 
aid  cases. 

The  Council  on  Medical  Jurispru- 
dence called  upon  the  Association 
to  implement  a resolution  adopted 
by  the  1967  House  of  Delegates, 
and  requested  each  county  medical 
society  to  consider  inaugurating  a 
common  billing  procedure  to  achieve 
maximum  participation  in  the  politi- 
cal action  program.  It  also  asked 
that  the  Texas  Medical  Associa- 
tion request  and  receive  an  annual 
information  report  from  the  TEX- 
PAC  Executive  Board. 

A voter  registration  drive,  includ- 
ing a mailing  to  all  members  of  the 
Association  and  the  Woman’s  Auxili- 
ary was  urged  by  the  Council  on 
Medical  Jurisprudence.  Voter  regis- 
tration is  scheduled  for  Oct.  1,  1967, 
to  Jan.  31,  1968. 

Headquarters  Building  Improve- 
ments: The  Board  of  Trustees  re- 
ported its  approval  in  principle  of 
plans  to  attain  greater  utilization  of 
the  Headquarters  Building,  includ- 
ing plans  to  refurbish  the  basement 
and  allow  for  relocation  of  the  Print 
Shop  to  the  basement  area.  The 
vacated  print  shop  would  free  a 
large  number  of  square  feet  for  ad- 
ditional office  space  on  the  second 
floor  of  the  building. 


ANSON  JONES  AWARD 
DEADLINE  IS  DEC.  10 

Entries  are  now  being  accepted 
for  the  Anson  Jones  Award  present- 
ed annually  by  the  Texas  Medical 
Association  to  news  media  for  ex- 
cellence in  reporting  health  informa- 
tion to  the  public.  Deadline  for  sub- 
mission of  entries  is  Dec.  10. 

The  Anson  Jones  Award,  named 
for  the  third  President  of  the  Texas 
Republic  who  was  a doctor  of 
medicine,  is  given  (1)  to  recognize 
the  communication  of  accurate,  well- 
prepared  medical  information  to  the 
public  in  order  to  maintain  high 
health  standards  in  the  state  and 
(2)  to  encourage  more  publications 
and  radio  and  television  stations  to 
develop  regular  coverage  of  medical 
subjects,  and  (3)  to  give  physicians 
an  opportunity  to  show  appreciation 
to  those  who  are  helping  to  convey 
health  information  to  the  public. 

Printed  or  broadcast  material  en- 
tered must  have  been  written  and 
produced  in  Texas  by  a Texas  publi- 
cation or  station.  Entries  which  pri- 
marily relay  medical  information  ha 
the  medical  profession  and  to  allied 
professions  will  not  be  accepted. 
All  entries  should  be  submitted  to 
the  local  county  medical  society  in 
which  the  publication  or  station  is 
located.  The  county  medical  society 
must  forward  all  entries  to  the  Texas 
Medical  Association,  1801  N.  Lamar 
Blvd.,  Austin  78701,  by  Dec.  10. 

Awards  are  given  in  seven  cate- 
gories: (1)  daily  newspapers  in  cities 
of  300,000  population  or  more 
(based  on  the  1960  US  census);  (2) 
daily  newspapers  in  cities  with  less 
than  300,000  population;  (3)  week- 
ly, bi-weekly,  semi-weekly  newspa- 
pers; (4)  magazines,  company  pub- 
lications, trade  journals;  (5)  radio 
stations;  (6)  television  stations 
best  continuing  effort;  and  (7)  tele- 
vision stations — best  single  effort. 

The  award  for  the  first  category 
consists  of  a copper  plaque,  a check 
for  $250,  and  a certificate.  Winners 
in  all  other  categories  receive  a cop- 
per plaque,  $100,  and  a certificate. 
In  all  categories  the  individual  writer 
or  producer  will  receive  the  certifi- 
cate and  check,  and  the  plaque  will 
go  to  the  publication  or  station. 

Entries  are  judged  on  the  basis  of 
accuracy,  significance,  quality,  pub- 
lic interest,  and  impact.  Preliminary 
judging  of  printed  entries  will  be 
done  by  a journalism  professor,  a 
newspaper  reporter,  and  the  manag- 
ing editor  of  Texas  Medicine.  Radio 
and  television  entries  will  be  given 


preliminary  judging  by  a panel  of 
judges  selected  by  the  Texas  Asso- 
ciation of  Broadcasters.  Final  selec- 
tion of  winners  in  all  categories  will 
be  determined  by  a panel  of  Texas 
physicians.  Award  winners  will  be 
announced  about  Feb.  1,  1968. 

All  entries  must  be  accompanied 
by  the  following  data:  title  of  entry, 
writer  or  producer,  name  of  publica- 
tion or  station,  category  for  which 
entry  is  submitted,  name,  address, 
and  title  of  person  submitting  entry. 

TMA  GROUP  INSURANCE 
PAYS  ANNUAL  DIVIDEND 

Members  insured  under  Texas 
Medical  Association’s  sponsored  and 
approved  Group  Disability  Insurance 
Program  recently  received  a check 
for  their  pro  rata  share  of  the  $181,- 
103  dividend  declared  for  the  policy 
year  Nov.  1,  1966,  to  Oct.  31,  1967. 

Dr.  L.  N.  Nickey,  chairman  of 
the  TMA  Committee  on  Association 
Insurance  Programs,  advised  that 
this  marks  the  eleventh  consecutive 
year  a dividend  has  been  paid,  and 
the  total  amount  refunded  during 
that  period  amounts  to  $1,153,197. 

Dr.  Nickey  emphasized  that  in  ad- 
dition to  the  dividends  the  plan  has 
been  improved  several  times  at  no 
increase  in  premium.  The  most  im- 
portant improvement  took  place  in 
1963  when  the  five-year  sickness 
plan  was  extended  to  a long-term 
sickness  plan.  Under  this  arrange- 
ment sickness  benefits  are  payable 
to  age  65  for  all  disabilities  which 
occur  prior  to  age  60.  For  all  sick- 
ness disabilities  which  occur  be- 
tween age  60  and  70,  benefits  are 
payable  for  a maximum  of  five 
years,  but  not  beyond  age  72. 

As  an  example  of  what  long-term 
benefits  mean  to  a physician  it  was 
pointed  out  that  if  a member  be- 
came disabled  due  to  illness  at  age 
40  his  benefit  period  would  extend 
to  age  65,  or  for  25  years. 

The  Association’s  sponsored  and 
approved  Disability  Income  Plan  is 
underwritten  by  the  Lumbermen’s 
Mutual  Casualty  Company  and  ad- 
ministered by  Charles  O.  Finley  & 
Company.  Some  members  continue 
to  purchase  franchise  insurance 
plans  believing  they  are  enrolling  in 
the  TMA  Plan  because  such  plans 
are  labeled  “For  Members  of  the 
Association,”  etc.  Any  member  in 
doubt  about  being  insured  under  the 
official  plan  should  check  his  policy. 
If  it  is  not  issued  by  the  Lumber- 
men’s Mutual  Casualty  Company  un- 
der Group  Policy  P 12240  it  is  not 
the  sponsored  and  approved  plan. 
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A WORD  ABOUT  I R P 


+ efore  the  mid-1930's  the  doctor  and  his  patient  were  the 
with  p?r;50ns  directly  concerned  with  medical  care.  However 
ramp  introduction  of  prepayment  health  insurance  there 

tient  No°w  ^furthi1^  Pa^y  Wh°  °ame  between  doctor  and  pa- 
iient.  Wow,  to  further  complicate  matters,  there  is  the  federal 

government  with  Medicare  and  Title  XIX. 

Deleeate^jVm’t  1966;  the  Texas  Medical  Association  House  of 
snonfibil pUStln  adopted  a statement  on  the  Individual  Re- 

of  the  Assoc latTognr'as";aainda'me:  f0ll0wing  is  a partial  potation 

The  primary  purpose  of  the  Individual  Responsibility 

"PhwQ—  1S  b°+  .place  in  its  Proper  perspective  the 
hysician-Patient-Insurance  Company,"  relationship 
relative  to  ethics  and  responsibility  so  that  quality 
is  controlled  only  by  physician  medical  ability  unin- 
fluenced by  third  party  economic  pressure.  This  can 
be  accomplished  by  divorcing  physicians  from  a direct 
financial  relationship  with  third  parties  to  whom 
physicians  owe  no  duty  and  by  whom  they  are  owed  no 
- -uty - Tbis  divorce  would  be  completed  on  ethical 
grounds  by  the  voluntary  refusal  of  assignments, 
ere  y giving  those  third  parties  no  economic  or 
legal  grounds  on  which  to  establish  fee  schedules  or 
relative  value  scales.  This  truly  ethical  doctor- 
patient  relationship  would  prevent  this  economic 
cham  of  events  and  destroy  the  grounds  for  future 
non-medical  influence  on  strictly  medical  decisions 
m the  physician's  practice. 

Tbe  Patier}t  is  allowed  to  choose  whatever  method  he  may  wish 
or  fund  most  suitable  to  finance  the  cost  of  his  medical  em!  11 
the  patient  has  insurance,  then  it  must  be  borne  in  mind  that  for 
„^a+n>J51^1  PurP°ses  the  patient  is  responsible  to  the  doctor, 
and  the  insurance  company  is  responsible  to  the  patient. 

r,  IR?  W.aS  approved  and  adopted  by  the  TMA  House  of  Delegates 
as  Resolution  20  N.  "Individual  Responsibility"  at  the  1967 
Annual  Session  in  May.  Those  doctors  who  voluntarily  desire  to 
do  so  may  use  the  principles  of  individual  responsibility  In 
maintaining  doctor-patient  relationships  and  in  continuing  the 
highest  quality  of  medical  care.  s Lne 

„ Information  on  the  forms  to  be  used  may  be  obtained  from 
qcq  Abvin  J°nes,  Hospital  Sales,  The  Steck  Company  P 0 Box 

mosl  TeUxSasincitie6s7:  ^ ^ SteCk  C°mpany  ^^tati™  in 


President , 
Texas  Medical  Association. 
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THE  EXCEPTIONAL  CHILD: 
MEDICAL  RESPONSIBILITY 


GERALD  SOLOMONS,  M.D. 

Clinical  Medicine:  The  physician’s  role  in 
the  care  of  the  child  with  learning  diffi- 
culties is  that  of  a member  of  a team.  He 
is  an  important  member  of  this  team  but 
not  certainly,  the  only  member.  He  must 
achieve  a delicate  balance  between  par- 
ents and  school  authorities  and  manage 
to  work  out  solutions  to  existing  prob- 
lems in  the  best  interests  of  the  child. 
Collaboration  is  the  basis  for  a success- 
ful program,  and  the  physician  as  family 
counselor  is  a key  figure  in  collaboration 
efforts. 

THE  PHYSICIAN  is  constantly  involved  in  the  school 
problems  of  exceptional  children.  His  handling  of  the 
problem  may  ensure  a beneficial  and  a harmonious 
program  for  the  family  or  precipitate  a battle  royal 
between  the  parents  and  the  school  authorities  with 
the  child  as  the  only  loser. 

Exceptional  pupils  are  those  ‘‘who  differ  from  the 
average  to  such  a degree  in  physical  and  psychologi- 
cal characteristics  that  school  programs  designed  for 
the  majority  of  children  do  not  afford  them  opportu- 
nity for  all-around  adjustment  and  optimum  progress, 
and  who  therefore  need  either  special  instruction  or 
in  some  cases  special  ancillary  services  or  both  to 
achieve  at  a level  commensurate  with  their  respective 
abilities.”1 

It  can  be  seen  from  this  definition  that  the  physi- 
cian must  be  extremely  careful  in  evaluating  the 
child’s  medical  condition  and  reconciling  the  results 
with  other  experts’  opinions  in  the  long-term  educa- 


tional program  of  the  school.  Unfortunately,  the  phy- 
sician is  often  unsure  of  his  role  in  the  team  approach 
to  the  education  of  the  exceptional  child;  and  this 
article  will  explore  some  aspects  of  special  education 
that  are  of  particular  relevance  to  the  physician. 

One  thing  should  be  made  quite  clear:  The  ma- 
jority of  children  with  a school  problem  are  not  men- 
tally retarded.  In  the  Child  Development  Clinic  at  the 
University  of  Iowa,  almost  60  percent  of  the  clinic 
population  are  not  retarded,  despite  the  fact  that 
the  clinic  is  the  main  diagnostic  facility  in  the  state 
for  the  evaluation  of  children  with  suspected  mental 
retardation  and/or  psychological  problems  associated 
with  medical  conditions. 

Educationally,  it  would  be  ideal  to  provide  a pro- 
gram of  special  education  “conducted  under  ade- 
quately trained  personnel  using  all  the  essential  spe- 
cial material  and  facilities  for  the  task.”1  Few  com- 
munities can  boast  of  such  a program.  It  is  in  the 
compromise  of  less  than  adequate  facilities  and  the 
pressures  of  frustrated  and  indignant  parents  that  the 
physician  is  called  upon  to  make  a pronouncement. 
Unfortunately,  he  is  often  unaware  of  the  reasons, 
aims,  and  goals  of  a particular  class  placement,  and 
he  compounds  the  problem  by  giving  premature  and 
unsound  advice. 

What  usually  happens  is  that  the  child  is  brought 
to  the  physician  because  he  is  having  “trouble  in 
school”  either  by  being  slow  in  learning  or  by  indulg- 
ing in  disruptive  behavior.  The  school  psychologist 
may  have  seen  the  child  and  in  a case  conference, 
usually  made  up  of  the  school  principal,  school  psy- 
chologist, the  child’s  teacher,  and  his  parents,  the 
findings  are  related  and  a course  of  action  recom- 
mended, such  as  the  placement  of  a child  in  a spe- 
cial education  class. 
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In  many  communities  such  a special  placement  is 
contingent  on  the  approval  of  the  parents.  If  this  is 
not  given,  the  child  is  socially  promoted  and  the  basic 
reasons  for  the  recommendation  are  ignored.  The  par- 
ents feel  vindicated;  and  the  youngster  gets  further 
and  further  behind  in  his  knowledge,  with  all  the  con- 
comitant anxieties  and  frustrations.  It  is  therefore 
easy  to  see  how  a physician  can  sabotage  a program 
of  special  education  which  may  be  of  great  benefit  to 
his  patient  by  simply  implying  to  the  parents  that 
there  is  nothing  wrong  with  the  child  and  that  he  is 
‘‘not  stupid." 


It  is  obvious  that  a simple  physical  examination  is 
not  enough  and,  ideally,  an  experienced  team  should 
be  utilized  whenever  possible.  Many  competent  pedia- 
tricians have  no  experience  in  the  detection  of  the 
minimally  brain  damaged.  Likewise,  many  expert  oph- 
thalmologists have  no  experience  in  visual-perceptual 
disorders,  and  tests  for  auditory  discrimination  are 
not  done  by  many  otolaryngologists.  Similarly,  the 
school  psychologist  with  only  psychometric  training 
is  unable  to  detect  the  child  with  dyslexia,  perceptual 
handicap,  or  emotional  disturbance. 


Once  the  child  has  been  examined  by  the  team 
and  the  need  for  special  education  has  been  estab- 
lished, periodic  reappraisal  is  necessary.  The  neuro- 
logical picture  changes,  and  many  different  compo- 
nents of  cerebral  dysfunction  may  exist  in  the  same 


child.  One  disability  usually  is  the  most  prominent 
but  not  necessarily  the  most  disabling. 


A retarded  child  with  a mild  paralysis  of  the  left 
side  of  the  body  is  obviously  physically  impaired; 
however,  a severe  convulsive  disorder  might  be  his 
most  serious  handicap.  The  seizures  can  often  be 
brought  under  control  by  the  judicious  use  of  anti- 
convulsant drugs;  and  it  is  not  uncommon  for  a mild 
paralysis  to  resolve  in  time.  Hypothetically  then,  a 
cerebral  palsied  child  could  be  left  with  a residual 
disability  of  mental  retardation  and  hyperactivity. 

Let  us  further  assume  that  our  patient  now  has 
been  given  one  of  the  amphetamines  which  controls 
the  hyperactivity,  increases  his  attention  span,  im- 
proves his  school  performance,  and  raises  the  IQ. 
This  rather  extreme  but  actual  case  history  graphically 


illustrates  the  need  to  reassess  the  clinical  picture 
periodically  and  to  alter  the  school  program  accord- 
ingly. By  the  same  token,  the  child  with  mild  mental 
retardation  should  not  be  eternally  damned  with  that 
label  unless  repeated  psychological  examinations 
demonstrate  this  consistently.  It  is  hoped  that  our 
subservience  to  the  omnipotent  IQ  is  a relic  of  the 
past. 

The  fact  must  be  faced  that  special  education  is  a 
dirty  word  to  many  people  and  conjures  up  all  sorts 
of  parental  guilt  feelings  and  recriminations.  This 
must  be  changed.  There  has  been  some  improvement 
since  the  recent  national  focus  on  mental  retardation 
and  allied  handicaps,  but  this  improvement  has  been 

felt  mainly  by  those  with  a particular  interest  in  that 
field. 

The  dichotomy  of  ‘‘trainable"  and  ‘‘educable"  is  a 
source  of  constant  frustration  to  parents  and  physi- 
cians. However  undesirable,  the  connotation  is  that 
trainable  is  a lower  class  than  educable;  and  the  ulti- 
mate goal  is  graduation  from  trainable  to  educable, 
and  educable,  hopefully,  to  normal.  This  is  not  only 
unkind,  it  is  unsound.  The  emphasis  on  class  place- 
ment by  IQ  ranges  tends  to  exaggerate  this  impres- 
sion and  therefore  should  be  minimized  to  parents. 

Each  class  should  be  "sold"  on  the  basis  that  it 
provides  the  best  type  of  therapy  for  a particular  child 
at  this  time,  and  placement  in  any  other  situation 
would  be  detrimental  to  the  child’s  future  progress. 
Too  often  a child  is  placed  in  a “higher”  class  be- 
cause the  parents  feel  they  have  to  fight  for  their 
child's  placement  on  social  grounds.  The  social  pro- 
motions in  regular  school  can  be  equally  as  perni- 
cious as  they  tend  to  camouflage  a problem  of  which 
everyone  is  aware  but  for  which  little  is  done. 

The  medical  practitioner  must  know  the  distinction 
between  "trainable"  and  "educable"  children. 
Although  there  is  some  slight  variation  in  definition  in 
different  communities,  basically  this  is  as  follows^ 

Trainable.  IQ  30-50.  Mentally  retarded  children 
whose  disabilities  are  such  that  they  are  incapable  of 
meaningful  achievement  in  traditional  academic  sub- 
jects but  who,  nevertheless,  are  capable  of  profiting 
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from  programs  of  training  and  self-care,  and  of  social 
and  simple  jobs  or  vocational  skills. 

Educable.  IQ  50-70.  Mentally  retarded  children  who 
are  capable  of  some  degree  of  achievement  in  tradi- 
tional academic  subjects  such  as  reading  and  arith- 
metic and  who  may  be  expected  to  maintain  them- 
selves independently  in  the  community  as  adults. 

The  classification  of  mental  retardation  is  often 
confusing,  and  a chart  in  use  in  the  Child  Develop- 
ment Clinic  officially  clarifies  the  category  in  which 
psychological  testing  has  placed  the  child,  with  the 
IQ  range  and  its  relationship  to  other  categories  of 
impaired  intellectual  ability  clearly  outlined.  Despite 
the  reluctance  of  some  authorities,  we  use  the  term 
IQ  as  this  is  the  term  with  which  parents  are  familiar 
but  which  they  do  not  necessarily  understand.  It  can 
be  defined  as  “the  level  at  which  a child  performs  as 
measured  by  specific  psychological  tests.”  It  is  often 
useful  to  break  this  down  to  mental  age. 

For  example,  if  a child  is  10  years  old  and  has  a 
reported  IQ  of  60,  this  child  is  functioning  at  three 
fifths  of  10,  or  6 years  of  age. 

Nonintellectual  factors  are  also  important  in  the 
class  placement  of  a retarded  child.  A retardate  with 
an  IQ  of  45  but  with  a quiet  and  pleasant  disposi- 
tion might  well  be  a candidate  for  a trial  in  an  educa- 
ble class,  while  another  child  with  an  IQ  of  60  can  be 
unacceptable  in  any  class  including  trainable  because 
of  hyperactivity  and  intolerable  behavior. 

The  physician  must  be  familiar  with  the  special 
educational  facilities  available  in  his  community.  This 
appraisal  should  be  realistic  as  it  is  reprehensible  as 
well  as  unwise  to  misrepresent  the  local  resources.  It 
cannot  be  emphasized  enough  that  the  cooperation 
of  the  parents  depends  largely  on  the  private  physi- 
cian, and  often  he  is  called  upon  to  give  advice  about 
a situation  of  which  he  is  inadequately  informed. 
Nothing  is  more  conducive  to  antagonism  and  poor 
public  relations  than  the  physician  who  “sells  the  spe- 
cial education  placement  to  a hostile  and  doubting 
family  only  to  find  that  the  family’s  criticisms  were 
valid  and  well-founded. 

The  range  of  abilities  in  the  local  school  commu- 


nity may  vary  to  such  an  extent  that  even  an  average 
student  with  no  personal  problems  or  deficiencies  can 
find  himself  in  trouble.  Iowa  City,  the  home  of  the 
University  of  Iowa,  where  the  majority  of  the  town’s 
people  are  connected  with  the  University,  is  a classical 
example.  The  average  IQ  of  the  school  children  is 
probably  about  115  and  about  10  percent  have  an 
IQ  of  130  or  better  as  compared  with  a 3 percent 
national  average.  The  pupil  with  an  IQ  between  90 
and  100  has  difficulty  keeping  up  with  the  class  and 
because  of  pressure  from  teacher  and  parents,  an  ab- 
normal emotional  climate  is  produced. 

When  a child  presents  with  a school  problem,  the 
exact  nature  of  the  problem  must  be  ascertained.  Is 
it  behavior  or  performance?  If  performance,  is  it  in 
particular  areas?  Is  the  intellectual  ability  of  the  child 
average,  below  average,  or  superior?  Many  children 
with  average  and  superior  intellectual  ability  are 
school  problems  requiring  the  help  of  special  educa- 
tion, and  the  physician's  resistance  to  educational 
recommendations  only  underscores  the  social  stigma 
already  attached  to  the  “slow  learner”  by  society. 

Is  poor  reading  ability  the  main  stumbling  block 
and  out  of  all  proportion  to  the  student’s  proficiency 
in  other  subjects?  If  so,  the  diagnosis  may  be  specific 
reading  disability,  or  as  it  has  been  called,  dyslexia 
or  congenital  word  blindness.3  This  fairly  common 
condition  is  only  now  being  recognized  as  a major 
problem  in  education  and  is  beginning  to  be  pub- 
lished on  the  pages  of  popular  magazines.4  The  child 
with  this  disability  is  often  labeled  stupid,  obstinate, 
emotionally  disturbed,  and  occasionally  retarded,  al- 
though careful  psychological  evaluation  revealed  the 
intellectual  ability  to  be  average  or  better.  The  neuro- 
logical examination  is  usually  within  normal  limits.  A 
family  history  in  which  one  or  the  other  parent  had 
similar  difficulties  in  school  is  often  elicited.  If  diag- 
nosed early,  an  intensive  remedial  reading  program 
can  often  ameliorate  the  condition,  although  the  adult 
will  have  the  residuals  of  poor  spelling,  slow  reading, 
and  difficulty  in  learning  foreign  languages.  If  the  diag- 
nosis is  missed,  the  child  gets  further  and  further  be- 
hind in  his  education  and  reaches  a point  where  a 
remedial  program  is  of  little  benefit.  The  tragedy  of 
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an  average  or  superior  individual  who  reads  at  a sec- 
ond or  third  grade  level  is  one  that  can  be  avoided 
if  all  aspects  of  the  problem  are  investigated  early. 

The  slow  learner  often  ends  up  as  the  “drop  out,” 
the  unskilled,  and  later  is  frequently  the  recipient  of 
public  assistance.  Very  few  communities  have  a pro- 
gram with  adequate  vocational  training  for  these  per- 
sons in  which  there  is  good  cooperation  between  in- 
dustry, trade  unions,  and  the  schools. 

The  pupil  who  is  obviously  brain  damaged  with 
manifestations  of  cerebral  palsy,  impaired  vision,  or 
mental  retardation  presents  little  problem  in  place- 
ment, as  virtually  every  state  has  provision  for  the 
retarded  and  handicapped  in  the  public  school  sys- 
tem. 

The  child  with  “minimal  brain  damage”  or  dysfunc- 
tion is  not  so  easy  to  recognize  particularly  when  ir- 
ritability, hyperactivity,  and  outbursts  of  temper 
overshadow  the  scholastic  achievement.  The  definition 
of  minimal  brain  injury  or  minimal  cerebral  dysfunc- 
tion is  still  being  worked  out  and  was  the  basis  of  an 
international  conference  in  England  in  1962.  There 
was  no  universal  agreement.  One-fourth  of  the  mem- 
bers of  the  study  group  disapproved  of  the  term.5  Of 
the  remainder,  two-thirds  accepted  a broad  definition, 
although  some  insisted  on  absence  of  neurological 
signs  or  the  presence  of  a history  of  injury.  There  was 
considerable  agreement,  but  it  was  by  no  means  uni- 
versal; and  the  definition  could  be  any  one  or  a com- 
bination of  the  following: 

1.  Slightly  abnormal  motor  and/or  “patchy”  men- 
tal development;  this  may  or  may  not  be  combined 
with  mental  and  motor  retardation. — K.  Bobath. 

2.  A condition  of  cerebral  abnormality  which, 
though  not  sufficiently  severe  to  cause  easily  identi- 
fiable symptoms  of  cerebral  palsy,  is  severe  enough 
to  cause  minor  motor  dysfunctions,  epilepsy,  learning 
difficulty,  or  abnormality  of  behavior. — T.  T.  S. 
Ingram. 

3.  “Specific”  learning  difficulties  and/or  an  irregu- 
lar profile  in  the  Wechsler  Intelligence  Scale  for  Chil- 
dren test  and/or  certain  patterns  of  reaction  to  visual- 
motor  tests  such  as  the  Bender-Gestalt  and/or  hyper- 


kinesis, distractibility,  or  clumsiness. — M.  L.  J.  Aber- 
crombie. 

As  can  be  seen  from  the  preceding,  there  are  no 
criteria  established  for  this  diagnosis;  but  Richard 
Masland  in  the  same  report  states  that  the  child  with 
minimal  brain  damage  has  “signs  and  symptoms  dif- 
ficult to  distinguish  from  those  of  behavioural  disor- 
ders or  simple  retardation,”  and  in  whom  abnormal 
neurological  signs  are  equivocal  or  absent. 

Clements8  has  listed  ten  of  the  outstanding  char- 
acteristics associated  with  the  syndrome  in  which  only 
a few  or  perhaps  many  of  the  symptoms  may  appear 
in  a given  child.  They  are  (1)  normal  or  above  gen- 
eral intelligence;  (2)  specific  learning  deficits;  (3)  per- 
ceptual motor  deficits;  (4)  general  coordination  defi- 
cits; (5)  hyperkinesis  (hyperactivity);  (6)  impulsivity; 
(7)  emotional  lability;  (8)  short  attention  span  and/or 
distractibility;  (9)  “equivocal”  or  “soft”  neurological 
signs;  and  (10)  borderline  abnormal  or  abnormal 
electroencephalogram. 

A visual-perceptual  problem  may  well  be  the  under- 
lying factor  in  a child’s  poor  performance  and  usually 
is  indicative  of  minimal  brain  damage.  The  teacher 
complains  of  his  poor  handwriting,  reversals  of  letters 
and  numbers,  and  inability  to  remember  new  words 
when  taught  by  the  whole-word  or  sight  method.  The 
pupil  is  often  accused  of  not  trying  or  of  purposely 
attempting  to  thwart  the  teacher.  Frequently  the 
teacher  thinks  the  child  cannot  see  properly  and 
needs  glasses.  Medical  and  ophthalmological  exami- 
nations, however,  are  unremarkable.  A psychological 
appraisal,  if  it  consists  only  of  a test  of  intelligence 
such  as  Binet’s  test  or  the  Wechsler  Intelligence  Scale 
for  Children,  will  usually  fail  to  identify  this  condition. 
Tests  such  as  the  Bender-Gestalt  test,  Benton’s  Visual 
Retention  Performance  test,  or  the  Frostig  Develop- 
mental Test  of  Visual  Perception  are  mandatory  for 
the  identification  of  this  educationally  crippling  condi- 
tion. The  administration  and  interpretation  of  a bat- 
tery of  psychological  tests  to  evaluate  the  child  with 
a school  problem  call  for  a great  deal  of  sophistica- 
tion and  experience  on  the  part  of  the  school  psy- 
chologist because  intellectual,  perceptual,  and  emo- 
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tional  areas  often  overlap,  compounding  the  problem, 
the  diagnosis,  and  the  therapy. 

The  multiple  handicapped  child  is  becoming  in- 
creasingly common  as  medical  science  eliminates  dis- 
eases such  as  polio  that  produce  single  disabilities 
and  saves  the  lives  of  tiny  prematures  and  infants 
damaged  by  prenatal  infections  where  multiple  im- 
pairments are  often  the  sequelae.  The  mentally  re- 
tarded, blind,  and  deaf  child  with  congenital  heart 
disease,  born  to  a mother  who  contracted  rubella  in 
the  first  four  weeks  of  pregnancy,  demonstrates  the 
devastating  effects  of  early  central  nervous  system 
damage. 

The  emotionally  disturbed  group  is  the  most  com- 
plex, and  less  than  adequate  pediatric  and  psychiatric 
facilities  are  available  in  the  community.  Any  special 
therapeutic  benefit  from  placement  in  a class  for  emo- 
tionally disturbed  children  is  probably  minimal.  This, 
more  than  any  other,  is  a family  problem  and  needs 
the  active  participation  of  all  members  of  the  family. 

The  gifted  child  is  literally  the  forgotten  man  of  the 
school  program.  The  nation’s  greatest  resource  is  al- 
lowed to  stagnate  while  we  beat  the  drum  for  a col- 
lege education  for  all,  irrespective  of  intellectual 
adequacy.  The  parents  of  gifted  children  campaigning 
for  “enriched”  programs  are  considered  to  be  push- 
ing, arrogant,  supercilious  people  by  many  individ- 
uals, both  lay  and  professional. 

A popular  myth  is  that  the  handicapped  person 
compensates  for  his  deficiency  in  one  area  by  ex- 
celling in  another.  For  example,  the  weak  mind  and 
strong  back  of  the  retardate,  the  hyperacute  hearing 
of  the  blind,  and  the  sensitivity  of  Elizabeth  Barrett 
Browning  who,  because  of  her  chronic  invalidism, 
watched  life  go  by  rather  than  becoming  directly  in- 
volved. Recent  investigations  now  suggest  that  the 
handicapped  child  has  a low  opinion  of  himself  and 
that  handicapping  has  a blunting  rather  than  a sensi- 
tizing effect.7  Children  must  be  accepted  by  other 
children  to  mature  optimally,  and  a visible  handicap 
is  detrimental  even  without  functional  impairment.  It 
is  strange  to  find  that  the  child  with  obesity  or  a 
slight  facial  disfigurement  is  less  accepted  in  a group 


than  a child  with  an  orthopedic  handicap  necessitat- 
ing a wheelchair.  More  surprising  is  the  fact  that  this 
preference  is  the  same  in  a non-handicapped  as  well 
as  in  a handicapped  group. 

It  should  be  reemphasized  at  this  point  that  the 
child  with  school  difficulties  cannot  be  evaluated  and 
the  problem  discussed  and  disposed  of  within  the 
time  scheduled  for  the  average  office  appointment.  A 
history  taken  with  only  the  parents’  side  of  the  prob- 
lem presented  is  naturally  biased,  and  any  decision 
made  on  such  one-sided  evidence  is  often  dangerous. 
There  is  often  little  correlation  between  the  child’s 
problem  as  seen  by  the  parents  and  the  school  au- 
thorities. Only  rarely  are  the  latter  in  error. 

Although  the  physician  dealing  with  children  is  dis- 
inclined to  believe  parental  reports  of  growth  and  de- 
velopment, he  somehow  allies  himself  with  the  par- 
ents against  the  school  authority,  very  often  on  com- 
pletely inadequate  grounds.  In  the  field  of  mental  re- 
tardation the  physician  tends  to  overestimate  the  in- 
telligence of  children  functioning  normally.8  Further- 
more, his  evaluation  of  a child  with  a school  problem 
is  for  the  purpose  of  contributing  to  the  management 
of  the  problem  and  not  to  pass  judgment  on  the  im- 
pressions of  others,  particularly  if  his  experience  in 
that  area  is  somewhat  limited. 

For  some  unknown  reason  the  medical  practitioner 
is  resistant  to  educational  recommendations,  particu- 
larly if  made  by  a school  psychologist.  This  may  be 
due  to  the  fact  that  many  psychological  tests  can 
suggest  evidence  of  neurological  impairment,  even 
when  the  physical  and  neurological  examinations  are 
negative.  The  physician  then  feels  that  the  psycholo- 
gist is  overstepping  the  bounds  of  psychology  and  en- 
croaching on  medical  domain.  Because  of  the  physi- 
cian’s attitude,  the  psychologist  often  becomes  de- 
fensive, and  communication  between  the  two  profes- 
sionals is  carried  on  by  means  of  lengthy,  erudite  and 
complicated  reports,  neither  discipline  understanding 
the  terminology  of  the  other,  with  subsequent  lower- 
ing of  the  frustration  tolerance  of  each  until  com- 
munication virtually  ceases. 

There  is  much  to  be  said  on  both  sides.  The  psy- 
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chologist  should  not  jump  to  conclusions  without  ade- 
quate data,  and  his  report  to  the  physician  should  be 
couched  in  plain,  straight-forward  language,  with 
technical  jargon  omitted  or,  if  included,  explained.  He 
should  be  extremely  hesitant  to  make  grave  diagnos- 
tic and  prognostic  announcements  to  parents  con- 
cerning their  child  unless  his  findings  and  interpreta- 
tion are  indisputable.  The  physician,  on  the  other 
hand,  should  realize  that  he  can  no  longer  be  the  sole 
arbiter  of  a person’s  future  and  that  he  must  rely  on 
other  disciplines  for  information  he  was  not  trained 
to  collect. 

The  help  of  the  school  nurse  is  invaluable.  A tele- 
phone call  or  letter  asking  her  to  report  on  the  be- 
havior and  the  response  to  therapy  of  a school  child 
under  treatment  usually  produces  a professional,  ob- 
jective report  that  will  make  the  selection  and  dosage 
of  drugs  simple  and  efficient.  The  school  nurse  is  no 
longer  a dispenser  of  band-aids  or  an  “interfering 
busybody.’’  The  public  health  or  visiting  nurse  can 
also  contribute  to  a more  reliable  assessment  of  the 
home  situation,  especially  if  the  physician  is  not  fa- 
miliar with  the  family. 

The  practitioner  deals  with  emotional  problems  of 
childhood  effectively  and  expediently,  referring  the 
more  serious  conditions  of  withdrawal,  delinquency, 
and  acting-out  behavior  for  appropriate  therapy.  Rare- 
ly is  there  conflict  between  the  psychologist  and  phy- 
sician in  this  area.  On  the  contrary,  the  cooperation 
of  the  two  disciplines  produces  a harmonious  relation- 
ship which  results  in  the  most  effective  therapeutic 
program  the  community  has  to  offer.  Perhaps  this  is 
because  the  terminology  used  is  accepted  and  under- 
stood by  both,  and  the  danger  of  ineffective  commu- 
nication is  nullified.  It  is  a great  pity  that  the  profes- 
sions involved  in  the  healing  arts  are  hampered  in 
their  efforts  to  give  maximum  care  because  of  their 
inability  to  talk  to  one  another.  Although  the  term 
team  approach’’  has  been  worked  to  death,  there  is 
no  substitute  for  an  effective  team  evaluation  of  a 
school  problem.  No  one  discipline  alone  can  supply 
all  the  answers. 


The  incidence  of  school  problems  of  all  types  is 
unknown.  That  the  incidence  is  high  is  accepted  by 
all  and  is  considered  to  be  a major  factor  in  the  na- 
tional educational  crisis  of  school  dropouts.  The  com- 
mittee on  mental  health  and  educational  problems  of 
the  American  Academy  of  Pediatrics  has  concerned 
itself  with  the  educationally  handicapped  child  and  is 
determining  methods  to  enable  the  practicing  physi- 
cian to  identify  these  children  early. 

In  summation,  the  child  with  school  difficulties 
presents  a complex,  multifaceted  diagnostic  problem 
requiring  the  skills  and  collaboration  of  many  disci- 
plines involved  in  growth  and  development.  The  phy- 
sician is  an  important  member  of  the  team,  but  not 
the  only  member.  Without  his  reassurance  that  the 
proposed  educational  program  is  a therapeutic  neces- 
sity for  their  child,  parents  often  oppose  the  wishes 
of  the  school  authorities  with  deleterious  effect  on 
their  child’s  future.  Collaboration  is  the  basis  of  a 
successful  program;  and  the  physician,  in  his  role  of 
a family  counselor,  holds  the  key. 
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CHILD  HYPERACTIVITY: 
DIAGNOSIS,  TREATMENT 


GERALD  SOLOMONS,  M.D. 

Clinical  Medicine:  Drugs  can  sometimes 
be  used  effectively  in  treatment  of  over- 
active  children.  Diagnosis  can  be  made 
on  the  basis  of  etiology,  and  treatment 
can  then  be  decided  upon.  Medication 
alone  is  not  the  whole  answer.  Coopera- 
tion of  parents,  teachers,  and  school  of- 
ficials is  essential.  With  such  cooperation 
and  with  judicious  use  of  medication  by 
the  physician,  the  effects  on  the  child 
can  be  dramatic  and  the  improvement  in 
family  relationships  significant. 

THE  OVERACTIVE  or  hyperactive  child  is  a common 
problem  in  medical  practice  and  causes  many  diffi- 
culties for  the  family,  the  school  authorities,  and  the 
physician.  The  main  difficulty,  however,  is  not  always 
caused  by  the  patient  but  is  due  to  the  different  defi- 
nition, interpretation,  and  attitude  of  the  people  in- 
volved with  the  child. 

Lack  of  agreement  complicates  and  often  magnifies 
the  problem,  creating  antagonism  between  the  school 
which  views  the  child’s  behavior  as  “disruptive,  and 
the  parents  who  believe  their  child  is  all  boy.  The 
physician,  often  in  the  middle,  finds  nothing  abnormal 
on  examination  and  sides  one  way  or  the  other,  de- 
pending on  how  he  is  feeling  that  day  or  on  the  activ- 
ity level  of  his  own  children.  Medications  may  be  pre- 
scribed on  a trial  and  error  basis  with  no  planned 
dosage  scale  or  appropriate  followup. 

According  to  Chess, i “the  hyperactive  child  is  one 


who  carries  out  activities  with  a higher  rate  of  speed 
than  the  average  child  or  is  constantly  in  motion  or 
both.”  Unfortunately,  hyperactivity  rarely  appears 
alone  but  more  often  is  part  of  a symptom  complex 
described  by  many  authors.2-6  A convenient  way  to 
classify  and  diagnose  behavior  with  hyperactivity  as 
a main  feature  is  according  to  etiology. 

1.  Constitutional  Activity  Level  or  Inherent  Temper- 
amental Dimension.  Just  as  adults  vary  in  the  amount 
of  their  activity,  so  do  children.  It  is  logical  to  assume 
that  there  are  constitutionally  determined  levels  of 
activity.  Everything  is  relative,  and  it  could  be  that 
nonactive  parents  would  consider  the  normal  activity 
of  their  child  as  "hyperactive”  because  of  their  own 
definition  of  average  motor  activity.  Similarly,  a rigid 
and  compulsive  teacher  might  consider  a child  hyper- 
active because  he  fidgets,  is  easily  distractible,  or  has 
increased  activity  beyond  the  average  level  in  a struc- 
tured environment  such  as  the  classroom.  This  type 
of  hyperactivity  only  becomes  worthy  of  notice  when 
it  does  not  conform  with  accepted  standards  of  be- 
havior. The  main  feature  of  this  hyperactivity  is 
extreme  variability  with  the  child  acting  normally  in 
many  situations  and  environments.  Poor  school  per- 
formance or  other  deficiencies  are  not  usually  present. 

2.  Immaturity  or  “ Maturational  Lag."  Some  hyper- 
active children  with  difficulty  in  reading,  in  abstract 
thinking,  or  with  impaired  spatial  relationships  show 
no  neurological  impairment  other  than  perhaps  clum- 
siness or  incoordination.  This  lack  of  coordination  may 
represent  a delay  in  development  sometimes  called  a 
“maturational  lag.”  Such  a child  is  often  considered 
“immature”  by  parents  or  teacher,  and  his  behavior  is 
described  as  a year  or  two  under  his  chronological  age. 
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Immaturity  is  a term  that  has  been  overused  by 
teachers  in  describing  the  behavior  of  some  of  their 
pupils,  particularly  in  kindergarten  and  in  the  early 
grades.  Sometimes  grade  retention  is  considered  pure- 
ly on  the  basis  of  this  “immaturity,”  even  with  an 
average  or  superior  intellectual  ability.  This  is  a rather 
restricted  view  and  does  not  take  into  consideration 
the  wide  range  of  behavior  that  is  within  acceptable, 
normal  limits.  Hyperactivity  is  often  the  factor  that 
causes  these  children  to  be  labeled  immature,  prob- 
ably because  hyperactivity  is  a normal  component  of 
behavior  in  very  young  children.  Strictly  speaking,  this 
type  of  behavior  can  only  be  diagnosed  when  time 
produces  a resolution  of  the  deficiencies,  but  it  can 
be  tentatively  suggested  when  the  overall  picture  is 
that  of  a child  whose  behavior  appears  to  be  one  or 
more  years  below  his  age  level,  with  no  gross  signs  of 
neurological  impairment,  and  no  major  problems  evi- 
dent. In  this  instance,  the  hyperactivity  is  variable,  is 
not  extreme,  and  has  remained  the  same  over  the 
previous  year  or  two,  or  is  gradually  improving.  This 
child  is  not  usually  a behavior  problem  unless  pres- 
sured by  parents  or  teacher. 

3.  Emotional  Disturbance.  The  hyperactive,  psy- 
chotic child  with  behavioral  manifestations  of  child- 
hood schizophrenia  or  autism  is  fairly  obvious.  The 
hyperactive,  neurotic  child  is  more  difficult  to  diag- 
nose, and  the  diagnosis  is  usually  made  by  exclusion. 

If  there  are  no  gross  neurological  deficiencies,  no 
gross  intellectual  impairment  or  perceptual  problems; 
but  there  is  a history  conducive  to  emotional  upset, 
a tentative  diagnosis  can  be  made.  A psychiatric  or 
psychological  appraisal  with  projective  and  other  tests 
should  confirm  the  original  impression.  The  hyper- 
activity associated  with  a purely  behavioral  problem  is 
also  variable  depending  on  the  emotional  state  of  the 
child  and  the  circumstances  of  the  moment. 

4.  Diffuse  Brain  Damage.  A specific  syndrome  of 

behavior  characterized  by  chronic,  severe  hyperactiv- 

ity without  gross  neurological  defects,  has  been  seen 

to  occur  after  a head  injury,  epidemic  encephalitis, 

communicable  disease  encephalopathies  in  children, 

and  sometimes  without  a preceding  significant  histo- 

ry. This  has  been  called  “the  hyperkinetic  syndrome” 

by  Werry  and  others4 * * 7 *  and  is  described  as  "a  symptom 


complex  of  chronic,  sustained,  severe  hyperactivity; 
marked  distractibility  to  extraneous  stimuli;  very  short 
attention  span;  irritability  and  hyperexcitability.”  Lau- 
fer  and  others'5  called  such  a pattern  of  behavior  the 
“hyperkinetic  impulse  disorder”  and  included  in 
symptoms  of  the  syndrome  emotional  lability,  low 
frustration  tolerance,  learning  difficulties,  visual-motor 
difficulties  with  consequent  poor  performance  in  arith- 
metic and  reading,  and  irregular,  cramped  handwrit- 
ing containing  reversals. 

Usually  the  etiology  of  this  syndrome  is  considered 
to  be  due  to  brain  damage,  and  because  of  the  lack 
of  gross  neurological  defect  or  of  supportive  history, 
the  terms  "minimal  brain  damage”  or  “minimal  cere- 
bral dysfunction”  have  come  into  being.  A “chorei- 
form syndrome”  has  been  described  by  Prechtl9  con- 
sisting of  hyperactivity  with  slight,  jerky  twitchings  of 
the  limbs  and  head,  which  show  up  in  the  electro- 
encephalogram tracing  as  muscle  artifacts.  A history 
of  neonatal  anoxia  or  other  complications  of  pregnancy 
and  delivery  was  elicited  in  more  than  two-thirds  of 
this  group.  Pasamanick10  demonstrated  this  relation- 
ship also  between  perinatal  factors  and  behavior  dis- 
orders in  children,  although  other  studies  have  refuted 
this.11-  !2 

There  is  no  doubt  about  this  hyperactivity.  It  is 
sustained  and  severe.  It  has  been  present  for  years, 
and  it  continues  at  the  same  high  activity  level  prac- 
tically continually  during  the  child’s  waking  hours. 
Even  in  the  brief  periods  of  sitting  down,  the  child  is 
constantly  twitching  and  fidgeting.  Television  viewing 
is  punctuated  by  excursions  and  forays.  Meals  are 
similarly  interrupted.  The  distractibility  as  well  as  the 
hyperactivity  of  these  children  is  marked. 

A good  differentiating  feature  between  the  hyper- 
active brain-injured  and  non-brain-injured  child  is  the 
attention  span  of  the  brain-injured  that  is  constant 
irrespective  of  the  environment.  Hutt  and  others13 
have  shown  that  as  soon  as  the  child’s  visual  atten- 
tion is  attracted  to  something  else,  his  activity  chang- 
es and  is  directed  to  that  stimulus  which  attracts  him. 
The  non-brain-injured  hyperactive  child,  however,  can 
continue  with  his  present  activities  while  looking  away 
from  the  task  at  hand  for  fairly  long  intervals  of  time. 

The  hyperkinetic  impulse  disorder  can  occur  in  ear- 
ly infancy  or  not  become  prominent  until  5 or  6 years 
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of  age.  In  some  cases  the  mother  will  volunteer  the 
information  that  this  child  was  more  active  in  utero 
than  her  other,  normal  children.  Experience  has  shown 
that  the  manifestations  of  the  hyperkinetic  syndrome 
disappear  with  or  without  medication  at  least  by  the 
end  of  adolescence,  and  often  before  adolescence  if 
medication  is  used.  The  actual  time  for  a given  child, 
however,  cannot  be  predicted.  The  problem  is  that 
those  who  are  not  treated  may  have  a residual  per- 
sonality or  emotional  problem  after  the  hyperactivity 
has  disappeared. 

Not  all  the  symptoms  described  as  characteristic 
of  hyperkinetic  impulse  disorder  need  to  be  present 
simultaneously.  They  may  present  singly  or  in  com- 
bination, with  variation  in  degree  of  manifestation  of 
the  symptom  over  a period  of  time. 

Theory:  Compared  with  adults,  children  are  nor- 
mally hyperactive  and  impulsive,  with  a short  atten- 
tion span  and  poor  powers  of  concentration.  As  a rule, 
this  pattern  of  behavior  changes,  as  it  does  with  hy- 
perkinetic children;  and  it  is  therefore  reasonable  to 
suppose  that  a process  of  maturation  takes  place. 

The  diencephalon  is  probably  fully  formed  and 
functionally  active  at  birth,  while  the  cortex  continues 
to  grow  until  at  least  the  sixth  year.  It  is  postulated 
that  as  the  cortex  grows  it  can  exert  greater  influence, 
allowing  more  organized  and  discriminating  responses, 
particularly  the  ability  to  inhibit,  which  is  one  charac- 
teristic of  maturation. 

The  role  of  the  diencephalon  has  been  considered 
to  be  a sorting  and  routing  mechanism  for  sensory 
impulses  going  to  the  higher  brain  centers.  A frag- 
mentary hypothesis  is  based  on  the  concept  that  stim- 
uli pass  through  the  diencephalon  on  the  way  to  the 
cortical  areas  and  the  diencephalon  patterns,  routes, 
and  gives  valence  to  these  stimuli.  Thus,  injury  or 
dysfunction  of  the  diencephalon  would  alter  resistance 
at  synapses  and  therefore  all  incoming  impulses 
would  then  spread  out  of  the  usual  pathways  and 
irradiate  large  cortical  areas,  causing  the  typical  hy- 
peractive behavior  we  have  described. 

Experimental  evidence  has  supported  this  theory 
to  some  extent.  Gastaut14  has  shown  that  when  Met- 
razo!  was  injected  into  an  adult,  a normal  threshold 
could  be  established  whi:h  was  measured  as  the  num- 


ber of  milligrams  of  Metrazol  per  kilogram  of  body 
weight  required  to  obtain  a specified  type  of  response 
clinically  and  in  the  EEG  tracing,  when  the  patient  was 
exposed  to  the  flickering  of  a stroboscopic  light.  The 
EEG  showed  spike  wave  bursts,  and  a myoclonic  jerk 
of  the  forearms  was  observed  in  the  patient. 

This  experiment  was  carried  out  in  children  by  Lau- 
fer,  and  others,  with  similar  results.  Those  children 
with  the  hyperkinetic  impulse  disorder  have  a signifi- 
cantly lower  photo-Metrazol  threshold  than  do  children 
of  comparable  age  without  the  syndrome.  In  a contin- 
uation of  these  experiments,  it  was  noteworthy  that 
when  a child’s  hyperkinetic  behavior  was  controlled  by 
dextroamphetamine,  his  photo-Metrazol  threshold  in- 
creased to  normal  and  lowered  again  when  the  drug 
was  discontinued.  It  is  reported  that  amphetamine 
inhibits  or  lowers  the  level  of  synaptic  transmission; 
and  it  has  been  suggested  that  the  site  of  action  of 
amphetamine  may  be  related  to  the  brain  stem  retic- 
ular activating  system  of  Magoun.  Therefore,  amphe- 
tamine, by  raising  the  level  of  synaptic  resistance  at 
the  diencephalic  level,  tends  to  restore  the  normal 
function  of  the  diencephalon  and  thus  prevent  flood- 
ing of  the  cortex  by  a stream  of  impulses. 

It  is  also  postulated  that  the  hyperkinetic  impulse 
disorder  eventually  resolves  about  the  time  of  puberty 
due  to  maturational  processes  allowing  normal  corti- 
cal diencephalic  relations  to  become  reestablished. 

EEG:  The  EEG  findings  in  these  children  are  non- 
specific. About  50  percent  show  diffuse  slow  dys- 
rhythmia of  minimal  severity  and  of  uncertain  signifi- 
cance in  children.  It  could  be  due  to  brain  damage  or 
delay  in  maturation.  Therefore,  the  EEG  is  not  particu- 
larly helpful  in  either  the  diagnosis  or  in  the  possible 
etiology  of  the  hyperkinetic  impulse  disorder.  Burks15 
showed  that  children  with  an  abnormal  EEG  were  more 
apt  to  have  impairment  of  perception,  discriminative 
processes  affecting  school  performance,  while  those 
with  normal  EEG  records  had  more  deviant  social- 
emotional  tendencies. 

Medication  and  Therapeutic  Regimen:  There  are 
several  drugs  in  use  for  hyperactivity  in  children.  Each 
has  its  advocates,  probably  because  of  familiarity  with 
its  use  and  side  effects  rather  than  by  objective  eval- 
uation of  its  efficacy. 
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1.  Dexedrine  (dextroamphetamine).  It  seems  para- 
doxical that  this  medication  would  tend  to  slow  up 
hyperactive  children,  whereas  in  the  normal  individu- 
al, hyperactivity  is  produced  by  its  use.  However,  the 
theory  of  Gastaut  and  the  postulated  action  of  the 
drug  itself  would  explain  this. 

In  my  opinion  Dexedrine  is  the  first  drug  of  choice 
in  the  treatment  of  the  hyperkinetic  impulse  disorder. 
It  is  not  advisable  to  use  the  term  Dexedrine  to  the 
parents,  and  the  prescription  should  be  written  for 
amphetamine  sulfate.  Start  with  a very  low  dosage, 
2 y2  mg.  at  breakfast  and  noon,  which  can  be  given 
as  half  of  a 5 mg.  tablet  or  l/2  teaspoonful  of  elixir. 

I explain  to  the  parents  that  I am  giving  them  a 
medication  to  improve  behavior,  but  I do  not  describe 
what  this  improvement  will  be.  If  they  ask  me  what 
to  expect,  I tell  them  bluntly  that  I am  not  going  to 
tell  them,  because  if  I tell  them  what  to  expect,  they 
will  probably  find  it.  The  drug  is  then  increased  slowly 
by  21/2  mg.  increments  at  5-  to  7-day  intervals,  the 
amount  being  monitored  by  telephone.  The  mother  is 
told  to  call  me  back  in  two  or  three  weeks  if  the 
behavior  has  improved  or  if  there  is  no  change;  but 
to  call  before,  if  anything  unusual  occurs  or  the  be- 
havior becomes  worse.  If  she  calls  in  two  or  three 
days  and  says  that  the  child  is  now  "in  orbit,"  the 
medication  is  stopped.  If,  on  the  other  hand,  she  states 
in  two  or  three  weeks  that  there  is  a little  improvement 
or  no  change,  then  the  medication  is  working.  To  dis- 
continue the  drug  because  of  no  apparent  improve- 
ment is  a mistake.  If  the  dosage  is  now  increased, 
improvement  will  become  evident.  It  is  important  not 
to  increase  the  dosage  too  rapidly;  or  nervousness, 
irritability,  and  crying  jags,  as  well  as  an  increase  in 
hyperactivity,  may  occur.  Once  it  is  apparent  that  the 
medication  is  efficacious,  another  appointment  is 
scheduled  with  the  parents;  and  the  drug,  its  use, 
and  its  action  are  discussed.  The  following  points  are 
then  explained: 

a.  Loss  of  appetite.  Dexedrine  depresses  the  appe- 
tite; but  this  is  of  no  consequence  and  in  a few  weeks 
the  appetite  returns. 

b.  Interference  with  sleep.  Sleep  loss  may  occur 
after  the  drug  is  taken  for  a few  weeks,  but  this  too 
passes  and  can  be  combated  initially  by  a sedative 
at  night. 


c.  Facial  appearance.  After  a few  months  on  thera- 
py, the  child’s  face  may  become  extremely  pale  and 
sallow  with  dark  circles  under  the  eyes.  I call  this 
reaction  the  "panda  syndrome."  This  is  explained  to 
the  parents,  and  they  are  told  to  ignore  it  if  it  occurs. 

d.  Non-habit  forming  tendency.  Because  of  the 
stories  in  the  popular  press  about  “goofballs"  and 
"pep  pills,”  the  parents  require  reassurance  that  the 
drug  is  not  habit  forming.  I have  never  given  amphet- 
amine for  hyperactivity  above  the  age  of  12  or  13, 
and  I have  never  seen  adverse  effects  from  the  giv- 
ing of  the  medication  or  withdrawal  effects  when  ther- 
apy was  terminated  in  children  under  this  age. 

e.  Dosage  and  length  of  treatment.  The  drug  is 
increased  slowly  at  five-  to  seven-day  intervals  until 
optimum  behavior  is  reached.  It  is  usually  easier  to 
use  the  5 mg.  tablets  or  elixir  to  reach  optimum  dos- 
age, and  then  to  substitute  a long-acting  form  of  the 
drug  which  can  be  obtained  in  a spansule  containing 
5,  10,  or  15  mg.  The  spansule  can  also  be  used  with 
the  tablets  or  elixir  given  for  short-term  effect.  For 
example,  a child  may  take  one  or  two  15  mg.  span- 
sules  in  the  morning  and  require  2l/2  or  5 mg.  by 
tablet  or  elixir  sometime  during  the  afternoon  to  hold 
him  until  bedtime.  The  dosage,  therefore,  has  to  be 
juggled,  the  last  dose  given  late  enough  in  the  day 
to  control  the  behavior  in  the  evening  but  not  so  late 
as  to  interfere  with  sleep.  I usually  find  that  the  moth- 
er is  quite  capable  of  doing  this  on  her  own.  The 
parents  are  also  told  that  the  drug  may  be  continued 
indefinitely  perhaps  for  years  and  that  the  therapy 
may  have  a “plateau"  effect  in  that  after  a few 
months  on  the  same  dosage,  the  child’s  behavior  may 
tend  to  regress  a little,  at  which  time  a slight  increase 
should  produce  a beneficial  effect.  I have  one  child 
who  has  been  taking  75  mg.  of  Dexedrine  for  two 
years  with  no  complications. 

Dexedrine  used  in  this  way  can  produce  dramatic 
improvement;  but  when  it  produces  irritability,  ner- 
vousness, or  crying,  Benzedrine  sulfate  used  in  exact- 
ly the  same  way  sometimes  is  successful.  In  the  main, 
however,  when  Dexedrine  is  unsuccessful,  Ritalin  is 
the  second  choice. 

2.  Ritalin  (methylphenidate).  This  drug  is  now  wide- 
ly used  and  preferred  to  Dexedrine  by  many;  how- 
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ever,  some  studies  have  shown  that  there  is  still  an 
appetite  loss  in  70  percent;  and  comparison  of  both 
drugs  showed  I i Lt I e difference.4 * * * * * 10 * * * * * *'17  One  advantage  of 
Ritalin  is  that  the  parents  are  less  likely  to  become 
apprehensive  about  a drug  of  which  they  know  noth- 
ing. However,  it  is  much  more  expensive  than  Dexe- 
drine;  and  recently  I changed  a child  over  from  160 
mg.  of  Ritalin  a day  to  Dexedrine  spansules  causing 
a great  deal  of  financial  relief  to  the  parents  and 
similar  improvement  in  the  behavior.  Start  with  5 mg. 
of  Ritalin  at  breakfast  and  at  noon,  and  increase  by 
2y2  mg.  increments  as  before. 

3.  Mellaril  (thioridazine).  This  drug  should  be  used 
whenever  aggressive  and  destructive  manifestations 
of  behavior  are  present  along  with  hyperactivity.  It  is 
not  without  side  effects,  blurring  of  vision,  dryness  of 
the  mouth;  nausea  and  vomiting  are  not  uncommon, 
and  even  seizure  activity  has  been  reported  when 
none  had  occurred  previously.18  The  dosage  should 
be  10  mg.  twice  a day  increasing  gradually  to  25  mg. 
three  times  a day  or  more  if  necessary. 

4.  Thorazine  (chlorpromazine)  and  Compazine 

(prochlorperazine).  These  drugs  have  been  shown  to 

be  of  great  value  in  hyperactive,  mentally  retarded 

children,  particularly  where  temper  tantrums,  boister- 

ousness, and  destructive  behavior  are  evident.19'20 

The  results  are  better  in  patients  whose  disturbance 

is  primarily  emotional  in  nature.  The  usual  starting 

dose  is  10  mg.  two  or  three  times  a day  increasing 

gradually  to  a total  of  50  or  100  mg.  daily  if  needed. 

It  is  possible  to  reduce  the  dosage  gradually  to  a 

maintenance  level  once  the  symptoms  have  been  con- 

trolled for  a short  time.  The  common  side  effects  are 

drowsiness,  dry  mouth,  nasal  congestion,  photosen- 

sitivity of  the  skin,  and  the  more  serious  effects  of 

jaundice,  extrapyramidal  symptoms,  and  agranulo- 

cytosis. These  drugs  may  precipitate  seizures  in  some 

susceptible  patients  not  on  anticonvulsant  therapy 

and  also  in  patients  with  no  history  of  convulsive  epi- 


sodes at  all.  The  overall  dose  of  Thorazine  should  not 
be  more  than  approximately  1 mg.  per  lb.  of  body 
weight  per  day.  Once  the  optimum  dosage  is  reached, 
the  spansule  form  of  medication  can  be  used.  I do 
not  use  Compazine  because  the  margin  of  safety  as 
far  as  toxicity  is  concerned  appears  to  be  greater  in 
Thorazine  than  in  Compazine.  There  is  no  advantage 
in  the  use  of  the  newer  preparation. 

5.  Benadryl  (diphenhydramine).  This  is  an  excel- 
lent medication  of  low  toxicity  and  is  of  great  value 
in  hyperactivity  in  behavior  disorders,  particularly  in 
children  under  10  years  of  age.21'22  Hyperactivity  is 
reduced  as  is  anxiety  without  producing  drowsiness 
or  lethargy.  It  seems  to  work  better  in  bright  children 
with  motor  impulsivity,  immaturity,  and  learning  prob- 
lems, improving  their  school  performance.  This  can 
be  given  in  a dose  of  2 to  10  mg.  per  kg.  of  body 
weight  per  day.  It  is  also  useful  as  a sedative  at  night 
for  children  with  sleep  disturbances  and  as  a mild 
“tranquilizer”  for  children  with  minor  school  phobias 
or  anxiety  without  hyperactivity.  The  fact  that  it  is  an 
antihistamine  and  not  a “drug”  is  reassuring  to  the 
parents  and  worthy  of  emphasis. 

Other  Considerations:  Medication  alone,  of  course, 
is  not  the  whole  answer.  The  parents  are  exhorted  to 
take  pressure  off  the  child  wherever  possible.  In  the 
past  they  have  hovered  over  their  offspring,  often 
checking  his  activities  before  he  is  actually  in  trouble. 
With  a reduction  in  hyperactivity,  the  parents  learn 
to  relax;  and  the  child’s  anxieties  and  frustrations 
tend  to  diminish.  He  becomes  a more  active  member 
in  the  family  constellation,  and  his  previously  restrict- 
ed social  experiences  are  now  widened  with  benefit 
to  all.  The  child  previously  excluded  from  school  may 
now  be  acceptable  with  subsequent  relief  to  the  long- 
suffering  mother. 

In  school,  the  lengthened  attention  span,  increased 
frustration  tolerance,  and  diminution  in  hyperactivity 
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sll  add  up  to  teacher  acceptance.  However,  everything 
is  relative;  and  this  child  will  not  sit  sphinx-like  in  the 
classroom  and  will  probably  even  yet  be  more  hyper- 
active than  the  others  but  within  the  limits  of  accep- 
tability. Allowances  must  be  made  for  fidgeting  and 
forays  that  undoubtedly  will  take  place.  The  child’s 
self-esteem  should  be  built  up  whenever  possible  by 
encouragement  and  praise  both  at  home  and  at 
school;  and  firm,  structured,  but  kindly  handling 
should  be  the  rule. 

At  times  the  response  to  medication  is  so  dramatic 
that  a child  goes  from  impending  expulsion  to  the 
top  10  percent  of  the  class  in  a short  period  of  time. 
It  is  wise  to  disillusion  the  parents  early  and  tell  them 
that  improvement  will  not  continue  to  the  extent  that 
their  child  becomes  a genius.  In  some  cases  the  fam- 
ily should  be  referred  to  a child  guidance  clinic  or  to 
some  other  psychiatric  facility. 

There  is  a small  number  of  children  who  show  no 
beneficial  effect  from  the  drugs  previously  mentioned, 
and  some  of  the  anticonvulsant  medications  such  as 
Dilantin  are  worthy  of  trial  particularly  if  the  EEG  is 
abnormal.  It  should  be  known  that  phenobarbital  giv- 
en to  these  children  very  often  excites  them  and 
makes  matters  worse,  particularly  when  there  is  evi- 
dence of  brain  damage. 

Treatment  of  hyperactivity  by  medication  is  not 
used  often  enough.  Where  used  judiciously  by  a phy- 
sician who  knows  what  he  is  doing,  the  effects  on  the 
child  are  dramatic,  the  improvement  in  family  rela- 
tionships is  marked,  and  the  satisfaction  to  the  phy- 
sician is  most  gratifying. 
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SUICIDE 

AND  ATTEMPTED  SUICIDE 
IN  CHILDREN  AND  ADOLESCENTS 


REGINALD  S,  LOURIE,  M.D. 

Review/Case  Reports:  Suicide,  a leading 
cause  of  death  in  adolescents,  is  a grow- 
ing problem  among  younger  children  and 
adults  as  well.  Development  of  the  con- 
cept of  death,  fusion  of  libidinal  and 
aggressive  drives  and  subsequent  inabil- 
ity to  channel  aggression  into  acceptable 
outlets,  prevalence  of  suicide  thoughts, 
impulsive  responses  to  stress,  and  imita- 
tion are  some  of  the  areas  needing  fur- 
ther study,  and  toward  which  preventive 
efforts  should  be  directed. 

SUICIDE  IN  THE  15  TO  19  year  age  group  ranks 
fourth  as  the  cause  of  death,  with  close  to  600  such 
deaths  per  year.25  Thus,  suicide  takes  more  adoles- 
cents’ lives  than  tuberculosis,  appendicitis,  rheumatic 
fever,  streptococcal  infections,  diabetes,  and  all  the 
contagious  exanthems.  Three  times  as  many  male 
adolescents  commit  suicide  as  female,  and  ten  times 
as  many  whites  as  nonwhites.  There  are  currently  well 
above  100  suicides  per  year  among  children  10  to  14 
years  of  age,  and  the  number  and  rate  have  been 
increasing  yearly.  About  one-tenth  of  the  children  un- 
der age  10  who  attempt  to  kill  themselves  are  suc- 
cessful. I emphasize  that  these  figures  do  not  give  the 
whole  picture  because,  particularly  with  the  young, 
there  is  great  reluctance  to  label  a death  as  self- 
induced  unless  there  is  no  choice. 


Historical  View:  There  are  records  of  suicides  by 
children  in  almost  every  culture.  Observers  of  primi- 
tive tribes  have  told  of  juvenile  self-destruction  among 
the  Melanesians,  New  Zealanders,  British  Columbian 
Indians,  Sea  Dyaks  and  others.  The  writer  of  the  Tal- 
mud considered  the  problem,  and  finally  ruled  that 
the  children  who  commit  suicide  do  so  unwittingly. 
There  are  superstitions  in  the  Bihar  Province  of  India 
relating  to  self-destruction  by  children  whose  mothers, 
while  bearing  them,  walked  over  a suicide’s  grave.  Sui- 
cide of  adolescents  appears  in  English  literature  from 
Shakespeare  ( Romeo  and  Juliet)  to  Hardy  ( Jude  the 
Obscure ) and  Beerbohm  (Zuleika  Dobson).  In  at  least 
a dozen  civilized  countries,  suicide  of  the  young 
reached  sufficient  proportions  at  one  time  or  another 
to  challenge  lay  and  professional  attention. 

The  problem  has  been  striking  enough  to  excite 
comment  in  medical  literature  for  more  than  a hun- 
dred years.  An  interesting  sidelight  in  a review  of  this 
literature  is  the  periodic  shift  of  emphasis  in  placing 
the  blame  for  child  suicide.  From  approximately  1880 
to  1900,  the  chief  culprits  were  said  to  be  the  trashy 
novels  and  romantic  sentimental  stories  of  the  times. 
From  about  1900  to  1915,  the  tendency  in  the  ma- 
jority of  reports  was  to  blame  the  educational  system. 
From  1915  to  about  1935,  emphasis  was  on  consti- 
tutional factors,  stressing  the  psychotic  and  the  hered- 
itary aspects.  It  is  only  in  the  past  30  years  (with  the 
exception  of  a symposium  at  the  Vienna  Psychoanaly- 
tic Institute  in  191023)  that  there  have  been  specu- 
lations on  deeper  underlying  motives  for  children 
wanting  to  die. 

The  earliest  figures  we  were  able  to  find  were  those 


58 


TEXAS  MEDICINE 


of  Casper,  who  reported  from  Prussia  on  a few  child 
suicides  from  1788  to  1797.  Since  then  the  figures 
available  show  an  apparently  episodic  but  constant 
increase  in  the  number  of  cases  in  the  Western  world 
following  closely  similar  trends  in  adults.  From  1900 
to  1905  there  was  a world-wide  increase  in  the  child 
suicide  rate;  Berlin  alone  had  1,700  cases  from  1900 
to  1903.  It  was  at  this  point  that  the  problem  was 
recognized  in  the  United  States  and  began  to  appear 
in  the  literature.  This  was  followed  by  a general  de- 
cline in  rate,  but  an  upward  trend  began  again  about 
1930,  and  is  continuing  now.  The  increase  has  been 
chiefly  in  the  puberty — anri  pa r|y  adolescent  prnnp 
and  concomitantly  there  has  been  a sharp  rise  in 
hospitalization  for  mental  illness  of  children  from  10 
to  14  years  of  age.  All  authorities  have  recorded  a 
_nse  in  suicide  rate  at  puberty. 

The  impulsiveness  and  the  apparently  little,  if  any, 
planning  and  premeditation  in  child  suicide  has  been 
frequently  commented  upon.  All  investigators  agree 
that  in  almost  all  cases  the  apparent  precipitating 
cause  is  trivial,  at  least  to  the  adult  observer. 

There  is  also  in  the  literature  a concept  of  "chronic 
suicidal  drives’’  in  children.  Children  will  repeat  acts 
which  they  feel  will  shorten  life.  This  includes  the 
so-called  repetitive  accidental  self-injuries.  Running 
away  has  also  been  found  to  have  many  of  the  same 
dynamics  as  suicide  in  children,  and  in  some  cases  it 
has  been  pointed  out  that  it  functions  as  a suicide 
substitute  with  the  same  symbolic  value  to  the  child. 

Child  s Concept  of  Death:  Before  exploring  the 
dynamics  of  suicide  in  children  and  youths,  it  is  use- 
ful to  look,  from  a developmental  viewpoint,  at  the 
child  s concept  of  death.  When  the  thought  of  suicide 
comes  to  a child,  this  is  by  no  means  the  first  time 
he  has  faced  the  problems  of  death  and  dying.  He 
responds  even  before  the  end  of  the  first  year  of  life 
with  a reaction  to  separation  which  indicates  that  he 
equates  absence  with  nonexistence  of  the  person  who 
is  out  of  his  sight.  The  next  step  is  to  be  the  one  in 
control  of  this  process.  When  angry  he  can  turn  away 
and  thus  remove  the  person  involved  in  his  anger,  or 
he  can  even  hold  his  hand  in  front  of  his  eyes  and 


remove  that  person.  When  he  has  faced  separation 
anxiety  with  the  disappearance  particularly  of  his 
mother,  when  the  mother  comes  back,  it  is  not  un- 
usual for  the  baby  himself  to  turn  away  from  her. 
Implicit  in  the  older  infant’s  apparent  concept  is  that 
nonexistence,  that  is,  death,  is  not  permanent:  the 
significant  person  who  doesn’t  exist  when  he  is  out 
of  sight  most  often  reappears.  When  the  significant 
person  responds  to  the  child's  turning  away  by  being 
hurt  and  rejected,  and  particularly  when  this  is  repeat- 
ed, the  child  has  learned  an  important  lesson  about 
what  can  be  accomplished  by  removing  himself. 

When  the  young  child  has  mastered  the  question  of 
absence  and  death  as  being  one  which  does  not  leave 
him  helpless  but  which  he  himself  can  initiate  and 
therefore  control,  he  is  ready  to  consider  the  problem 
of  death  in  another  developmental  phase,  roughly 
from  two  to  four  years  of  age,  in  which  he  has  fanta- 
sies of  multiple  magic  powers.  By  his  very  wish  or 
fantasy  he  can  cause  the  “death"  or  removal  (tem- 
porarily) of  anyone  who  offends  him  or  is  in  his  way, 
even  those  he  loves.  Concomitantly  he  begins  to  have 
thoughts  of  his  own  death  which  then  result  in  fears, 
particularly  as  extensions  of  normal  fear  of  bodily 
hurt.  Damage  to  a part  of  the  body  or  its  disappear- 
ance can  be  equated  with  death  in  the  young  child’s 
eyes.  At  this  point  death,  which  he  still  thinks  is  rever- 
sible, becomes  associated  in  his  mind  with  violence, 
particularly  at  ages  three  and  four.  Literature  for  this 
age  group  which  has  been  handed  down  from  genera- 
tion to  generation  is  replete  with  themes  of  violence, 
hurt  and  destruction — Jack  and  Jill  fall  down  the  hill, 
Humpty  Dumpty  falls  off  a wall,  the  cradle  falls  out 
of  the  tree-top.  In  most  children  of  this  age  we  can 
already  see  crystallization  of  the  fusion  of  aggressive 
and  libidinal  drives;  witness  the  child’s  pleasure  in 
these  aggressive,  hurtful  themes.  Simultaneously  an- 
other step  should  be  made;  inhibition  or  dilution  of 
anger  and  aggression  via  maturation  of  love  for  the 
mother.  Also,  aggression  is  displaced  to  others,  to 
games  and  to  the  more  neutral  arena  of  play.  It  is 
this  step  which  is  missing  in  many  of  the  children  in 
this  study,  especially  when  the  mother  is  unavailable 
and  when  living  situations  are  chaotic. 
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Finally,  when  the  family  triangle  develops  and  is 
worked  through,  usually  between  the  ages  of  three 
and  six,  fantasies  of  death  normally  occur  again.  First 
they  come  in  the  form  of  death  wishes  against  a loved 
one  who  might  be  in  his  way.  At  this  point  most  often 
there  is  internalization  of  these  wishes.  We  then  find 
that  the  child  is  relatively  more  concerned  with  fear 
of  his  own  death,  not  from  inanimate  objects,  animals, 
or  natural  forces  such  as  storms  and  the  dark,  which 
he  feared  earlier,  but  from  the  hands  of  figures  that 
represent  humans,  whether  they  are  witches,  mon- 
sters, giants,  ghosts,  robots  or  men  from  outer  space. 
These  are  self-created,  internalized  images  synthe- 
sized from  fiction,  cartoons,  fairy  tales,  the  Bible, 
newspaper  stories,  and  other  sources. 

In  looking  for  solutions  to  these  phases  of  develop- 
ment in  which  there  is  this  preoccupation  with  death, 
not  only  of  others  but  also  of  himself,  the  child 
learns — not  only  from  these  experiences,  but  also 
from  the  reaction  of  adults  to  his  responses — (1)  what 
death  means,  (2)  how  it  can  be  used  defensively, 
(3)  how  it  can  be  used  to  influence  and  maneuver 
others,  (4)  how  it  can  be  a device  to  relieve  helpless- 
ness (as  in  the  infant)  as  a concomitant  of  struggles 
with  loved  ones,  and  (5)  how  to  use  the  concept  of 
his  own  death  as  a means  of  achieving  importance  in 
the  lives  of  others.  Most  of  all,  (6)  the  fusion  of  libid- 
inal  and  aggressive  drives  as  integrated  with  these 
concepts  of  death  is  accomplished.  Seldom  do  we  see 
a suicide  or  suicidal  attempt  at  any  age  in  which  this 
fusion  is  not  at  least  one  component,  if  not  the  major 
one. 

A developmental  area  which  has  been  relatively 
neglected  in  connection  with  its  relationship  to  suicid- 
al acts  and  preoccupations  is  primary  masochism. 
Whether  or  not  there  is  such  an  inborn  phenomenon 
as  Freud  suggests,21  it  is  apparent  that  some  infants, 
born  with  perceptual  distortions,  can  learn  even  in 
the  first  six  months  of  life  that  relationship  satisfac- 
tions are  accomplished  by  hurt  to  oneself.  Here  again 
there  can  be  a fusion  of  drive  components  which  as 
development  proceeds,  can  combine  in  turn  with  other 
emerging  functions  such  as  the  sexual  one.  We  must 
look  in  directions  such  as  this  to  understand  the  evi- 
dence that  masturbation  is  a not  infrequent  accom- 
paniment of  suicide  in  adolescent  boys. 

Prevalence  of  Suicide  Thoughts:  Ordinarily,  one 
would  expect  that  the  struggles  with  the  concepts  of 


death  of  others  and  of  himself  would  be  repressed  at 
the  end  of  the  oedipal  period  along  with  other  painful 
fantasies,  wishes,  and  traumatic  ideas.  However,  it  is 
surprising  to  the  adult  (who  has  repressed  his  mem- 
ory of  painful  childhood)  to  learn  how  frequently  a 
child  is  aware  of  death  wishes  towards  himself  during 
early  school  age  and  puberty.  In  exploring  this  phe- 
nomenon, we  talked  in  small  groups  with  100  school- 
age  children  who  had  emotional  problems.  Close  to  70 
percent  of  them  reported  thoughts  and  even  wishes 
for  their  own  deaths.  Of  these  children,  69  indicated 
that  at  some  time  they  had  consciously  wanted  to  die. 
Of  50  “normal”  school-age  children  who  were  asked 
the  same  question,  27,  or  54  percent,  similarly  had 
thought  consciously  of  killing  themselves.  The  cate- 
gories of  what  they  hoped  to  accomplish  were  (1)  es- 
cape from  intolerable  situations,  (2)  aggression,  and 
(3)  to  gain  love  and  admiration  from  others  by  sacri- 
ficing or  hurting  themselves.  Also,  (4)  a comparative 
few,  5 percent  of  the  normals  and  12  percent  of  the 
emotionally  disturbed  children,  admitted  that  they 
used  threats  of  death  to  manipulate. 

These  children  also  reported  on  methods  by  which 
they  had  thought  about  killing  themselves.  Numerous 
original  concepts  of  how  one  could  die  were  found, 
aside  from  the  usual  methods  made  familiar  through 
television,  radio,  movies,  comics,  fairy  tales,  mytholo- 
gy, the  Bible  and  newspapers.  These  original  ideas 
were  predominantly  oral  and  included  swallowing 
paste,  ink,  feces,  sea  water,  alcohol,  dirty  handker- 
chiefs, and  certain  flowers:  smoking  too  many  cigars; 
and  putting  on  too  much  lipstick.  Eighteen  children, 
15  of  them  from  the  emotionally  disturbed  group,  had 
made  what  could  be  called  at  least  a suicidal  gesture 
on  one  or  more  occasions  using  some  of  these  de- 
devices. 

In  the  literature  there  have  been  indications  of  the 
universality  of  suicidal  preoccupations.  Hall22  reported 
that  about  25  percent  of  the  seniors  in  a New  England 
college  remembered  having  toyed  with  suicide.  Scott 
(cited  in  Hall22)  reported  such  preoccupation  in  60 
percent  of  the  children  he  approached  on  the  subject. 
In  another  census,  100  percent  of  the  children  con- 
fessed to  such  fantasies.  Since  this  phenomenon  ap- 
pears in  the  majority  of  our  children  and  is  not  neces- 
sarily conditioned  by  clinically  evident  emotional  dis- 
turbance, we  might  consider  that  thoughts  of  suicide, 
if  transitory,  are  not  abnormal.  It  must  also  be  in- 
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ferred  that  these  thinking  trends  are  different  from 
actual  suicide.  Killing  oneself  is  usually  rejected  as  an 
adaptive  device  even  though  there  may  be  pleasure 
in  thinking  about  the  reactions  it  would  produce  in 
others.  Such  preoccupations  appear  to  be  more  fre- 
quent in  children  with  passive-aggressive  character 
patterns.  All  this  does  not  apply  of  course  to  prepsy- 
chotic  or  overtly  psychotic  children.  Also,  these  suicid- 
al preoccupations  are  as  common  at  age  6 as  they 
are  at  14. 

As  we  consider  the  step  between  preoccupation 
with  suicide  and  the  actual  attempt,  we  have  only 
hints  as  to  how  often  the  step  is  made.  Estimates  of 
the  ratio  of  attempts  to  successful  suicide  range  from 
5 to  1 up  to  100  to  1.  In  1965  Jacobziner,33  studying 
the  children  and  adolescents  reported  to  the  Poison 
Control  Centers  in  New  York  City,  arrived  at  the  100 
to  1 ratio  between  attempts  and  actual  suicide.  He 
points  out  that  the  rate  is  probably  higher,  since  many 
attempts  at  poisoning  are  unreported,  but  that  self- 
poisoning is  still  probably  the  method  most  likely  to 
be  called  to  professional  attention. 

Case  Studies:  Of  40  children  ages  3 to  14  who 
attempted  suicide,  the  ratio  of  boys  to  girls  was  five 
to  one,  except  for  four  psychotic  children  there  were 
none  in  this  series  who  had  been  found  to  have  a 
chronic  preoccupation  with  self-destruction.  Thus, 
most  of  the  attempts  were  based  on  pressure  of  the 
moment  in  an  individual  with  relatively  poor  impulse 
control.  Closer  examination,  however,  indicated  a mul- 
tiplicity of  interacting  factors  operating  in  the  pres- 
ence of  personality  distortions  rooted  in  early  life. 

The  forms  taken  in  these  attempts  at  self-destruc- 
tion are  listed  in  these  representative  cases: 

Bob,  10,  was  preoccupied  with  pleasure  seeking;  he 
had  little  supervision,  and  would  be  passively  defiant 
and  withdrawn  when  interrupted.  Since  age  4,  he  had 
been  hospitalized  at  least  once  a year  with  head  and 
body  imuries,  four  of  which  resulted  from  being  hit  by 
cars.  When  a teacher  reprimanded  him  for  taking  lib- 
erties with  a girl,  he  hung  himself  with  his  belt  in  the 
cloakroom,  where  the  teacher  had  sent  him.  "I  was 
sore  at  the  teacher  because  of  my  report  card  the 
day  before,”  he  said. 

Howard,  9,  was  deserted  by  his  father  and  lived 
with  his  unhappy  mother  who  beat  him  and  his  sister 
for  their  repeated  threats,  disobedience,  and  destruc- 
tiveness. He  first  attempted  suicide  by  knotting  a tie 
to  a chair  and  around  his  neck,  and  jumping  off  the 
chair  when  his  mother  entered  the  room  after  she  had 


whipped  him.  He  tried  to  put  a knife  in  his  heart 
after  his  sister  tore  up  the  funny  papers. 

Sylvia,  9,  drank  Lysol  after  being  placed  in  a foster 
home.  Her  retarded  mother  had  done  the  same  thing 
a month  earlier,  when  her  husband  was  sent  to  a 
mental  hospital. 

Rosa,  11,  lived  in  an  atmosphere  of  constant  quar- 
reling. She  began  going  to  the  apartment  house  roof 
when  arguments  and  recriminations  began,  and  for  a 
while  the  family  would  follow  her.  When  they  stopped, 
she  began  to  stand  on  the  roof  edge.  Once  a police- 
man pulled  her  off,  once  her  father  did.  Then  a neigh- 
bor reported  a minor  misdeed  for  which  Rosa  was 
scolded;  she  went  to  the  roof  and  jumped.  Hospital- 
ized with  multiple  fractures,  she  had  nightmares  of 
her  mother  on  an  operating  table. 

Bill,  10,  tried  suicide  eight  times.  He  called  his 
mother  a name.  She  told  his  father,  who  beat  Bill  so 
badly  that  his  mother  fainted.  Bill  went  to  the  kitchen 
and  slashed  his  wrists  “to  make  my  mother  nervous 
because  she  told  my  father.  When  she’s  nervous  she 
makes  a fuss  over  me.”  He  had  also  taken  poison 
(iodine)  when  sent  to  his  room  for  punishment, 
threatened  to  jump  out  the  window,  and  searched  the 
house  for  sleeping  pills.  He  had  also  run  away  three 
times. 

Bill,  8,  tried  to  hang  himself  “to  frighten  my  moth- 
er because  she  hit  him  so  much.  His  mother  said  he 
was  wicked  from  the  day  he  was  born,  and  that  he 
attacked  her  and  his  siblings  with  obvious  intent  to 
kHI  such  as  by  hurling  nursing  bottles  when  he  was  a 
baby.  The  only  way  to  keep  him  from  the  electric 
chair  by  15  would  be  to  kill  him  myself,”  she  said. 
Bill  had  also  thought  of  killing  himself  by  breaking  a 
cup  and  pushing  pieces  into  his  heart. 

Harry,  11,  had  been  a battered  child  and  was 
placed  in  a child  care  institution,  where  he  was  cruel 
to  younger  children  and  unable  to  function  in  any 
competitive  situation.  When  forced  to  stay  in  his 
classroom  to  participate  in  a spelling  bee,  he  started 
to  jump  out  the  window. 

Kermit,  9,  was  dull,  depressed,  and  preoccupied 
with  dependency  since  his  mother’s  death  from  dia- 
betes a year  before.  He  began  to  refuse  to  go  to 
school  in  his  aunt’s  town  where  he  was  overgraded. 
When  the  truant  officer  took  him  to  school,  Kermit 
tried  to  jump  out  of  the  window.  At  home  later  that 
day  he  tried  to  eat  a bowl  of  sugar  so  that  he  could 
die  and  join  his  mother  in  heaven.  Sugar,  he  thought, 
would  burn  out  his  insides. 

Ricardo,  11,  bewildered  and  unable  to  communicate, 
had  come  from  Puerto  Rico  a week  before  he  tried  to 
hang  himself  as  his  father  had  done,  successfully, 
shortly  before  the  family  moved  to  this  country. 

Peter,  10,  had  a helpless,  ineffectual,  and  over- 
concerned mother.  He  was  passive,  fear-ridden,  and 
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unable  to  cope  with  school,  other  children,  games, 
and  other  activities.  He  dreamed  that  some  boys 
forced  him  to  hitch  on  a freight  train  and  deserted 
him  so  that  he  would  be  killed;  the  next  morning  he 
threw  himself  in  front  of  a fire  engine.  Another  sui- 
cidal attempt,  by  cutting  and  holding  live  electric 
wires,  was  the  result  of  an  attack  by  a boy  who  stuck 
a pointed  stick  into  Peter’s  arm. 

Fritz,  10,  turned  on  the  gas  oven  with  the  kitchen 
doors  closed,  to  “make  mother  nervous  like  my  father 
does.” 

Lizzie,  7,  of  borderline  intelligence,  negativistic  and 
resentful,  was  punished  repeatedly  by  her  siblings  at 
their  mother’s  suggestion.  When  she  stole  from  other 
children  at  school  or  hit  them,  she  punished  herself, 
once  by  putting  her  hand  in  the  flame  of  the  stove. 
Her  father  talked  of  suicide  every  time  he  was  drunk, 
and  finally  attempted  it  by  cutting  his  wrists.  The  next 
day,  Lizzie  cut  her  wrists  and  throat. 

Victor,  10,  living  in  a constantly  stimulating  en- 
vironment, was  hyperactive,  restless,  and  distractible. 
He  stayed  to  see  a Tarzan  movie  three  times,  and  lied 
to  his  mother  about  coming  home  late.  When  she 
strapped  him,  he  ran  and  jumped  out  of  a fifth  story 
window.  His  mother  reported  that  a woman  on  the 
block  had  jumped  from  a window  the  week  before. 
Victor  talked  to  the  ambulance  driver  about  Tarzan’s 
jumping.  Victor  thought  he,  too,  could  swing  from 
clothesline  to  clothesline.  He  had  tried  before  to  kill 
himself  by  drinking  glue  and  wallpaper  paste. 

Isaac,  12,  choked  himself  to  stop  the  man’s  voice 
which  told  him  he  was  bad  to  his  mother  and  that  he 
would  be  punished  by  death. 

Determinants:  In  classifying  the  predominant  psy- 
chodynamic determinants  in  these  cases,  the  two 
most  frequent  factors  related  by  the  children  were 
aggression  and  escape  from  an  intolerable  situation 
or  reality.  The  aggression  most  often  represented  ele- 
ments of  revenge  or  spite  toward  one  of  the  parents 
or  the  whole  family.  Of  the  40  children,  21  presented 
the  theme  summarized  in  the  old  refrain,  “You’ll 
be  sorry  when  I’m  gone,  you  rascal  you.”  Ten  children 
turned  the  aggression  against  themselves  as  punish- 
ment for  guilt  because  of  death  wishes  or  masturba- 
tory  activities.  One  psychotic  boy  thought  that  his 
self-destructive  acts  at  night  would  punish  him  for  his 
aggressiveness  towards  others  during  the  day.  One 
borderline  psychotic  and  retarded  child  felt  that  the 
aggression  towards  himself  would  win  him  acceptance 
by  the  group.  Inevitably  there  was  a pleasurable  result 
which  the  child  hoped  to  achieve  by  turning  the 
aggression  against  himself. 


The  escape  motif,  present  in  18  of  these  suicidal 
attempts,  was  found  particularly  when  the  child  was 
made  to  feel  helpless,  his  dependency  was  suddenly 
removed  or  threatened,  or  dire  punishment  was  im- 
minent. In  contrast  to  the  number  of  adults  who  are 
reported  to  use  such  escape  in  the  face  of  hopeless  or 
extremely  painful  situations,  most  children  we  studied 
tended  to  regress  to  dependency  under  such  pres- 
sures. Only  if  this  dependency  was  not  met  did  they 
think  of  escape. 

Identification  was  an  important  dynamic  factor, 
particularly  in  the  younger  children  in  this  series.  A 
three-year-old  tried  to  kill  herself  by  throwing  herself 
in  front  of  cars  in  order  to  join  her  dearly  beloved  five- 
year-old  sister  who  had  died  a month  before.  A four- 
year-old  boy  attempted  to  jump  out  of  the  window  a 
few  months  after  his  20-year-old  brother  had  com- 
mitted suicide  in  this  way.  This  boy  was  overtly  picked 
by  the  mother  to  replace  the  older  brother,  with  whom 
she  had  maintained  a close,  almost  symbiotic  attach- 
ment. Four  other  children  in  our  group  identified  them- 
selves with  parents  who  had  attempted  suicide  or  had 
openly  expressed  suicidal  preoccupation. 

There  were  four  children  with  psychoses  in  the 
nature  of  childhood  schizophrenia  in  the  group,  one 
of  them  with  psychosis  following  a postencephalitic 
process.  There  were  no  depressions  in  the  usual  clini- 
cal sense  unless  one  counted  situational  depressions 
growing  out  of  the  denial  of  an  immediate  satisfaction 
or  as  a response  to  a pattern  of  chronic  deprivation 
or  poor  self-image.  Of  the  40  children  studied,  32 
came  from  deprived  backgrounds. 

In  our  cases,  suggestion  was  an  important  element 
in  the  choice  of  methods.  This  was  most  evident  in 
the  methods  which  children  adopted  from  television 
and  movies,  emulated  from  parents  or  neighbors,  or 
heard  about  at  home  during  constant  talk  or  threats 
on  the  subject.  However,  in  our  cases  of  repeated  sui- 
cide attempts,  few  were  repetitions  of  earlier  methods. 
It  is  reported,  however,  that  suggestion  plays  a large 
part  in  the  suicide  epidemics  reported  in  adolescents 
during  the  year,  and  which  seem  to  be  occurring  now 
in  some  of  the  small  iron  curtain  countries  and 
Sweden. 

If  we  put  these  attempts  in  a developmental  con- 
text, we  can  see  that  they  relate  to  the  child’s  early 
ideas  of  death  and  represent  unresolved  elements 


62 


TEXAS  MEDICINE 


brought  from  the  earlier  stages  into  the  current  and 
sometimes  intolerable  situation.  Thus,  in  terms  of 
escape,  we  see  a primitive  ego  defense  mechanism 
emerging.  It  is  particularly  in  terms  of  aggression  that 
the  child’s  earlier  concepts  form  nests  of  psychologi- 
cal experience  to  which  he  can  return  in  a later  crisis. 
These  are  determined  by  adults’  responses  which  the 
child  can  elicit  even  in  the  first  year  of  life.  For  exam- 
ple, the  child  must  learn  that  when  he  turns  away 
from  the  returning  parent,  he  can  produce  hurt.  If 
this  in  turn  is  reinforced  by  later  experience,  the  ingre- 
dients are  available  for  the  child  to  use  even  as  an 
adolescent  or  adult:  “I’ll  hurt  you  (or  symbolically  kill 
you  off)  by  removing  myself.’’  This  of  course  is  over- 
simplified, but  it  illustrates  where  we  must  look  for 
the  origins  of  thought  patterns  which  can  result  in 
suicidal  thinking  later  in  life. 

If  we  add  to  this  the  cathexis  of  oral  or  anal  sad- 
ism, or  both,  the  persistence  of  primary  masochism 
and  development  of  secondary  masochism,  the  libidi- 
nization  of  impulses  and  relationships,  body  image 
concerns,  and  continuing  preoccupation  with  depen- 
dency and/or  separation  anxiety  and  their  derivatives, 
we  find  the  ingredients  which  were  present  in  varying 
combinations  and  degrees  in  the  children  in  this 
series. 

There  are  literally  dozens  of  reasons  given  by  vari- 
ous authors  for  the  suicide  attempts  of  children  they 
have  studied.  Most  of  them1-20  report  only  on  the 
immediate  precipitating  stress,  the  trigger  situation. 
Among  the  few  who  have  looked  more  closely  at  psy- 
chodynamics (such  as  Bender  and  Schilder33  and 
Zilboorg31),  the  views  are  not  incompatible  with  the 
development  context  advanced  herein. 

It  is  interesting  that  chronic  depression  and  super- 
ego problems  were  not  major  determinants  in  the 
children  we  studied.  The  depression  we  saw  was  situ- 
ational. Thus,  it  is  not  until  middle  or  late  adolescence 
that  clinical  pictures  dominated  by  depressive  think- 
ing seem  to  appear  as  a prime  factor  in  suicidal 
attempts.  While  this  study  was  primarily  concerned 
with  prepubertal  through  early  adolescent  youngsters, 
we  found  general  clinical  indications  that  the  develop- 
mental crises  which  lead  to  depressive  syndromes  in 
later  adolescence  are  related  to  the  individual’s  drag- 
ging with  him  into  adolescence  poor,  distorted  an- 


swers to  the  problems  of  earlier  development.  If  the 
discrepancy  between  his  answers  and  the  ones  neces- 
sary to  allow  him  to  function  in  the  community,  par- 
ticularly away  from  his  home  base  is  too  great,  or  if 
he  is  so  rigid  constitutionally  or  through  his  defensive 
structure  that  he  is  unable  to  bridge  the  gap,  his 
mental  crisis  can  end  with  the  helplessness,  hopeless- 
ness, and  guilt  which  are  components  of  some  clinical 
depressions. 

The  majority  of  the  children  we  studied  had  impulse 
control  problems,  coming  from  a cultural  milieu  which 
encouraged  or  even  stimulated  impulsiveness.  This 
seems  to  be  a necessary  component  in  the  suicidal 
attempt,  providing  one  of  the  important  steps  neces- 
sary to  put  preoccupation  into  action.  From  the  devel- 
opmental viewpoint,  the  important  missing  step  in 
most  of  these  children  was  the  lack  of  neutralization, 
dilution  or  inhibition  of  aggression  following  the  fusion 
of  libidinal  and  aggressive  drives. 

Summary:  Child  and  adolescent  suicide  is  not  a 
new  problem,  but  it  is  a growing  one.  Suicidal  at- 
tempts in  these  age  groups  should  not  be  covered  up, 
as  is  so  common  in  our  professional  dealings  with 
families  of  these  patients.  Any  attempt  should  be 
treated  seriously  and  should  lead  to  a study  on  an 
inpatient  basis  if  necessary.  It  is  important  to  impress 
on  children  and  adolescents  as  well  as  their  families 
that  we  consider  suicide  attempts  as  danger  signals, 
even  if  they  do  not. 

In  examining  the  nature  of  childhood  suicide,  it  is 
no  surprise  that  the  multiple  determinants  of  suicidal 
efforts  (Kubie28)  include  basic  components  represent- 
ing patterns  of  thinking  and  relationships  which  origi- 
nate in  the  first  few  years  of  life.  We  have  attempted 
to  define  a few  of  the  areas  where  scrutiny  is  needed, 
where  truly  preventive  efforts  must  be  turned,  and 
what  types  of  awarenesses  need  to  be  created  in  our 
child-rearing  practices. 


Dr.  Lourie,  Director,  Department  of  Psychiatry,  Chil- 
dren’s Hospital  of  the  District  of  Columbia,  2125  13th 
Street,  N.W.,  Washington,  D.C.  20009. 
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DEPRESSION  DIAGNOSIS, 
TREATMENT  WITH  DRUGS 


WILLIAM  P.  WILSON,  M.D. 

Clinical  Medicine:  In  the  past  20  years, 
because  of  the  shortage  of  psychiatrists, 
nonpsychiatric  physicians  have  been  en- 
couraged to  treat  some  psychiatric  prob- 
lems in  their  own  practice.  Patients,  how- 
ever, must  be  treated  by  physicians  with 
skill  in  arriving  at  appropriate  psychiatric 
diagnoses.  Also,  physicians  need  to  be 
able  to  prescribe  drugs  in  accordance 
with  a proper  diagnosis.  Dr.  Wilson  pre- 
sents here  some  diagnostic  considera- 
tions and  treatment  possibilities  to  be 
considered  in  the  care  of  patients  with 
affective  disorders. 

ALTHOUGH  THE  INCIDENCE  of  schizophrenia  is  es- 
sentially the  same  as  that  of  affective  disorder,  the 
average  general  physician  counts  few  individuals  with 
schizophrenia  among  his  regular  patient  load.  He 
does,  however,  frequently  encounter  patients  with  de- 
pression. This  discrepancy  exists  because  of  the  gross 
dissimilarity  of  symptomatology  as  well  as  the  natur- 
al history  of  the  two  groups  of  disorders. 

The  schizophrenic  has  profound  disturbances  of 
emotion,  thinking,  and  behavior  which  incapacitate 
him  more  severely.  He  is  therefore  institutionalized, 
and  because  of  the  poor  prognosis  of  the  disease  is 
unlikely  to  remain  in  the  community.  His  complaints 


are  not  of  such  a nature  that  he  regularly  consults  a 
physician. i Also,  his  socioeconomic  level  is  usually 
low,  and  he  rarely  can  afford  long-term  care.2 

The  patient  with  an  affective  disorder,  on  the  other 
hand,  has  complaints  related  to  feeling  or  emotion 
only,  and  these  do  indeed  bring  him  to  the  physician 
for  examination  and  treatment.  Also,  because  his 
symptoms  suggest  the  possibility  of  physical  disease, 
he  is  examined  and  in  many  instances  reexamined 
for  his  complaints.  Changes  in  symptoms  and  in  the 
severity  of  symptoms  contribute  significantly  to  the 
frequency  with  which  these  individuals  consult  their 
physician.  Finally,  since  patients  with  affective  dis- 
orders tend  to  be  of  higher  socioeconomic  status  than 
patients  with  schizophrenia,  they  are  more  likely  to 
avail  themselves  of  medical  service. 

In  the  past  two  decades,  the  shortage  of  psychia- 
trists led  some  in  psychiatry  to  propose  that  anyone 
could  treat  psychiatric  disease.  We  were  told  that  any- 
one could  do  psychotherapy  and  that  nonpsychia- 
trists should  be  encouraged  to  treat  their  patients, 
and  all  one  had  to  do  was  to  listen  and  appear  pro- 
found. Such  ideas  persisted  in  spite  of  the  contradic- 
tory writings  of  men  such  as  Levine.3 

The  realities  of  such  an  approach  were  not  obvious 
to  its  proponents,  for  most  physicians  by  training  are 
not  prepared  to  sit  and  listen  when  there  are  30  pa- 
tients in  the  waiting  room.  It  is  also  true  that  psycho- 
therapy consists  of  much  more  than  just  listening, 
adequate  therapy  requires  considerable  training.  Final- 
ly, the  evidence  has  slowly  accumulated  to  suggest 
that  psychotherapy  is  applicable  in  a limited  number 
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of  cases4  and  often  when  applicable  does  not  remove 
the  symptoms  but  perhaps  makes  them  more  bear- 
able. 

The  introduction  of  psychotropic  drugs  has  done 
much  to  bring  psychiatry  back  into  the  discipline  of 
medicine,  for  now  the  psychiatrist  treats  his  patient 
by  doing  something.  This  fulfills  the  patient’s  expec- 
tation of  his  physician,  and  the  physician  can  be  in- 
strumental in  treating  the  patient.  Unfortunately,  at 
the  time  these  drugs  were  introduced  the  number  of 
individuals  in  psychiatry  with  training  in  clinical  phar- 
macology was  limited.  Consequently,  a number  of 
poorly  designed  and  poorly  executed  investigations 
appeared  in  the  literature.  Many  of  these  made  claims 
which  were  at  best  anecdotal  and  rarely  were  the 
claims  documented  with  statistically  valid  data.  For- 
tunately in  the  last  15  years,  things  have  improved  to 
the  point  where  adequate  investigations  are  conduct- 
ed; and  the  therapeutic  efficacy  of  most  of  our  drugs 
has  been  determined.3 

With  the  advent  of  drugs  which  produce  more  than 
placebo  effect,  it  became  clear  that  many  patients 
must  be  treated  by  physicians  who  have  sufficient 
diagnostic  skill  to  arrive  at  an  appropriate  diagnosis. 
Physicians  must  also  be  able  to  use  this  diagnosis  to 
prescribe  the  drugs  most  likely  to  result  in  an  amelio- 
ration of  the  patient's  symptoms.  Unfortunately,  the 
training  of  many  physicians  is  deficient  in  diagnostic 
psychiatry.  The  current  classification  of  psychiatric 
disease  is  so  confusing  that  the  student  or  nonpsy- 
chiatrist may  have  great  difficulty  in  deciding  what  he 
is  treating. 

During  the  past  two  years,  a colleague  and  I have 
attempted  to  reconsider  the  entire  subject  of  affective 
disorders  and  to  develop  a simplified  system  which 
has  practical  use  to  the  psychiatrist  as  well  as  to  the 
nonpsychiatrist.  Such  a classification  will  be  particu- 
larly helpful  when  treating  patients  whose  complaints 
are  those  of  changes  in  feeling  tone.6 

Diagnostic  Considerations:  To  begin,  it  seems  neces- 
sary to  discuss  briefly  the  psychology  of  affect.  To  us, 
this  term  best  describes  those  changes  both  physio- 
logical and  ideational  that  we  call  emotions  or  moods. 
These  affects  possess  two  dimensions:  intensity  and 


duration.  They  are  made  up  of  a variety  of  feeling 
tones  which  tend  to  be  pleasant;  for  example,  joy, 
love,  and  awe;  or  unpleasant,  such  as  sorrow,  fear, 
anger,  confusion,  pain,  jealousy,  or  shame.  Each  af- 
fect, if  prolonged  or  intense,  has  physiological  com- 
ponents which  involve  the  basic  biological  functions 
of  sleep,  appetite,  sex,  and  psychomotor  activity. 
These  observed  alterations  are  characterized  by  in- 
creased or  decreased  a c t i v i t y in  these  basic  func- 
tions. Thus,  in  pleasant  affects,  we  most  often  see  in- 
creased appetite,  less  need  for  sleep,  increased  ener- 
gy, etc.;  whereas  in  the  unpleasant  ones,  we  have  loss 
of  appetite,  inability  to  sleep,  and  decrease  in  psycho- 
motor activity.  These  changes,  however,  do  not  neces- 
sarily have  to  be  congruent  with  the  affect;  for  one 
often  sees  depressed  patients  who  sleep  well  or  too 
much,  or  elated  patients  who  are  inhibited  in  their 
activity. 

Affects  are  an  integral  part  of  our  life,  even  though 
most  of  our  affective  life  is  unknown  to  us.  It  serves 
as  the  tonus  that  drives  us  to  enjoy  a good  meal  or 
a good  book  or,  to  gain  satisfaction  from  our  work. 
The  unpleasant  affects  or,  at  least  the  anticipation  of 
them,  serve  as  the  deterrents  that  keep  us  from  get- 
ting into  frightening  situations  or  into  situations  where 
our  anger  would  be  provoked.  In  genera!,  the  unplea- 
sant affects  serve  a useful  function  in  helping  us  to 
adapt  to  our  environment.  In  all  of  the  animal  king- 
dom affects  arise  reflexly,  as  a result  of  extra  or  intra- 
psychic stimuli  and  in  part  are  learned.  Nevertheless, 
it  is  apparent  that  just  as  some  people  are  more  or 
less  susceptible  to  the  effects  of  alcohol  and  drugs, 
so  do  people  have  a susceptibility  to  respond  to  ap- 
propriate stimuli  with  weak  or  strong  emotions.  Thus, 
it  is  that  an  individual’s  affective  life  has  two  other 
dimensions:  tonus  and  reactivity. 

Incapacitating  affective  states  may  be  classified 
under  three  major  divisions. 

Value  System  and  Stress  Threshold  Reactions. 
When  we  examine  the  first  we  become  aware  that  the 
significance  of  any  stressful  event  or  situation  to  a 
normal  individual  is  determined  by  two  factors,  his 
value  system  and  his  stress  threshold.  For  example, 
we  observe  that  the  threat  of  a surgical  operation  is 
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far  more  stressful  to  a person  who  is  always  quite 
fearful  about  his  personal  health  than  it  may  be  to  a 
person  who  accepts  illness  as  a necessary  inconven- 
ience of  life  and  does  not  fear  the  consequences  of 
disease.  Again,  this  same  operation  may  be  quite 
traumatic  to  a person  who  reacts  to  all  stresses  with 
a major  response. 

One  can  understand  then  how  emotional  reactions 
are,  in  part,  biologically,  and  psychologically  deter- 
mined. Normally,  a response  to  a very  psychologically 
traumatic  event  should  not  incapacitate  an  individual 
for  more  than  two  weeks  to  three  months.  Again,  this 
reaction  should  not  be  so  severe  that  the  individual 
has  changes  in  the  biological  functions  of  appetite, 
sleep,  sex,  and  psychomotor  activity  for  more  than  a 
few  days  or  weeks.  Suicidal  ruminations  should  not 
occur  other  than  as  transitory  thoughts  during  the 
acute  phase  of  the  reaction.  Normal  reactions  to  more 
prolonged  stresses  may,  at  times,  result  in  marked 
symptomatology  which  often  seems  pathological. 
Here,  an  unresolved  conflict  may  result  in  profound 
symptoms  that  seriously  incapacitate  the  patient.  If 
resolution  of  the  conflict  is  obtained,  the  symptoms 
disappear  and  the  individual  compensates  quickly.  In 
most  instances  such  a state  of  affairs  arises  because 
of  a conflict  between  desires  and  value  systems. 

Neurotic  Affective  Reactions:  A second  group  of  affec- 
tive disorders  commonly  encountered  is  what  are  us- 
ually termed  neurotic  affective  reactions.  As  men- 
tioned earlier,  people  vary  in  their  susceptibility  to 
stress;  and  it  is  individuals  with  extremely  low  thres- 
holds of  emotional  responsiveness  to  stress  who  com- 
prise a large  part  of  those  with  neurotic  affective  reac- 
tions. In  most  instances,  these  individuals  respond  to 
minor  stresses  with  marked  symptoms  of  fear  (anxie- 
ty) and  depression.  On  occasions,  depression  may  be 
the  only  disturbance  of  affect  seen.  These  types  of  pa- 
tients differ  from  normal  individuals  only  in  that  they 
frequently  respond  to  a stress  which  to  others  is  a 
seemingly  inconsequential  one.  Again,  the  duration  of 
their  symptoms  is  short,  and  most  often  it  will  dis- 
appear when  the  stress  is  alleviated.  Biological  con- 
comitants are  usually  not  marked.  The  patient  also 
may  be  inadequate  in  many  spheres  of  life  adjustment 
and  have  poor  occupational  histories  and  a marital  ad- 
justment that  is  often  pathological.  Such  patients  tend 
to  come  from  lower  socioeconomic  groups. 


The  history  that  one  obtains  illustrates  the  chroni- 
city  of  the  problem.  Symptoms  usually  begin  early  in 
life.  The  occurrence  of  repeated  episodes  of  illness 
consisting  mostly  of  anxiety  and  depression  and  at 
times  anger,  always  in  response  to  some  real  or  imag- 
ined stress,  characterizes  their  odyssey  of  life.  A varie- 
ty of  hypochondriacal  complaints  serves  as  the  pri- 
mary mechanism  by  which  they  try  to  defend  their  in- 
adequacy. 

Self-Limited  Affective  Reactions:  In  completing  this  di- 
agnostic classification,  we  come  finally  to  a group  of 
patients  who  differ  significantly  from  the  two  previous- 
ly mentioned  groups.  These  patients  are  usually  well- 
put-together  individuals  whose  life  adjustment  is  one 
of  achievement.  They  have  realized  their  potentials 
both  intellectually  and  socially.  They  possess  a good 
set  of  values  that  lead  them  many  times  to  behave 
altruistically  and  demonstrate  a capacity  for  adequate 
adjustment  early  in  life.  They  are  of  normal  or  superior 
intelligence  and,  if  of  the  appropriate  age,  have  estab- 
lished stable  marital  and  work  adjustments.  If  there  is 
motility  in  these  individuals’  occupational  adjustments, 
it  is  vertical  in  that  they  move  to  better  jobs. 

Illness  in  this  type  of  person  usually  begins  with  a 
stress  although  in  about  15  percent  of  the  cases  the 
illness  may  occur  spontaneously.  This  stress,  as  in  the 
normal  person,  is  of  great  significance  to  the  indivi- 
dual and  frequently  is  a result  of  conflicts  or  events 
occurring  in  his  occupation,  in  his  personal  relation- 
ships, in  his  health,  or  in  his  social  relationships.  Oc- 
cupational stresses  comprise  the  most  frequent  ones 
in  males,  and  pregnancy  is  most  frequent  in  females. 
Both  males  and  females  respond  with  equal  sensi- 
tivity to  the  loss  of  loved  ones  (changes  in  personal 
relationships)  and  to  physical  illnesses.  There  exists, 
however,  an  incidence  difference  in  the  two  sexes, 
with  twice  as  many  females  having  this  disorder  as 
males. 

After  the  period  of  initial  reaction  to  the  stress  has 
passed,  illness  is  indicated  by  the  magnitude  of  the 
response  or  by  its  duration.  One  often  finds  the  pa- 
tient with  severe  symptomatology  which  can  be  life- 
threatening  with  suicidal  intent  or  profound  agitation 
or  stupor.  Anorexia  and  insomnia  comprise  the  most 
obvious  symptomatology.  Severely  ill  patients  require 
immediate  hospitalization.  Those  with  milder  cases  may 
not  present  themselves  for  weeks  or  months  after  the 
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stress  has  abated.  Their  complaints  when  they  first 
contact  the  physician  are  physical;  and  they  describe 
minor  aches  and  pains  or  manifest  concern  over 
bouts  of  tachycardia  or  anorexia  or  changes  in  bowel 
function  or  epigastric  fullness  or  tightness.  Easy  fati- 
gability and  lack  of  energy,  however,  epitomize  the 
illness. 

Patients  lose  interest  in  their  work  and  recreational 
pursuits.  Insomnia,  anorexia,  and  decreases  in  libido 
and  potentia  occur.  Significant  weight  loss  is  often 
observed.  Thoughts  of  personal  failure  with  “what’s 
the  use?  attitudes  punctuated  by  occasional  suicidal 
thoughts  disturb  their  thinking.  Hypochondriacal  ima- 
ginations about  heart  disease,  brain  tumor,  or  gastro- 
intestinal malignancies  can  be  quite  disturbing.  Com- 
plaints of  confusion,  inability  to  concentrate,  and 
memory  disturbances  will  be  voiced.  Life  loses  its  zest. 
Fear  and  anxiety  frequently  lead  to  an  erroneous 
diagnosis  of  anxiety  reaction. 

The  course  of  this  illness  is  almost  always  one  of  re- 
covery. Even  though  relapses  may  take  place  prompt- 
ly after  treatment  is  terminated,  the  eventual  outcome 
of  the  illness  is  complete  and  prolonged  recovery. 
Patients  generally  tend  to  have  only  one  attack  in  a 
lifetime.  Most  of  these  patients  with  illnesses  allowed 
to  run  their  course  untreated  recover  in  18  months  to 
2 years. 

Treatment:  Throughout  the  history  of  psychiatry,  a 
treatment  that  would  be  efficacious  in  patients  with 
schizophrenia  has  been  the  grail  which  guided  most 
research  in  therapy.  To  find  this  grail  has  been  im- 
possible, for  each  treatment  introduced  is  found  event- 
ually to  be  most  efficacious  in  affective  disorders. 
Thus  it  was  that  Metrazol,  insulin,  and  electric  shock 
therapy,  as  well  as  lobotomy  were  found  to  produce 
their  most  dramatic  results  in  patients  with  affective 
disorders.  Indeed  there  are  those  of  us  who  believe 
tha«.  the  treatment  of  choice  in  very  severe  affective 
disorders  is  always  electric  shock,  for  these  disorders 
have  a fatality  rate  from  suicide. 

The  introduction  of  chlorpromazine  was  hailed  as 
a major  advance  in  psychiatry,  and  indeed  time  has 
certainly  indicated  that  this  drug  and  other  pheno- 
thiazines  can  produce  dramatic  changes  in  schizo- 
phrenic psychoses.  Nevertheless,  the  ultimate  goal  of 


a restitutio  integrum  still  eludes  us.  Although  the 
phenothiazines  were  observed  to  have  some  antide- 
pressant effects,  it  was  not  until  the  tricyclic  benzodi- 
azepine derivatives  were  introduced  that  good  antide- 
pressants were  available.  These  drugs  along  with  the 
monamine  oxidase  inhibitors  and  sedatives  have 
widened  our  treatment  horizons  and  afforded  relief  to 
many  patients  who  previously  “toughed  out’’  their 
illnesses. 

At  this  point,  it  is  desirable  to  reiterate  that  affective 
disorders  are  characterized  by  disturbances  of  feeling 
tone  in  which  there  is  pathologically  severe  and  pro- 
longed disturbance  of  affect  with  associated  biologi- 
cal change.  Drugs  used  to  treat  these  disturbances 
are,  however,  called  antianxiety  or  antidepressant 
drugs;  and  both  may  be  used  to  treat  a single  illness. 
As  we  have  demonstrated  that  affects  are  usually 
multiple  (depression  and  fear,  or  depression  and  an- 
ger, or  elation  and  anger),  such  an  approach  makes 
sense.  It  is  unfortunately  true  that  in  practice  there 
may  be  an  advantage  in  mixing  only  a few  of  the 
drugs  to  be  mentioned. 

Before  beginning  the  discussion  of  specific  drugs 
that  appear  to  have  therapeutic  usefulness  in  psy- 
chiatry, it  is  desirable  to  outline  briefly  a philosophy  of 
drug  use.  All  too  often  we  find  that  drugs  are  pre- 
scribed which  have  no  therapeutic  indications  in  the 
disease.  For  instance,  only  Mellaril  and  Trilafon  are 
known  to  have  any  documented  therapeutic  effects 
in  depressive  affective  disorder.  Certainly  in  many 
instances  other  phenothiazines  may  be  deleterious. 
As  well,  the  use  of  many  drugs  at  the  same  time 
should  be  avoided.  One  should  not,  for  instance,  use 
clavil  or  Tofranil  at  the  same  time;  nor  should  one 
use  more  than  one  or  two  drugs.  Elavil  or  Tofranil  with 
Librium,  Valium,  or  Serax  are  useful.  Also,  Trilafon 
with  Elavil  or  Tofranil  are  good  combinations.  I know 
of  few  other  combinations  that  are  acceptable. 

Now  for  a look  at  a few  of  these  drugs.  Table  1 
shows  the  antianxiety  drugs.  In  our  hands  only  me- 
probamate, chlordiazepoxide,  diazepam,  and  oxa- 
zepam have  been  at  all  useful.  These  drugs  have  a 
definitive  sedative  effect,  and  they  are  all  potentially 
addicting. 

Therapeutic  doses  are  listed  in  Table  1. 

In  Table  2 are  listed  the  antidepressant  drugs. 
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Druq  Drug  Total  Daily  Dosage  in  Mg. 

(Generic  Name)  (US  Trade  Name)  (Divided  into  2-4  doses) 

Glycerol  Derivatives 
Meprobamate 
Oxanamide 
Phenaglycodol 
Tybamate 
Diphenylmethane 
Derivatives 
Hydroxyzine 
Benzodiazepine 
Derivatives 
Chlordiazepoxide 
Diazepam 
Oxazepam 

After  E.  M.  Caffey,  et  al.  Medical  Bulletin  MB-11,  Veterans  Ad- 
ministration, Washington,  D.C.,  1966. 

Table  1.  Antianxiety  Drugs. 

Again  the  dose  schedules  are  listed.  The  side  effects 
of  these  drugs  are  listed  in  Tables  3 and  4. 

At  this  point  it  seems  worthwhile  to  consider  sepa- 
rately the  therapy  of  the  diagnostic  groups  of  patients 
we  have  previously  outlined.  Patients  with  normal 
affective  reactions  to  stress  seldom  need  much  in  the 
way  of  drug  therapy.  Initially  sedatives  offer  the  best 
relief  with  intramuscular  or  intravenous  barbiturates 
being  preferred  if  the  symptoms  are  acute  at  the  time 
of  the  stress.  Nocturnal  sedation,  usually  a bar- 
biturate or  non-barbiturate  sedative,  will  deal  effec- 
tively with  the  insomnia.  One  of  the  so-called  anti- 
anxiety drugs,  such  as  Equanil,  Librium,  or  Valium, 
will  take  the  edge  off  of  the  patient’s  anxiety  and 
allow  him  to  continue  functioning.  If  his  anxiety  and 
depression  is  sufficiently  severe,  one  may  have  to  turn 
to  one  of  the  other  antidepressant  drugs  such  as 
Elavil,  or  Aventyl,  alone  or  in  combination  with  a 
phenothiazine,  usually  Trilafon.  Resolution  of  the  con- 
flict or  removal  from  the  stressful  situation  most  often 
will  allow  the  severe  normal  affective  reaction  to  sub- 
side. The  following  are  examples  of  such  a reaction  in 
individuals  with  strong  motivation  to  succeed. 

Case  1.  This  patient  was  an  auto  mechanic  of  renown 
and  quickly  worked  his  way  up  to  assistant  shop  fore- 
man. Or,  the  retirement  of  the  foreman,  he  was  pro- 
moted to  the  job  of  foreman.  Within  three  weeks,  he 
began  to  feel  inadequate,  developed  severe  anxiety 
and  voiced  the  fear  that  he  would  make  mistakes. 
Finally,  almost  in  a panic,  he  presented  himself  for 
treatment.  After  admission  to  the  hospital,  he  was 
sedated  and  placed  on  meprobamate;  and  nocturnal 
sedation  was  prescribed.  It  was  ascertained  that  he 
had  had  a similar  attack  some  five  years  before  under 


Equanil;  Miltown 

800-3200 

Quiactin 

800-1800 

Ultran;  Acalo 

600-1200 

Solacen 

750-3000 

Atarax;  Vistaril 

75-400 

Librium 

15-100 

Valium 

5-40 

Serax 

30-120 

Drug 

(Generic  Name) 


Drug  Total  Daily  Dosage  in  Mg 

(U  S Trade  Name)  (Divided  into  2-4  Doses) 
Outpatient  Hospital 
Range  Range 


Tricyclic  Derivatives 
Amitriptyline 
Desipramine 
Imipramine 
Nortriptyline 
Hydrazine  Monamine 
Isocarboxazid 
Nialamide 
Phenelzine 


Elavil  50-150 

Norpramin;  Pertofrane  75-150 
Tofranil  50-150 

Aventyl  20-100 

Oxidase  (MAO)  Inhibitors 
Marplan  10-30 

Niamid  25-75 

Nardil  15-30 


Non-Hydrazide  MAO  Inhibitors 
Tranylcypromine  Parnate 


Stimulants 

Dextroamphetamine  Dexedrine 

Methamphetamine  Desoxyn;  Methedrine 

Methylphenidate  Ritalin 

Pipradrol  Meratran 


15-30 

2.5-15 

10-30 

2-4 


75-225 

75-200 

75-225 

40-100 


10-50 

100-450 

15-75 


20-30 


30-60 

15-30 

30-60 

4-10 


Sedatives 

Chlordiazepoxide 

Meprobamate- 

benactyzine 


Librium 

Deprol 


15-50  50-100 

3-12 

3 tablets  tablets 


After  E.  M.  Caffey,  et  al.  Medical  Bulletin  MB-11,  Veterans  Ad 
ministration,  Washington,  D.C.,  1966. 


Table  2.  Antidepressant  Drugs. 


exactly  the  same  circumstances.  Within  a week,  the 
patient  was  relatively  asymptomatic.  With  an  under- 
standing of  his  inability  to  assume  total  responsibility, 
he  returned  to  the  job  of  assistant  foreman  and 
adjusted  well. 

Case  2.  A successful  businessman,  who  in  his  forties 
had  two  affairs  with  women  in  his  office,  became  con- 
vinced that  he  did  not  love  his  wife,  but  he  was  emo- 
tionally unable  to  accept  divorce  as  an  answer  to  his 
feelings  of  estrangement.  Depression  and  anxiety 
mounted  as  his  insoluble  conflict  continued.  Finally 
when  his  work  capacity  was  compromised,  he  was  re- 
ferred for  admission.  On  admission  to  the  hospital, 
considerable  difficulty  was  encountered  in  determin- 
ing whether  the  patient  had  a self-limiting  type  of  ill- 
ness or  whether  he  was  reacting  normally  to  an  insol- 
uble problem.  While  investigating  the  diagnostic  pos- 
sibilities the  patient  was  placed  on  Triavil  4-25  three 
times  a day.  He  was  not  sleeping  poorly  on  admission. 
The  drug  did  little  to  help  him  solve  his  conflict, 
although  he  did  feel  less  depressed.  With  the  relief 
afforded  by  hospitalization  and  with  appropriate  psy- 
chotherapy, he  was  able  to  plan  a new  approach  to 
his  problem.  He  returned  to  his  marriage  and  job. 

Acute  grief  reactions  have  been  handled  by  all,  and 
little  mention  needs  to  be  made  of  these  here. 

The  second  group  of  patients  mentioned  in  our 
classification  presents  a more  difficult  problem.  Un- 
fortunately, the  chronicity  of  this  illness  endows  these 
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Precautions  or 

Type  of  Reaction  Determining  Factors  Treatment 


Adverse  Behavioral 
Effects 
Psychomotor 
Impairment 

Withdrawal 

Reactions 

Suicide 

Allergic  or  Toxic 
Reactions 
Blood  Dyscrasias 


Anaphylactoid 

Reaction 

Fixed  drug  erup- 
tions; other  muco- 
cutaneous reactions 


Dosage  pattern; 
other  concurrent 
sedatives 

Dose;  duration  of 
treatment;  person- 
ality of  patient 
Marked  depression 


Unknown;  mepro- 
bamate, chlordiaz- 
epoxide  reported 
Meprobamate  as 
possible  histamine- 
releaser 

Individual  sensitivity 


Avoid  hazardous  tasks. 


Place  ceiling  on  daily 
doses;  avoid  abrupt 
withdrawal. 

Limit  quantities 
prescribed. 


Stop  drug;  take  sup- 
portive measures. 

Watch  initial  re- 
sponses. 

Discontinue  drug. 


After  E.  M.  Caffey,  et  al.  Medical  Bulletin  MB-11,  Veterans  Ad- 
ministration, Washington,  D.C.,  1966. 

Table  3.  Complications  of  Antianxiety  Drugs. 


patients  with  a dangerous  capacity  to  become  addict- 
ed to  the  drugs  that  alleviate  their  symptoms.  When 
the  individual’s  inadequacy  is  incorrectable,  it  be- 
hooves the  physician  always  to  consider  the  potential 
addictive  properties  of  those  drugs  which  alleviate 
anxiety.  Certainly  many  of  the  drugs  most  commonly 
used  to  alleviate  anxiety  are  addicting.  These  include 
barbiturates  and  others  such  as  Equanil,  Librium,  Val- 
ium, and  Serax.  An  ominous  warning  in  these  patients 
is  a history  of  alcohol  addiction.  One,  therefore,  should 
use  antianxiety  drugs  in  these  patients  for  only  a limit- 
ed period  of  time.  Efforts  to  get  the  patient  sympto- 
matic relief  with  nonaddicting  drugs  should  be  made 
as  early  as  possible.  If  relief  cannot  be  obtained  with 
these,  other  treatment  methods  should  be  tried.  Any 
beginning  abuse  on  the  part  of  the  patients  should 
indicate  the  need  for  referral. 

Case  3.  A 43-year-old  unmarried  male  perhaps  best 
exemplifies  this  group  of  patients.  His  career  began 
while  in  military  service  when  he  was  given  extra  re- 
sponsibilities in  the  office  in  which  he  worked.  Occa- 
sionally he  was  at  sick  call  with  vague  complaints. 
After  leaving  the  service  he  completed  college  and 
was  aware  of  increasingly  severe  anxiety,  especially 
when  he  attempted  to  relate  to  women.  Because  of 
these  symptoms  he  consulted  a physician  who  re- 
ferred him  to  a psychiatrist.  Psychotherapy  was  under- 
taken, but  sedatives  were  prescribed  for  severe  insom- 
nia. Soon  paraldehyde  alone  alleviated  his  insomnia, 
and  in  a short  time  the  patient  was  addicted  to  paral- 
dehyde. Eventually  hospitalization  with  seizures  and 


Precautions  or 

Type  of  Reaction  Determining  Factors  Treatment 


Behavioral  Effects 


Excitement 


Aggravation  of 
psychosis 


Suicide 


Direct  stimulating  Change  drug, 

effect;  largely  mon- 
amine oxidase 
(MAO)  inhibitors 

? Misdiagnosed  Use  phenothiazine  in 

schizophrenia;  combination  with  or 

"manic  shift"  instead  of  antide- 

pressant. 

Mistaken  estimate  of  Limit  quantities  pre- 
severity of  depression  scribed;  consider 
electric  convulsive 
therapy  (ECT). 


Central  Nervous  System 


Restlessness;  Combination  of  MAO  Avoid  combinations; 

convulsions;  inhibitor  and  tri-  wait  after  discon- 

hyperpyrexia  cyclic  benzodiazepine  tinuation  of  one  drug 

derivatives;  Exces-  before  starting 

sive  central  sympa-  another, 

thetic  stimulation 


Acute  hypertensive 
crisis;  subarachnoid 
or  intracerebral 
hemorrhage 

Tremors;  twitching; 
fasciculation; 
ataxia;  hyperre- 
flexia  increased 
tonus;  convulsions 
Peripheral 
neuropathy 


Combination  of  MAO 
inhibition  and  acute 
intake  of  pressor 
amines;  tranylcypro- 
mine most  frequent 
Age:  both  MAO  in- 
hibitors and  tri- 
cyclic benzodiazepine 
derivatives 

Hydrazides  probably 
like  isoniazid; 
pyridoxine  deficien- 
cy; amitriptyline 
and  imipramine 
mechanism  unknown 


Chlorpromazine  or 
phentolamine  parent- 
erally. 


Stop  or  reduce  drug. 


Stop  drug;  administer 
vitamins;  reaction 
sometimes  irreversi- 
ble. 


Autonomic  Nervous  System 


Orthostatic  hypoten- 
sion; constipation; 
delayed  micturi- 
tion or  ejaculation; 
impotence 

Anticholinergic 
symptoms;  bladder 
and  bowel  paraly- 
sis; aggravation  of 
glaucoma 


Hydrazides;  mechan- 
ism unclear 


Imipramine,  amitrip- 
tyline; older  persons 
more  susceptible 


? Reduce  dose  or 
switch  to  another 
type  of  drug. 


Stop  drug  (effects 
often  persist)  ad- 
minister mechanical 
aids  or  cholinergic 
drugs. 


Allergic  or  Toxic  Reactions 


Cholestatic  jaundice  Imipramine;  resem- 
bles that  from 
phenothiazines 

Hepatocellular  Hydrazides,  though 
jaundice  less  common  than 

with  iproniazid 


Agranulocytosis  Imipramine,  amitrip- 
tyline; like  that 
from  phenothiazines 


Stop  drug;  take  sup- 
portive measures. 

Possibly  fatal;  stop 
drug;  take  supportive 
measures. 

Stop  drug;  take  sup- 
portive measures. 


Miscellaneous 

Edema 

Potentiation  of 
other  drugs 


Imipramine;  possibly  Wait, 
like  phenothiazines 

MAO  inhibitors:  am-  Avoid  polypharmacy, 
phetamines,  barbitu- 
rates, meperidine, 
methyldopa,  possibly 
others 


Electrocardiographic  Imipramine,  amitrip-  ? Stop  or  reduce  drug, 
abnormalities  tyline;  frequent  at 

toxic  doses 


Table  4.  Adverse  Reactions  to  Antidepressants. 


Volume  63,  November,  1967 


69 


delirium  tremens  occurred  during  withdrawal  from 
drugs.  A subsequent  period  of  intensive  therapy 
brought  the  patient  two  years  later  to  a job  at  which 
he  worked  for  four  years.  Because  of  an  excellent 
work  record  he  took  an  examination  for  a new  job. 
When  he  passed  the  examination  with  high  marks 
and  undertook  the  new  job,  he  noted  increasing  anx- 
iety which  was  treated  with  meprobamate.  He  slowly 
increased  his  dosage  to  over  4000  mg.  a day  neces- 
sitating a second  hospitalization  for  withdrawal.  Again 
the  patient  has  adjusted  to  his  old  job  for  three  more 
years  at  a marginal  level.  He  is  constantly  tense, 
fearful,  and  easily  upset  by  any  changes  in  his  rou- 
tine. Drugs  are  avoided,  and  the  patient  is  seen 
monthly.  Therapy  consists  of  urging  him  to  avoid 
drugs  and  trying  to  help  him  resolve  any  currently 
disturbing  conflicts. 

The  most  treatable  of  all  affective  disorders  are 
those  in  our  third  category,  those  occurring  with  an 
acute  onset.  This  group  of  patients  can  be  easily 
treated  using  all  of  the  drugs  in  the  antidepressant 
group.  Any  one  of  the  four  tricyclic  benzodiazepines 
(Elavil,  Aventyl,  Tofranil,  or  Pertofrane)  are  indicated. 
My  own  personal  choices  are  Elavil  or  Aventyl  to  start 
at  doses  up  to  125  mg.  per  day.  Usually  2 to  4 mg.  of 
Trilafon  are  added  to  the  amitriptyline.  This  can  be 
given  as  a single  dose  under  the  trade  names  of 
Triavil  or  Etrafon  with  10  to  25  mg.  of  amitriptyline 
or  2 to  4 mg.  of  perphenazine  in  each  tablet.  Re- 
sponse to  treatment  usually  begins  in  4 to  6 days 
and  will  be  maximum  in  10  to  12  days.  Response  to 
treatment  is  rarely  seen  after  two  weeks.  Tofranil  and 
Pertofrane  are  slightly  less  efficacious.  Side  effects  are 
most  often  dry  mouth  and  other  evidences  of  anti- 
cholinergic stimulation.  These  drugs  are  contraindi- 
cated, of  course,  in  glaucoma. 

Case  4.  The  patient  typifies  severe  affective  disorder 
responding  to  drugs.  She  was  a 35-year-old  secretary 
whose  illness  was  precipitated  by  a bout  of  withdrawal 
delirium  tremens  suffered  by  her  husband.  She  had 
urged  him  to  stop  drinking;  and  when  he  nearly  died 
during  his  illness  she  became  quite  fearful,  depressed, 
and  agitated.  She  was  self-accusatory.  Treatment 
with  electroshock  resulted  in  relief  of  symptoms, 
but  a relapse  occurred  within  two  weeks.  The  patient 
was  started  on  Etrafon,  and  within  three  days  she  was 
relatively  asymptomatic.  A reduction  in  dosage  to  one 
pill  a day  was  accomplished  after  two  weeks  of  ther- 
apy. The  drug  was  discontinued  six  months  later. 
Three  years  later  the  patient  again  developed  symp- 
toms without  attendant  stress.  Three  months  of  ther- 
apy with  the  same  drug  and  dose  regimen  resulted  in 
relief  of  symptoms.  She  is  still  symptom-free  two 
years  later. 

Monamine  oxidase  inhibitors  are  prescribed  fre- 


quently for  patients  with  depressive  symptoms.  Al- 
though there  are  many  who  are  vigorous  proponents 
of  these  drugs,  nearly  all  controlled  studies  seem  to 
minimize  their  therapeutic  efficacy.  In  one  study  for 
instance,  isocarboxazid  was  no  better  than  placebo  or 
a dextroamphetamine-amibarbital  combination.1  Imi- 
pramine  was,  however,  superior.  The  rationale  for  the 
use  of  MAO  inhibitors  also  is  based  on  the  false 
premise  that  their  inhibition  of  monamine  oxidase 
results  in  a buildup  of  catecholamine  action  in  the 
central  nervous  system.  No  data  support  this  conten- 
tion. The  many  severe  complications  occurring  with 
the  MAO  inhibitors  certainly  should  make  the  pre- 
scribing physician  cautious  when  using  them.  Usually 
these  are  prescribed  when  other  safer  drugs  have 
failed.  These  drugs  should  only  be  used  by  the  ex- 
perienced psychiatrist. 

There  is  no  evidence  that  amphetamines  have  any 
therapeutic  efficacy  in  affective  disorders  although 
they  are  still  widely  used. 

Summary:  There  are  today  available  to  us  a number  of 
drugs  which  are  therapeutically  efficacious  in  patients 
with  affective  disorders.  Most  of  the  tricyclic  benzodia- 
zepine drugs  produce  moderate  to  marked  improve- 
ment in  about  60  percent  of  the  patients  treated. 
These  results  do  not  compare,  of  course,  with  the  80 
to  90  percent  good  results  with  electroshock  which 
certainly  still  remains  the  treatment  of  choice  in  pa- 
tients who  are  suicidal,  are  quite  severely  ill,  or  do  not 
respond  to  drugs.8  They  are,  however,  significantly 
better  than  the  35  percent  level  of  results  produced  by 
MAO  inhibitors,  placebo,  and  amphetamine-barbiturate 
combinations.  We  may  conclude  then  that  many  affec- 
tive disorders  can  now  be  effectively  treated  by  the 
physician  in  the  community,  thus  the  desire  of  the 
psychiatric  community  that  others  in  medicine  should 
take  over  treatment  of  many  psychiatric  patients  is 
being  realized. 
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CONGENITAL 

HEART  DISEASE 

IN  EARLY  INFANCY: 

PERSPECTI 

VES  IN  1967 

LEONARD  C.  HARRIS,  M.D. 

Review  Article:  Congenital  heart  disease 
in  infancy  has  a high  mortality,  and  one 
of  the  major  problems  is  delay  in  recog- 
nizing early  symptoms  and  instituting 
proper  therapy.  Presenting  features  and 
management  of  anomalies  which  most 
often  cause  death  are  discussed. 

OF  APPROXIMATELY  7,000  infants  dying  annually 
from  congenital  heart  disease  (CHD)  in  the  United 
States,  nine  out  of  ten  (88  percent)1'2  die  in  the  first 
six  months  of  life.  One  out  of  six  live-born  infants  with 
CHD  die  in  the  first  week,  and  one  out  of  three  in  the 
first  month.3  Therefore,  it  is  clear  that  one  of  the 
biggest  problems  in  CHD  today  is  early  recognition 
and  correct  management  in  infancy. 

Fig.  1 shows  the  types  of  CHD  which  are  the  most 
common  causes  of  death  in  the  first  months  of  life, 
and  account  for  three  out  of  four  of  all  neonatal 
cardiac  deaths.1  It  is  pertinent  to  consider  the  mode 
of  presentation,  problems,  and  methods  of  manage- 
ment of  these  conditions.  All  but  one  of  these  anoma- 
lies may  be  corrected  by  surgery. 

Transposition  of  the  Great  Arteries:  This  is  the  most 
common  cause  of  CHD  deaths  in  infancy;1  two-thirds 
of  the  patients  die  in  the  first  week,3  and  86  percent 
of  the  cases  are  fatal  within  the  first  six  months.4 
In  transposition  of  the  great  arteries,  the  absence  of  a 
bidirectional  shunt  is  incompatible  with  life.  Of  11 
babies  with  transposition  of  the  great  arteries  who 


Fig.  1.  Shown  are  the  most  common 
causes  of  death  due  to  congenital  heart 
disease  in  the  neonatal  period  in  376 
autopsied  cases.  The  listed  causes  account 
for  74  percent  of  these  deaths. 

died  in  the  first  month,  autopsies  showed  that  10  had 
only  a patent  foramen  ovale  and  small  patent  ductus 
arteriosus.5  This  is  the  common  anatomic  and  physio- 
logic situation  in  infants  developing  hypoxia  and  car- 
diac failure  in  the  neonatal  period. 

Cyanosis  is  present  from  birth  or  the  first  few  days 
of  life.  Often  no  murmurs  are  present  and  the  second 
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sound  may  be  single  or  split.  On  the  chest  roentgeno- 
gram the  heart  size  and  pulmonary  vascular  markings 
are  often  normal  in  the  first  week  of  life;6  thereafter 
both  increase.  Cardiac  failure  and  occasionally  hy- 
poxic spells  may  occur  in  the  first  weeks.  Electro- 
cardiographic changes  may  be  minimal,  but  later  right 
ventricular  hypertrophy  is  characteristic. 

One  should  not  wait  for  dyspnea  or  cardiac  failure 
before  performing  right  and  left  cardiac  catheteriza- 
tion and  angiocardiography  to  confirm  the  diagnosis, 
establish  the  direction  and  situation  of  shunts,  and 
determine  whether  or  not  obstructive  lesions  are  pres- 
ent in  the  outflow  tracts  or  great  arteries. 

If  the  shunt  is  inadequate  and  symptoms  are  pres- 
ent, the  best  available  procedure  is  an  atrial  septec- 
tomy. Last  year  Rashkind"  was  the  first  to  use  a 
balloon  catheter  for  this  purpose.  The  tip  of  the 
balloon  is  passed  from  the  right  atrium  through  the 
foramen  ovale  into  the  left  atrium  under  fluoroscopic 
control.  The  balloon  at  the  catheter  tip  is  then  inflated 
with  contrast  medium  and  rapidly  pulled  back  to  the 
right  atrium,  thereby  stretching  and  tearing  the  fora- 
men ovale.  The  procedure  is  repeated  several  times 
with  successively  larger  volumes  of  contrast  medium. 
Rashkind  has  found  the  procedure  to  be  safe,  and  it 
may  result  in  immediate  and  urgently  required  im- 
provement. 

Of  more  than  100  cases  thus  treated,  80  to  85 
percent  of  the  patients  were  benefitted.  It  is  claimed 
that  if  the  procedure  were  used  in  neonates  with 
transposition  of  the  great  arteries,  transposition  might 
become  “as  common  as  Fallot's  tetralogy  amongst 
children  attending  cardiac  clinics.”8 

If  Rashkind’s  procedure  fails  (it  is  of  course  per- 
formed as  part  of  the  diagnostic  catheterization  pro- 
cedure) surgical  atrial  septectomy  is  indicated.  The 
operative  mortality  of  this  Blalock-Hanlon  procedure 
may  be  high.5'9'™  Metabolic  acidosis  occurs  in  severely 
cyanotic  infants,11  and  it  may  be  important  to  treat 
this  with  sodium  bicarbonate  before  and  after  surgery 
and  even  during  cardiac  catheterization. 

Recently  a nine-day-old  baby  successfully  under- 
went a Blalock-Hanlon  operation  at  our  institution. 
Such  operations,  performed  even  in  the  early  days  of 
life,  are  becoming  more  common. 


Atrial  septectomy  is  purely  palliative.  After  the  pa- 
tient is  about  two  years  old  the  Mustard12  procedure, 
in  which  pulmonary  and  systemic  venous  returns  are 
each  deviated  to  the  opposite  side,  can  be  performed. 
The  results  of  this  procedure  are  more  favorable  where 
the  ventricular  septum  is  intact  and  no  pulmonary 
stenosis  is  present.  At  the  present  time,  one  may 
expect  survival  in  one-half  to  two-thirds  of  the  pa- 
tients subjected  to  this  operation. 

Ventricular  Septal  Defects:  This  is  probably  the  most 
common  form  of  congenital  heart  disease.112  Cardiac 
failure  may  occur  in  the  first  month  of  life,  though  it 
is  more  common  between  the  second  and  fifth  months. 

The  patient  may  present  first  in  left  heart  failure. 
Characteristic  auscultatory  findings  are  depicted  in  the 
phonocardiogram  in  Fig.  2.  The  infant  fails  to  thrive 
and  is  characteristically  acyanotic  unless  mild  cyano- 
sis is  secondary  to  an  alveolar-capillary  block  due  to 
left  heart  failure.  In  this  case  the  cyanosis  will  usually 
disappear  with  oxygen  inhalation. 

Medical  treatment  is  indicated  in  the  first  instance 
and  usually  includes  digitalis,  a mercurial  diuretic 
such  as  Meralluride,  a low-salt  milk  with  a sodium 
content  equivalent  to  that  of  breast  milk,  and  placing 
the  patient  in  an  infant  seat.  In  a critical  case  epi- 
nephrine, 0.5  pg.  per  kg.  of  body  weight  per  minute 
administered  by  infusion  pump,  may  tide  the  patient 
over  until  emergency  surgery  can  be  performed. 

If  medical  treatment  is  unsuccessful,  the  prospects 
for  surgery  must  be  viewed  in  the  light  of  the  known 
natural  history: 

1.  The  most  common  complication  is  left  heart 
failure. 

2.  About  36  percent  of  patients  in  whom  a ven- 
tricular septal  defect  is  detected  in  infancy  undergo 
spontaneous  closure  of  the  defect.14  Spontaneous 
closure  may  even  occur  in  patients  who  have  had 
large  defects  and  cardiac  failure  (Fig.  3). 

3.  Most  infants  improve  before  the  end  of  the  first 
year,15  with  a fall  in  pulmonary  artery  pressure  and 
improvement  of  symptoms. 

4.  In  occasional  cases,  tetralogy  of  Fallot16  devel- 
ops because  of  increasing  hypertrophy  of  the  crista 
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Fig.  2.  Characteristic  auscultatory  findings 
in  an  infant  with  a ventricular  septal  defect 
and  hyperkinetic  pulmonary  hypertension 
are  shown.  Note  that  in  the  presence  of 
pulmonary  hypertension  the  systolic 
murmur  is  short. 


Sj,  S„,  S3,  S4:  First,  second,  third,  and  fourth  heart  sounds. 
SM:  Systolic  murmur.  Su.  M.:  Summation  of  rapid  filling 
and  presystolic  murmurs.  PA:  Pulmonary  area.  LLSB:  Lower 
left  sternal  border. 
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Fig.  3.  Shows  the  phonocardiographic 
features  of  a child  with  a ventricular  septal 
defect,  treated  with  digitalis  for  cardiac 
failure  and  failure  to  thrive.  At  four  months 
of  age,  the  systolic  murmur  was  of  grade 
IV  intensity;  at  two  years,  eight  months, 
it  could  be  recorded  only  with  the  greatest 
difficulty  due  to  virtual  spontaneous 
closure  of  the  defect. 


supraventricularis  or  anomalous  muscle  band,  result- 
ing in  infundibular  stenosis.  This  is  more  likely  to 
occur  when  there  is  a right  aortic  arch. 

5.  Increasing  pulmonary  vascular  resistance  may 
occur  in  the  first  year  of  life.17  The  cases  at  risk  are 
those  with  a large  ventricular  septal  defect  and  hyper- 
kinetic pulmonary  hypertension.  Hoffman  and  Ru- 
dolph17 have  recommended  an  initial  catheterization 
with  a followup  procedure.  If  pulmonary  vascular  re- 
sistance is  increasing,  surgery  is  recommended  to 
prevent  the  evolution  of  Eisenmenger’s  complex,  for 
which  surgical  intervention  is  contraindicated. 

Where  surgery  is  mandatory,  either  because  of  car- 
diac failure  or  increasing  pulmonary  vascular  resis- 
tance, a controversy  exists  as  to  what  form  it  should 
take.  Sigmann  and  associates18  recommend  open 
heart  surgery  even  in  the  first  year  of  life  (survival 
rate  is  80  percent,  but  includes  some  mild  cases  cor- 


rected), while  others19  contend  that  it  is  safer  to  band 
the  pulmonary  artery.  I am  inclined  toward  the  more 
conservative  procedure  at  this  time  unless  the  infant 
weighs  about  15  lbs.  or  more. 

Patent  Ductus  Arteriosus:  This  is  a common  cause 
of  cardiac  failure  during  the  first  two  months  of  life. 
A minority  of  cases  present  with  features  of  rubella.20 

Diagnosis  is  based  on  the  signs  and  symptoms  of 
left  heart  failure,  bounding  pulses  and  a long  systolic 
murmur  best  heard  under  the  medial  end  of  the  left 
clavicle.  The  electrocardiogram  usually  shows  left  ven- 
tricular hypertrophy  in  contrast  to  right  ventricular 
hypertrophy  usually  seen  in  cases  of  ventricular  septal 
defect  in  infancy. 

In  our  department  the  majority  of  infants  with 
patent  ductus  arteriosus  with  cardiac  failure  undergo 
cardiac  catheterization.  It  is  usually  possible  to  cathe- 
terize  the  ductus.  If  the  response  to  correct  medical 
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management  is  not  adequate  within  24  to  48  hours, 
surgery  should  not  be  delayed21  and  may  be  urgently 
required.  In  one  instance  in  our  experience,  an  infant 
with  patent  ductus  and  severe  left  heart  failure  under- 
went successful  surgery  within  three  hours  after  car- 
diac catheterization. 

Coarctation  of  the  Aorta:  This  anomaly  is  present 
in  one  out  of  eight  newborns  who  die  of  CHD.3  Iso- 
lated coarctation  of  the  aorta  is  an  uncommon  cause 
of  death  in  the  neonatal  period,  and  when  fatal  a 
ventricular  septal  defect  is  usually  the  associated  le- 
sion.4 The  femoral  pulses  are  absent  or  weak  in  the 
postductal  variety,  but  in  the  preductal  type  with  pul- 
monary hypertension,  femoral  pulses  may  be  easily 
palpable.  Cyanosis,  more  commonly  seen  in  the  pre- 
ductal type  because  of  the  higher  incidence  of  asso- 
ciated cardiac  anomalies,4  is  not  present  in  the  post- 
ductal type  unless  it  is  caused  by  left  heart  failure. 

In  early  infancy  medical  treatment  is  indicated  first, 
but  if  this  does  not  control  the  failure,  surgery  is  indi- 
cated. The  surgical  mortality  in  preductal  coarctation 
is  high  because  of  the  high  incidence  of  associated  le- 
sions,4 but  results  are  good  in  the  postductal  type. 

Pulmonary  Stenosis:  This  lesion  may  cause  cardiac 
failure  in  infancy.  It  should  be  suspected  on  the 
grounds  of  a systolic  ejection  murmur  best  heard  in 
the  pulmonary  area  (I  saw  one  infant  who  had  a re- 
gurgitant, systolic  murmur  due  to  associated  tricuspid 
insufficiency),  a soft  second  sound  at  the  pulmonary 
area,  clear  lung  fields  on  the  roentgenogram,  and 
electrocardiographic  evidence  of  right  ventricular 
hypertrophy.  Late  signs20  are  an  enlarging  heart,  cya- 
nosis due  to  a right-to-left  shunt  at  the  atrial  level, 
hypoxic  spells,  and  cardiac  failure. 

The  presence  of  even  early  symptoms  in  infancy  are 
an  indication  for  cardiac  catheterization.  It  may  be 
dangerous,  even  fatal,  to  introduce  the  catheter  into 
the  stenosed  pulmonary  valve  in  a severe  case.  If 
signs  are  progressive,  and  the  right  ventricular  pres- 
sure is  high,  pulmonary  valvotomy  should  be  per- 
formed without  delay. 

Recently,  at  the  Medical  Branch  in  Galveston,  a 


four-week-old  cyanotic  baby  with  valvular  pulmonic 
stenosis  and  a right  ventricular  pressure  of  135  mm. 
of  mercury  underwent  successful  surgery  by  Dr.  J.  R. 
Derrick. 

In  tetralogy  of  Fallot  an  aortico-pulmonary  anasto- 
mosis may  be  necessary  for  repeated,  severe  hypoxic 
spells,  even  in  early  infancy. 

Aortic  Stenosis:  This  anomaly  may  present  in  early 
infancy  with  a typical  systolic  ejection  murmur  maxi- 
mally heard  at  the  aortic  area  (rarely  the  murmur 
may  be  muffled  or  soft  in  a very  ill  infant),  in  about 
half  of  the  cases  with  an  ejection  click,23  and  with 
diminished  peripheral  pulse  pressure.  Often  the  heart 
is  enlarged  and  signs  of  congestive  cardiac  failure  are 
present. 

In  symptomatic  cases,  the  electrocardiogram  typi- 
cally shows  left  ventricular  hypertrophy  with  strain.  In 
the  presence  of  symptoms,  typical  signs  and  electro- 
cardiogram, the  gradient  between  the  left  ventricle 
and  a systemic  artery  must  be  measured  by  left  heart 
catheterization.  If  it  is  possible  to  measure  the  cardiac 
output,  the  aortic  valve  area  should  be  calculated. 
Aortic  valvotomy  under  cardiopulmonary  bypass  may 
be  indicated  by  a gradient  of  60  mm.  of  mercury,  or 
more,  in  the  presence  of  symptoms.  When  cardiac 
output  is  low,  a lesser  gradient  may  be  significant. 
Recently,  good  results23  using  caval-inflow  occlusion 
under  hyperbaric  conditions  have  been  reported. 

Hypoplastic  Left  Heart  Syndrome:  In  the  present 
context,  this  term  indicates  mitral  or  aortic  atresia  or 
both  lesions  combined.  There  is  functionally  only  a 
single  ventricle. 

This,  the  most  common  cause  of  cardiac  failure  in 
the  neonatal  period3  is  mentioned  last  because  no 
effective  treatment  is  available.  Cases  present  in  the 
early  days  or  weeks  of  life  with  cardiac  failure,  mild  to 
moderate  cyanosis,  gallop  rhythm,  and  weak  periph- 
eral pulses.  Electrocardiogram  shows  right  ventricular 
hypertrophy,  often  with  Q waves  in  right  chest  leads. 
The  chest  roentgenogram  shows  engorged  lung  fields 
and  cardiac  enlargement.  Many  infants  die  in  the 
first  few  days  of  life,  especially  when  aortic  atresia  is 
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present.  Those  with  mitral  atresia  occasionally  survive 
for  a few  months  or,  rarely,  beyond  the  first  year  of 
life. 

It  is  important  for  the  physician  to  be  alert  for  the 
early  symptoms  of  cardiac  disease  in  infancy.  Such 
symptoms  may  be  tachypnea,  best  observed  during 
sleep,  and  feeding  difficulties.  Cyanosis  may  be  diffi- 
cult to  detect  early.  Comparison  with  babies  under 
the  same  lighting  conditions,  an  elevated  hemoglobin 
level,  or  if  available,  ear  oximetry  may  be  helpful. 
Danger  signs  are  dyspnea,  cardiac  failure,  and  with 
pulmonary  stenosis  or  transposition  of  the  great  ar- 
teries, hypoxic  spells.  To  wait  for  late  signs  may  lessen 
the  chances  of  successful  surgery. 

Summary:  Congenital  heart  disease  is  associated 
with  high  mortality  in  infancy,  especially  in  the  neo- 
natal period.  The  most  common  causes  of  death  due 
to  CHD  in  early  infancy  are  listed.  Their  presenting 
features  and  management  are  discussed. 

One  of  the  most  important  is  transposition  of  the 
great  arteries  which  presents  with  cyanosis,  tachyp- 
nea, and  feeding  difficulties.  Early  creation  of  an 
atrial  septal  defect,  either  by  surgery  or  a balloon 
catheter  technique,  often  can  enable  the  infant  to 
survive  the  first  two  years  of  life,  after  which  a cor- 
rective surgical  procedure  such  as  the  Mustard  opera- 
tion can  be  performed  with  encouraging  results. 

In  ventricular  septal  defects,  surgery  may  have  to 
be  performed  in  the  first  year  of  life  because  of  heart 
failure  or  increasing  pulmonary  vascular  resistance.  A 
controversial  issue  is  whether  the  procedure  should 
be  banding  of  the  pulmonary  artery  or  direct  closure 
of  the  defect  under  cardiopulmonary  bypass. 

It  is  important  for  the  physician  to  be  alert  for 
early  symptoms  in  cases  of  congenital  heart  disease. 
They  are  an  indication  for  a complete  cardiac  evalua- 
tion. Some  cases  require  emergency  treatment. 
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?'(n  Was  added  t0  the  usual  re9'men.  960  of  1000  patients  obtained 
compete  resolution;  most  required  only  30  capsules  or  tablets;  relief  of  pain  and 
discomfort  and  regression  of  inflammatory  signs  and  fever  occurred  within  a few  days.* 

Side  effects  occurred  in  6%  of  the  1000  patients.  While  none  were  serious  or  lonq- 
las  mg  Butazolidin  can  produce  severe  side  effects  in  rare  instances.  Further,  not  every 
patient  can  take  Butazolidin.  Therefore,  select  patients  with  care  and  follow  them 
closely.  Contraindications,  Warning,  Precautions  and  Adverse  Reactions  are 
summarized  in  adjacent  column. 

Butazolidin  gets  bedfast  thrombophlebitis  out  of  bed,  fast.  Usual  duration  of  treatment 
is  5 to  7 days  and  rarely  exceeds  10  days.  Try  it  and  see.  For  full  details,  please  refer 
to  the  complete  prescribing  information. 


Butazolidin®  alka 

Capsules: 

phenylbutazone,  100  mg.;  dried  aluminum  hydroxide 
gel,  100  mg.;  magnesium  trisilicate,  150  mg.;  hom- 
atropine  methylbromide,  1.25  mg. 

Butazolidin® 

phenylbutazone 

Tablets  of  100  mg. 


Geigy 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1 2 For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Bea  ‘If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest...” 
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method  of  applying 

/ JK  heat  at  home  is  a prolonged 

hot  bath...”5 
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“Boards  should  be  ordered  under 
the  mattress... these  boards  act 
by  immobilizing  the  spine...” 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
( methocarbamol,  500  mg. ) Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L:  J.  Occup.  Med.  2.21 9,  1960. 

(4).  Cozen,  L.r  South  Dakota  J.  Med.  18: 26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:142,1962.  (7).  Feuer,  S.G.,  et  a/..- New  York  J.  Med.  62:1 985, 1 962. 


O Robaxin -750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement.”7  And  there 
is  little  likelihood  of  sedation.6 


>111  nnniMC  a.  h.  robins  company 

AH  ROBINb  RICHMOND,  VIRGINIA  23220 


NODULAR  KERATOSES 


EDWARD  M.  SHAPIRO,  M.D.,  and  ROBERT  G.  FREEMAN,  M.D. 


Clinical  Medicine:  Nine  patients  with  skin 
lesions  characterized  by  a nodular  kera- 
totic  growth  on  exposed  areas  are 
described  clinically  and  histologically. 
These  lesions  probably  represent  a dis- 
tinctive variant  of  benign  lesions  of  the 
skin,  probably  related  to  actinic  keratosis 
and  keratoacanthoma,  but  having  fea- 
tures which  should  enable  differentiation 
from  the  two. 


BENIGN  TUMOR-LIKE  lesions  of  the  skin  have  been 
described  under  various  names  by  different  authors 
since  the  spontaneous  healing  property  of  some  of 
these  lesions  was  first  recognized.  In  1934,  Smith* 
first  described  a patient  with  multiple  tumors  as 
having  multiple  primary  squamous  cell  carcinomata 
of  the  skin.  MacCormac  and  Scarff?  called  a similar 
condition  molluscum  sebaceum.  Credit  for  coining  the 
name,  keratoacanthoma,  is  given  to  Freudentha|3  after 
he  studied  histologically  the  material  from  MacCormac 
and  ScarfPs  cases.  In  1938  Poth*  described  the  case 
of  a 45-year-old  patient  with  multiple  lesions  on  the 
dorsum  of  the  hands  which  appeared  after  severe 
sun  exposure.  He  called  these  lesions  “tumor-like 
keratoses.”  Binkley  and  Johnson^  reviewed  the  vari- 
ous types  of  self-healing  tumors  and  gradually  all  of 
the  varieties  have  been  grouped  under  the  general 
term  of  keratoacanthoma. 

We  have  had  occasion  to  study  a group  of  lesions 
which  we  feel  are  quite  common  to  our  geographical 
area  and  should  be  separated  from  the  general  group 
of  keratoacanthoma  for  both  clinical  and  histological 
reasons.  The  lesions  have  many  similarities  to  kera- 


toacanthoma but  also  have  features  simulating  actinic 
keratosis  or  benign  hyperplastic  lesions  of  the  skin. 
These  lesions  may  represent  a different  entity  or  may 
be  a distinctive  variant  of  keratoacanthoma  worthy  of 
emphasis  because  of  the  difficulty  in  differentiation 
from  cancers  and  premalignant  actinic  keratoses. 
While  they  have  some  similarity  to  typical  keratoacan- 
thomas  and  to  the  tumor-like  keratoses  of  Poth,  there 
are  variations  in  both  clinical  and  histologic  features 
which  range  between  these  and  actinic  keratoses.  The 
differentiation  from  squamous  carcinoma,  actinic  kera- 
tosis and  keratoacanthomas  often  requires  both  clini- 
cal and  histologic  examination. 

Case  Selection  and  Method  of  Study:  A group  of  18 
private  patients  was  seen  by  one  dermatologist  in 
the  Houston  area.  Nine  of  these  cases  were  selected 
as  the  most  representative  examples  of  the  entity  being 
presented  out  of  a group  of  18  patients  having  le- 
sions with  clinical  features  suggestive  of  this  type  of 
nodular  keratosis.  Of  the  nine  cases  having  clinical 
features  suggestive  of  the  entity,  but  rejected  on  his- 
tologic grounds,  three  had  histologic  characteristics 
of  keratoacanthoma,  three  showed  histologic  features 
bordering  between  keratoacanthoma  and  nodular  kera- 
tosis but  probably  representing  some  atypical  form 
or  late  stage  of  keratoacanthoma,  two  represented 
typical  actinic  keratoses  histologically,  and  one  was  a 
squamous  cell  carcinoma. 

The  nine  patients  selected  for  presentation  have 
lived  primarily  in  the  Gulf  Coast  region  and  in  general 
had  occupations  or  avocations  requiring  much  sun 
exposure.  In  all  patients  studied  the  lesions  were  ex- 
amined clinically,  photographed,  and  then  excised  for 
biopsy  study.  No  attempt  was  made  in  this  group  of 
cases  to  follow  untreated  lesions. 

Results:  The  clinical  data  on  nine  cases  of  nodular 
keratosis  are  presented  in  Table  1.  A few  of  the  pa- 
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Fig.  1.  Nodular  lesion,  several  months’ 
duration,  on  dorsum  of  hand  (case  4). 


Case  Age 

Sex 

Duration 

Diagnosis 

Location 

1 

58 

M 

Unknown  Keratoacanthoma 

Dorsum,  right 
arm 

2 

49 

M 

6 weeks 

Probable  keratoacanthoma  Dorsum,  left 

hand 

3 

51 

M 

Several 

weeks 

Hyperkeratotic  nodule 

Dorsum,  left 
hand 

4 

85 

F 

Several 

months 

Epithelial  or  pseudo- 
epithelial  hyperplasia 

Dorsum,  hand 

5 

52 

M 

6 weeks 

Compatible  with  kera- 
toacanthoma 

Dorsum,  left 
hand 

6 

57 

M 

Several 

weeks 

Advanced  actinic 
keratosis 

Dorsum,  right 
hand 

7 

50 

M 

Unknown 

Keratoacanthoma  vs. 
early  squamous  cell 
carcinoma 

Dorsum,  nose 

8 

59 

M 

Unknown  Probable  keratoacanthoma 

Lateral  aspect, 
left  hand 

9 

29 

M 

Unknown  Advanced  actinic 
keratosis 

Dorsum,  left 
hand 

Table  1. 


Fig.  2.  The  nodule,  Fig.  1,  was  composed 
of  hyperplastic  epithelium  and  chronic 
inflammatory  reaction. 


Fig.  3.  Nodular  keratosis  on  dorsum  of 
hand  (case  9). 


Fig.  4.  Histologic  appearance  of  the 
nodule,  Fig.  3. 
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tients  reported  similar  lesions  which  had  disappeared 
spontaneously;  most  of  the  lesions  had  been  present 
for  a relatively  short  time.  It  can  be  seen  that  this 
lesion  is  encountered  primarily  in  older  Caucasian  pa- 
tients with  prolonged  exposure  to  sunlight.  They  are 
almost  entirely  on  exposed  skin  with  a predominance 
of  occurrence  on  the  dorsum  of  the  hands.  Most  of 
our  cases  were  in  men,  but  we  do  not  think  that  the 
sex  predominance  is  statistically  significant. 

Clinical  Appearance:  The  clinical  features  of  nodular 
keratosis  are  quite  distinctive  and  differ  from  those 
of  typical  keratoacanthoma  in  that  the  lesions  are 
hemispherical  and  nodular  with  a slightly  verrucous 
or  smooth  surface  and  indistinct  margin.  There  is  no 
rolling  of  the  margin,  no  crater  formation,  nor  ten- 
dency to  the  formation  of  a hyperkeratotic  plug.  The 
lesions  do  not  ulcerate  unless  traumatized.  Most  of 
the  patients  had  solitary  lesions  but  some  persons 
developed  additional  similar  lesions  at  other  sites.  The 
color  was  usually  slightly  erythematous  but  occasional- 
ly was  normal  skin  color.  There  have  been  no  recur- 
rences following  excision  and  light  electrodesiccation. 

Histopathology:  In  the  18  cases  which  clinically 
were  suspected  of  being  nodular  keratosis,  all  were 
hyperplastic  epithelial  lesions  which  varied  in  pattern 
and  appearance.  Some  of  the  cases,  as  mentioned, 
were  histologically  typical  actinic  keratoses,  squamous 
cell  carcinoma,  or  keratoacanthomas  and  these  were 
eliminated  from  further  study,  although  histologically 
they  fit  into  the  spectrum  of  morphologic  variations 
resembling  keratoacanthoma  on  one  extreme  and  ac- 
tinic keratosis  on  the  other.  Nine  remaining  patients 
were  thought  to  have  the  more  typical  histologic  fea- 
tures. Histologic  patterns  were  seen  with  some  fea- 
tures resembling  a keratoacanthoma  but  none  having 
the  typical  crater-like  configuration,  the  acanthosis,  or 
the  distinct  basal  cell  layer.  There  was  a mild  to 
moderate  epithelial  hyperplasia.  Hyperkeratosis  with 
varying  amounts  of  parakeratosis  was  a constant  fea- 
ture. Some  patients  had  dyskeratosis  which  might  be 
mistaken  for  an  actinic  keratosis  while  others  showed 
a benign  epithelial  hyperplasia  without  dyskeratosis. 
None  had  the  variation  in  keratinocytes,  individual 
cell  keratinization,  lack  of  maturation,  loss  of  polarity, 
or  other  cytologic  changes  expected  in  premalignant 
or  malignant  processes. 

Of  the  tumors  having  some  resemblance  to  kera- 
toacanthoma none  had  a central  crater.  There  was  a 
benign  acanthosis  but  little  or  no  dyskeratosis.  The 
basal  cell  layer  was  present  but  not  distinctive  as 
seen  in  keratoacanthoma.  There  were  varying  amounts 
of  chronic  inflammatory  reaction  and  fibrosis  in  the 
dermis  in  all  cases. 


Discussion:  Nodular  keratoses  involving  exposed  skin, 
particularly  the  dorsum  of  the  hand,  may  present  a 
problem  in  differential  diagnosis.  Differentiation  is 
more  difficult  clinically  than  histologically.  A group  of 
these  cases  which  we  have  studied  indicates  a spec- 
trum of  change  in  these  lesions,  some  tending  to- 
ward actinic  keratosis  and  others  toward  keratoacan- 
thoma but  lacking  many  of  the  characteristic  features 
of  either.  The  cases  presented  show  distinctive  clinical 
and  histologic  features  which  should  allow  one  to 
recognize  this  nodular  keratosis  as  a distinctive  lesion 
possibly  representing  a variant  of  keratoacanthoma. 

Problems  in  differential  diagnosis  arise  primarily 
with  actinic  keratosis  and  with  keratoacanthoma.  Clin- 
ically, some  actinic  keratoses  and  some  nodular  kera- 
toses can  appear  similar.  In  such  cases  histopatho- 
logic examination  is  essential  in  differentiating  nod- 
ular keratosis  from  premalignant  actinic  keratosis. 
Distinction  can  usually  be  made  on  the  basis  of  the 
presence  or  absence  of  malignant  dyskeratotic  changes 
in  the  epithelium. 

Differentiation  from  keratoacanthomas  can  often 
be  made  clinically  because  of  the  lack  of  the  typical 
rounded  shoulders  of  keratoacanthoma  and  the  lack 
of  a keratin-filled  crater.  Also,  histologically,  the 
crater-like  configuration  and  the  typical  keratoacan- 
thoma is  lacking.  In  some  of  the  cases  histologic 
changes  could  conceivably  be  interpreted  as  repre- 
senting an  early  stage,  or  an  old  resolving  keratoacan- 
thoma. In  fact,  nodular  keratosis  may  represent  an 
atypical  variety  of  keratoacanthoma,  actinic  keratosis, 
or  an  intermediate  stage  between  the  two.  The  char- 
acteristic appearance  could  be  due  to  a number  of 
factors  including  trauma,  location,  or  condition  of  the 
skin  at  the  site  of  occurrence;  however,  typical  kera- 
toacanthomas and  typical  actinic  keratoses  do  occur 
on  the  dorsum  of  the  hands  with  regularity,  therefore 
a local  factor  was  not  clearly  represented  in  these 
cases. 
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Staph-the  most 
common  cause  of 


.reliably  controlled 
with 

specific  therapy 


Staph— the  most  common  cause  of  skin  and  soft-tissue 
infection— also  is  responsible  for  many  more  serious 
infections,  such  as  pneumonia,  osteomyelitis,  and 
septicemia.  Often,  a seemingly  minor  skin  infection  is 
the  source  of  metastatic  spread  to  deeper  structures. 
When  findings  on  culture  incriminate  staph  as  the 
cause,  Prostaphlin  (sodium  oxacillin)  will  provide 
specific  effective  therapy. 

Bactericidal  effectiveness.  Hardly  a staph  organism 
can  resist  the  bactericidal  action  of  Prostaphlin  (sodi- 
um oxacillin),  as  shown  by  a 34-month  in  vitro  study. 
Of  all  staph  isolates  tested,  99.5%  were  sensitive  to 
oxacillin.1 


Clinically  proven.  There  is  a high  correlation  between 
these  in  vitro  findings  and  clinical  results.  Of  610 
patients  treated  with  Prostaphlin  (sodium  oxacillin), 
89.8%  were  reported  cured  or  improved,  including 
those  with  staph  infections  resistant  to  penicillin  G.2 
And  since  resistance  does  not  appear  to  develop  in 
vivo,  therapy  with  oxacillin  can  be  extended  when 
necessary. 

Outstanding  safety  record.  Besides  being  staph-specific 
and  rapidly  absorbed— Prostaphlin  (sodium  oxacillin) 
has  established  an  outstanding  record  of  safety  dur- 
ing five  years  of  widespread  clinical  use.  Continuous 
high  blood  levels  of  oxacillin  have  not  produced  toxic 
effects  on  kidney  function,  assuring  a significant  mar- 
gin of  safety.  However,  as  with  all  penicillins,  the 
possibility  of  allergic  response  should  be  considered. 
Capsules,  Oral  Solution  and  Injectable.  Prostaphlin 
(sodium  oxacillin)  is  available  in  three  flexible  dosage 
forms  to  suit  the  age  of  the  patient  and  severity  of 
infection— capsules,  an  oral  solution  for  pediatric  use, 
and  multi-dose  vials  for  injection,  I.M.  or  I.V 


PRESCRIBING  INFORMATION:  For  complete  information,  consult  Offi- 
cial Package  Circular.  Indications:  Infections  caused  by  Staphylococci,  par- 
ticularly those  due  to  penicillin  G-resistant  Staphylococci.  Contraindications : 
A history  of  severe  allergic  reactions  to  penicillin.  Precautions:  Typical  peni- 
cillin-allergic reactions  may  occur.  Safety  for  use  in  pregnancy  and  premature 
infants  is  not  established.  Because  of  limited  experience,  use  cautiously  and 
evaluate  organ  system  function  frequently  in  neonates.  Mycotic  or  bacterial 
superinfections  may  occur.  Assess  renal,  hematopoietic  and  hepatic  function 
intermittently  during  long-term  therapy.  Adverse  Reactions:  Skin  rashes,  pru- 
ritus, urticaria,  eosinophilia,  nausea,  vomiting,  diarrhea,  fever  and  occasional 
anaphylaxis.  Rare  cases  of  reversible  hepatocellular  dysfunction  have  occurred. 
Moderate  SGOT  elevations  have  been  noted.  Thrombophlebitis  has  occurred 
occasionally  during  intravenous  therapy  and  leukopenia  was  noted  in  two 
cases.  Usual  Oral  Dosage:  Adults:  500  mg.  <7.4  or  q.6h.  Children:  50  mg./ 
Kg./day.  Usual  Parenteral  Dosage:  Adults:  250-500  mg.  qA  or  <7.6/1.  Chil- 
dren: 50  mg. /Kg. /day.  Treat  beta-hemolytic  streptococcal  infections  for  at 
least  10  days.  Give  oral  drug  1 to  2 hours  before  meals.  Supplied:  Capsules— 
250  and  500  mg.  in  bottles  of  48.  Injectable— 250  mg.,  500  mg.,  and  1 Gm.  dry 
filled  vial  for  I.M. /I.V.  use.  For  Oral  Solution— 100  ml.  bottle,  250  mg./5  ml. 
when  reconstituted.  A.H.F.S.  CATEGORY  8:12.16 

References:  1.  Abstracted  from  Antibiotic  Sensitivity  of  Staphylococci  Studied 
from  November  1962  through  August  1965,  reported  by  Griffith,  L.J.,  Staph- 
ylococcus Reference  Laboratory,  V.  A.  Hospital,  Batavia, 

N.Y.  2.  Data  on  file,  Bristol  Laboratories. 
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CEREBRAL  ISCHEMIA  AS  A FACTOR 


IN  THE  VASOMOTOR  RESPONSE 

TO  INCREASED 

INTRACRANIAL  PRESSURE 


ARTHUR  EVANS,  B.A. 

TEXAS  MEDICINE  Award  Series:  Results 
of  experiments  support  the  theory  that 
the  vasomotor  response  to  increased  in- 
tracranial pressure,  first  described  by 
Cushing  in  1901,  is  due  in  part  to  the 
creation  of  ischemia  within  the  medulla. 
By  reducing  the  cerebral  blood  supply, 
most  of  the  responses  produced  by  in- 
creased intracranial  pressure  can  be 
duplicated.  Evidence  also  indicates  that 
the  response  to  intracranial  pressure  in- 
volves all  central  sympathetic  neurons 
and  is  not  limited  solely  to  centers  in  the 
brain  stem. 

INTRODUCTION:  The  classical  experiments  on  the 
physiological  effects  of  increased  intracranial  pressure 
were  performed  by  Harvey  Cushing.1’ 2 Introducing 
saline  under  pressure  into  the  cranial  cavity,  both  ex- 
tradurally  and  subdurally,  he  observed  a respiratory 
depression  and  a slowing  of  the  heart  rate,  followed  by 
an  increase  in  blood  pressure.  As  the  intracranial  pres- 
sure was  applied,  Cushing  noticed  that  the  brain 
blanched  and  there  was  noticeable  constriction  of  the 


arteries  of  the  gut.  This  vasomotor  response  was  abol- 
ished by  transecting  the  cord  and  cocainizing  the 
medulla;  it  was  enhanced  by  vagotomy.  From  these 
observations,  Cushing  formulated  a mechanism  by 
which  a general  vasomotor  response  is  produced  dur- 
ing cerebral  compression:  “An  increase  of  intracranial 
tension  occasions  a rise  of  blood  pressure  which  tends 
to  find  a level  slightly  above  that  of  the  pressure 
exerted  against  the  medulla.”1 

Further  investigation  into  this  area  of  neurophysi- 
ology has  confirmed  Cushing’s  original  observations. 
There  is,  however,  considerable  uncertainty  over  ex- 
actly how  the  increased  intracranial  pressure  acts  to 
produce  the  increase  in  blood  pressure. 

One  view  is  that  the  increased  intracranial  pressure 
produces  asphyxia  within  the  medulla,  and  that  this 
in  some  manner  acts  to  raise  the  blood  pressure  above 
the  level  of  compression,  to  insure  that  the 
brain  stem  is  perfused.2-6  Another  current  hypothesis, 
proposed  by  Rodbard  and  Saiki,  is  that  the  response 
results  from  activity  of  an  intracranial  baroreceptor 
system  which  responds  to  the  difference  between 
blood  pressure  and  intracranial  pressure.  To  date, 
studies  have  failed  to  resolve  the  differences  between 
these  two  hypotheses.  It  can  be  shown  that  the  vaso- 
motor response  is  not  the  result  of  medullary  anoxia 
alone,7  and  yet  there  is  no  anatomical  evidence  for 
an  intracranial  baroreceptor  system.  My  article  de- 
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scribes  studies  of  the  mechanism  by  which  increased 
intracranial  pressure  produces  vasomotor  response. 

Freeman  and  Jeffers  showed  that  the  blood  pres- 
sure response  to  increased  intracranial  pressure  is 
dependent  upon  the  sympathetic  innervation  of  the 
heart,  adrenal  gland,  and  vessels  of  the  gut.4  Most 
investigators  have  implicated  the  medulla  as  the  criti- 
cal area  of  the  brain  involved  in  the  response.2-®- 8 
Generally,  the  increase  in  blood  pressure  resulting 
from  increased  intracranial  pressure  is  comparable  to 
that  obtained  by  hypothalamic  or  upper  brain  stem 
stimulation.  Bradford  has  reasoned  that  the  final  com- 
mon pathways  from  the  medulla  are  the  same  in 
either  case.3 

Cushing  thought  that  a stasis  of  blood  flow  in  the 
medulla  during  compression  was  in  some  manner  re- 
sponsible for  the  response.2  Later  work  by  Yesinick 
and  Gellhorn  indicated  that  perhaps  the  increased 
cerebrospinal  fluid  pressure  caused  asphyxia  of  the 
medulla,  and  that  the  intracranial  pressure  effective 
in  producing  the  response  was  dependent  upon  the 
difference  between  blood  pressure  and  intracranial 
pressure.®  Tsubura  suggested  that  the  response  was 
caused  by  a combination  of  anemia  and  reduced 
blood  flow,5  and  Ryder  demonstrated  a reduction  in 
blood  flow  to  the  brain  with  increased  intracranial 
pressure.9  These  and  other  experiments  supported  the 
widely  held  view  that  the  vasomotor  response  is  a pro- 
tective mechanism,  acting  in  periods  of  compression, 
to  raise  the  blood  pressure  above  the  level  of  com- 
pression to  insure  that  the  brain  stem  is  perfused. 

Rodbard  and  Saiki  disagreed  with  this  hypothesis. 
They  questioned  the  idea  that  this  system  operated 
only  in  cases  of  acute  intracranial  pressure  increases 
(hemorrhages,  edema,  tumors,  obstructed  cerebro- 
spinal fluid  flow.)7  Having  observed  that  a further  vas- 
omotor response  could  be  elicited  in  an  animal  whose 
systemic  blood  pressure  had  been  elevated  in  re- 
sponse to  generalized  anoxia,  they  postulated  the 
existence  of  a potent,  widespread  mechanism  involv- 
ing an  intracranial  pressure  receptor  system  similar 
to  the  carotid  sinus  baroreceptors,  which  would  re- 
spond to  the  difference  between  blood  pressure  and 
intracranial  pressure — this  receptor  acting  in  close 


harmony  with  the  systemic  baroreceptors.7  This  hy- 
pothesis is  not  generally  accepted. 

One  approach  to  investigating  the  means  by  which 
increased  intracranial  pressure  causes  an  autonomic 
discharge  may  be  by  reducing  the  blood  supply  to  the 
brain.  The  theoretical  applicability  of  this  approach 
was  suggested  by  Tsubura5  and  by  Richardson;10  the 
technical  feasibility  was  discussed  by  Miyakawa,11 
who  claimed  to  have  produced  some  of  the  aspects  of 
Cushing  s response  in  rabbits  with  cerebral  ischemia 
produced  by  reduced  blood  flow. 

This  article  concerns  the  role  of  cerebral  ischemia 
as  a factor  in  the  vasomotor  response  to  increased 
intracranial  pressure. 

Materials  and  Methods:  Twenty  mongrel  dogs  were 
used  in  these  experiments.  The  animals  were  anes- 
thetized with  sodium  pentobarbital  (30  mg.  per  kg.  of 
body  weight),  and  an  endotracheal  tube  was  inserted 
to  insure  a patent  airway.  Systemic  blood  pressure 
was  recorded  from  the  femoral  artery  using  a Statham 
pressure  transducer;  respiration  was  measured  with 
an  impedance  pneumograph,  and  a trans-chest  elec- 
trocardiogram (ECG)  and  a fronto-occipital  electroen- 
cephalogram (EEG)  were  recorded.  All  of  these  mea- 
surements were  recorded  on  a Physiograph  six-channel 
instrument. 

Since  the  experimental  plan  was  to  produce  a vaso- 
motor response  to  reduced  cerebral  blood  flow,  a de- 
vice was  needed  which  would  measure  the  amount  of 
occlusion  to  which  the  cerebral  blood  supply  was  sub- 
jected. All  arteries  supplying  the  brain  were  ligated 
except  the  left  common  carotid  artery.  Manipulating 
the  flow  of  blood  through  this  artery  would  therefore 
allow  control  of  all  the  blood  supply  to  the  brain.  The 
artery  was  wrapped  in  a small  balloon,  which  was  con- 
nected both  to  a pressure  bottle  and  to  a pressure 
transducer,  and  the  wrapped  artery  segment  was  cov- 
ered with  a rigid  plastic  cylinder.  Fluid  was  introduced 
into  the  balloon  under  pressure  which  was  recorded 
on  the  Physiograph.  The  device  thus  acted  as  a pres- 
sure cuff  for  the  selective  occlusion  of  the  artery;  the 
rigid  cylinder  prevented  lateral  expansion  of  the  bal- 
loon (see  diagram  in  Fig.  6).  The  procedures  employed 
to  manipulate  the  cerebral  blood  supply  are  presented 
with  the  results  of  each  phase  of  the  experiment. 
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Fig.  1.  Effect  of  direct  pressure  on  the 
cerebral  subarachnoid  space. 

In  the  first  experiment,  pressure  was  applied  to  the 
cerebral  subarachnoid  space  much  in  the  same  man- 
ner as  Cushing  did  in  his  original  experiments.8  To 
gain  access  to  the  brain  we  made  a small  trephine 
hole,  threaded  it,  slit  the  dura,  and  screwed  a metal 
cannula  into  the  hole.  Saline  was  introduced  through 
the  cannula  into  the  cranial  cavity  from  a pressure 
bottle. 

Response  to  Increased  Intracranial  Pressure:  Fig.  1 
shows  the  typical  response  to  increased  intracranial 
pressure.  Systemic  blood  pressure  rose  sharply  with 
marked  vagal  slowing  of  the  heart  rate.  Respiration 
was  stimulated  and  then  depressed.  The  EEG  showed 
a short  burst  of  activity  as  pressure  was  applied,  and 
then  the  record  flattened,  indicating  depression  of 
the  neuronal  activity  which  produces  the  EEG. 

Fig.  2 illustrates  the  strong  vagal  response  which 
is  often  observed  upon  the  rapid  application  of  intra- 
cranial pressure.  In  this  case,  a cerebrospinal  fluid 
pressure  of  50  mm.  of  mercury  slowed  the  heart  rate 
with  little  effect  on  the  blood  pressure.  Most  investi- 
gators have  found  that  intracranial  pressure  must 
reach  the  level  of  diastolic  blood  pressure  for  the 
vasomotor  effect  to  be  elicited.2-6-  8 

Effect  of  Carotid  Sinuses  on  Vasomotor  Response: 

The  purpose  of  this  project  was  to  investigate  the 
role  of  cerebral  ischemia  in  Cushing’s  response.  By 
isolating  the  cerebral  arterial  supply  to  that  of  a single 
vessel  and  manipulating  the  flow  of  blood  through  it, 
it  was  hoped  that  we  could  regulate  the  amount  of 
blood  supplied  to  the  brain.  The  decision  to  use  the 
pressure  cuff  for  partial  occlusion  of  an  artery  was 
based  on  the  concept  that  by  restricting  the  perfusion 
pressure  of  blood  flowing  through  the  vessel  distal  to 
the  cuff,  one  could  also  reduce  the  amount  of  blood 
flowing  in  the  distal  part,  all  other  things  being  equal. 
Since  the  attempt  was  to  mimic  Cushing’s  response  by 


Fig.  2.  Effect  of  direct  pressure  on  the 
cerebral  subarachnoid  space. 


reducing  the  cerebral  blood  supply,  and  since  this  was 
to  be  achieved  by  partial  occlusion  of  a carotid  artery, 
the  remaining  cerebral  arteries  having  been  ligated,  it 
was  thought  necessary  to  investigate  the  role  of  the 
carotid  sinus  baroreceptor  system  as  it  relates  to  a 
drop  in  pressure  in  the  carotid  arteries. 

Fig.  3 is  a record  of  the  effect  of  occluding  both 
common  carotid  arteries  proximal  to  the  carotid  sinu- 
ses. The  vertebral  arteries  and  all  collateral  arteries 
were  patent.  Systemic  blood  pressure  rose  when  pres- 
sure in  the  sinuses  dropped.  There  was  no  noticeable 
effect  on  respiration,  ECG  or  EEG. 

Fig.  4 shows  the  same  animal's  response  to  similar 
occlusion  of  the  carotid  arteries  after  the  vertebral 
arteries  had  been  ligated.  The  greatly  enhanced  re- 
sponse indicates  that  while  part  of  the  blood  pressure 
increase  resulting  from  the  reduced  blood  supply  may 
be  attributable  to  a drop  in  pressure  in  the  carotid 
arteries,  there  is  also  a significant  response  to  severe- 
ly compromised  cerebral  blood  supply.  The  slight 
slowing  of  the  heart  rate  in  the  latter  part  of  the  rec- 
ord is  believed  to  be  in  response  to  sudden  stimula- 
tion of  the  carotid  sinus  baroreceptors  arising  when 
the  carotid  arterial  clamps  were  removed,  and  the 
pressure  in  the  sinuses  thereby  increased. 

Most  surprising  was  that  occlusion  of  both  the 
carotid  and  vertebral  arteries  produced  no  alteration 
in  the  EEG  recording.  This  consistent  finding  suggest- 
ed the  existence  of  extensive  collateral  arterial  path- 
ways to  the  brain. 

Effect  of  Cerebral  Ischemia  on  Vasomotor  Response: 

The  creation  of  cerebral  ischemia  and  production  of 
a vasomotor  response  presented  two  problems.  First, 
a method  was  needed  to  divorce  the  effect  of  the 
carotid  sinuses  from  the  effect  of  ischemia  on  the 
systemic  blood  pressure  response.  Second,  the  alter- 
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Fig.  3.  Effect  of  the  carotid  sinuses  on  the 
vasomotor  response. 


Fig.  4.  Effect  of  the  carotid  sinuses  on  the 
vasomotor  response. 


nate  pathways  of  blood  flow  to  the  brain  had  to  be 
found  and  ligated. 

To  control  the  effect  of  the  carotid  sinuses  in  the 
vasomotor  response,  the  right  external  and  right  in- 
ternal carotid  arteries  were  ligated  distal  to  the  caro- 
tid sinus,  with  the  innervation  to  that  sinus  remaining 
intact.  The  left  external  carotid  artery  was  ligated, 
and  the  left  carotid  sinus  deafferented  by  stripping 
off  the  adventitia.  Thus  the  left  common  carotid 
artery  could  be  manipulated  to  reduce  the  cerebral 
blood  supply,  while  the  intact  right  carotid  sinus  could 
continue  to  exert  its  effect  on  the  systemic  blood 
pressure. 

Fig.  5 shows  the  effect  of  occluding  the  right  com- 
mon carotid  artery  after  the  described  procedure  was 
carried  out.  The  blood  pressure  rise  was  only  slightly 
less  than  that  shown  in  Fig.  3,  and  was  due  entirely 
to  the  action  of  the  right  carotid  sinus  baroreceptors. 

Fig.  6 records  response  of  the  same  animal  to  the 
same  method,  but  with  the  left  common  carotid  artery 
occluded.  This  systemic  blood  pressure  rise  was  thus 
independent  of  the  effect  of  the  carotid  sinus  reflex, 
except  for  any  lowering  of  the  systemic  blood  pressure 
by  the  activity  of  the  intact  right  carotid  sinus  baro- 
receptors in  response  to  the  ischemic  vasomotor  phe- 
nomenon. The  pressure  cuff  device  used  for  selective 
occlusion  of  the  carotid  artery  is  also  diagrammed 
in  Fig.  6. 

Ligating  collateral  arteries  to  the  brain  required 
extensive  surgery.  Whisnant  and  associates  demon- 
strated several  important  anastomoses  of  muscular 
arteries  in  the  neck  of  the  dog  with  the  vertebral 
arteries  and  the  internal  carotid  arteries.12  These 
collaterals  were  sufficient  to  maintain  adequate  blood 
flow  to  the  brain  stem  even  when  the  vertebral  and 
carotid  arteries  were  tied. 


Fig.  5.  Effect  of  reduced  pressure  in  the 
right  carotid  sinus. 


Fig.  6.  Effect  of  reduced  cerebral  blood 
flow  with  the  left  carotid  sinus  deafferented. 
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Direct  observations  of  the  vascular  pattern  in  the 
dog,  after  a review  of  pertinent  anatomical  literature, 
indicated  that  the  anterior  and  posterior  spinal  arter- 
ies were  also  major  contributors  to  the  blood  supply 
of  the  upper  cervical  cord  and  caudal  medulla.  Liga- 
tion of  the  vertebral  arteries  at  the  level  of  the  sixth 
cervical  vertebra  still  would  allow  perfusion  of  the 
brain  stem  via  the  anterior  and  posterior  spinal  arter- 
ies, either  directly  or  by  anastomoses  with  the  verte- 
bral arteries  in  the  neck.  Therefore,  it  was  decided  to 
ligate  the  basilar  artery  itself  to  remove  all  ascending 
sources  which  might  supply  it.  In  the  dog,  the  basilar 
artery  begins  at  the  level  of  the  second  cervical  verte- 
bra. A bilateral  laminectomy  was  performed  at  C-2 
and  the  basilar  artery  was  exposed  and  ligated. 

Fig.  7 is  a diagram  of  the  major  and  minor  routes 
of  cerebral  blood  flow.  The  points  at  which  arteries 
were  ligated  are  represented  by  the  heavy  black  dash- 
es. The  vessels  ligated  include: 

1.  Right  internal  and  right  external  carotid  arteries 
distal  to  the  carotid  sinus. 

2.  Left  external  carotid  artery  distal  to  the  carotid 
sinus. 

3.  Basilar  artery  at  C-2. 

4.  Vertebral  arteries  at  C-2,  C-3. 

5.  Left  subclavian  artery  proximal  to  the  exit  of  the 
vertebral  artery:  this  prevents  perfusion  of  the  ascend- 
ing cervical  and  deep  cervical  arteries. 

6.  Right  subclavian  artery  proximal  to  the  exit  of 
the  vertebral  artery. 

Thus  all  blood  supply  to  the  brain  could  be  occlud- 
ed except  for  that  provided  by  the  left  (internal)  caro- 


Fig. 7.  Diagram  of  blood  supply  to  the  brain. 


tid  artery,  which  could  then  be  manipulated  to  reduce 
the  cerebral  arterial  blood  supply. 

Fig.  8 shows  the  effect  of  simple  occlusion  of  the 
left  carotid  artery  after  all  other  vessels  were  ligated 
as  described.  The  systemic  blood  pressure  response 
was  significant:  respiration  was  stimulated  and  then 
depressed.  The  EEG  became  flattened,  indicating  de- 
pressed cortical  activity  which  presumably  showed  that 
some  degree  of  cerebral  ischemia  had  indeed  been 
produced.  The  effect  was  reversible  upon  removal  of 
the  arterial  clamp.  The  sudden,  transient  drop  in  sys- 
temic blood  pressure  and  slowing  of  the  heart  rate 
seen  in  this  record  when  the  arterial  clamps  were 
removed  were  believed  to  be  effects  of  the  right  caro- 
tid sinus  and  aortic  arch  baroreceptors,  whose  activi- 
ties may  have  been  masked  during  the  vasomotor 
discharge. 

When  the  arterial  pressure  cuff  was  used  to  control 
the  amount  of  arterial  occlusion,  the  systemic  blood 
pressure  could  be  raised  greatly  by  the  stepwise 
increase  in  arterial  side  pressure  (Fig.  9).  As  in  Cush- 
ing’s response,  the  blood  pressure  rose  to  a level 
slightly  higher  than  that  of  the  compression  applied. 

Fig.  10  also  demonstrates  the  response  to  a severe- 
ly reduced  blood  supply  to  the  brain.  Existence  of 
cerebral  ischemia  was  again  presumed  because  of  the 
flattened  EEG  waves.  Respiration  was  stimulated  and 
then  depressed,  and  systemic  blood  pressure  in- 
creased. 

Vasomotor  Responses  to  Increased  Spinal  Fluid  Pres- 
sure in  the  Decerebrate  Animal:  Knowledge  of  the 
functional  anatomy  of  the  central  sympathetic  nervous 
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Fig.  8.  Vasomotor  responses  to  reduced 
cerebral  blood  flow. 


Fig.  9.  Vasomotor  responses  to  reduced 
cerebral  blood  flow. 


system  is  incomplete.  The  highest  known  centers  for 
the  coordination  of  sympathetic  outflow  into  the  spi- 
nal cord  are  the  posterior  and  lateral  regions  of  the 
hypothalamus.  These  centers  are  influenced  and  per- 
haps regulated  by  input  from  the  cerebral  cortex  and 
limbic  system.  There  are  also  sympathetic  centers 
described  in  the  midbrain  tegmentum,  pons,  and  me- 
dulla. The  descending  pathways  are  diffuse  and  multi- 
synaptic,  constituting  a part  of  the  brain  stem  reticu- 
lar formation.  Outflow  from  these  centers  into  the 
cord  is  mainly  via  the  anterior  and  anterolateral  por- 
tions of  the  white  matter,  in  close  relation  to  the 
fasciculus  proprius  and  reticulospinal  tracts.13 

In  order  to  determine  whether  sympathetic  centers 
other  than  those  in  the  brain  stem  might  perhaps  play 
a role  in  Cushing’s  response,  a bilateral  laminectomy 
was  performed  at  the  second  cervical  vertebra.  A poly- 
ethylene catheter,  inserted  caudally  into  the  spinal 
subarachnoid  space,  was  tied  securely  with  umbilical 
tape  ligature  placed  around  the  cord  meninges  so  that 
a watertight  seal  and  cord  transection  were  achieved  in 
one  process.  The  catheter  was  attached  to  a pressure 
bottle  and  to  a pressure  transducer.  Blood  pressure 
was  monitored  from  the  femoral  artery;  respiration, 
ECG  and  EEG  were  recorded. 

Fig.  11  shows  the  result  of  increased  spinal  fluid 
pressure  in  a dog  decerebrated  by  a cord  transection 
at  C-2.  Considering  the  amount  of  suprasegmental 
facilitation  to  the  sympathetic  neurons  in  the  cord 
from  higher  centers  which  must  have  been  removed 
by  the  transection,  the  blood  pressure  rise  shown  is 
highly  significant.  Although  it  was  thought  at  the  time 
that  this  was  a new  observation,  it  has  since  been  dis- 


Fig.  10.  Vasomotor  responses  to  reduced 
cerebral  blood  flow. 
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Fig.  11.  Vasomotor  response  to  increased 
cerebrospinal  fluid  pressure  in  the  de- 
cerebrate animal. 
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covered  that  at  least  two  other  workers  have  reported 
similar  results  using  different  methods.14-15 

Conclusions:  That  the  reduction  of  the  blood  supply 
to  the  brain  plays  an  important  role  in  the  mechanism 
of  Cushing’s  response  is  evident.  The  increase  in 
systemic  blood  pressure,  the  respiratory  response,  and 
the  EEG  changes  resulting  from  partial  or  complete 
occlusion  of  cerebral  blood  flow  are  essentially  the 
same  as  those  produced  by  increased  intracranial 
pressure.  It  is  therefore  suggested  that  an  increase  in 
intracranial  pressure  acts  to  cause  ischemia  of  the 
brain  stem,  and  that  this  ischemia  is  the  stimulus 
for  the  vasomotor  response. 

One  obvious  difference  between  Cushing’s  response 
to  increased  intracranial  pressure  and  the  response  to 
ischemia  is  that  the  vasomotor  response  to  ischemia 
was  in  no  instance  accompanied  by  a vagal  phenome- 
non such  as  that  illustrated  in  Figs.  1 and  2.  This 
indicates  that  the  sympathetic  response  and  the 
vagal  response  to  increased  intracranial  pressure  may 
be  due  to  two  different  mechanisms.  Some  suggested 
mechanisms  for  the  vagal  response  are: 

1.  Direct  stimulation  of  parasympathetic  centers 
(dorsal  motor  nucleus  of  X)  by  the  increased  intra- 
cranial pressure. 

2.  A reflex  in  response  to  stretch  of  the  dura, 
caused  by  the  increased  pressure,  whose  afferent  limb 
is  via  the  fifth  cranial  nerve. 

3.  An  indirect  reflex  involving  the  carotid  sinus 
buffer  reflex,  resulting  from  sudden  increase  in  carotid 
arterial  pressure  secondary  to  sudden  increase  in 
intracranial  pressure. 

The  last  series  of  experiments  with  the  decerebrate 
animals  showed  that  the  response  to  increased  intra- 
cranial pressure  is  not  limited  to  the  brain  stem  alone. 
In  fact,  the  response  is  obviously  a general  one  in 
that  it  does  involve  the  stimulation  of  sympathetic 
neurons.  Furthermore,  the  fact  that  a response  to  in- 
creased spinal  fluid  pressure  in  the  cord  can  be  pro- 
duced does  not  substantiate  the  theory  that  the  vaso- 
motor response  to  increased  intracranial  pressure  is 
due  to  an  intracranial  baroreceptor — it  is  unlikely  that 
such  a specialized  receptor  system  would  exist  all 
along  the  spinal  cord. 

These  experiments  indicate  that  the  vasomotor  re- 


sponse to  increased  intracranial  pressure  is  a phe- 
nomenon of  the  entire  central  nervous  system,  and 
that  ischemia  of  the  involved  neurons  is  a major  fac- 
tor in  the  response.  Because  of  the  multiple  events 
which  occur  in  response  to  increased  intracranial 
pressure,  and  because  of  their  complex  interaction,  it 
is  probable  that  several  factors,  yet  unknown,  may 
act  together  to  produce  the  common  response. 
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In  April,  1966,  a woman  was  admitted  to 
the  hospital  for  the  seventh  time  in  two 
years.  She  died  on  June  30  about  seven 
months  after  a renal  transplantation.  The 
diagnosis  and  treatment  of  her  condition 
are  presented  and  discussed  both  clini- 
cally and  pathologically  by  four  physi- 
cians from  Baylor  University  College  of 
Medicine  in  Houston. 

CLINICAL  PROTOCOL:  First  admission  (Aug.  3-14, 
1964).  This  Caucasian  woman  was  healthy  until  age 
28  years  (1959)  when,  during  pregnancy,  she  experi- 
enced several  urinary  tract  infections,  hypertension, 
azotemia,  and  weight  gain  of  64  pounds.  She  was 
delivered  of  a viable  infant  at  term.  Her  second  preg- 
nancy one  year  later  also  yielded  a normal  child  at 
term  but  was  complicated  by  episodes  of  urinary  tract 
infection.  In  June,  1962,  a nonfunctioning  right  kid- 
ney weighing  73  gm.  was  removed;  histologically,  it 
showed  chronic  pyelonephritis.  Thereafter,  the  patient 
had  numerous  episodes  of  dysuria  and  pyuria,  and 
occasionally  gross  hematuria. 

Physical  examination  on  admission  was  essentially 
normal  including  a blood  pressure  of  140/70  mm.  of 
mercury.  Laboratory  data  are  presented  in  Table  1. 
Urine  culture  showed  1.1  x 106  colonies  of  Aerobac- 
ter,  cultures  of  urine  for  tubercle  bacilli  were  sterile. 
Roentgenogram  of  the  chest  disclosed  an  azygos  lobe. 
Excretory  urogram  was  interpreted  as  showing  poly- 
cystic disease  of  the  left  kidney;  there  was  no  post- 
voiding  retention  of  urine  in  the  bladder.  On  dietary 


protein  restriction  and  Coly-Mycin  therapy,  the  blood 
urea  nitrogen  decreased  from  71  to  28  me  Der 
100  cc. 

Second  Admission  (Sept.  1-23,  1964).  The  patient  was 
hospitalized  because  of  dysuria,  fever  (104.0  F.) 
chills,  and  flank  pain  due  to  pyelonephritis.  Her  urine 
culture  grew  Aerobacter  (19.8  x 10«  colonies  per  ml.). 

Third  admission  (Aug.  31 -Nov.  9,  1965).  The  pa- 
tient sustained  internal  hemorrhage  following  an  auto- 
mobile accident  on  May  29,  1965,  and  required  trans- 
fusion of  11  units  of  blood.  Her  course  thereafter  was 
characterized  by  uremia,  oliguria,  edema,  hyperten- 
sion, fever,  and  episodes  of  coma.  She  was  managed 
first  by  intermittent  peritoneal  dialysis  and  then  from 
Sept.  24  to  Dec.  6,  1965,  by  chronic  hemodialysis 
(13  dialyses). 

Fourth  admission  (Nov.  22,  1965-Jan.  18.  1966). 
The  patient  was  admitted  because  of  fever,  hypoten- 
sion, hyperkalemia,  and  severe  acidosis.  Bone  mar- 
row examination  on  Dec.  3 showed  erythroid  hypo- 
plasia. Roentgenographic  examination  of  the  skeleton 
disclosed  no  bone  changes  of  the  type  seen  in  renal 
disease.  Serum  albumin  was  3.7  gm./lOO  cc.,  globulin 
2.6  gm./lOO  cc.,  and  gamma  globulin  1.3  gm./lOO  cc. 

On  Dec.  8,  the  patient  underwent  left  nephrectomy 
with  transplantation  of  her  brother’s  kidney  to  her 
left  iliac  fossa.  Ischemia  time  was  24  minutes.  Forty 
ml.  of  urine  were  excreted  during  the  first  hour  after 
surgery.  Urine  output  was  3,684  ml.  during  the  first 
24  hours  and  4,059  ml.  during  the  second  24  hours. 
Forty-eight  hours  after  the  operation,  temperature  to 
102.8  F.  appeared;  and  output  of  urine  diminished  to 
1,100  ml.  per  day.  Blood  pressure  was  150/80  mm. 
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of  mercury.  Fever  and  diminished  excretion  of  urine 
persisted  through  Dec.  11.  Thereafter,  the  patient  was 
afebrile  and  had  abundant  urinary  output. 

Urine  cultures  showed  the  following:  Escherichia 
coli  (E.  coli),  11,000  colonies  on  Dec.  17  and  440 
colonies  on  Jan.  1;  gamma  streptococci,  8,250  colo- 
nies on  Jan.  7;  and  Candida,  1,210  colonies  on 
Jan.  15. 

Therapy  during  this  admission  included:  (1)  Imu- 
ran, 200  mg.  daily  (Dec.  4-22)  and  50-100  mg.  daily 
(Dec.  23-Jan.  18);  (2)  Medrol,  80  mg.  (Dec.  11)  and 
160  mg.  daily  (Dec.  12-28),  thereafter,  gradually  de- 
creasing amounts  reaching  48  mg.  daily  by  Jan.  15, 
1966;  (3)  Furadantin,  (Dec.  28-Jan.  18);  and  (4) 
X-radiation,  450  roentgens  to  kidney  (Dec.  21-23). 

Therapy  at  discharge  consisted  of  Imuran,  Medrol, 
and  Furadantin. 

Fifth  admission  (Feb.  1-25,  1966).  The  patient  was 
admitted  because  of  decreasing  renal  function.  Exam- 
ination revealed  a blood  pressure  of  150/100  mm.  of 
mercury,  moon  facies,  and  2+  pitting  edema  of  the 


ankles.  Nephrotomogram  on  Feb.  2 disclosed  prompt 
excretion  of  the  contrast  material  and  slight  dilatation 
of  the  lower  part  of  the  ureter.  Urine  cultures  on 
Feb.  3 revealed  2,860  colonies  of  gamma  streptococci. 
Sharp  left  pleuritic  pain  and  nonproductive  cough 
appeared  on  Feb.  11.  Roentgenograms  of  the  chest 
on  Feb.  8,  14,  17,  19,  and  25  were  normal. 

Therapy  consisted  of:  (1)  Imuran,  100  mg.  daily 
(Feb.  3-15),  150  mg.  daily  (Feb.  16-21),  and  50  mg. 
daily  (Feb.  22-25);  (2)  Medrol,  192  mg.  daily  (Feb. 
2-11),  160  mg.  daily  (Feb.  12-14),  128  mg.  daily 
(Feb.  15-18),  and  96  mg.  daily  thereafter. 

Sixth  admission  (March  23-April  7,  1966).  The 
dose  of  Medrol  was  reduced  gradually  to  24  and  48 
mg.  on  alternate  days.  Imuran  dosage  varied  between 
75  and  125  mg.  daily.  Open  renal  biopsy  on  March  24 
showed  interstitial  infiltration  of  lymphocytes  and 
plasma  cells,  tubular  atrophy,  and  thickening  of  the 
glomerular  basement  membrane.  The  kidney  was  irra- 
diated with  450  roentgens,  March  30-April  1. 

Seventh  admission  (April  22-June  30,  1966).  The 
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Table  7.  Laboratory  Data. 
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day  before  admission,  chills,  fever  (102  F.),  headache, 
left  lumbar  pain,  and  oliguria  appeared.  Examination 
showed  a blood  pressure  of  138/80  mm.  of  mercury, 
moon  facies,  a liver  edge  palpable  4 cm.  below  the 
right  costal  margin,  marked  tenderness  over  the  kid- 
ney, and  slight  ankle  edema.  There  was  no  cardiac 
enlargement  or  murmur. 

During  the  first  six  days  in  the  hospital,  increasing 
edema  and  weight  gain  of  seven  pounds  occurred. 
Headaches  and  intermittent  pain  over  the  kidney  per- 
sisted for  four  weeks.  On  May  12,  the  patient  expe- 
rienced dysuria  and  gross  hematuria.  A superficial 
ulceration  of  her  perineum  was  discovered  on  May  14. 
This  lesion  gradually  involved  the  deep  tissues  of  the 
perineum  and  persisted  to  death.  A subconjunctival 
hemorrhage  appeared  on  May  18.  The  patient  was  afe- 
brile from  admission  until  May  19  when  chills,  fever, 
and  kidney  pain  appeared  together  with  erythematous 
rough  patches  of  the  palate,  a grade  2/6  apical  sys- 
tolic murmur,  rales  at  both  lung  bases,  bilateral  calf 
tenderness  with  ± Homan’s  sign,  and  fluid  in  the 
right  knee.  On  May  23  the  first  of  several  ulcerating 
hemorrhagic  lesions  of  the  skin  of  her  hands  and  fore- 
arms was  recognized.  An  inflamed  eyelid  was  noted 
on  June  3.  One  large  grossly  bloody  bowel  movement 
was  expelled  on  June  20,  but  proctoscopic  examina- 
tion to  14  cm.  was  negative.  Temperature  as  high  as 
103.6  F.  persisted  until  June  3;  for  the  next  17  days, 
however,  the  patient  was  afebrile.  On  June  20,  her 
temperature  was  101  F.  Thereafter,  she  was  afebrile 
until  June  26  when  hyperirritability  appeared  followed 
by  lethargy,  coma,  and  death  on  June  30.  During  the 
last  five  days  of  life,  the  patient’s  temperature  ranged 
between  102  and  104  F. 

Chest  roentgenograms  on  April  23  and  May  5 were 
normal.  On  June  21,  however,  a 3 by  3.5  cm.  cavitary 
lesion  with  minimal  adjacent  pneumonitis  was  evident 
in  the  superior  segment  of  the  left  lower  lobe.  Drip 
intravenous  pyelogram  with  nephrotomogram  (April 
27)  showed  faint  visualization  of  the  kidney  with  no 
evidence  of  ureteral  obstruction. 

Cultures:  Urine:  May  13,  Proteus  (11,000  colonies) 
and  gamma  streptococci;  June  15,  Pseudomonas 
(11,000  colonies). 


Perineal  ulceration:  May  14,  Candida,  alpha  and 
gamma  streptococci,  and  E.  coli;  May  17,  Pseudo- 
monas, Hemophilus,  E.  coli,  and  alpha  and  gamma 
streptococci;  June  20,  Pseudomonas,  Aerobacter,  E. 
coli,  and  Candida;  June  28,  Geotrichum  and  Candida. 

Blood:  May  19-23,  six  specimens  sterile;  June  29, 

Pseudomonas. 

Palatal  lesion:  May  19,  Candida. 

Sputum:  June  23,  Pseudomonas,  Geotrichum,  and 
Candida;  June  22-23,  three  negative  smears  for  tu- 
bercle bacilli. 

Spinal  fluid:  June  28,  sterile. 

Skin  ulcer  on  hand:  May  23,  Pseudomonas  and 
Staphylococcus  aureus. 

Laboratory  data:  Serum  protein  electrophoresis 
(May  20):  albumin  3.5  gm./lOO  cc.,  globulin 
2.6  gm./lOO  cc.,  gamma  globulin  normal.  Spinal  fluid 
(May  28):  4 white  blood  cells  (WBC),  19  red  blood 
cells  (RBC),  protein  17  mg./lOO  cc.,  sugar 
58  mg./lOO  cc.  Electroencephalogram  (May  28):  toxic 
encephalopathy. 

Therapy:  Imuran:  25-100  mg.  daily  (April  22-May 
2),  150  mg.  daily  (May  3-5),  200  mg.  daily  (May  6-9), 
250  mg.  daily  (May  10-16),  none  (May  17-June  2), 
50-75  mg.  daily  (June  3-22),  none  (June  23-30). 
Medrol:  192  mg.  daily  (April  25-May  7),  256  mg.  daily 
(May  8-17),  then  tapered  every  3 days  reaching  a 
dose  of  32  mg.  a day  on  June  11.  Kanamycin:  May 
20-27.  Coly-Mycin:  May  22-June  1,  and  June  24-30. 
Ampicillin:  May  21-June  1.  Prostaphlin:  May  28-June 
30.  Staphcillin:  June  24-30. 

Clinical  Discussion:  Dr.  Fred:  This  35-year-old  woman 
died  about  seven  months  after  renal  transplantation. 
Her  right  kidney,  resected  in  June,  1962,  weighed  73 
gm.  and  showed  chronic  pyelonephritis  histologically. 
Two  years  later,  her  left  kidney  was  removed,  but  the 
histologic  findings  have  been  withheld  intentionally  so 
that  I might  speculate  on  them.  This  would  be  a good 
time  to  review  the  pertinent  roentgenograms  in  this 
case. 
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Fig.  1.  Chest  roentgenogram  showing  thin- 
walled  cavitating  lesions  in  left  midlung  field. 


Dr.  Harle:  The  intravenous  pyelogram  of  Aug.  6, 
1964,  shows  a normal  appearing  left  kidney.  There  are 
no  findings  that  I would  interpret  as  indicative  of 
polycystic  disease.  The  right  kidney  is  absent.  An 
abdominal  film  of  Dec.  2,  1965,  discloses  fractures 
of  the  left  transverse  process  of  L2,  3,  and  4.  With 
the  history  of  trauma  and  the  presence  of  these  frac- 
tures, the  possibility  would  have  to  be  considered  that 
trauma  necessitated  the  left  nephrectomy.  A chest 
examination  on  Oct.  4,  1965,  shows  a moderate 
amount  of  left  pleural  effusion  and  some  infiltrative 
changes  at  the  left  base.  Pulmonary  infarction,  as  well 
as  a pneumonic  process,  would  have  to  be  strongly 
considered.  The  heart  size  is  within  normal  limits. 
Incidentally  noted  is  a right  azygos  lobe.  The  find- 
ings in  the  left  base  cleared  completely;  and  the  chest 
roentgenogram  on  May  6,  1966,  is  within  normal 
limits.  A frontal  roentgenogram  of  the  chest  on  June 
21,  1966,  shows  a thin-walled,  cavitating  lesion  4 cm. 
in  diameter,  in  the  left  midlung  field  (Fig.  1).  A nodule 
is  seen  in  the  midportion  of  the  lateral  wall  of  this 
cavity.  There  are  two  very  small  nodules  inferior  to  the 
large  cavitating  lesion  and  a 0.5  by  1 cm.  nodule  in 
the  right  third  anterior  intercostal  space.  Since  the 
lesions  developed  within  a six-week  period,  neoplastic 
disease  is  unlikely  as  their  cause.  I think  the  changes 
are  inflammatory,  with  fungus  disease  high  in  the  list 
of  differential  possibilities. 

Dr.  Fred:  The  fact  that  the  patient’s  left  kidney  was 
not  small  essentially  excludes  cystic  disease  of  the 
renal  medulla.1  Medullary  sponge  kidney  is  unlikely, 


too,  because  there  was  no  demonstrable  evidence  of 
irregular  calyces,  medullary  calcifications,  or  papillary 
cavitation.  Ischemia  of  the  left  kidney  may  have  oc- 
curred as  a result  of  the  internal  hemorrhage  that 
followed  the  automobile  accident.  One  or  more  of  the 
subsequent  11  blood  transfusions  could  have  led  to 
a transfusion  reaction  with  further  damage  to  the 
remaining  kidney.  The  fractured  transverse  processes 
on  the  left  raise  the  question  of  trauma  to  the  kidney 
at  the  time  of  the  automobile  accident.  All  things  con- 
sidered, I suspect  that  the  left  kidney  will  show  evi- 
dence of  infection  and  possibly  cystic  changes  of  the 
type  accompanying  pyelonephritis.  Conceivably,  we 
may  find  also  a lacerated  kidney,  renal  tubular  or  cor- 
tical necrosis,  or  renal  artery  occlusion. 

The  chief  task  confronting  me  now  is  to  explain 
what  happened  to  the  patient  after  renal  transplan- 
tation. In  attempting  to  solve  any  clinical  problem, 
the  physician  should  begin,  when  possible,  by  select- 
ing the  most  important  feature  of  the  illness.  Then  he 
should  list  all  of  the  known  causes  of  that  feature  and 
choose  the  one  that  offers  the  best  explanation  for 
most  or  all  of  the  findings  in  the  case.  Regarding  the 
present  patient,  we  could  center  the  discussion  on 
the  fever,  the  thin-walled  pulmonary  cavity,  the  ulcer- 
ated perineum,  or  the  causes  of  death  in  renal  trans- 
plant recipients.  Of  these,  fever  provides  the  best  op- 
portunity to  consider  the  maximum  number  of  dif- 
ferential diagnostic  possibilities. 

Following  are  causes  of  fever.  I have  arranged  them 
in  increasing  order  of  likelihood  with  respect  to  this 
case. 

I.  Factitious 

II.  Hypermetabolic  states 

A.  Thyrotoxicosis 

B.  Pheochromocytoma 

III.  Miscellaneous 

A.  Heat  stroke 

B.  Psychogenic 

C.  Periodic  (Mediterranean) 

D.  Regional  enteritis 

E.  Macroglobulinemia 

F.  Steroids 

G.  Primary  liver  disease 

H.  Histiocytosis  X 

I.  Sarcoidosis 

J.  "Idiopathic” 
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IV.  Toxic  and  allergenic  agents 

A.  Foreign  protein  (horse  serum) 

B.  Bacterial  products  (typhoid  vaccine) 

C.  Drugs 

D.  Products  of  tissue  death 

1.  Myocardial  infarction 

2.  Pulmonary  infarction 

3.  Blood  in  body  cavities 

V.  Diseases  of  blood-forming  organs  or  lymph 
nodes 

A.  Leukemia 

B.  Lymphomas 

C.  Infectious  mononucleosis 

VI.  Malignant  visceral  tumors 

A.  Lung 

B.  Kidney 

C.  Others 

VII.  Connective  tissue  or  mesenchymal  disorders 

A.  Lupus  erythematosus 

B.  Rheumatoid  arthritis 

C.  Rheumatic  fever 

D.  Polyarteritis  nodosa 

E.  Wegener’s  granulomatosis 

F.  Whipple’s  disease 

VIII.  Infection 

A.  Localized 

1.  With  abscess:  hepatic,  lung,  perirectal 
regions 

2.  Without  abscess:  encephalitis,  phlebitis, 
others 

B.  Specific:  tuberculosis,  typhoid,  others 

C.  Bacteremia:  pneumococcal,  pseudomonas, 
others 

We  can  eliminate  readily  the  disorders  through  III 
G.  Histiocytosis  X,  however,  affects  many  organs  and 
may  be  characterized  by  cutaneous  ulcers  and  pul- 
monary cavities  as  well  as  by  fever.  The  pulmonary 
lesions,  when  present,  usually  appear  early  in  the 
course  of  the  disease  and  typically  are  bilateral,  fib- 
ronodular,  and  fairly  symmetrical.  Respiratory  com- 
plaints are  prominent,  and  bony  lesions  are  frequent: 
yet  these  two  features  are  notably  absent  in  the  case 
under  consideration. 

Sarcoidosis  may  be  responsible  for  hepatomegaly, 
cutaneous  and  oral  lesions,  ocular  involvement,  thin- 
walled  pulmonary  cavities,  sweats,  chills,  and  inter- 


mittent, hectic,  or  sustained  fever.  Nevertheless,  the 
fever  typically  abates  during  steroid  therapy,  thin- 
walled  pulmonary  cavities  are  rare,  and  perineal  le- 
sions of  the  type  seen  in  our  patient  are  unknown. 

Drugs  are  an  important  and  often  overlooked  cause 
of  fever.  In  the  present  case,  however,  I found  no  con- 
vincing evidence  that  any  of  the  patient’s  medications 
could  be  held  responsible  for  her  fever. 

The  mucocutaneous  syndrome,  sometimes  referred 
to  as  erythema  multiforme  exudativum,  Stevens-John- 
son  syndrome,  or  Behcet’s  syndrome,  can  be  the  con- 
sequence of  drug  administration  and,  as  in  our  pa- 
tient, may  cause  fever,  arthritis,  and  ulcers  of  the 
perineum,  mouth,  hands,  forearms,  and  eyelids.  It 
usually  is  not  fatal,  however,  and  thin-walled  pulmo- 
nary cavities  are  not  part  of  the  clinical  picture  of  this 
syndrome. 

Bland  pulmonary  infarction  certainly  deserves  con- 
sideration in  this  chronically  ill,  probably  bed-ridden, 
patient  who  had  pleurisy,  calf  tenderness,  and  cavi- 
tary lesion(s)  in  her  lung.  Temperature  up  to  105  F. 
can  result  solely  from  the  necrosis  attending  such 
infarction,  and  cavitation  occurs  in  about  5 percent 
of  the  cases.  In  our  patient,  fever  long  preceded  the 
appearance  of  any  abnormality  on  chest  film.  More- 
over, pulmonary  embolism  is  relatively  rare  as  a cause 
of  death  in  patients  who  survive  renal  transplant  by 
25  days  or  more.2 

Infected  pulmonary  infarcts  ordinarily  result  from 
septic  pulmonary  emboli  originating  on  valves  (usu- 
ally the  tricuspid)  of  the  right  side  of  the  heart  or 
within  any  peripheral  vein  of  the  body,  commonly 
those  in  the  pelvis.  The  renal  transplant  procedure 
certainly  provided  a set-up  for  septic  pelvic  throm- 
bophlebitis; and  the  pyuria,  fever,  and  chills  suggest 
infection  of  the  transplanted  kidney  with  consequent 
septic  thrombi  in  the  renal  veins.  Nevertheless,  there 
was  a long  delay  between  the  operation  and  the  onset 
of  persistent  fever  or  development  of  roentgenog  rap  fl- 
ic changes  in  the  lungs.  Additionally,  septic  pulmo- 
nary emboli  typically  produce  one  or  more  tiny  ab- 
scesses containing  air  fluid  levels,  findings  not  appar- 
ent on  our  patient’s  many  chest  films. 

Lymphomas  can  cause  hematologic  abnormalities, 
cutaneous  ulcers,  ocular  lesions,  hepatomegaly,  chills, 
pulmonary  cavities,  and  a Pel-Ebstein-like  fever  curve. 
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The  apparent  lack  of  adenopathy  and  splenomegaly, 
however,  and  the  rapidity  with  which  the  lung  le- 
sion(s)  grew  make  lymphoma  unlikely  here. 

A malignant  visceral  tumor  could  have  caused  the 
fever,  hepatomegaly,  perineal  ulcer,  and  pulmonary 
cavity.  Oral  metastases  arising  most  commonly  from 
tumors  of  the  breast,  lung,  and  kidney,  also  may  ap- 
pear as  ulcerative  lesions  similar  to  those  in  the 
mouth  of  our  patient.3  Metastases  in  the  recipient 
have  originated  in  cadaveric  donor  kidneys,4-  5 but  in 
today's  case  the  donor  was  alive,  and  the  postoper- 
ative renal  biopsy  disclosed  no  malignant  cells.  A pri- 
mary tumor  of  the  lung  is  unlikely  in  view  of  the 
rapidity  with  which  the  lesion(s)  grew,  and  although 
pulmonary  metastases  are  possible,  I doubt  neoplasm 
of  any  variety  in  this  patient. 

Many  features  of  today’s  case  suggest  a connec- 
tive-tissue disease,  especially  Wegener's  granuloma- 
tosis. Indeed,  a disease  of  this  sort  conceivably  could 
have  accounted  for  part  of  the  patient’s  initial  renal 
problem.  More  intriguing  would  be  the  postulation 
that  Wegener’s  glomerulitis  developed  in  the  trans- 
planted kidney.  Clinically  and  histologically  significant 
glomerulonephritis  in  renal  homografts  does  occur, 
but  whether  it  has  the  same  pathogenesis  as  ordinary 
glomerulonephritis  or  is  some  variant  of  rejection 
remains  unanswered.6 

Additional  evidence  suggesting  Wegener’s  granulo- 
matosis is  the  fact  that  most  of  our  patient’s  post- 
transplant abnormalities  appeared  during  the  time 
when  the  Medrol  therapy  was  being  tapered  from  a 
high  of  256  mg.  to  a low  of  32  mg.  per  day.  Ordi- 
narily, I would  think  it  most  unlikely  for  vasculitis  to 
become  florid  during  corticosteroid  therapy,  but  ad- 
mittedly, the  amount  of  steroids  given  may  not  have 
been  sufficient  to  control  the  process.  It  would  seem 
highly  fortuitous,  however,  for  a disease  as  uncom- 
mon as  Wegener’s  granulomatosis  to  become  mani- 
fest at  or  about  the  time  of  renal  transplantation. 
Furthermore,  chills  as  a manifestation  of  that  disease 
per  se  would  be  rare.  Lastly,  our  patient  did  not  die  of 
uremia  or  pulmonary  insufficiency,  the  first  and  sec- 
ond most  common  causes  of  death  in  Wegener  s 
granulomatosis. 

We  come  then  to  infection  as  the  most  likely  cause 


of  the  patient’s  final  illness.  In  cases  of  organ  trans- 
plantation at  Denver,  death  occurring  25  days  or 
more  after  operation  was  clearly  related  to  infection 
in  86  percent  of  44  patients,  and  multiple  infections 
were  common.2 

Three  protozoan  diseases  merit  comment.  General- 
ized toxoplasmosis"  following  renal  transplantation  is 
suggested  in  our  patient  by  the  chills,  fever,  head- 
ache, hepatomegaly,  ocular  manifestations,  cardiac 
changes,  respiratory  involvement,  and  central  nervous 
system  findings.  The  skin  lesions  in  this  form  of  toxo- 
plasmosis are  maculopapular  and  occasionally  pur- 
puric but  rarely,  if  ever,  ulcerative  or  confined  to  the 
upper  extremities  and  perineum  as  in  our  patient. 
Roentgenographically,  pulmonary  toxoplasmosis  sim- 
ulates edema  or  bronchial  and  atypical  pneumonias 
but  does  not  produce  thin-walled  cavities. 

Amebiasis  deserves  consideration  whenever  fever 
is  associated  with  bizarre  clinical  findings.  In  today’s 
case,  the  hepatomegaly  might  have  represented  ame- 
bic hepatic  abscess,  the  lung  lesion  a pulmonary 
amebic  abscess,  and  the  persistent  headache  with 
terminal  coma,  a cerebral  amebic  abscess  with  exten- 
sion to  the  meninges.  The  bloody  bowel  movement 
could  have  been  the  consequence  of  amebic  colitis. 

Most  suggestive  of  amebic  infection,  however,  is 
the  progressive  perineal  ulceration.  Indeed,  amebiasis 
is  one  of  the  few  disease  processes  known  to  be  re- 
sponsible for  erosion  of  the  deeper  structures  of  the 
perineum.8  The  perineum,  because  of  its  proximity  to 
the  anus  and  amebae-ladened  feces,  is  the  most  fre- 
quent site  of  cutaneous  amebiasis.  Since  the  clinical 
picture  of  cutaneous  amebiasis  is  not  distinctive,  the 
diagnosis  depends  upon  demonstration  of  the  tropho- 
zoites in  smears  of  the  exudate  and/or  in  biopsy 
specimens  from  the  involved  areas.  Such  studies  were 
not  performed  here.  Thus,  I cannot  exclude  perineal 
amebiasis. 

Regarding  the  rest  of  the  clinical  picture,  I do  not 
favor  amebiasis  for  the  following  reasons.  The  only 
gastrointestinal  complaint  listed  was  the  one  episode 
of  bloody  bowel  movement  coming  on  relatively  late 
in  the  clinical  course.  Since  the  rectum  is  involved  in 
70  percent  or  more  of  the  cases  of  amebic  colitis, 
the  normal  proctoscopic  examination  to  14  cm.  would 
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be  good  evidence  against  amebic  disease  of  the  colon. 
The  absence  of  hepatic  tenderness,  the  nonelevated 
right  hemidiaphragm,  and  the  normal  appearing  right 
lower  lobe  on  chest  roentgenogram  point  away  from 
amebic  hepatic  abscess.  Similarly,  the  relative  sparing 
of  the  right  lung,  the  minimal  respiratory  complaints, 
and  the  paucity  of  reaction  around  the  pulmonary 
cavity  would  be  unusual  for  pulmonary  amebiasis.  Pa- 
tients with  amebic  brain  abscesses  usually  die  within 
several  weeks  after  onset  of  cerebral  symptoms,  but 
our  patient’s  headache  began  more  than  two  months 
before  death.  Lastly,  I am  unaware  of  any  relationship 
between  amebiasis  and  renal  transplantation. 

The  final  protozoan  infection  requiring  discussion 
is  Pneumocystis  carinii  pneumonia.  In  one  autopsy 
study  of  51  renal  transplant  recipients,  41  (80  per- 
cent) of  the  patients  had  pneumonia  of  various 
causes.9  Of  these  41,  10  (24  percent)  had  Pneumo- 
cystis carinii  in  their  lungs.  Factors  considered  impor- 
tant for  the  development  of  Pneumocystis  carinii 
pneumonia  were  survival  after  transplantation  of  69 
days  or  more  and  therapy  with  prednisone  in  doses 
of  40  mg. /day  or  greater  for  an  average  of  113  days. 
Both  of  these  factors  were  present  in  today’s  case. 

Pneumocystis  infection  in  mammals  is  confined  to 
the  lungs  and  lymph  nodes.  Pulmonary  involvement 
results  in  dyspnea,  tachypnea,  cyanosis,  and  death 
from  respiratory  insufficiency.  Roentgenographically, 
there  are  bilateral,  fine,  granular  densities  spreading 
from  the  hilum  and  eventually  involving  most  of  the 
lung.  These  clinical  and  roentgenographic  features 
were  notably  absent  in  our  patient. 

Certain  viral  diseases  are  worthy  of  comment.  The 
herpes-varicella  group  may  cause  ocular,  oral,  cuta- 
neous, and  anogenital  ulcerations  as  well  as  pneu- 
monia, arthritis,  and  even  hematuria.  Rifkind10  found, 
herpes  zoster  in  6 (8.2  percent)  of  73  renal  transplant 
patients  who  had  received  immunosuppressive  thera- 
py. In  none,  however,  did  complications  occur.  Her- 
petic-varicella infection  is  unlikely  in  our  patient, 
mainly  because  thin-walled  pulmonary  cavities  and 
deep  perineal  ulcerations  are  not  among  its  mani- 
festations. 

The  cytomegalovirus  (salivary  gland  virus)  is  com- 
mon among  organ  transplant  recipients,  and  was 


present  at  autopsy  in  the  lungs  of  15  of  32  such 
patients.11  The  47  percent  incidence  seemed  directly 
proportional  to  the  length  of  the  patient’s  survival 
after  transplant  (most  of  those  affected  survived  the 
operation  by  more  than  60  days). 

There  is  no  clear-cut  clinical  or  roentgenographic 
picture  of  cytomegalovirus  infection  in  adults.  Indeed, 
the  virus  may  be  distributed  widely  throughout  the 
body  without  evoking  any  histologic  change.  Occa- 
sionally, it  is  associated  with  rectal  hemorrhage  and 
ulcers  around  the  anus  or  on  the  buttocks.  It  also 
may  locate  in  the  liver  resulting  in  hepatomegaly  and 
abnormal  liver  function.  About  one-third  to  one-half 
of  the  patients  with  generalized  cytomegalic  viral  dis- 
ease also  have  Pneumocystis  carinii  pneumonia.  In 
our  patient  there  is  about  a 50-50  chance  of  finding 
the  cytomegalovirus  in  her  lungs  and  perhaps  else- 
where in  her  body,  but  since  this  organism  rarely,  if 
ever,  is  primarily  responsible  for  death  of  adults,  we 
should  turn  to  other  diagnostic  considerations. 

Among  the  bacterial  diseases,  typical  or  atypical 
tubercular  infections  are  distinct  possibilities.  Both 
may  give  rise  to  fever,  skin  lesions,  pulmonary  infil- 
trates, joint  disease,  cerebral  symptoms,  and  renal 
abnormalities.  The  typical  form  can  cause  ulceration 
of  the  oral  mucosa,  while  the  atypical  type  often  pro- 
duces thin-walled  pulmonary  cavities.  Hill  and  others2 
found  tubercle  bacilli  at  necropsy  in  only  two  organ 
transplant  recipients  to  whom  immunosuppressive 
therapy  had  been  administered,  and  in  neither  case 
was  tuberculosis  the  cause  of  death.  In  our  patient 
sputum  smears  showed  no  acid-fast  bacilli.  Further- 
more, tuberculosis  of  whatever  variety  would  not  ac- 
count satisfactorily  for  many  of  her  abnormalities. 

Chancroid  and  granuloma  inguinale  may  result  in 
superficial  perineal  ulcerations  while  hemolytic  strep- 
tococci, microaerophilic  nonhemolytic  streptococci, 
and  clostridial  infection  may  produce  necrosis  of 
deeper  perineal  tissues.  Granuloma  inguinale  also  may 
involve  the  mouth,  cheek,  neck,  long  bones,  and 
joints.  Nevertheless,  none  of  these  infections  could 
explain  more  than  a small  segment  of  our  patient’s 
manifestations,  and  all  should  have  yielded  to  the 
antibiotic  therapy  used. 

Bacterial  endocarditis  comes  to  mind  in  view  of  the 
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fever,  chills,  subconjunctival  hemorrhage,  anemia, 
heart  murmur,  hematuria,  deteriorating  renal  function, 
headache,  and  coma.  I shall  discard  this  possibility, 
however,  because  at  no  time  did  the  antibiotic  therapy 
influence  the  patient’s  fever;  because  no  organisms 
were  recovered  from  her  blood  except  after  death;  be- 
cause the  pulmonary  lesion  was  not  typical  of  pyo- 
genic abscess;  and  the  type,  extent,  and  distribution 
of  the  skin  lesions  would  be  peculiar  for  bacterial 
endocarditis.  I cannot  exclude  pseudomonas  endo- 
carditis or  non-bacterial  thrombotic  (marantic)  endo- 
carditis as  terminal  events  in  this  case. 

We  now  must  consider  disseminated  fungal  dis- 
eases. Because  the  clinical  manifestations  of  these 
infections  often  overlap,  specific  diagnosis  rests  pri- 
marily upon  culture  of  the  offending  agent  from  the 
blood  or  affected  organs,  or,  less  reliably,  upon  dem- 
onstration of  the  fungus  in  tissue  sections. 

At  the  top  of  Fig.  2,  I have  listed  the  major  dissem- 
inated fungal  diseases.  In  the  column  to  the  far  left 
are  important  clinical  manifestations  in  our  patient  as 
well  as  the  incidence  of  fungal  diseases  in  renal  trans- 
plant recipients  at  Denver.2  The  numbers  signify  the 
relative  frequency  of  the  various  findings.  For  example, 
a Pel-Ebstein  fever  curve,  although  infrequent  in  sys- 
temic histoplasmosis,  still  is  much  more  common  in 
histoplasmosis  than  in  any  of  the  other  disseminated 
fungal  diseases.  It  therefore  receives  a relatively  high 
ranking  of  3.  On  the  other  hand,  the  relative  rarity  of 
gastrointestinal  involvement  in  disseminated  cocci- 
dioidomycosis becomes  even  more  striking  when  com- 
pared to  the  frequency  of  bowel  disease  in  other  fun- 
gal infections.  Thus,  it  receives  a 0 rating.  This  sche- 
ma, admittedly  arbitrary  and  inexact,  is  useful  in  trying 
to  reach  a final  diagnosis  in  this  case. 

I suspect  fungal  endocarditis  because  a heart  mur- 
mur was  heard  for  the  first  time  about  six  weeks  be- 
fore death.  It  was  about  then  also  that  the  sub-con- 
junctival hemorrhage,  mouth  lesions,  swollen  knee, 
and  pain  in  the  area  of  the  kidney  appeared,  a 
sequence  of  events  suggesting  embolic  phenomena. 
The  murmur  may  have  been  hemic,  however,  or  inci- 
dent to  papillary  muscle  dysfunction  brought  about 
by  fungal  disease  of  the  myocardium. 


It  is  difficult  to  make  much  of  the  ocular  findings. 
The  markedly  reduced  number  of  platelets  could  have 
accounted  for  the  subconjunctival  hemorrhage,  but 
the  absence  of  bleeding  elsewhere  at  the  time  makes 
such  a possibility  unlikely. 

The  lesions  on  the  arms  and  hands  are  hard  to 
classify  but  suggest  pseudomonas-induced  ecthyma 
gangrenosum.12  They  might  have  represented  some 
sort  of  allergic  vasculitis  but  probably  did  not  contain 
fungi.  The  mouth  lesions  likely  were  fungal  in  origin. 
The  perineal  ulcer  probably  resulted  from  the  com- 
bined effects  of  Pseudomonas  and  Candida  infection. 

The  persistent  headache  suggests  localized  or  dif- 
fuse granulomatous  involvement  of  the  central  ner- 
vous system  or  possibly  a fungal  arterial  aneurysm. 
The  bloody  bowel  movement  probably  resulted  from 
fungal  disease  of  the  gastrointestinal  tract  or,  less 
likely,  from  steroid-induced  mucosal  ulceration  aggra- 
vated perhaps  by  the  low  platelet  count. 

I considered  the  fluid  in  the  right  knee  as  evidence 
of  fungal  arthritis  and  the  hepatomegaly  as  fungal 
disease  of  the  liver  rather  than  hepatic  congestion. 

The  hematuria,  pain  over  the  kidney  area,  oliguria, 
weight  gain,  and  transient  decrease  in  renal  function, 
likely  resulted  from  the  arteritis  and  focal  renal  in- 
farcts of  a rejection  reaction.  The  low  number  of 
platelets  might  have  accentuated  the  hematuria.  Other 


1 

ENDOC ARDI T 1 S 

3 

3 

0 

3 

0 

0 

0 

0 

0 

0 

0 

2 

EYE 

1 

0 

2 

0 

3 

1 

1 

2 

1 

0 

0 

3 

SKIN 

3 

3 

3 

1 

1 

2 

3 

1 

3 

1 

1 

4 

CENTRAL  NERVOUS  SYSTEM 

2 

3 

3 

3 

3 

1 

i 

3 

0 

3 

0 

5 

"THIN-WALLED“lUNG  CAVITY 

3 

1 

3 

3 

0 

0 

2 

1 

1 

1 

l 

6 

PERINEAL  ULCERATION 

3 

3 

1 

1 

0 

2 

1 

0 

2 

0 

2 

7 

MOUTH 

3 

3 

2 

1 

3 

3 

1 

0 

0 

0 

3 

8 

GASTROINTESTI  NAL 

3 

3 

0 

1 

3 

3 

0 

0 

0 

0 

3 

9 

JOINTS 

1 

0 

3 

0 

0 

0 

2 

2 

0 

0 

0 

10 

LIVER 

3 

2 

3 

1 

1 

1 

0 

2 

2 

l 

0 

II 

KIDNEY 

1 

3 

3 

3 

3 

1 

1 

0 

2 

3 

0 

12 

"PEL-EBSTEIN  " FEVER 

3 

1 

2 

1 

0 

2 

l 

0 

0 

0 

0 

13 

MARROW  DEPRESSION 

3 

0 

0 

3 

0 

0 

0 

0 

0 

0 

0 

14 

INCIDENCE  POST  TRANSPLANT 

1 

3 

0 

3 

0 

0 

0 

0 

0 

2 

0 

TOTAL  POINTS 

33 

28 

25 

24 

17 

16 

13 

II 

II 

II 

10 

0=  Procticolly  Never,  I = Rel ol ively  Rore,  2- Relolively  Uncommon,  3=  Rtlolively  Common 

Fig.  2.  Table  of  disseminated  fungal  disease. 
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possible  causes  for  the  hematuria  would  be  diffuse  or 
focal  embolic  glomerulonephritis  associated  with  en- 
docarditis, infarction  of  the  kidney  consequent  to  in- 
fected emboli  in  the  renal  artery,  or  fungal  renal  in- 
fection with  or  without  abscess  formation. 

The  fever  curve  is  interesting  but  difficult  to  in- 
terpret. The  fluctuations  may  have  been  iatrogenic. 
Fever  persisted  only  when  Imuran  therapy  was  with- 
held. 

Marrow  depression,  as  evidenced  by  severe  neutro- 
penia and  thrombocytopenia  and  mild  anemia,  prob- 
ably resulted  from  the  Imuran  therapy.  For  the  last 
two  weeks  of  the  month  preceding  death,  however,  no 
Imuran  was  administered,  and  thereafter,  its  dose  was 
low  in  relation  to  what  it  had  been  during  the  previous 
hospital  course.  These  observations  suggest  that  con- 
comitant infection,  possibly  in  the  bone  marrow  itself, 
may  have  caused  the  hematologic  abnormalities. 

When  one  adds  up  all  the  points,  the  four  leading 
possibilities  in  order  of  probability  would  be  histoplas- 
mosis, candidiasis,  coccidioidomycosis,  and  aspergil- 
losis. The  thin-walled  pulmonary  cavity  obviously  sug- 
gests coccidioidomycosis,  but  other  fungi  as  well  as 
several  other  disease  processes  can  cause  such  a 
change.13  Actually,  the  wall  of  the  cavity  was  not  as 
thin  as  that  of  the  “typical”  coccidioidal  variety.  Fur- 
thermore, the  occurrence  of  coccidioidomycosis  in 
Houston,  and  the  presence  of  endocarditis  and  gas- 
trointestinal involvement  in  this  disease,  would  be 
unusual. 

Especially  suggestive  of  histoplasmosis  are  the  pal- 
atal patches,  gastrointestinal  bleeding,  possible  mar- 
row invasion,  bizarre  skin  lesions,  and  sterile  blood 
cultures  in  the  face  of  suspected  endocarditis.  Exten- 
sive involvement  of  the  central  nervous  system  also 
may  develop  in  this  disease  without  clinical  signs.  In 
fact,  even  histoplasma  meningitis  may  occur  without 
changes  in  the  cerebrospinal  fluid. i*  Statistically, 
however,  histoplasmosis  is  unlikely,  because  only  1 
of  60  renal  transplant  patients  at  Denver  died  of  this 
disease.2 

Common  to  candidiasis  and  aspergillosis  are  endo- 
carditis, central  nervous  system  changes,  renal  in- 
volvement, and  a background  of  prolonged  therapy 
with  adrenocorticosteroids  and  multiple  antibiotics. 


Also  about  equal  is  the  frequency  with  which  each 
has  caused  death  in  renal  transplant  recipients.2  More 
typical  of  aspergillosis,  however,  are  thin-walled  pul- 
monary cavities,  bone  marrow  depression,  right-sided 
endocarditis,  difficulty  in  recovering  the  organism 
from  the  blood  or  sputum,  and  the  roentgenographic 
appearance  of  a fungus  ball.  Cutaneous,  oral,  and 
gastrointestinal  lesions  are  more  frequent  in  candi- 
diasis. Since  Candida  grows  readily  in  cultures  from 
many  sites,  often  when  tissue  invasion  has  not  oc- 
curred, its  recovery  from  our  patient’s  sputum,  urine, 
mouth,  and  perineum  is  not  necessarily  significant. 

Whereas  pulmonary  abnormalities  appear  relatively 
early  in  the  clinical  course  of  aspergillosis,  they  were 
late  findings  in  our  patient.  A fungus  ball  in  an  upper 
lobe  is  the  sign  most  suggestive  of  aspergillosis,  but 
in  our  patient,  the  cavity  appeared  to  be  in  the  lower 
lobe  and  no  definite  fungus  ball  was  seen. 

Candida  are  isolated  from  the  blood  in  about  two- 
thirds  of  patients  with  disseminated  candidiasis,15 
and  in  a much  greater  percentage  when  endocarditis 
is  present.16  Yet,  seven  blood  cultures  in  our  patient 
failed  to  yield  any  fungus.  Rifkind  points  out,  too, 
that  fatal  candidiasis  predominates  in  male  renal 
transplant  recipients.11  In  spite  of  such  observations, 

I believe  disseminated  candidiasis  best  explains  most 
of  the  clinical  features  of  this  case. 

The  immediate  cause  of  death  was  pseudomonas 
bacteremia.  The  terminal  hyperirritability  and  coma 
likely  resulted  from  the  bacteremia  but  may  have  rep- 
resented subarachnoid  or  intracerebral  hemorrhage 
consequent  either  to  ruptured  fungal  arterial  an- 
eurysm^ or  to  the  extremely  low  platelet  count. 

In  summary,  my  final  diagnoses  are  (1)  fungus  in- 
fection (probably  Candida)  involving  endocardium, 
lungs,  eye,  brain,  gut,  liver,  knee,  mouth,  and  perine- 
um; (2)  Pseudomonas  infection  of  blood  (cause  of 
death),  skin,  and  perineum;  (3)  possible  cytomegalo- 
virus disease,  especially  in  the  lungs;  (4)  chronic 
pyelonephritis  of  the  patient's  left  kidney  with  mild 
cystic  changes  of  a nonspecific  type;  and  (5)  chronic 
rejection  reaction  with  probable  fungal  infection  in 
the  donor  kidney. 

Dr.  Pruitt:  In  identifying  fever  as  the  core  phenome- 
non, Dr.  Fred,  in  his  analysis,  has  hit  upon  a feature 
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of  the  patient’s  disease  which  can  be  exposed  both 
to  qualitative  and  quantitative  analysis.  He  has  pur- 
sued that  analysis  with  skill  and  thoroughness.  But 
perspective  can  and  reasonably  should  be  applied  not 
only  to  specific  clinical  expressions  of  the  patient’s 
disease,  but  also  to  the  chronology  of  events  in  that 
disease.  Reflection  on  problems  of  chronology  seems 
particularly  intriguing  in  this  morning’s  case.  I would 
pinpoint  the  issue  by  a question,  namely,  were  the 
clinical  events  preceding  renal  transplantation  part  of 
one  and  the  same  illness  which  produced  the  clinical 
developments  following  renal  transplantation?  If  the 
answer  to  this  question  is  in  the  affirmative,  then  cer- 
tainly I would  hasten  to  support  Dr.  Fred’s  assertion 
that,  “Many  features  of  today’s  case  suggest  a con- 
nective tissue  disease,  especially  Wegener’s  granu- 
lomatosis.” We  must  decide  whether  this  patient  had 
one  disease  which  led  to  the  event,  renal  transplanta- 
tion, and  another  which  produced  the  final  event,  her 
death,  or  whether  throughout  the  entire  period  she 
had  only  one  disease. 

On  the  ordinate  of  Dr.  Fred’s  chart  he  has  arranged 
a listing  of  diseases.  Items  2-8  read  as  follows:  eye, 
skin,  central  nervous  system,  “thin-walled”  lung  cavi- 
ty, perineal  ulceration,  mouth,  gastrointestinal.  Of  the 
14  items  listed,  the  7 just  cited  may  be  said  to  have 
at  least  one  common  element,  namely,  the  organ  or 
tissue  (with  the  exception  of  Item  5,  "thin-walled” 
lung  cavity)  under  scrutiny  was  derived  embryologi- 
cally  either  from  the  ectoderm  or  entoderm,  not  from 
the  mesoderm.  In  this  sense  at  least,  they  could  be 
lumped  as  lesions  of  the  skin,  mucous  membranes 
and  derivatives  thereof.  In  compilation  of  scores,  as 
can  be  had  by  moving  down  the  columns  of  the  chart, 
high  values  are  obtained  by  adding  numbers  found 
in  the  rectangles  formed  at  the  conjunction  of  the 
six  named  items  and  the  first  four  disease  entities 
listed  along  the  abscissa  at  the  top  of  the  chart.  By 
such  a scoring  system  one  proceeds  almost  inescap- 
ably to  the  conclusions  reached  by  Dr.  Fred,  namely, 
that  “The  four  leading  possibilities  in  order  of  prob- 
ability would  be  histoplasmosis,  candidiasis,  coccidi- 
oidomycosis, and  aspergillosis.’  Let  it  be  said, 
though,  that  this  specific  answer  deduced  on  this 
specific  basis  was  firmly  and  relentlessly  structured 
into  the  nature  of  the  chart  from  which  it  was  derived. 


The  patient  under  study  had  mucocutaneous  le 
sions.  Hence,  the  fungus  diseases  which  produce 
mucocutaneous  manifestations  were  bound  to  score 
high  because  mucocutaneous  manifestations  were 
given  preferential  treatment  (i.e.,  by  splitting  such 
manifestations  into  six  individual  categories)  in  the 
construction  of  the  chart.  The  harsh  speaker  might 
say  this  was  but  another  illustration  of  the  truism 
identified  in  computerese  by  the  letters  “GI-GO”  (gar- 
bage in-garbage  out).  Such  judgment  is  needlessly 
cruel  and  unwarranted,  and  I reject  it.  The  facts  them- 
selves were  accurate  enough:  no  garbage  here.  If  error 
has  been  committed,  it  derived  not  from  the  intrinsic 
quality  of  these  facts  but  rather  from  Dr.  Fred’s  labo- 
rious and  commendably  detailed  arrangement  of  them 
in  his  graphic  display.  I offer  then  only  my  commen- 
dation of  Dr.  Fred  on  the  soundness  of  his  approach, 
the  skill  of  his  analysis,  and  the  penetration  of  his 
arguments.  He  has  discharged  all  these  matters  with 
the  skill  of  a master.  He  very  probably  reached  a con- 
clusion which  will  be  upheld  by  the  pathologic  data. 
Nonetheless,  he  did  also  in  his  ingenious  graphic 
display  stack  the  diagnostic  deck. 

Pathological  Findings:  Dr.  Anderson:  We  have  had  the 
opportunity  to  examine  material  from  this  patient  on 
several  occasions.  At  the  time  of  renal  transplantation 
the  resected  left  kidney  was  severely  diseased,  mea- 
suring 9 by  5 by  2.5  cm.,  with  the  bulk  of  the  renal 
mass  corresponding  to  dilated  calyces,  some  of  which 
contained  calculi.  The  residual  yellow  cortex  was  irreg- 
ular and  thin  (Fig.  3).  Histologically,  the  typical  alter- 
ations of  severe  acute  and  chronic  pyelonephritis  were 
observed.  A biopsy  of  the  donor  kidney  was  normal. 

Four  months  following  the  transplantation  a renal 
biopsy  of  the  donor  kidney  was  performed.  The  alter- 
ations present  were  those  of  an  early  rejection  reac- 
tion, correlating  with  the  clinical  impression  and  with 
the  deteriorating  laboratory  values  for  renal  function. 
These  changes  consisted  of  glomerular  basement 
membrane  thickening,  tubular  atrophy,  and  an  inter- 
stitial chronic  inflammatory  cell  infiltrate  along  with 
interstitial  edema. 

The  autopsy  findings  seven  and  one-half  months 
following  renal  transplantation  were  striking.  The  peri- 
neal skin  was  ulcerated  extensively  and  covered  by  a 
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Fig.  4.  Transplanted  kidney  from 
autopsy  examination  demonstrating 
an  enlarged  organ  with  a mottled 
external  surface  corresponding  to  areas 
of  cortical  hemorrhage  and  infarcts. 


Fig.  3.  Surgically  resected  kidney 
showing  dilated  calyces  and  stones. 
The  cortex  is  irregular  and  thin. 
Microscopically,  the  changes  were  those 
of  acute  and  chronic  pyelonephritis. 


~ * 


gray,  shaggy  base.  Small  ulcers  were  present  at  the 
medial  aspect  of  both  eyelids,  and  an  acute  and 
chronic  inflammatory  cell  infiltrate  was  observed  mi- 
croscopically with  broad  areas  of  necrosis. 

The  transplanted  kidney  in  the  left  flank  was  en- 
larged and  edematous,  weighing  300  gm.  The  external 
and  cut  surfaces  presented  a variegated  yellow  and 
red  pattern,  representing  zones  of  cortical  hemorrhage 
and  infarcts  (Fig.  4).  The  immediate  vascular  anas- 
tomoses were  intact  and  patent;  however,  the  smaller 
veins  contained  recent  and  older  organizing  thrombi 
and  a few  small  arteries  were  thrombosed.  Microscopi- 
cally, there  was  little  recognizable  residual  renal  pa- 
renchyma; almost  the  entire  kidney  had  undergone 
ischemic  necrosis.  One  renal  papilla  contained  a mass 
of  Monilia  ( Candida ) organisms. 

The  lungs  were  congested,  edematous,  and  partly 
consolidated,  weighing  1,900  gm.  together.  Multiple, 
discrete  nodules  were  palpable  and  visible  on  the  cut 
surfaces  of  both  lungs  and  a 2.5  cm.  cavity  contain- 
ing thick,  gray,  purulent  material  was  located  in  the 
left  upper  lobe.  In  addition  to  congestion  and  edema, 
the  sections  of  the  nodules  and  cavity  demonstrated 
an  acute  necrotizing  inflammatory  process  (Fig.  5). 
Smears  of  the  purulent  material  revealed  many  acid- 
fast  organisms;  and  culture  yielded  atypical  myco- 
bacteria, photochromogen  group  1. 

Located  on  the  mitral  valve  and  aortic  cusp  were 
discrete  verrucous  nodules  which  were  composed  of 
fibrin  and  platelet  material  without  evidence  of  a 
septic  etiology.  These  we  classified  as  marantic  vege- 
tations. 

The  liver  and  spleen  were  congested,  and  the  liver 
was  the  site  of  prominent  fatty  metamorphosis.  A 
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nonspecific  inflammatory  membrane  devoid  of  organ- 
isms was  located  in  the  midesophagus. 

The  pericardium  was  covered  partly  by  dense  fi- 
brous adhesions.  This  possibly  represented  an  old 
organized  uremic  pericarditis.  The  pancreas  was  un- 
remarkable. 

The  basic  lesion  in  this  patient  was  acute  and 
chronic  pyelonephritis.  Following  nephrectomy  and 
renal  transplantation,  there  was  clinical  and  patho- 
logic evidence  of  rejection  reaction  in  the  donor  kid- 
ney. Subsequent  events  were  complications  of  therapy 
and  consisted  of  vascular  thromboses  in  the  trans- 
planted kidney  with  a focus  of  monilial  organisms  and 


Fig.  5.  Pulmonary  nodule  representing  an 
acute  necrotizing  granulomatous  process 
from  which  atypical  acid-fast  organisms 
were  cultured  (hematoxylin  and  eosin  x 
12). 


terminal  pulmonary  parenchymal  infection  with  atypi- 
cal acid-fast  organisms  (photochromogen  group  1). 

Final  anatomic  diagnoses  are  transplanted  kidney 
with  vascular  thrombosis  and  infarcts  (history  of 
acute  and  chronic  pyelonephritis  and  graft  rejec- 
tion); acute  granulomatous  pulmonary  disease  with 
cavitation  (photochromogen  group  1);  marantic  mitral 
and  aortic  valvulitis;  congestion  of  liver  with  fatty 
metamorphosis;  extensive  perineal  and  palpebral  ul- 
cers; esophageal  pseudomembrane;  and  fibrous  peri- 
cardial adhesions. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 


Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro  -Banthine  „ 

propantheline  bromide 

calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Ban  thine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthlne  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph1  2 repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthlne.  The  duodenum 
was  intubated.  Pro-Banthlne  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications : Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Ban  thine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology, 
in  press. 
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helps  keep  calories 
at  arm’s  length 


Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
ot  obesity.  It  may  be  used  in  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy 
bor  use  in  pregnancy,  see  Warning. 


Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
piolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic ' 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 
inhibitors. 


vvauuny.  u u nor  use  curing  tirst  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
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reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive 
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Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
rug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
alternations  or  delusions.  Do  not  exceed  recommended  dosage 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia  dizziness 
nausea,  or  headache.  (B)R46-560-A 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 


Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 

Streptococci 


V-Cillin  K provides  dependable 


oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci,  ft  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillm  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis,- urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful). 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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At  the  recommended  dosage  level 
— initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted-in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


NORPRAMIN 

(desipramine  hydrochloride) 

ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 

IN  BRIEF: 


INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressiveor  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
adverse  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness! 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg  / 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 
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Public  Image  of  Medicine  Dependent 
On  Individual  Physician,  Speakers  Say 


Elevating  the  image  of  organized 
medicine  to  that  of  the  individual 
physician  is  a challenge  to  be  faced 
by  physicians  individually  and  col- 
lectively today.  At  the  1967  Texas 
Medical  Association  Public  Affairs 
and  Public  Relations  Conference, 
held  in  Austin  on  Sept.  30,  more 
than  685  Texas  physicians  and  their 
guests  directed  themselves  to  the 
problem  of  building  more  respect  for 
physicians  in  the  community. 

Dr.  Howard  R.  Dudgeon  of  Waco, 
TMA  President,  opened  the  Confer- 
ence with  a word  about  medicine’s 
‘‘growing  pains.”  Texas  will  have 
more  than  12,000  physicians  by 
1975.  Although  93  percent  of  Texas 
physicians  belong  to  TMA,  the  per- 
centage of  active  members  is  appall- 
ingly low.  The  thrust  of  the  entire 
Conference  was  that  public  relations 
begin  with  the  individual  physician, 
in  his  home,  community,  and  office. 

Morning  guest  speakers  were  Mr. 
Philip  Lesly  of  Chicago,  president  of 
the  Philip  Lesly  Company  which 
handles  public  relations  for  the 
American  Medical  Association;  Dr. 
Otis  Wolfe  of  Marshalltown,  Iowa, 
past-president  of  the  Iowa  Medical 
Society;  and  the  Hon.  George  Bush 


Dr.  Howard  O.  Smith  of  Marlin,  TMA 
treasurer,  welcomes  guest  speaker  Dr. 
Otis  D.  Wolfe  of  Marshalltown,  Iowa,  past 
president  of  the  Iowa  Medical  Society,  to 
the  Texas  Medical  Association  1967  Pub- 
lic Affairs  and  Public  Relations  Confer- 
ence in  Austin  on  Sept.  30. 


of  Houston,  US  Congressional  repre- 
sentative from  the  Seventh  District 
of  Texas.  Afternoon  speakers  includ- 
ed Dr.  Blair  J.  Henningsgaard  of 
Astoria,  Ore.,  chairman  of  the  board 
of  directors  of  American  Political 
Action  Committee  (AMPAC);  and  Dr. 
Dwight  L.  Wilbur  of  San  Francisco, 
President-elect  of  the  AMA. 

Mr.  Lesly:  In  the  keynote  speech  of 
the  Conference,  “The  Complex  Art 
of  Public  Relations  in  a Complex 
Society,”  Mr.  Philip  Lesly  stressed 
the  unprecedented  importance  of 
good  public  relations  for  medicine 
because,  “the  more  any  group  ad- 
vances in  mastery  of  its  own  field, 
the  more  certain  it  is  to  get  out  of 
touch  with  the  rest  of  the  popula- 
tion. 

The  traditional  lifetime  relation- 
ship between  doctor  and  patient  is 
fast  becoming  history  as  specializa- 
tion becomes  more  commonplace. 
Mr.  Lesly  warned  that  ignorance  of 
the  medical  profession  breeds  fear 
in  the  public;  and,  as  technology 
advances,  the  gulf  between  physi- 
cians and  patients  grows  wider.  But 
the  public’s  anxiety  and  distrust  can 
be  alleviated,  perhaps  eliminated,  if 
doctors  will  arm  themselves  with 
some  knowledge  of  the  mechanics 
of  good  public  relations,  Mr.  Lesly 
believes. 

Of  his  firm  Mr.  Lesly  said,  “It  is 
our  job  to  know  the  expectations  of 
the  client’s  publics  ...  to  find  the 
means  of  identifying  the  client  with 
these  expectations  . . . and  to  pro- 
ject the  client’s  mutuality  of  inter- 
est to  the  publics  so  everyone  bene- 
fits . . . Only  by  keeping  alert  and 
sensitive  to  the  trends  of  human 
attitudes  and  the  ways  to  mesh  our 
purposes  into  them  will  we  make 
possible  public  relations  successes 
in  the  future.” 

Dr.  Wolfe:  Concentrating  on  the  grav- 
ity of  medicine’s  public  relations 
problems,  Dr.  Otis  D.  Wolfe  com- 
mented, “I  think  you  would  agree 
that  next  to  politics  and  intimately 
related  to  it,  public  relations  repre- 
sent our  most  vulnerable  flank.  Dr. 


Wolfe  found  the  attitude  of  the  pub- 
lic toward  organized  medicine  to  be 
belligerent,  to  say  the  least.  He  at- 
tributed this  attitude  to  the  work  of 
some  unscrupulous  members  of  the 
press  and  to  assorted  overzealous 
liberals  among  university  professors, 
labor  leaders,  and  public  officials. 
These  foes,  he  cautioned,  “pose 
medicine’s  toughest  public  relations 
problem.” 

Dr.  Wolfe  believes  that  the  cure 
lies  not  on  a large  scale  but  rather 
on  a person-to-person  level.  It  is  on 
this  individual  basis  that  most  peo- 
ple receive  their  first  and  most  last- 
ing impression  of  medicine.  Such 
practices  as  overcharging,  refusing 
to  make  house  calls,  and  not  being 
readily  available  can  only  strength- 
en the  case  for  medicine’s  adversar- 
ies, he  said,  and  they  have  no  place 
at  all  in  the  repertoire  of  a responsi- 
ble physician. 

Dr.  Wolfe  listed  the  possible  steps 
toward  a cure  for  medicine’s  PR 
problems.  “First,  we  should  encour- 
age our  medical  schools  to  introduce 
courses  in  human  relations,  com- 
munications, and  the  art  of  medi- 
cine. Second,  conferences,  such  as 
the  one  we  are  attending  today,  are 
certainly  a step  in  the  right  direc- 
tion, if  only  we  could  reach  more  of 
our  physicians.  Third,  an  area  where 
we  are  probably  missing  the  boat  is 
in  the  introduction  of  ...  a nation- 
wide public  information  program 
telling  medicine’s  story — medicine’s 
posture,  the  doctor’s  story,  the  phy- 
sician ethic.” 

Mr.  Bush:  Rep.  George  Bush  assayed 
the  status  of  health  care,  taxes,  and 
other  issues  before  the  House  of 
Representatives  Ways  and  Means 
Committee,  the  powerful  House  com- 
mittee on  which  he  holds  member- 
ship. 

In  his  opinion,  "the  Social  Secur- 
ity bill  (HR  1280)  which  has  passed 
the  House  is  a vastly-improved  piece 
of  legislation  compared  to  the  Admin- 
istration’s original  bill  (HR  5710).” 
The  thrust  of  the  old  bill  was  to 
make  Social  Security  a welfare  pro- 
gram instead  of  a supplement  to  in- 
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A group  of  physicians,  including  (facing,  left  to  right)  Dr.  J.  B.  Copeland  of 
Austin,  member  of  the  American  Medical  Association  Board  of  Trustees;  Dr. 
Dwight  L.  Wilbur  of  San  Francisco,  President-elect  of  the  American  Medical  Asso- 
ciation, Conference  speaker;  and  Dr.  Milford  O.  Rouse  of  Dallas,  AMA  President, 
get  together  for  conversation  at  coffee  break. 


Dr.  James  H.  Sammons  of  Baytown,  chairman  of  the  TMA  Board  of  Councilors, 
speaks  to  the  Conference  on  "IRP  and  Direct  Billing.”  The  speech  was  one  of 
four  of  the  afternoon  panel  session,  “Current  Developments  from  TMA,  AMA,  and 
Washington."  Other  panel  participants  were  Drs.  Walter  Walthall  of  San  Antonio, 
immediate  past  chairman  of  the  TMA  Board  of  Councilors;  Dr.  Harvey  Renger  of 
Hallettsville,  chairman  of  the  Texas  Delegation  to  the  AMA;  Dr.  Charles  Max  Cole 
of  Dallas,  speaker  of  the  TMA  House  of  Delegates;  and  Mr.  C.  Lincoln  Williston 
of  Austin,  Executive  Secretary  of  TMA. 


Participants  on  the  panel,  "Public  Relations,  Community  Action,  and  Public 
Health,”  were,  left  to  right,  Mrs.  Sue  Boe  of  Chicago,  field  representative  for  com- 
munity organizations  of  the  AMA;  Dr.  Joseph  T.  Ainsworth  of  Houston,  chairman, 
TMA  Council  on  Public  Relations  and  Public  Services;  Dr.  Sam  A.  Nixon  of  Flores- 
ville,  chairman  of  the  TMA  Committee  on  Public  Health;  Dr.  William  F.  Ossenfort 
of  Houston,  chairman,  Harris  County  Medical  Society  Measles  Immunization  Pro- 
gram; and  Dr.  O.  E.  Harper  of  Abilene,  member  of  the  TMA  Council  on  Public 
Relations  and  Public  Service. 


Congressman  George  Bush  of  Houston, 
Representative  Seventh  District  of  Texas, 
Conference  speaker,  expounds  on  political 
issues  at  morning  coffee  break. 


Mr.  Philip  Lesly  of  Chicago,  president  of 
the  Philip  Lesly  Company  and  public  re- 
lations consultant  to  the  American  Medi- 
cal Association,  keynote  speaker  at  the 
Conference,  takes  a break  from  meeting. 


Dr.  Max  Johnson  of  San  Antonio,  Past 
President  of  TMA,  converses  with  Dr. 
Blair  J.  Henningsgaard  of  Astoria,  Ore., 
chairman  of  the  Board  of  Directors  of  the 
American  Medical  Association,  who  spoke 
to  the  Conference  on  "Medicine,  Politics, 
and  Public  Affairs.” 


come  as  was  originally  intended, 
declared  Mr.  Bush.  In  HR  1280,  the 
benefits  are  largely  wage  related  and 
are  not  as  large  as  the  Administra- 
tion would  have  liked.  There  is  also 
a work  incentive  clause  and  a ceil- 
ing on  both  Medicaid  and  Aid  to 
Dependent  Children. 

Congressman  Bush  feels  that  fam- 
ily planning  systems  are  essential  to 
the  working  of  any  welfare  program. 
He  also  insists  there  should  be  no 
talk  of  a tax  increase  by  the  Ad- 
ministration until  it  shows  good  faith 
by  cutting  spending. 

He  told  the  assembly  that  doctors 
write  more  letters  to  their  Congress- 
men than  any  other  group  and  as- 
sured them  that  Congressmen  do 
read  their  mail. 

Dr.  Henningsgaard:  Dr.  Blair  Hen- 
ningsgaard  discussed  physicians’  in- 
volvement in  politics  and  public  af- 
fairs. On  the  political  front,  “the 
PAC  (Political  Action  Committee) 
movement  is  a public-relations  light- 
ning rod  for  physicians:  we  divert 
the  legislative  lightning  away  from 
the  structure  of  organized  medicine 
by  providing  a direct  path  to  safe 
political  ground.” 

“I  believe,”  said  Dr.  Hennings- 
gaard, “that  the  resources  of  our 
profession  are  formidable  when 
brought  to  bear  on  the  political  pro- 
cess, whether  those  resources  are 
counted  in  measures  of  leadership, 
dollars,  talent,  or  dedication.”  The 
vicious  circle  of  legislative  propos- 
als, public  debate,  and  criticism  can 
be  broken,  at  least  in  large  part,  by 
the  PAC  movement,  Dr.  Hennings- 
gaard asserted. 


“The  Murray-Wagner-Dingell  fight 
showed  what  an  aroused  profession 
could  do,”  he  declared.  "It  also 
showed  that  lobbying,  unless  backed 
up  with  broad-based  climate-build- 
ing programs  directed  at  the  public, 
could  never  have  more  than  limited 
effect.  And  finally,  it  showed  that 
programs  of  this  sort  were  costly  in 
terms  of  dollars,  effort,  and  even 
more  important,  the  public’s  regard 
for  organized  medicine.” 

Dr.  Henningsgaard  finds  medicine 
is  too  often  engaged  in  a futile  at- 
tempt to  empty  the  sea  with  a 
bucket.  “The  scientific  programs  of 
organized  medicine  enhance  the 
public’s  opinion  of  our  profession; 
our  legislative  battles  on  socioeco- 
nomic issues  erode  that  good  opin- 
ion.” 

“What  we  need,”  the  legislators 
say,  “is  fewer  courses  in  issue  orien- 
tation when  these  measures  hit  the 
floor,  and  more  support  every  sec- 
ond November,  when  our  political 
necks  are  on  the  block.”  In  answer, 
the  PAC  movement  “produces  Dem- 
ocratic and  Republican  Congress- 
men who  feel  they  can  vote  their 
consciences  without  fear  of  the  po- 
litical consequences.” 

Dr.  Henningsgaard  reminded  the 
audience  that  membership  is  the 
lifeblood  of  the  PAC  movement.  “It 
determines  not  only  the  dollars 
available  for  candidate  support  but 
the  volunteer  workers  our  candidate 
committees  can  put  to  work.” 

Dr.  Wilbur:  Speaking  at  the  closing 
session  of  the  Conference  on  “Med- 
ical Manpower;  the  Challenge 
Ahead,”  Dr.  Dwight  L.  Wilbur,  Presi- 


dent-elect of  the  AMA,  pointed  out 
that  “by  1975  the  health  care  in- 
dustry will  be  the  largest  industry  in 
this  country.”  Doctors  and  public 
alike  sometimes  forget  that  “for 
every  physician  there  are  ten  auxili- 
ary workers,”  from  the  nurses  who 
work  hand-in-hand  with  the  doctor 
to  the  case  worker  in  the  field. 

Dr.  Wilbur  said  that  some  of  med- 
icine’s critics  attribute  the  shortage 
of  physicians  to  a diabolic  plot  on 
the  part  of  the  AMA  to  limit  the 
number  of  doctors  in  order  to  in- 
crease present  doctors’  bankrolls. 
The  real  source  of  the  trouble  lies 
elsewhere.  For,  in  fact,  he  believes 
medicine  has  done  its  job  too  well. 
According  to  Dr.  Wilbur,  the  short- 
age of  doctors  is  partially  the  re- 
sult of  “an  increased  demand  for 
physicians,  as  the  people’s  trust  in 
them  grows.”  Longer  life  spans  and 
growing  population  are  the  results  of 
better  care  and  of  more  money  be- 
ing available  for  medical  care. 

“A  discussion  of  manpower  nec- 
essarily is  much  more  a listing  of 
problems  than  of  solutions,”  stated 
Dr.  Wilbur.  The  number  of  doctors 
needed  in  the  future  will  undoubted- 
ly increase;  but  no  one  can  predict 
how  many  doctors  will  be  needed, 
for  health  care  needs  change. 

A crisis  exists  today  among  the 
doctors  that  we  do  have.  The  prob- 
lem is  the  increasing  number  of  for- 
eign medical  graduates,  who  may  or 
may  not  have  the  same  quality  of 
education  as  the  American  trained 
physicians.  “There  are  as  many  for- 
eigners applying  for  the  Educational 
Council  for  Foreign  Medical  Gradu- 
ates exam  as  there  are  students 
applying  for  medical  school  in  this 
country.”  Moreover,  “Texas  is  fourth 
in  the  number  of  foreign  medical 
graduates.” 

These  and  other  difficult  problems 
plague  concerned  members  of  the 
medical  profession.  Secretary  of 
Health,  Education  and  Welfare,  John 
Gardner  has  challenged  the  profes- 
sion to  find  new,  and  better,  meth- 
ods of  health  care. 

Dr.  Wilbur’s  belief  is  that  the 
quest  for  better  health  care  is  “a 
never-ending  one,  because  medicine 
will  always  be  faced  with  new  chal- 
lenges that  make  us  depart  from 
past  traditions  in  order  to  evolve 
new  patterns  of  the  delivery  of  med- 
ical and  health  care  . . . and  make 
us  abandon  previous  attitudes,  tech- 
niques, and  goals  to  forge  new  tools 
and  new  strategies  in  our  relentless 
pursuit  of  excellence.” 

Panel  on  Community  Action:  Three 
prominent  Texas  physicians  and  a 


Mr.  Paul  C.  Shaefer  of  Fort  Smith,  Ark.,  executive  vice-president  of  the  Arkansas 
Medical  Society,  converses  with  Dr.  Howard  O.  Dudgeon  of  Waco,  President  of 
TMA,  about  the  Conference  program.  Mr.  Shaefer  visited  the  Conference  in  order 
to  observe  the  workings  of  the  Texas  Medical  Association. 
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Perry  C.  Talkington,  M.D. 

Medical  Director 
Charles  L.  Bloss,  M.D. 

Clinical  Director 

Howard  M.  Burkett,  M.D. 

Associate  Psychiatrists 
James  K.  Peden,  M.D. 
Jerry  M.  Lewis,  M.D. 
Ward  G.  Dixon,  M.D 


Claude  L.  Jackson,  M.D. 
E.  Clay  Griffith,  M.D. 
John  H.  Reitmann,  M.D. 
Dode  Mae  Hanke,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 

Clinical  Psychology 
David  Llpsher,  Ph.D. 
John  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 


Social  Work 

Carroll  David,  M.S.S.W. 
Barbara  Lewis,  M.S.S.W. 

A.  Gerald  Spalding,  M.S.W. 
Sally  Stansfleld,  M.S.W. 
Gay  Jurgens,  M.S.S.W. 
Robert  O'Connor,  M.S.S.W. 

Business  Manager 
Ralph  M.  Barnette,  B.B.A. 


Occupational  Therapy 
Geraldine  Skinner,  B.S.,  O.T.R., 

...  , , Direct 

Virginia  Darling,  B.S.,  O.T.R. 

Recreational  Therapy 

Lois  Timmins,  Ed.D.,  Director 
Jacquelyn  Vaughan,  B.S.,  R.T 
Claudette  Gardner,  B.A.,  Drama 
Mary  Russell,  B.S.,  Music 

Director  of  Nurses 
Frances  Lumpkin,  R.N.,  B.S. 
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"Inventions  of  the  Monsters,"  Dali  ( 7904 - ) Courtesy  of  the  Art  Institute  of  Chicago 

Joseph  Winterbotham  Collection 

Surrealism,  a potent  movement  in  20th  century  art,  was  based  on  giving  free  play  to 
the  imagination  or,  as  Breton  stated  in  the  20’s,  “Thought’s  dictation,  free  from  any  con- 
trol by  the  reason,  independent  of  any  aesthetic  or  moral  preoccupation.”  Surrealism 
emphasized  the  subconscious  and  the  dream  world  as  sources  of  inspiration.  Freud’s 
theories  were  influential  at  this  time.  Surrealist  paintings  are  characterized  by  irrational, 
highly  symbolic,  and  incongruous  arrangements  which  can  ordinarily  be  identified  and 
interpreted.  The  greatest  contribution  Surrealism  made  to  modern  art  is  ‘automatic’ 
drawing.  ‘Automatic’  in  the  sense  of  painting  or  drawing  directly  from  the  subconscious. 
Dali,  Miro  (1893-  ),  and  Delvaux  (1897-  ) were  Surrealist  leaders. 

Watch  for  the  next  in  the  series — The  School  of  Paris. 
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GENERAL  NEWS 


field  representative  for  the  AMA  par- 
ticipated in  an  afternoon  panel  ses- 
sion on  "Public  Relations,  Commun- 
ity Action,  and  Public  Health.” 

Moderated  by  Dr.  Joseph  T.  Ains- 
worth of  Houston,  chairman  of  the 
TMA  Council  on  Public  Relations  and 
Public  Service,  the  panelists  includ- 
ed Dr.  O.  E.  Harper  of  Abilene,  mem- 
ber of  the  TMA  Council  on  Public 
Relations  and  Public  Service;  Dr. 
Sam  Nixon  of  Floresville,  chairman 
of  the  TMA  Committee  on  Public 
Health;  Mrs.  Sue  Boe  of  Chicago, 
AMA  field  representative  for  Com- 
munity Organizations;  and  Dr.  Wil- 
liam S.  Ossenfort  of  Houston,  chair- 
man of  the  Harris  County  Medical 
Society’s  measles  immunization  pro- 
gram. 

“Medicine’s  best  PR  man  is  you,” 
insisted  Dr.  0.  E.  Harper  as  he  of- 
fered a list  of  the  14  most  common 
chinks  in  a physician’s  "image  ar- 
mor.” He  deplored  the  fact  that 
over  80  percent  of  the  doctors  in 
local  medical  societies  are  useless 
to  their  groups  because  of  their  in- 
activity. 

“I  ask  you,”  he  said,  "to  accept 
the  concept  that  the  day  of  a few 
hardworking  individuals  is  gone  and 
that  your  primary  responsibility  is 
to  stimulate,  motivate,  and  involve 
large  groups  of  our  inactive  reser- 
voir. Examine  your  own  PR  image. 
Stimulate  your  membership  to  do  the 
same  thing.  Establish  effective  com- 
munication and  liaison  in  your  com- 
munities. . . . Finally,  and  most  im- 
portant, translate  the  resulting  good 
will  into  votes  at  the  polls  by  moti- 
vating your  members  to  give  their 
thought,  time,  and  money  to  elect 
sound  candidates  to  office.” 

Mrs.  Sue  Boe,  in  giving  recom- 
mendations for  making  the  medical 
society  an  active  voice  in  the  com- 
munity, added  that  "in  addition  to 
being  forced  into  involvement  direct- 
ly with  Public  Law  89-749  (the  Part- 
nership for  Health  of  1967  Amend- 
ments extending  and  expanding  the 
Public  Health  Service  authorization 
for  grants  for  comprehensive  health 
planning  and  services),  and  in  addi- 
tion to  the  community-wide  projects 
traditionally  undertaken  by  medical 
societies  . . . there  is  another  open 
channel. 

"In  every  community,  almost 
every  civic  organization  has  a com- 
munity service  committee,  whose  in- 
terests many  times  relate  to  com- 
munity health.  We’re  not  talking 
about  groups  whose  sole  interest  is 
health  (such  as  the  voluntary  health 
agencies);  we’re  talking  about 
groups  whose  primary  interest  is 
service  to  a community,  or  the  wel- 


fare of  a particular  segment  of  the 
population.  Thus,  the  Parent-Teach- 
ers Association,  Kiwanis,  American 
Legion,  YWCA,  Jaycees,  Lions,  Gen- 
eral Federation  of  Women’s  Clubs — 
the  list  goes  on  and  on.” 

Mrs.  Boe  continued,  "Physicians 
know  that  the  AMA  and  medical  so- 
cieties across  the  land  were  organ- 
ized not  only  to  promote  the  science 
and  art  of  medicine,  but  also  for  the 
betterment  of  public  health;  and 
they  know  the  activities  of  the  in- 
numerable committees  of  their  med- 
ical societies  related  to  this  con- 
cern. But  the  general  public  doesn’t; 
the  members  of  these  organizations 
don’t.  ...  So  the  object  is  to  let  the 
public,  through  these  organizations, 
witness  the  interest  and  concern  of 
the  medical  profession. 

Mrs.  Boe  also  expressed  the  be- 
lief that,  "Medicine  has  no  reason  to 
be  defensive.  No  profession  is  more 
concerned  with  self-improvement,  or 
does  more  self-monitoring,  or  do- 
nates more  time  to  service  in  the 
interest  of  the  public  than  does  the 
medical  profession.” 

As  if  to  lend  emphasis  to  Mrs. 
Boe’s  conviction,  Dr.  William  F.  Os- 
senfort then  delivered  a lively  ac- 
count of  the  success  of  the  measles 
immunization  campaign  in  Houston 
in  April  of  this  year.  On  “Measles 
Sunday,"  April  16,  more  than  100 
doctors  donated  their  time  to  ad- 
minister the  vaccine  which  had  been 
supplied  by  the  federal  government. 
The  Harris  County  Medical  Society 
worked  hand-in-hand  with  the  local 
Jaycees  and  the  Texas  State  Depart- 
ment of  Health,  lending  respecta- 
bility as  well  as  manpower  to  the 
project. 

Dr.  Ossenfort  went  on  to  describe 
the  campaign.  Publicity  for  the  cam- 
paign was  so  effective  that  the  only 
problem  facing  the  workers  that 
Sunday  was  the  possibility  of  not 
having  enough  vaccine.  Over  63,000 
children  were  immunized  in  a single 
day,  perhaps  for  life.  Within  a short 
period  of  time,  the  reported  inci- 
dence of  measles  had  dropped  to 
one  case  per  week. 

The  three  levels  of  government 
teamed  up  to  battle  this  “most  seri- 
ous disease  of  childhood.”  Dr.  Os- 
senfort stressed  that  “the  means 
for  carrying  out  a similar  program 
are  available  in  your  own  com- 
munity.” 

Dr.  Sam  Nixon,  however,  remind- 
ed the  group  that  some  problems 
are  far  from  being  solved.  He  cited 
particularly  the  need  for  community 
campaigns  against  venereal  disease. 
The  incidence  of  VD  is  rising  in 
Texas  and  in  the  nation  while  both 


citizens  and  doctors  sit  idly  by. 

Dr.  Nixon  quoted  the  following 
figures.  The  39,376  reported  cases 
of  VD  in  Texas  in  1966  represent 
only  about  one-fourth  of  the  actual 
number  of  cases.  The  most  tragic 
aspect  of  the  problem  is  that  “one- 
half  of  all  the  venereal  disease  in 
Texas  occurs  in  people  below  the 
age  of  25  years.  ...  Of  all  the  teen- 
agers infected  in  this  country  with 
these  diseases  last  year,  10  percent 
were  Texans.” 

Last  August  at  the  Texas  Youth 
Conference,  says  Dr.  Nixon,  the 
question  asked  by  the  youngsters 
"displayed  a woeful  lack  of  knowl- 
edge of  basic  anatomy  and  physi- 
ology. ...  He  went  on  to  say  that 
the  root  of  medicine’s  problems  was 
indifference  and  ignorance,  which  in 
1966  allowed  syphilis  to  show  an 
increase  of  259.5  percent  over  cases 
reported  in  1957. 

It  was  Dr.  Nixon’s  belief  that  the 
individual  doctor  is  once  again  the 
key  person  in  the  fight  against  VD. 
"This  physician  makes  the  diagnosis 
of  venereal  disease,  prescribes  the 
proper  treatment,  attends  to  a care- 
ful follow  up  . . . and  (hopefully) 
reports  each  and  every  case  of  ve- 
nereal disease  to  the  proper  health 
authorities  ...  In  order  to  have 
effective  community  action  against 
venereal  disease,  it  is  apparent  we 
must  have  effective  individual  ac- 
tion.” 

The  afternoon  panel  discussion 
centered  on  current  developments 
from  TMA,  AMA,  and  Washington. 
The  panelists  were  Mr.  C.  Lincoln 
Williston  of  Austin,  Executive  Secre- 
tary of  TMA;  Dr.  Walter  Walthall  of 
San  Antonio,  immediate  past  chair- 
man of  the  TMA  Board  of  Council- 
ors; Dr.  Harvey  Renger  of  Halletts- 
ville,  chairman,  TMA  Delegates  to 
the  AMA;  and  Dr.  James  H.  Sam- 
mons of  Baytown,  chairman  of  the 
TMA  Board  of  Councilors. 

"Realistically,  we  can  anticipate 
that  Medicare  is  only  the  introduc- 
tion of  what  will  surely  be  bigger 
things  to  come,”  warned  Mr.  C.  Lin- 
coln Williston  in  discussing  new 
federal  programs  of  medical  service 
and  their  effects  upon  the  physician. 

Continuing,  Mr.  Williston  stated, 
“One  program  which  promises  to 
have  a tremendous  impact  is  the 
regional  program  for  heart  disease, 
cancer,  and  stroke  . . . The  primary 
purpose  of  the  act  is  two-fold:  to 
encourage  the  establishment  of  re- 
gional cooperation  for  research,  con- 
tinuing education,  and  for  demon- 
strations of  patient  care;  and  sec- 
ond, to  make  available  to  physicians 
and  medical  institutions  the  latest 
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advances  in  the  diagnosis  and  treat- 
ment of  these  diseases.” 

‘‘Texas  has  received  one  of  the 
largest  grants  in  the  nation — $1,- 
271,000  last  year,  and  $1,039,000 
for  the  current  fiscal  period.” 

In  further  discussion  Mr.  Williston 
cited  the  attainment  of  two  objec- 
tives in  the  Military  Dependents 
Medical  Care  program  as  “One  of 
the  real  success  stories  in  the  past 
few  months.”  These  two  objectives 
are  the  inclusion  in  the  program  of 
the  concept  of  usual,  customary, 
and  reasonable  fees,  and  of  the 
direct  billing  of  patients  for  profes- 
sional services. 

Dr.  Walter  Walthall  reported  the 
latest  rulings  of  the  Judicial  Council 
of  the  AMA  regarding  the  status  of 
podiatry,  optometry,  and  osteopathy. 
Podiatrists,  he  said,  are  now  regard- 
ed as  “ethical  allies”  of  the  AMA 
and  TMA.  On  the  whole,  their  train- 
ing is  extensive,  and  in  Texas  most 
have  the  equivalent  of  a master’s 
degree. 

Optometrists  in  Texas  are  li- 
censed by  a board  appointed  by  the 
governor.  About  one  half  of  them 
cannot  even  join  their  own  profes- 
sional organization  because  they 
work  for  chain  operators.  The  Texas 
Optometric  Association  is  a con- 
servative group  and,  by  and  large, 
does  not  share  the  radical  opinion 
of  the  national  organization  that  op- 
tometrists should  replace  ophthal- 
mologists in  caring  for  the  eye. 

In  the  case  of  osteopaths,  the 
Board  has  left  the  decision  of  wheth- 
er or  not  to  deal  with  them  to  the 
discretion  of  the  individual  physi- 
cian. If,  in  his  opinion,  the  osteo- 
path practices  “scientific  medicine,” 
it  is  ethical  to  deal  with  him.  The 
burden  of  proof  lies  with  the  phy- 
sician. 

Speaking  on  significant  action  of 
the  AMA  House  of  Delegates  in 
1967,  Dr.  Harvey  Renger  announced 
that  therapeutic  abortions  may  now 
be  performed  under  certain  very 
specific  circumstances  as  outlined 
by  the  AMA.  These  include  cases  of 
rape  and  pregnancies  which  endan- 
ger the  mother’s  life. 

Dr.  Renger  mentioned  House  ac- 
tions concerning  the  rising  cost  of 
health  care.  The  House  decided  “(1) 
to  consult  with  insurers  in  an  effort 
to  change  their  policy  coinsurance 
coverage  so  that  payment  can  be 
made  for  diagnostic  procedures  and 
minor  surgery  performed  in  the  phy- 
sician’s office  or  the  out-patient  de- 
partment of  a hospital;  (2)  to  peti- 
tion Congress  to  remove  the  restric- 
tion on  first  dollar  deduction  from 
income  tax  laws  for  health  expendi- 


tures; and  finally,  (3)  to  ask  the 
physicians  to  continue  to  do  every- 
thing possible  to  help  conserve 
health  care  dollars  and  to  be  in- 
creasingly aware  of  the  increasing 
cost  of  health  care  dollars. 

“In  regard  to  governmental  health 
programs,”  Dr.  Renger  continued, 
“the  House  reaffirmed  its  position 
that  the  medical  profession  has 
consistently  held  that  no  one  should 
go  without  needed  care  because  of 
inability  to  pay  and  that  responsi- 
bility for  payment  rests  first  on  the 
individual  and  then,  to  the  extent 
he  is  unable  to  pay,  on  his  family, 
the  community,  the  county,  the 
state,  and — to  the  extent  that  lesser 
levels  of  government  are  unable  to 
finance  the  care — the  federal  gov- 
ernment.” 

Dr.  James  H.  Sammons  spoke  on 
“IRP  and  Direct  Billing.”  “Individual 
responsibility  is  an  American  tradi- 
tion,” the  physician  emphasized. 
“Yet  in  one  area  of  American  activi- 
ty and  intercourse,  the  physician-pa- 
tient relationship,  the  concept  of  in- 
dividual responsibility  is  viewed  by 
some  to  be  a devious  scheme  of  the 
medical  profession,  by  others  as  im- 
practical or  unworkable,  and  some- 
times by  insurance  companies  as 
contrariness  by  physicians.” 

“The  patient  and  his  doctor  need 
to  be  able  to  associate  with  each 
other  in  an  atmosphere  of  frankness 
and  full  understanding  . . . the  pa- 
tient has  a right  to  know  how  much 
he  is  paying  for  his  medical  service, 
item  by  item,  and  should  not  be 
bypassed  like  an  incompetent  child 
by  arrangements  which  are  between 
an  underwriter  and  a physician,” 
Dr.  Sammons  continued. 

Through  IRP,  not  only  does  the 
patient  gain  more  medical  time  for 
his  dollar,  the  physician  is  also  able 
to  pursue  his  judgment  without  con- 
cern about  the  attitudes  of  any 
third  party.  The  alternative  to  IRP 
is  that  the  physician  will  lose  con- 
trol over  the  doctor-patient  relation- 
ship and  his  accountability  will  shift 
to  the  other  party. 

“I  am  convinced,”  declared  Dr. 
Sammons,  “that  with  the  exercise 
of  mutual  good  faith,  organized 
medicine  can  meet  with  the  health 
insurance  industry  and  ultimately 
convince  its  representatives  that  the 
practice  of  individual  responsibility 
not  only  will  not  create  financial 
ruin  for  the  industry,  but  may  in  fact 
be  its  long-run  salvation  by  wean- 
ing away  from  Uncle  Sam  in  the 
future  many  individuals  who  other- 
wise might  be  content  to  let  the  gov- 
ernment take  care  of  them.” 


70  TEXAS  PHYSICIANS 
INDUCTED  INTO  ACS 

Seventy  Texas  physicians  were  in- 
ducted as  fellows  of  the  American 
College  of  Surgeons  in  cap-and- 
gown  ceremonies  on  Oct.  6 in  Chi- 
cago at  the  college’s  clinical  con- 
gress. 

Dallas  physicians  inducted  into 
the  college  were  Drs.  Thetford  B. 
Boone,  Jr.,  George  M.  Boswell,  Jr., 
William  C.  Brooks,  James  H.  Duke, 
Jr.,  Paul  R.  Ellis,  Jr.,  James  M.  Gar- 
vey, John  L.  Gough,  Ronald  C.  Jones, 
David  D.  Reisman,  Edward  R.  Rich- 
ardson, and  Edward  White,  Jr. 

New  fellows  of  the  American  Col- 
lege of  Surgeons  from  Houston  are 
Drs.  John  M.  Bardwil,  Robert  D. 
Bloodwell,  Milton  Boniuk,  Carter  E. 
Carlton,  Jr.,  N.  Perryman  Collins, 
Robert  E.  Condon,  Robert  I.  Cox,  W. 
Malcolm  Granberry,  Frederick  R. 
Guilford,  Cecil  G.  Harold,  Hipolito 
F.  Hermida,  John  R.  Hill,  Charles  E. 
Kime,  Charles  M.  McBride,  George 
H.  Peddie,  Harry  E.  Preble,  Sr.,  Rich- 
ard K.  Ricks,  F.  Brantley  Scott,  Mel- 
vin Spira,  Nathan  H.  Topek,  Lee  L. 
D.  Tuttle,  Jr.,  and  William  K.  Wright. 

San  Antonio  physicians  to  be- 
come new  fellows  are  Drs.  Leroy  E. 
Bates,  Jr.,  Everett  P.  Bratcher,  Roger 
C.  Breslau,  John  Y.  Harper,  Jr., 
Michio  Kaku,  Robert  H.  LePere,  Wil- 
liam L.  Sammis,  and  William  Stan- 
ford. 

Other  inductees  include  Drs.  W. 
Andrew  Hibbert,  Jr.,  William  S.  Mos- 
kovitz,  and  Paul  F.  Paulsen,  Jr.,  all 
of  Austin;  Drs.  Leonard  Maldonado 
and  Werner  E.  Spier,  both  of  El 
Paso;  Donald  A.  Brooks,  Richard  W. 
Ernst,  John  W.  Freese,  and  John  D. 
Pumphrey,  all  of  Fort  Worth;  Benny 
R.  Cleveland  and  Jay  C.  Fish,  both 
of  Galveston;  Martin  L.  Dalton,  Jr., 
Emmet  Shannon,  and  Malcolm  J. 
Thomas,  Jr.,  all  of  Lubbock;  and 
Jerry  G.  Bagwell  and  Charles  E. 
Beachley,  Jr.,  both  of  Paris. 

Also  inducted  were  Drs.  Rodolfo 
Garza  of  Corpus  Christi,  Stanley  L. 
Clayton  of  Denison,  William  F.  Dip- 
pel  of  Fort  Hood,  Charles  C.  Eaves 
of  Fort  Sam  Houston,  Milton  Leven- 
thal  of  Garland,  Theron  C.  Hawkins 
of  Kerrville,  Jesus  Rodriquez-Aguero 
of  McAllen,  Jorge  Angel  of  Pasa- 
dena, Donald  C.  Spencer  of  Texar- 
kana, Herbert  B.  Daniels,  Jr.,  of 
Tyler,  Robert  W.  Crosthwait,  Jr.,  of 
Waco,  and  Dr.  Jack  A.  Thurmond  of 
Weslaco. 
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TEXAS  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


1 

ABBOTT 

THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN”  Gradumet*  5mg  3 

METH AMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  a 

1 5 mg.  a 

DESBUTAL®  10  Gradumet 

FRONT  jff] 

SIDE  | 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL  15  Gradumet 

front  F3f 

SIDE  | 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

liJf 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product— amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG- RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels— filled  with  a drug— end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora / dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight— and  what  they  can  do  about  it— 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 


controlling 
your  weight  | 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


GENERAL  NEWS 


1968  Annual  Session  in  Houston 
To  Include  Physicians  Art  Exhibit 


Traditionally,  programs  for  physi- 
cians revolve  around  the  scientific 
aspects  of  medicine,  and  the  May 
2-5,  1968,  Annual  Session  of  the 
Texas  Medical  Association  in  Hous- 
ton will  fulfill  TMA's  tradition  of 
providing  one  of  the  finest  scientific 
programs  in  the  country. 

For  most  physicians,  the  practice 
of  medicine  is  both  a science  and  an 
art,  but  many  find  satisfaction  in 
developing  their  artistic  talents  in 
other  forms  as  well. 

Art  Exhibit:  Recognizing  the  versatile 
interests  and  abilities  of  its  mem- 
bers, the  Texas  Medical  Association 
will  sponsor  its  First  Annual  Art  Ex- 
hibit, May  2-4,  during  the  1968  An- 
nual Session.  All  TMA  and  Auxiliary 
members  will  be  eligible  to  enter 
their  work. 

Dr.  Sheldon  M.  Tucker,  Houston, 
is  chairman  of  this  event,  which 
will  be  in  the  Shamrock  Hilton  Hotel 
throughout  the  Session.  Tentative 
plans  are  to  include  oil,  watercolor, 
drawing,  and  other  graphic  media, 
plus  separate  categories  for  photog- 
raphy and  sculpture.  Artists  may 
enter  as  many  as  two  pieces  in  any 
one  category  (one  who  works  in  all 
three  media  might  have  a total  of 
six  entries),  and  works  must  be  re- 
cent. There  will  be  no  fees. 

Professional  artists  and  teachers 
will  judge  the  entries,  and  award 
ribbons  will  be  presented  at  a re- 
ception for  the  artists,  the  judges, 
and  their  guests. 

Further  information  may  be  ob- 
tained by  writing  to  Dr.  Tucker,  2801 
Ella  Blvd.,  Houston  77008. 

Exhibits:  Art  also  goes  hand  in  hand 
with  medicine  in  the  scientific  ex- 
hibits, which  will  be  held  in  the 
Shamrock  Hilton  Exhibits  Hall.  Ap- 
plications are  available  now  from 
the  TMA  Exhibits  Manager,  1801  N. 
Lamar,  Austin  78701.  Members  of 
the  Committee  on  Scientific  Exhibits 
will  meet  in  January  to  approve  ap- 
plications for  space. 

Program  Format:  The  “usual”  sched- 
ule of  the  Annual  Session  wiil  be 
only  a reminiscence  next  year,  for 
the  1968  format  will  be  new.  On 
Saturday,  May  4,  scientific  sections 
will  meet  from  9 to  11:30  a.m.;  gen- 
eral meetings  are  being  scheduled 
from  2 to  5 p.m.;  and  refresher 
courses  from  3:30  to  5 p.m.  The 
new  times  should  provide  for  greater 
attendance. 


Curbstone  Consultations:  Informal 
and  convivial  as  well  as  informative 
and  constructive,  the  talk  around 
curbstone  consultations  tables  on 
Friday  evening  (5-6:30  p.m.)  will  be 
enhanced  by  what  each  physician 
can  tell — or  ask — to  stimulate  the 
conversation.  This  is  the  place  to 
drop  in,  have  a beer  or  some  coffee, 
and  pick  out  a table  whose  topic 
looks  good — or  visit  around  and 
have  helpings  from  several  subjects. 

Topics  and  moderators  for  the  ten 
consultation  tables  will  be:  Cardiac 
Arrhythmias  and  the  Coronary  Care 
Unit,  Dr.  O.  Brandon  Hull,  Lubbock; 
The  Dizzy  Patient,  Dr.  Bert  A.  De- 
Bord,  Temple;  Evaluation  of  the  Hy- 
pertensive Patient,  Dr.  K.  R.  Bing- 
man,  Houston;  Use  of  Drugs  on  the 
College  Campus,  Dr.  Paul  L.  White, 
Austin;  Use  and  Abuse  of  the  Pill, 
Dr.  Thomas  S.  Taylor,  San  Antonio; 
Gastrointestinal  Bleeding,  Dr.  Mau- 
rice S.  Grossman,  Corpus  Christi; 
Interpretation  of  Thyroid  Function 
Tests,  Dr.  Marc  Moldawer,  Houston; 
Respiratory  Aids — Uses  and  Dan- 
gers, Dr.  H.  Irving  Schweppe,  Jr., 
Houston;  Hiatus  Hernia — When  and 
Why  To  Operate,  Dr.  Harold  C.  Ur- 
schel,  Jr.,  Dallas;  and  The  Newer 
Antibiotics  and  the  Present  Status 
of  Older  Ones,  Dr.  Edwin  M.  Ory, 
Houston. 

Special  Programs:  During  the  Annual 
Session,  several  TMA  committees 
and  other  groups  will  sponsor  pro- 
grams of  special  interest,  and  those 
for  which  plans  have  been  approved 
by  the  Council  on  Annual  Session 
are: 

Conference  of  Physicians  and 
Nurses,  sponsored  by  the  Committee 
on  Nursing  and  the  Texas  Nurse  As- 
sociation, Wednesday,  May  1,  9:30 
a.m. -12  noon  and  2-5  p.m. 

Conference  on  School  Health, 
sponsored  by  the  Committee  on 
School  Health  and  the  Houston  Pub- 
lic School  System,  Thursday,  May 
2,  8:30  a.m. -4:30  p.m. 

Symposium  on  Cardiovascular  Dis- 
eases, sponsored  by  the  Committee 
on  Cardiovascular  Diseases  and  the 
Texas  Heart  Association,'  Thursday, 
May  2,  8:30  a.m. -4  p.m. 

Texas  Academy  of  General  Prac- 
tice Seminar,  Thursday,  May  2, 
12:30-5  p.m. 

Symposium  on  Rheumatic  Dis- 
eases, sponsored  by  the  Texas  Rheu- 
matism Association,  Thursday,  May 
2,  1:30-5  p.m. 


Symposium  on  Alcoholism,  spon- 
sored by  the  Texas  Commission  on 
Alcoholism  and  The  University  of 
Texas,  Thursday,  May  2,  8 p.m. 

Symposium  on  Radioisotopes  in 
Everyday  Practice,  sponsored  by  the 
Committee  on  Nuclear  Medicine, 
Saturday,  May  4,  2-5  p.m. 

Tentative  plans  for  special  pro- 
grams are  being  made  by  the  Com- 
mittees on  Medicine  and  Religion, 
Health  Careers,  and  Medical  History. 

Accommodations:  Most  of  the  scien- 
tific meetings,  all  business  sessions, 
and  all  scientific  and  technical  ex- 
hibits will  be  held  in  the  Shamrock 
Hilton  Hotel;  several  scientific  ses- 
sions are  to  be  held  in  the  nearby 
Towers  Hotel. 

Headquarters  for  the  Woman’s 
Auxiliary  program  will  be  the  War- 
wick Hotel. 

The  Shamrock  Hilton  Hotel  will 
serve  as  the  central  housing  bureau 
for  the  meeting;  all  requests  for 
hotel  and  motel  rooms  should  be 
directed  there,  where  they  will  be 
processed  on  the  basis  of  the  in- 
dividual’s preference  and  the  avail- 
ability of  rooms.  In  addition  to  the 
headquarters  hotels,  room  commit- 
ments have  been  made  by  the  White 
House  Inn,  Tidelands  Motor  Inn,  Ra- 
mada  Inn,  The  Hotel  Plaza,  Sheriton 
Oaks  Motel,  and  Holiday  Inn  of 
America. 

Housing  information  will  be 
mailed  to  all  TMA  members  early  in 
January. 


CORRECTION 

In  the  scientific  Article,  “Status 
Asthmaticus  and  Respiratory  Fail- 
ure” by  Dr.  David  P.  Nicholson,  pub- 
lished in  the  October  issue  of  Texas 
Medicine,  the  fourth  paragraph  of 
the  article  on  p.  58  should  read  as 
follows: 

Therefore,  a functional  defi- 
nition of  status  asthmaticus  is 
proposed  as  a stage  of  asthma 
associated  with  signs,  symp- 
toms, and  findings  of  sustained 
and  dangerous  hypoxia. 

In  the  October  article,  the  word 
“Things”  had  been  inadvertently 
substituted  for  the  word  “findings.” 

Also,  in  the  biography  of  Dr. 
Nicholson  on  p.  2 of  the  October 
issue  of  Texas  Medicine  the  Fran- 
borough  Hospital  in  London  should 
have  been  the  Farnborough  Hospital. 
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Physicians  Evaluate  Medical  Aspects, 
Effectiveness  of  Plans  in  Beulah 

CHARLES  R.  QUEEN,  M.D.,  and  ROY  S.  STEWART,  M.D. 


If  you  have  begun  to  read  this 
article  you  are  either  curious  or  you 
are  one  of  the  few  physicians  who 
is  concerned  with  disaster  medical 
care.  If  you  cannot  buy  the  necessity 
of  planning  for  nuclear  war,  or  are 
afraid  to  buy  it,  maybe  you’ll  take 
natural  disaster.  I know  of  no  city 


Editor’s  Note:  Dr.  Charles  R.  Queen, 
Edinburg,  serves  as  District  Director 
of  Disaster  Medical  Care  for  Camer- 
on, Hidalgo,  Starr,  Willacy,  and  Za- 
pata Counties;  Dr.  Roy  S.  Stewart, 
McAllen,  is  the  Alternate  Director  for 
the  district.  They,  together  with  State 
Health  Department  personnel,  co- 
ordinated the  health  and  medical 
services  in  the  Lower  Rio  Grande 
Valley  when  Hurricane  Beulah  struck. 


or  county  that  is  free  from  the 
threat  of  a sudden,  natural  disaster. 

Hurricane  Beulah  came  from 
whence  she  was  expected  but  struck 
us  where  we  never  intended  her  to. 
She,  as  any  woman  can,  showed  us 
our  weaknesses  and  our  strengths. 
We  even  grew  a little  from  our  en- 
counter with  her. 

The  hurricane  came  after  a long 
period  of  warning.  When  she  struck 
the  coast  just  below  Brownsville, 
Texas,  she  was  650  miles  in  diame- 
ter and  was  one  of  the  three  largest 
ever  to  strike  the  mainland.  Her  eye 
passed  to  the  east  of  Brownsville 
and  then  to  the  north  northwest 
through  the  various  Valley  towns. 
Winds  in  the  ship  channel  at  Browns- 
ville were  measured  at  136  miles 
per  hour.  Tides  over  Padre  Island 


ran  nine  to  ten  feet  high.  Over  the 
flat  terrain  where  the  annual  rain- 
fall averages  14-16  inches,  as  much 
as  10-30  inches  of  rain  fell  in  about 
36  hours.  Although  95  tornados 
were  counted,  there  were  probably 
more.  None  struck  our  populated 
areas,  otherwise  our  feared  maxi- 
mum casualty  count  of  500  might 
have  been  realized.  Evacuation  of 
large  coastal  areas  prevented  casu- 
alties during  the  destruction  of 
dwellings. 

Medical  Disaster  Plan:  The  State 
Plan  for  Survival  is  designed  for 
nuclear  war.  (Briefly,  the  state  is 
divided  into  17  districts,  each  of 
which  possesses  plans  for  medical 
care  and  the  likely  flow  of  casualties 
to  treatment  areas.  The  plan  also 
provides  means  by  which  the  dis- 
tricts can  support  each  other.)  How- 
ever, the  Plan  is  versatile  enough  to 
be  used  in  natural  disasters.  We 
made  use  of  this  built-in  flexibility 
since  Beulah  almost  completely  re- 
versed the  "typical  casualty  flow 
pattern”  in  our  district.  The  one 
great  advantage  of  a natural  dis- 
aster is  that  it  is  localized  and  help 
from  outside  the  area  can  be  ex- 
pected within  hours  or  days. 

Disaster  medical  planning  for  the 
Valley  began  a number  of  years  ago 
with  the  placement  of  four  Packaged 
Disaster  Hospitals  (PDH)  in  the 
area.  Programs  concerning  disaster 
medical  care  and  the  use  of  the 
PDH  were  held  for  each  of  the  medi- 
cal societies.  Each  hospital  devel- 
oped its  own  plan  and  disaster  med- 
ical directors  were  appointed.  Meet- 
ings were  held  concerning  function, 
communications,  mutual  support 
and  coordination,  but  when  the  hur- 
ricane struck  preparations  were  not 
totally  complete.  I suppose  no  one 
is  ever  completely  ready  for  disaster. 

Last-minute  Efforts:  When  it  be- 


An  injured  man  arriving  at  the  emergency  hospital  in  Rio  Grande  City  receives 
treatment  even  as  he  is  being  carried  to  the  building. 
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The  healthy  and  injured  in  the  disaster  area  willingly  pitched  in  to  help  in  any  way  they  could.  Here,  volun 


teers  help  an  Army  helicopter  crew 


carry  a flood  victim  to  the  hospital 


came  obvious  that  we  would  be  af- 
fected by  the  hurricane,  the  disaster 
medical  directors  met  to  finalize 
plans  and  to  establish  a ham  radio 
network  to  maintain  contact  between 
hospitals.  The  meeting  was  fairly 
well  attended.  The  hybrid  communi- 
cations net  we  established  worked 
well  until  fatigue,  loss  of  power  and 
antennas,  and  other  demands  over- 
took the  volunteer  operators.  Ap- 
parently similar  problems  were  limit- 
ing factors  in  other  disaster  organi- 
zations’ communications  nets. 
RACES  and  ham  radio  dependability 
is  not  as  constant  as  had  been 
previously  thought  since  their  limita- 
tions were  similar  to  those  encoun- 
tered in  our  hospital  radio  network. 


A crystal-tuned  radio  net  that  could 
be  manned  by  other  than  fully  li- 
censed ham  operators  is  the  only 
suitable  radio  for  disaster  work.  In 
any  event,  the  net  worked  well  dur- 
ing the  blow  but  was  unavailable 
later  during  the  flooding.  During  the 
blow,  two-hour  checks  were  made 
on  each  hospital  for  information 
concerning  power  supply,  damage, 
casualty  flow  and  operating  room 
availability. 

Tuesday  night,  Sept.  22,  the 
winds  and  rains  struck  the  coast.  By 
an  almost  superhuman  effort  of 
scrounging  and  commandeering,  Dr. 
Earl  Griffey,  the  Brownsville  Hospital 
Disaster  Director,  loaded  his  PDH 
on  a moving  van  and  shipped  it  to 


the  Edinburg  Hospital  70  miles  to 
the  west.  The  building  in  which  it 
had  been  stored  was  later  destroyed. 
Valley  hospitals  discharged  all  but 
the  very  ill,  alerted  all  employees, 
assigned  emergency  medical  staffs 
and  arranged  to  care  for  large  num- 
bers of  casualties. 

Throughout  Wednesday  and  Wed- 
nesday night  the  Valley  towns  sus- 
tained various  amounts  of  destruc- 
tion, but  nothing  that  couldn’t  be 
handled  by  the  civil  defense  agen- 
cies of  each  city.  Those  cities  that 
had  no  active  defense  organizations 
were  greatly  handicapped. 

The  following  day  all  highways  to 
the  Valley  were  impassable  and 
some  cities  were  covered  with  water. 
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of  their  belongings  and  many  were 
sick  and  old.  No  food  or  medical 
facilities  were  available  and  Dr.  Ra- 
mirez, who  had  undertaken  the  task 
of  coordination,  requested  immedi- 
ate assistance. 


An  infant  flown  to  the  hospital  in  serious  condition  receives  immediate  atten- 
tion as  Dr.  Mario  Ramirez  (right)  and  another  doctor  listen  to  the  pilots  report. 


It  was  thought  that  the  Raymond- 
ville  Hospital  would  have  to  be  evac- 
uated, but  sand  bags  kept  water  out 
of  the  hospital  and  emergency  pow- 
er was  established. 

Where  Help  Was  Needed:  The  Rio 
Grande  City-Roma  area  and  its  Mexi- 
can sister  cities  of  Camargo,  San 
Pedro  and  San  Lorenzo  are  in  rela- 
tively primitive  regions  as  far  as 
medical  resources  are  concerned. 
The  predominantly  adobe  Mexican 
villages  containing  approximately 

15.000  persons  have  little  electricity, 
and  almost  all  use  outdoor  privies. 
A few  government  clinics  supply  the 
medical  services.  Rio  Grande  City 
and  Roma  together  have  a popula- 
tion of  6,500. 

The  usual  flow  of  water  past 
these  cities  is  between  1,000  and 

4.000  second-feet.  At  the  height  of 
the  flood  210,000  second-feet  were 
flowing.  Falcon  Reservoir  to  the 
north  held,  but  a great  deal  of 


water  spilled  from  the  Azucar  Res- 
ervoir of  Mexico.  In  the  200-year 
history  of  the  region  flooding  has 
occurred,  but  never  before  to  this 
extent. 

Floods,  Darkness,  and  12,000  Re- 
fugees: By  Friday  the  highway  to 
the  area  was  under  21  inches  of 
water  and  no  communications  were 
available  except  through  the  Depart- 
ment of  Public  Safety  and  sheriff’s 
radio  networks.  Friday  night  via  a 
call  to  the  county  sheriff’s  office  at 
Edinburg  (the  only  mode  of  com- 
munications available)  from  Dr.  Mar- 
io Ramirez  of  Roma  for  the  district 
director  of  disaster  medical  care,  it 
was  learned  that  12,000  refugees 
from  northern  Mexico  had  entered 
Rio  Grande  City  and  Roma. 

The  task  of  evacuation  alone  was 
overwhelming  considering  that  it 
was  night,  it  was  raining,  flooding 
was  in  progress,  the  refugees  were 
frightened  and  had  fled  without  any 


Relief  Work:  Practically  from 
scratch,  Mr.  Joe  Martinez  of  Rio 
Grande  City  organized  a civil  de- 
fense effort  to  care  for  these  peo- 
ple. The  fact  that  outside  help 
would  be  forthcoming  was  his  only 
hope.  The  invaluable  National  Guard 
through  Capt.  Charles  Miller,  the 
Salvation  Army  under  Capt.  Robert 
Gillian,  and  the  American  Red  Cross 
under  Dr.  Robert  M.  Joyer  were 
alerted.  The  state  health  depart- 
ment’s Director  of  Disaster  Health 
and  Medical  Services,  Mr.  Charles 
King,  through  the  Emergency  Oper- 
ations Center  in  Austin,  was  ap- 
prised of  the  situation  and  immedi- 
ate steps  were  taken  to  alleviate  the 
problem.  Within  eight  hours  medical 
supplies  from  the  state  and  local 
PDH’s  and  HRDI  units  (pharmacy 
supplies)  were  at  the  scene.  Trans- 
port was  by  air  and  by  trucks  capa- 
ble of  fording  the  flooded  areas. 
The  Santa  Rosa  Medical  Center  in 
San  Antonio  under  the  direction  of 
Mr.  John  H.  Bradley,  the  Galveston 
medical  school  under  Dr.  Truman 
Blocker  and  the  city  of  Baytown, 
under  Dr.  W.  O.  Finch,  supplied 
teams  to  assist  in  medical  services. 
An  emergency  hospital  was  set  up 
at  former  Fort  Ringgold  which  had 
been  converted  into  a school  fol- 
lowing World  War  II.  In  all,  2,000 
persons  were  seen  as  outpatients 
and  approximately  75  persons  were 
hospitalized.  The  major  diseases 
treated  were  conjunctivitis,  pyo- 
derma, diarrhea  and  dehydration, 
upper  respiratory  infections  and 
pneumonia.  Approximately  40  chil- 
dren received  intravenous  infusions 
and  18  patients  were  transferred  to 
the  Roma  clinic  14  miles  to  the 
west.  Eight  were  obstetrical  patients, 
eight  had  severe  diarrhea  and  two 
required  appendectomies.  One  of 
the  appendectomies  was  on  a soldier 
sent  to  help  in  relief  work.  Two 
cases  were  transferred  to  the  Mc- 
Allen hospital,  one  for  dehydration 
and  one  for  cesarean  section. 

When  organization  was  estab- 
lished the  Edinburg  Hospital  was 
designated  as  the  control  hospital 
for  evacuation.  A heliport  was  estab- 
lished on  the  parade  grounds  at 
Fort  Ringgold  and  in  the  hospital 
parking  lot  at  Edinburg.  Two  infants 
who  were  severely  dehydrated  and 
two  adults  with  gram-negative  septi- 
cemias were  moved  to  Edinburg. 
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Two  vascular  cases  were  transferred 
to  Galveston  for  surgery  via  air 
evacuation.  In  Rio  Grande  City  one 
child  died  of  what  was  apparently 
an  overwhelming  infection. 

Texas  State  Department  of  Health 
nurses  and  a group  from  the  U.S. 
Public  Health  Service  under  Dr.  N. 
C.  Leone  took  over  the  operation  of 
the  hospital  in  its  final  days.  Their 
activities  were  invaluable  especially 
considering  their  knowledge  of  pub 
lie  health  and  refugee  care.  It  is  our 
considered  opinion  that  without  the 
medical  care  which  was  provided 
that  approximately  20  fatalities 
could  have  been  expected.  The 
greatest  percentage  would  have 
been  infants  suffering  from  diarrhea 
and  dehydration. 

Mass  typhoid  immunization  was 
initiated  before  the  refugees  re- 
turned to  Mexico  with  follow-up  to 
be  accomplished  by  Mexican  health 
officials. 

National  Guard  — Need  Help? 
You’ve  Got  It:  Evacuation  of  most  of 
the  Mexican  citizens  in  the  Rio 
Grande  City  area  was  made  by 
Army  helicopters.  Without  the 


"everywhere”  National  Guard,  its 
cooperative  officers  and  men,  the 
problems  would  have  been  unsolv- 
able.  The  U.S.  Army  and  its  helicop- 
ters were  everywhere  doing  every- 
thing. 

Floodwaters  Spread:  As  the  situa- 
tion in  the  western  end  of  the  Valley 
came  under  control,  the  central 
Valley  became  inundated  with  wide- 
scale  flooding  caused  by  broken 
dams  and  inadequate  floodways. 
Mr.  Charles  Morrison,  the  adminis- 
trator of  the  Harlingen  hospital,  and 
Drs.  Heinrich  Lamm  and  A.  G.  Mar- 
tin, the  disaster  directors,  had  well- 
thought-out  plans  to  evacuate  their 
hospital  but  this  did  not  become 
necessary. 

The  State  Tuberculosis  Hospital 
under  the  direction  of  Dr.  Enrique 
Trapp  lost  its  sewage  and  water 
supply  and  it  became  necessary  to 
evacuate  its  123  patients  by  heli- 
copter to  other  hospitals. 

As  a result  of  advance  planning, 
Mr.  Charles  Foster  and  Mr.  Charles 
Harper,  administrators  of  the  Wes- 
laco and  Edinburg  hospitals,  respec- 
tively, were  able  to  expand  their 


hospitals  to  receive  the  evacuees 
after  being  given  two  hours’  notice. 
The  Weslaco  hospital  was  expanded 
from  125  to  237  beds  and  the  Edin- 
burg hospital  from  53  to  116  beds. 
This  was  accomplished  by  using 
supplies  from  two  PDH’s  and  setting 
up  five  to  six  cots  in  stripped  private 
and  semiprivate  rooms.  Although  ac- 
commodations were  spartan,  crowd- 
ing was  not  excessive  and  house- 
keeping services  were  smoothly  ex- 
panded. Dr.  Don  Warden,  the  Wes- 
laco Hospital  disaster  director,  su- 
pervised the  exchange. 

Aftermath:  Dr.  Carlos  Godinez  of 
McAllen,  who  had  been  activated 
with  the  National  Guard  during  the 
disaster,  set  up  a dispensary  in  Port 
Isabel  to  care  for  the  returning  pop- 
ulation. 

The  mosquito  problem  became 
acute  after  the  hurricane  because  of 
the  huge  areas  of  standing  water. 
With  encephalitis  being  endemic  in 
the  area  and  the  lowly  mosquito  the 
currently  accused  vector,  spraying 
with  malathion  was  undertaken  by 
the  U.S.  Air  Force  with  excellent  re- 
sults. Within  two  hours  from  the 


waiting  room  of  the  VlV  diwstar  hospitl'T  A®  ouT^OOO^ ^ COmfort  in 
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Expressive  gestures  were  sometimes  the  only  means  of 
communication  when  Mexican  patients  arrived. 


All  photographs  by  George  Tuley,  and 
made  available  to  Texas  Medicine  through 
the  Division  of  Health  Mobilization. 


Dr.  Jack  Moncrief,  resident  in  internal  medicine  at  the 
Galveston  Medical  Branch,  administers  an  injection  to 
an  unwilling  youngster. 


Patients  who  were  evacuated  from  a Harlingen  hospital  don’t  seem 
to  mind  sharing  what  is  regularly  a two-bed  room  of  Knapp  Memorial 
Methodist  Hospital  in  Weslaco.  By  moving  their  own  furniture  out 
and  using  cots  supplied  by  the  Public  Health  Service,  the  staff  of 
the  125-bed  Weslaco  hospital  was  able  to  make  room  for  237  beds. 


At  least  16  babies  and  their  mothers  had  care  in  the  maternity  ward. 
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time  of  spraying  the  insect  popula- 
tion reverted  from  absolutely  intol- 
erable levels  to  zero. 

There  was  no  program  of  mass 
immunization  for  typhoid  fever  be- 
cause of  the  length  of  time  between 
the  first  inoculation  in  the  series 
and  the  formation  of  antibodies.  It 
was  decided  that  local  physicians 
who  knew  the  situation  in  their  im- 
mediate area  were  best  able  to  de- 
termine if  individual  immunization 
was  necessary.  Only  those  who  de- 
sired immunization  or  who  had  been 
exposed  to  possibly  contaminated 
water  or  food  were  immunized.  In 
areas  threatened  by  hurricanes  and 
flooding,  prophylactic  immunization 
against  typhoid  fever  for  school  chil- 


dren may  be  worthy  of  considera- 
tion. 

By  this  time  the  hurricane  had 
nipped  at  Laredo,  passed  by  Monter- 
rey and  reentered  the  Gulf  of  Mexi- 
co. It  has  been  said  that  if  condi- 
tions had  been  favorable  she  could 
have  regenerated.  Hurricane  Fern 
was  poised  to  strike  us  but  a cold 
front  in  central  Texas  forced  her 
into  Mexico.  Had  she  struck  the 
Valley  the  flooding  would  have  been 
calamitous.  It  is  a sobering  thought 
to  realize  that  when  Fern  threatened, 
as  much  as  six  more  inches  of  rain 
might  have  triggered  the  evacuation 
of  up  to  100,000  persons  out  of  the 
Valley.  Consider  also  the  fact  that 
the  Valley  could  have  been  forced 


to  receive  100,000  evacuees  from 
Mexico. 

Thinking  Back,  Looking  Ahead: 

We  were  fortunate  in  many  ways. 
We  had  made  plans  for  disaster 
medical  care  and  they  worked  rea-  * 
sonably  well.  Casualties  were  rela- 
tively light  and  all  of  our  hospitals 
remained  in  continual  operation.  We 
received  a lot  of  help.  For  future 
planning  we  offer  these  suggestions: 

1.  A district  control  center,  in- 
corporating adequate  communica- 
tions facilities  and  staffed  with  the 
heads  of  all  disaster  organizations 
capable  of  making  on-the-spot,  bind- 
ing decisions  is  essential.  This  over- 
all coordinating  body  was  not  pres- 
ent in  the  Valley  during  Beulah.  The 
district  control  center  is  the  missing 
link  between  the  Austin  Emergency 
Operations  Center  and  the  local  ef- 
fort. 

2.  Local  caches  of  medical  sup- 
plies in  the  form  of  PDHs  and  HRDI 
units  are  mandatory.  (HRDI  units 
are  comprehensive  pharmaceutical 
lists  added  to  a community  hos- 
pital’s pharmacy,  extending  its  ca- 
pability by  90  days.) 

3.  Local  interhospital  cooperation 
according  to  the  state  disaster  medi- 
cal plan  is  important.  The  fact  that 
an  intact,  fixed  hospital  can  be  ex- 
panded by  two  or  three  times  its 
normal  capacity  must  be  realized. 
PDHs  can  be  used  to  extend  the 
housekeeping  supplies  to  effect  this 
change  while  new  types  of  expan- 
sion units  are  being  designed. 

4.  Individual  hospital  disas- 
ter plans  should  include  considera- 
tions for  the  care  of  employees  and 
their  families.  During  the  height  of 
Beulah  some  hospital  employees 
were  unavailable  because  the  safety 
of  their  families  demanded  their 
presence  elsewhere. 

5.  Hospital  disaster  directors 
should  have  plans  formulated  for 
total  evacuation  of  their  hospitals. 
Flexibility  and  coordination  with  the 
District  Director  of  Disaster  Medical 
Care  are  imperative  at  this  point. 

6.  Disaster  medical  directors  at 
all  levels  should  have  permanent 
rather  than  rotating  assignments. 

7.  A readily  available  medical  di- 
saster team  ready  to  enter  a disas- 
ter area  to  supplement  existing  med- 
ical personnel  is  desirable.  Con- 
ceivably, as  has  been  mentioned, 
our  refugee  population  could  have 
soared. 

The  United  States  Public  Health 
Service  has  physicians  and  nurses 
who  are  oriented  to  disaster  situa- 
tions, refugee  and  mass  casualty 
care,  the  use  of  standardized  medi- 


hosSDiataflnbRio  ri  3 ,shoPteachar’  wera  “sed  in  a special  ward  of  the  disaster 
P o Grande  City  to  help  save  lives  of  severely  dehydrated  infants. 
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cal  approaches  and  are  capable  of 
remaining  at  the  disaster  scene  for 
an  extended  time. 

The  state  medical  schools  and 
medical  centers  can  develop  such 
teams. 

8.  Any  disaster  area  must  have 
a versatile  plan  which  is  well  under- 
stood by  the  local  physicians  and 
hospital  administrators.  Local  lead- 
ership is  essential  as  is  exemplified 
in  this  report  by  the  mention  of  a 
few  representative  names. 

9.  Our  plea  is  that  you  familiarize 
yourself  with  the  medical  section  of 
the  State  Plan  for  Survival  and  aid 
in  its  local  implementation. 

STATE  HEALTH  DEPARTMENT 
CONTINUES  DISASTER  AID 

The  full  resources  of  the  Texas 
State  Department  of  Health  were 
directed  toward  the  disaster  area 
following  Hurricane  Beulah. 

Working  as  the  health  and  medi- 
cal arm  of  state  civil  defense,  the 
Division  of  Disaster  Health  and  Med- 
ical Services  was  on  the  job  24 
hours  a day  responding  to  local  re- 
quests for  assistance,  and  coordi- 
nating health  and  medical  disaster 
relief  operations. 

The  Commissioner  of  Health,  Dr. 
James  E.  Peavy,  accompanied  the 
Governor  and  the  State  Coordinator 
of  Defense  and  Disaster  Relief  on 
their  flights  to  the  stricken  areas  to 
better  ascertain  health  and  medical 
needs. 

Throughout  the  disaster  areas 
municipal  water  and  sewage  treat- 
ment plants  were  flooded.  This 
posed  an  immediate  threat  to  the 
health  of  the  population  and  some 
of  the  first  persons  from  the  health 
department  to  get  to  the  area  were 
engineers  and  sanitarians  who 
helped  to  keep  the  city  water  sup- 
plies safe  during  the  storm.  The 
local  personnel  in  the  Valley  towns 
were  able  to  maintain  pressure  in 
the  water  lines  in  most  areas,  thus 
lessening  the  dangers  of  contami- 
nation. For  a time  after  the  storm, 
people  were  advised  to  boil  all  water 
before  using  it,  but  as  a routine 
safety  measure  additional  amounts 
of  disinfectant  were  put  in  city  wa- 
ter supplies  for  about  two  weeks. 

As  of  Oct.  31,  the  job  of  health 
department  engineers  still  working 
in  the  Valley  centered  on  assessing 
damage  to  water  and  sewage  facili- 
ties so  that  federal  funds  can  be 
made  available  to  the  towns  in  pay- 
ment or  reimbursement  for  costs  of 


emergency  repairs.  Many  sewer  sys- 
tems were  still  under  flood  water 
six  weeks  after  the  hurricane,  and 
assessment  of  damages  may  not  be 
completed  for  a year. 

Food  and  drug  inspectors  were 
also  dispatched  at  the  request  of 
local  officials  to  assist  in  the  in- 
spection and  condemnation  of  spoil- 
ed or  damaged  food.  More  than 
200,000  lb.  of  damaged  food  has 
been  removed  from  distribution 
channels. 

As  soon  as  the  extreme  flooding 
began,  the  State  Department  of 
Health  began  to  prepare  for  the 
overwhelming  onslaught  of  mosqui- 
toes which  would  surely  follow.  Mal- 
athion  was  purchased  through  the 
Office  of  Emergency  Planning,  and 
assistance  in  spraying  was  obtained 
from  the  Air  Force.  Private  planes 
also  helped  with  the  spraying  opera- 
tions. The  only  problem  was  that  the 
entire  area  could  not  be  sprayed 
immediately,  simply  because  there 
were  not  enough  planes.  Priorities 
\fjQ re  given  to  areas  where  infesta- 
tions were  the  worst.  The  program 
is  designed  to  kill  adult  mosquitoes 
only,  and  in  some  areas  a second 
spraying  may  be  necessary. 

Rats  have  not  been  a problem. 

Much  has  been  done  to  alleviate 
the  hazards  to  public  health  due  to 
Hurricane  Beulah,  and  some  work 
still  remains;  the  State  Health  De- 
partment will  continue  working  in 
the  area  as  long  as  necessary  to  in- 
sure the  health  and  safety  of  the 
public. 

SURGEON  GENERAL  CITES 
DR.  QUEEN,  DR.  RAMIREZ 

Dr.  Charles  R.  Queen,  Edinburg 
and  Dr.  Mario  Ramirez,  Roma,  re- 
ceived special  awards  in  which  they 
were  cited  by  Surgeon  General  Wil- 
liam H.  Stewart  for  their  work  dur- 
ing Hurricane  Beulah,  and  for  their 
effective  use  of  the  Public  Health 
Service’s  emergency  medical  re- 
sources. 

Announcement  of  the  awards  was 
made  Oct.  17  at  the  Division  of 
Health  Mobilization’s  Field  Staff 
Meeting  in  Miami,  Fla.  Dr.  Queen 
was  praised  for  “his  outstanding  co- 
ordination of  medical  services  in  his 
disaster  district,”  and  Dr.  Ramirez 
was  cited  for  “the  dedicated  medical 
care  he  provided  for  Rio  Grande 
River  flood  victims  following  Hurri- 
cane Beulah.” 


M.  D.  ANDERSON  TO  OFFER 
TWO-YEAR  FELLOWSHIPS 

A limited  number  of  two-year  fel- 
lowships in  pediatric  oncology  are 
available  at  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute. 

The  fellow  will  spend  his  first 
year  in  the  clinic  and  wards  con- 
cerned with  the  therapy  of  children 
with  cancer.  He  will  receive  instruc- 
tion in  pediatric  hematology,  experi- 
mental design,  chemotherapy,  and 
pediatric  oncology.  The  second  year 
will  be  devoted  to  research.  Oppor- 
tunities and  instruction  for  research 
in  pediatric  oncology  include  platelet 
physiology,  immunology,  infectious 
disease,  pharmacology,  and  mole- 
cular biology. 

Interested  applicants  should  con- 
tact Dr.  Grant  Taylor,  Head,  Depart- 
ment of  Pediatrics  or  Dr.  Myron 
Karon,  Associate  Pediatrician  and 
Chief,  Section  of  Applied  Molecular 
Biology,  Department  of  Develop- 
mental Therapeutics,  The  University 
of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Texas  Medical 
Center,  Houston  77025. 

110  AUXILIARY  MEMBERS 
ATTEND  FALL  MEETING 

Approximately  110  members  of 
the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association  attended  the  or- 
ganization’s fall  meeting  Sept.  28- 
29  in  Austin. 

Purposeful  Participation  was 
stressed  throughout  the  Auxiliary 
School  of  Instruction  Sept.  29.  The 
school  was  preceded  by  an  execu- 
tive board  meeting  on  Sept.  28. 
Mrs.  Frank  M.  Posey,  Jr.,  San  An- 
tonio, president,  presided. 

Educational  meetings  and  work- 
shops on  safety,  health  careers,  and 
organization  membership  were  di- 
rected toward  education  for  leader- 
ship in  community  service. 

Mr.  William  F.  Schwartz,  educa- 
tional consultant,  Venereal  Disease 
Program,  US  Public  Health  Service, 
Communicable  Disease  Center,  At- 
lanta, Ga.,  spoke  on  the  pressing 
need  for  an  educational  program  on 
venereal  disease  control  and  the 
need  to  develop  a new  public  atti- 
tude toward  this  disease. 

"For  Better  for  Worse,  for  Richer 
for  Poorer,  in  Sickness  and  in 
Health,  till  . . .”  was  the  title  of  an 
address  given  by  the  chairman  of 
TMA  Advisory  Committee  to  the 
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DORSEY  "FLU-GRAM” 


DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 


CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 


TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING.  MIDAFTERNOON 


AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 


COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 


TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 


MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 


REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 


ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg 

Terpin  hydrate 180  mg’ 

Acetaminophen 325  mg. 

P°sa6e:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln,  Nebraska  68501 


r 


clip  and  file  under  “flu” 

For  relief  of  ‘‘flu-like"  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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Attention  TMA  members  — Here  is  how  to  order  the 

ATTENDING  PHYSICIAN’S  STATEMENT  FORM  (IRP  Form): 


Request  Form  ^:H-481  (revised  May,  1967) 
from  Mr.  Alvin  Jones,  Hospital  Sales 
The  Steck  Company 
P.  0.  Box  968 
Austin,  Texas  78767 


COST: 


Per  500  sets  $13.80 
Per  1000  sets  $22.80 

Also  quantity  price  breaks  at 
3,000,  5,000  and  10,000. 


or  call  your  Steck  Company  representative  in  most  major  Texas  cities. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


g>outf)ent  Clinic 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkanias-Texai 


Surgery 


Walter  C.  Bames,  Jr.,  M.D.' 
Robert  M.  Bronsford,  M.D.* 
Donald  C.  Spencer,  M.D.* 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 


Urology 


Gerald  H.  Teasley,  M.D.' 


Plastic  Surgery 

Walter  C.  Bomes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.*' 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bronsford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 

*Diplomate  of  The  American  board  of  his  specialty 

••Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 


Pediatrics : 

Dwsin  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery : 

B.  A,  Joiner,  M.D.,  F.A.CJS. 

General  Surgery: 

C.  A.  Kunath,  M.D..  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D. 


111  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 


Urology : 

W.  L.  Porter,  M.D..  F.A.C.S. 
Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology: 
J.  L.  Read,  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : _ „ . „ „ 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F-A.C.S. 

Administration : 

W.  V.  Smith,  Administrator 
Fred  Wills,  Business  Manager 
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Woman’s  Auxiliary,  Dr.  Walter  Wal- 
thall of  San  Antonio.  Dr.  Walthall 
emphasized  the  fact  that  a wife 
should  have  a sound  knowledge  of 
her  husband’s  business  and  stressed 
the  importance  of  joint  planning  for 
the  eventuality  of  death. 

Other  speakers  were  Dr.  Joe  Nel- 
son of  Weatherford,  Tex.,  chairman 
of  TMA’s  Council  on  Medical  Juris- 
prudence, and  Mr.  C.  Lincoln  Willis- 
ton  of  Austin,  TMA  Executive  Sec- 
retary. New  federal  medical  services 
programs  were  reviewed. 

Featured  guest  speaker  at  the 
School  of  Instruction  was  Mr.  Ever- 
ett C.  Lindsey,  Houston,  a specialist 
in  human  motivation  techniques.  Mr. 
Lindsey  maintained  that  most  people 
use  only  15  percent  of  their  true 
ability  and  demonstrated  methods 
of  motivating  people  to  develop  their 
85  percent  reserve  ability. 

TEXAS  WOMAN  IS  NEW 
AAMA  PRESIDENT-ELECT 

Mrs.  Mildred  Crawford  of  San  An- 
tonio was  elected  president-elect  of 
the  American  Association  of  Medical 
Assistants  at  the  association’s  con- 
vention in  Los  Angeles  Oct.  11-15. 

Mrs.  Crawford  is  a past  president 
of  the  Texas  Medical  Assistants  As- 
sociation and  is  employed  by  Drs. 
Albert  Hartman,  William  Hills,  Hyl- 
mar  Karbach,  Aureliano  A.  Urrutia, 
and  Jack  Tolar. 

Mrs.  Juanita  Ainsworth  of  Dallas 
was  reelected  as  speaker  of  the  as- 
sociation's House  of  Delegates  for 
a second  term.  She  is  employed  by 
Dr.  J.  T.  Wheeler  of  Dallas. 

Twelve  Texas  medical  assistants 
received  national  certification  this 
year  at  the  national  convention.  Nine 
of  these  certified  assistants  and 
their  employers  are  Mrs.  Marie  W. 
Cline  of  Hereford,  Hereford  Medical 
and  Surgical  Clinic;  Mrs.  Jean  G. 
Dagen  of  Dallas,  Southern  Methodist 
University  Health  Center;  Mrs.  Ge- 
neva K.  Crisman  of  Midland,  Dr. 
Martin  H.  Boone;  Miss  Josephine 
Estrada  of  San  Antonio,  Dr.  Albert 
Fisher;  Mrs.  Elizabeth  F.  Goodman 
of  El  Paso,  Dr.  Lester  Feener;  Mrs. 
Phillis  W.  Goodrich  of  El  Paso,  Dr. 
Manuel  Hernandez;  Mrs.  Nettie  M. 
Jackson  of  Midland,  Dr.  Martin  H. 
Boone;  Miss  Jean  Mobley  of  Lub- 
bock, Dr.  Gordon  Mayes;  Mrs.  Jan- 
ice M.  Mustonen  of  Dallas,  Dr.  W. 
H.  Bassett. 

Also  certified  were  Mrs.  Billie  M. 
Freeman  of  Monahans;  Mrs.  Mary 
B.  Landan  and  Miss  Theresa  F.  Steh- 
ling,  both  of  Austin. 


WOMAN’S  AUXILIARY  HAS 
NEW  AMA-ERF  PROJECT 

Invitations  to  a ’’Stay-At-Home 
Tea”  were  mailed  to  all  members 
of  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association,  accord- 
ing to  Mrs.  Jack  D.  Gerdes,  Hous- 
ton, chairman  of  the  Auxiliary’s 
AMA-ERF  committee.  A contribution 
to  AMA-ERF  entitled  each  member 
to  ‘‘enjoy  a day  at  home  in  the 
month  of  October,”  and  the  dona- 
tion is  tax-deductible. 

Mrs.  Gerdes  explained  that  this 
project  replaces  the  state  Christmas 
card  sale.  County  auxiliaries  are  be- 
ing encouraged  to  continue  the  fund- 
raising projects  of  their  choice  at 
the  county  level,  and  each  county 
will  be  credited  with  contributions 
made  through  participation  in  the 
special  state  project,  the  chairman 
said. 

Contributions  made  as  the  “ticket 
price”  for  the  Stay-At-Home  Tea 
should  be  made  payable  to:  AMA- 
ERF  Auxiliary  Fund  and  should  be 
mailed  to  Auxiliary  AMA-ERF  Com- 
mittee, c/o  Mrs.  Jack  D.  Gerdes, 
5966  Glenhurst  Dr.,  Houston  77033. 

BLUE  SHIELD  MEETINGS 
SCHEDULED  FOR  TEXAS 

A series  of  Blue  Shield  Work- 
shops, sponsored  by  Blue  Cross- 
Blue  Shield  of  Texas  is  being  con- 
ducted in  various  cities  in  the  state. 
The  series  began  on  Sept.  19,  1967, 
and  will  continue  through  May  9, 
1968. 

Workshops  deal  primarily  with  the 
Blue  Shield  Manual  and  the  new 
Blue  Shield  forms,  and  physicians 
should  bring  Blue  Shield  Manuals 
to  the  meeting.  Workshops  are  open 
to  physicians,  their  secretaries,  their 
nurses,  and  their  business  manag- 
ers. Sessions  are  approximately  two 
and  one-half  hours  in  duration. 

Remaining  workshop  locations  and 
dates  are  as  follows:  Corpus  Christi, 
Nov.  14,  1967;  Harlingen,  Nov.  16, 
1967;  Victoria,  Dec.  5,  1967;  San 
Antonio,  Dec.  7,  1967;  Houston,  Jan. 
16  and  Jan.  17,  1968;  El  Paso,  Feb. 
13,  1968;  Odessa,  Feb.  15,  1968; 
Dallas,  March  19,  1968;  Fort  Worth, 
March  20,  1968;  Lubbock,  April  16, 
1968;  Amarillo,  April  18,  1968;  Ty- 
ler, May  7,  1968;  and  Nederland, 
May  9,  1968.  Workshops  were  held 
in  Wichita  Falls,  Abilene,  Waco,  and 
Austin  in  September  and  October. 


PERSONALS 

New  officers  of  the  Texas  Society 
of  Child  Psychiatry  are  Dr.  Robert  L. 
Stubblefield  of  Dallas,  president;  Dr. 
Henry  L.  Burks  of  Galveston,  presi- 
dent-elect; and  Dr.  Lawrence  Claman 
of  Dallas,  secretary-treasurer.  The 
society,  formed  in  October  of  1966 
for  child  psychiatrists  in  Texas  who 
have  completed  their  formal  subspe- 
cialty training,  met  in  Austin  on  Sat- 
urday, Sept.  16.  Goals  of  the  society 
are  to  further  the  professional 
growth  of  its  members  and  to  foster 
the  development  of  better  mental 
health  services  for  children  in  Texas. 

Dr.  J.  G.  Rodarte  of  Scott  and 
White  Clinic,  Temple,  was  installed 
as  president  of  the  American  Asso- 
ciation of  Medical  Clinics  at  the 
group’s  annual  convention  in  Chi- 
cago. 

Dr.  Denton  A.  Cooley,  chief  of 
cardiovascular  surgery  for  St.  Luke’s 
Episcopal  and  Texas  Children's  Hos- 
pitals and  professor  of  surgery  at 
Baylor  University  College  of  Medi- 
cine, was  presented  the  Leriche  Prize 
for  vascular  surgery  by  the  Interna- 
tional Surgical  Society  in  Vienna, 
Austria.  The  medal  is  presented  to 
the  most  valuable  surgeon  of  the 
heart  and  blood  vessels  anywhere  in 
the  world. 

The  head  of  the  Anesthesiology 
Department  at  the  University  of  Tex- 
as Southwestern  Medical  School,  Dr. 
M.  T.  Jenkins,  was  elected  an  addi- 
tional delegate  to  the  World  Federa- 
tion of  Societies  of  Anesthesiologists 
at  the  annual  meeting  of  the  Ameri- 
can Society  of  Anesthesiologists  on 
Oct.  3 in  Las  Vegas,  Nev. 

Dr.  Edgar  F.  Jones,  Ml,  of  Galves- 
ton became  the  30,000th  member 
of  the  American  Academy  of  Gener- 
al Practice  in  a Dallas  ceremony 
in  September.  His  father  was  a char- 
ter member  of  the  academy. 

Dr.  Chester  C.  Cook  of  South- 
western Life  Insurance  Company  in 
Dallas  was  elected  treasurer  of  the 
Association  of  Life  Insurance  Medi- 
cal Directors  of  America  at  the  76th 
annual  meeting  of  the  international 
organization. 

September  17th  was  “Dr.  Cock- 
erell Day”  in  Eustace.  The  town  held 
the  celebration  in  honor  of  Dr.  Lon- 
nie L.  Cockerell,  Athens  and  Eustace 
physician  for  many  years. 


Volume  63,  November,  1967 


133 


Plan  to  attend  this  year’s  AMA  Clinical  Convention  in  Houston,  Texas. 
Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 
Attend  lectures  by,  and  discussions  with,  our  nation’s  outstanding 
medical  authorities. 

Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 


SCIENTIFIC  SESSIONS:  Cardiovascular  Disease;  Cardiovascular  Surgery; 
New  Cares;  Ophthalmology;  Geriatrics;  Arthritis;  Gastroenterology; 
Cancer-  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 
Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 

POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects. 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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AMERICAN  MEDICAL  ASSOCIATION 
CLINICAL  CONVENTION 

A scientific  program  especially  designed  for  the  physician  in 
practice  will  be  featured  at  the  AMA’s  Clinical  Convention  to 
be  held  in  Houston  Nov.  26-29. 

The  four-day  meeting  will  include  scientific  sessions  on  18  major 
topics,  four  postgraduate  courses,  breakfast  roundtable  confer- 
ences, closed-circuit  television  and  medical  motion  picture  pro- 
giams,  and  more  than  150  scientific  exhibits  which  will  be 
housed  in  Houston’s  Astro  Hall. 

Of  special  interest  are  the  postgraduate  courses,  expanded  to 
foui  topics:  Fluid  and  Electrolyte  Balance,  Oncology,  Cardio- 
vascular Disease,  and  Obstetrics  and  Gynecology.  Courses  will 
consist  of  three  half-day  sessions  with  outstanding  teachers. 
Topics  at  the  general  scientific  sessions  include:  aerospace 
medicine,  antibiotics,  arthritis,  cancer,  cardiovascular  medicine, 
cardiovascular  surgery,  dermatology,  endocrinology,  gastroenter- 
ology, general  surgery,  genitourinary  treatment,  geriatrics,  ob- 
stetrics and  gynecology,  ophthalmology,  otolaryngology,  pedia- 
trics, and  psychiatry.  There  will  also  be  a session  on  “new 
cares  featuring  a discussion  of  legal  and  social  problems  now 
faced  by  the  physician. 

Breakfast  Roundtable  Conferences  will  discuss  Indications  and 
Limitations  of  Uses  of  Antibiotics;  The  Moral  and  Ethical  As- 
pects of  Caring  for  the  Dying  Patient;  Management  of  Cerebro- 
vascular Insufficiency;  and  Adolescence,  Age  of  Rebellion,  Some 
Related  Psychiatric  Aspects. 

An  outstanding  program  of  closed-circuit  color  television,  and 
more  than  25  medical  motion  pictures  will  be  presented.  Live, 
color  television  broadcasts  of  surgery  from  Houston’s  Hermann 
Hospital  will  be  seen  on  a large  screen  in  Astro  Hall.  Motion 
pictures  will  include  three  or  four  premier  showings,  plus  sev- 
eral films  well  received  at  the  AMA  Annual  Convention  in  June. 
One-hundred-eighteen  Texas  physicians  will  participate  in  the 
scientific  program.  They  will  present  scientific  papers,  partici- 
pate in  panel  discussions,  serve  as  instructors  in  postgraduate 
medical  courses,  and  serve  as  participants  in  closed-circuit  tele- 
vision broadcasts  of  medical  and  surgical  procedures. 

Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  60610,  is  Execu- 
tive Vice-President  of  the  AMA. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 

CURRENT  MEETINGS 

AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS will  hold  its  interim  clinical  meet- 
ing- at  the  Warwick  Hotel,  Houston,  Nov. 
25-26.  The  program  will  consist  of  a two- 
day  scientific  program  with  roundtable  dis- 
cussions and  fireside  conferences.  A high- 
light of  the  program  will  be  a panel  discus- 
sion, "Cardiorespiratory  System  and  Space 
Flight,  held  at  the  National  Aeronautics 
and  Space  Administration  Manned  Space- 
craft Center  with  Dr.  Charles  A.  Berry, 
chief  of  Center  medical  programs,  as  mod- 
erator. Administrative  and  committee  meet- 
ings will  take  place  on  Nov.  27.  Contact: 
Executive  Office,  American  College  of 
Chest  Physicians,  112  E.  Chestnut  St.,  Chi- 
cago 60611. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
will  hold  a Texas  Regional  scientific-educa- 
tional meeting  in  San  Antonio  Dec.  1.  The 
meeting,  emphasizing  internal  medicine,  is 
one  of  some  35  scientific-educational  meet- 
ings sponsored  by  the  ACP  during  the  aca- 
demic year  throughout  the  United  States 
and  Canada.  Among  special  guests  will  be 
Dr.  Rudolph  H.  Kampmeier  of  Nashville, 
Tenn.,  president  of  the  ACP.  The  meeting 
is  under  the  general  direction  of  Dr.  Hatch 
IV.  Cummings,  Jr.,  of  Houston,  professor 
of  clnical  medicine,  Baylor  University  Col- 
lege of  Medicine  and  ACP  governor  for 
Southern  Texas,  host  governor,  and  Dr. 
Ralph  R.  Tompsett  of  Dallas,  professor  of 
Internal  Medicine  at  The  University  of 
Texas  Southwestern  Medical  School  and 
ACP  governor  for  Northern  Texas.  Con- 
tact : Dr.  Cummings,  1234  Hermann  Pro- 
fessional Building,  6410  Fannin  St.,  Hous- 
ton 77025. 


CONFERENCE  ON  THE  MEDICAL  ASPECTS  OF  SPORTS 

Coaches,  trainers,  and  other  sports  authorities  will  join  team 
physicians  in  Houston  at  the  Ninth  National  Conference  on  the 
Medical  Aspects  of  Sports  on  Nov.  26.  The  conference,  at  the 
Hotel  America,  held  in  conjunction  with  the  AMA  annual  Clini- 
cal Convention,  is  especially  designed  to  help  team  physicians 
maintain  the  health  of  athletes  in  their  care. 

Featured  speakers  at  a conference  luncheon  will  be  Dr.  Eduardo 
Hay  of  Mexico  City,  director  general  of  the  Centro  Deportivo 
Olimpico  Mexicano,  who  will  discuss  preparations  for  the  1968 
Olympic  Games.  Other  speakers  will  include  the  US  Olympic 
team  physician  Dr.  Daniel  F.  Hanley  of  Brunswick,  Maine;  the 
US  Olympic  vice-president,  Dr.  Merritt  H.  Stiles  of  Spokane, 
Wash.;  and  the  Executive  Secretary  of  the  National  Athletic 
Trainers  Association,  William  E.  Newell,  R.P.T.,  Lafayette,  Ind. 
Three  Texas  physicians  will  also  speak  at  the  conference.  Speak- 
ers and  topics  are  Dr.  George  T.  Bryan  of  Galveston,  Hyperten- 
sion and  the  Young  Athlete;  Dr.  H.  Royer  Collins  of  Temple, 
control  of  football  knee  injuries;  and  Dr.  Joe  W.  King  of  Hous- 
ton, proper  medical  treatment  as  a preventative  of  re-injury. 
Contact:  Committee  on  Medical  Aspects  of  Sports,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chicago  60610. 


TEXAS  ACADEMY  OF  INTERNAL 
MEDICINE  will  meet  Dec.  1-2  in  San  An- 
tonio. The  academy’s  board  of  governors 
will  meet  Dec.  1.  The  annual  scientific 
session  will  take  place  on  Dec.  2.  A lunch- 
eon, business  meeting,  and  cocktail  party 
will  complete  the  activities.  Dr.  William 
C.  Levin,  The  University  of  Texas  Medical 
Branch,  Galveston  77551,  is  secretary-trea- 
surer of  the  academy. 

TEXAS  NURSING  HOME  ASSOCIA- 
TION CONVENTION  will  hold  its  12th 
annual  convention  at  the  Rice  Hotel  in 
Houston  on  Nov.  28-30.  With  the  theme, 
“The  World  in  Which  We  Live,”  the  con- 
vention will  feature  a number  of  Texas 
political  figures.  Among  them  will  be  the 
Hon.  John  Connally,  governor  of  Texas; 
the  Hon.  Crawford  Martin,  attorney  gen- 
eral of  Texas;  and  the  Hon.  Barbara 
Jordan,  Texas  state  Senator.  Other  guests 
will  include  Dr.  Milford  O.  Rouse  of 
Dallas,  President  of  the  American  Medical 
Association,  and  Capt.  Jack  R.  Lousma, 
US  Marine  Corps,  National  Aeronautics 
and  Space  Administration  astronaut.  Con- 
tact: Mr.  John  M.  Crawford,  Jr.,  6225 
Highway  290  E.,  Austin  78723,  Exec.  Dir. 

TEXAS  RHEUMATISM  ASSOCIATION 
will  hold  its  20th  annual  meeting  in  the 
Navarro  Room  of  the  St.  Anthony  Hotel 
in  San  Antonio  on  Dec.  1.  Guest  speaker 
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is  Evan  Calkins,  professor  of  medicine  at 
State  University  of  New  York  at  Buffalo, 
Medical  School  in  Buffalo,  N.Y.,  and  presi- 
dent of  the  American  Rheumatism  Asso- 
ciation. The  session  will  include  a panel 
discussion  in  the  field  of  rheumatic  dis- 
ease. Contact:  Dr.  Earle  U.  Scharff,  Jr., 

800  Fifth  Ave.,  Fort  Worth  76104,  Sec. 

TEXAS  STATE  BOARD  OF  MEDICAL 
EXAMINERS  will  hold  its  next  meeting 
at  the  Hotel  Texas  in  Fort  Worth  Nov. 
30-Dee.  7.  Hearings  will  be  held  on 

Thursday,  Friday,  and  Saturday,  Nov.  30- 
Dec.  2.  Approximately  55  physicians  will 
take  the  examinations  which  will  he  held 
on  Dec.  4,  5,  and  6.  Contact:  Dr.  M.  H. 
Crabb,  Texas  State  Board  of  Medical  Ex- 
aminers, 1612  Summit  Ave.,  Suite  303, 
Fort  Worth  76102,  Sec. 

TEXAS  SOCIETY  OF  OPHTHALMOLO- 
GY AND  OTOLARYNGOLOGY  will  meet 
at  the  Commodore  Perry  Hotel  in  Austin 
Dec.  1 and  2.  Out-of-state  guest  speakers 
will  include,  in  ophthalmology,  Drs.  Alston 
Callahan  of  Birmingham,  Ala.,  and  Crowell 
Beard  of  San  Jose,  Calif. ; and,  in  otolar- 
yngology, Drs.  F.  Johnson  Putney  of  Phil- 
adelphia, Pa.,  and  George  E.  Shambaugh, 
Jr.,  of  Chicago.  The  two  disciplines  will 
conduct  separate  programs  on  Friday  and 
Saturday  mornings.  The  meeting  is  open 
to  members  only.  Dr.  James  H.  Scruggs, 
2223  Austin  Ave.,  Waco  76702,  is  secretary 
of  the  society. 

SOUTHERN  MEDICAL  ASSOCIATION 
will  hold  its  61st  annual  meeting  in 
Miami  Beach  Nov.  13-16.  The  meeting 
will  feature  live  color  television  programs 
originating  from  Jackson  Memorial  Hos- 
pital, which  will  be  screened  at  the  Hotel 
Fontainebleau.  The  seven  programs  in- 
elude  gastroenterology,  ophthalmology, 
otolaryngology,  plastic  and  reconstructive 
surgery,  proctology,  surgery,  and  urology. 
Meeting  conjointly  with  the  SMA  will  be 
the  Southern  Chapter  of  the  American 
College  of  Chest  Physicians,  the  College 
of  American  Pathologists,  the  Southern 
Electr oencephalographic  Society,  the 
Southern  Gynecological  Society,  and  the 
Women’s  Auxiliary  to  the  Southern  Medi- 
cal Association.  A symposium  on  “The 
Impact  of  the  Federal  Government  upon 
Medical  Care,”  will  be  moderated  by  Dr. 
Jere  W.  Annis  of  Lakeland,  Fla.,  and  an 
SMA  student  seminar  moderated  by  Dr. 
D.  Bailey  Calvin  (Ph.D.),  of  Miami,  Fla. 
Guest  speakers  and  sections  they  will  ad- 
dress include  Dr.  Howard  G.  Rapaport  of 
New  York  City,  allergy;  Dr.  H.  Barrie 
Fairley  of  Toronto,  Canada,  anesthesiolo- 
gy ; Dr.  Leon  Goldman  of  Cincinnati, 
Ohio,  dermatology;  Dr.  Marvin  H.  Slei- 
senger  of  New  York  City,  gastroenter- 
ology: Dr.  Rupert  B.  Turnbull,  Jr.,  of 
Cleveland,  Ohio,  general  practice;  Dr. 
Sprague  H.  Gardner,  of  Indianapolis,  Ind., 
gynecology;  Dr.  K.  M.  Brinkhous,  Chapel 
Hill,  N.C.,  medicine;  Dr.  Eldon  L.  Foltz 
of  Seattle,  Wash.,  neurology  and  psychia- 
try; Dr.  William  F.  Mengert  of  Chicago, 
obstetrics;  Dr.  David  D.  Donaldson  of 
Boston,  ophthalmology;  Dr.  Carter  R. 
Rowe,  also  of  Boston,  orthopedic  and  trau- 
matic surgery;  Dr.  Maurice  H.  Cottle  of 
Chicago,  otolaryngology;  Dr.  Philip  R- 
Dodge  of  St.  Louis,  pediatrics;  Dr.  James 
W.  Rae,  Jr.,  Ann  Arbor,  Mich.,  physical 
medicine  and  rehabilitation;  Dr.  Robert 
M.  McCormack  of  Rochester,  N.Y.,  plastic 
and  reconstructive  surgery;  Dr.  Raymond 
J.  Jackman  of  Rochester,  Minn.,  Proc- 
tology; Dr.  George  N.  Stein  of  Philadel- 
phia, radiology;  Dr.  William  V.  McDer- 
mott, Jr.,  of  Boston,  surgery;  and  Dr. 
Victor  F.  Marshall  of  New  York,  urology. 
Contact:  Mr.  Robert  F.  Butts,  2601  High- 
land, Birmingham,  Ala.  35205. 


MORE 

HIGHLIGHTS 


COMING 


MEETINGS 


NOVEMBER 


AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  UTILIZATION  REVIEW,  Houston,  Nov.  -5,  1.67. 

AMA  Council  on  Medical  Service  and  Committee  on  Med- 
. _ , . nu:  — encin 


AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION,  At- 
lanta, Ga.,  Nov.  29-Dec.  2.  Mrs.  Gertrude  Conroy,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 


RADIOLOGICAL  SOCIETY  OF  NOrTHAMERICA 
Chicago.  Nov.  26-Dec.  1,  1967.  Mr.  M.  D.  Frazier.  1744 
S.  58th  St.,  Lincoln,  Neb..  68104,  Sec. 


DECEMBER 


TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Austin,  Dec.  1-2,  1967.  Dr.  James  H. 
c^rno-irs.  2223  Austin  Ave.,  Waco  76701.  Sec. 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC.' 
Chicago,  Dec.  2-7,  1967.  Dr.  Stanley  E.  Huff,  636  Church 


uVrovici-oTi  Til  Rpp.-TrG3S« 


JANUARY 


TEXAS  MEDICAL  ASSOCIATION  (Legislative  Confer- 
ence). Austin,  Jan.  20,  1968.  Mr.  C.  Lincoln  Williston, 


FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg..  San 


INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  Jan.  29-31,  1968.  Mr.  S.  E.  Cockrell,  Jr., 
202  W.  French  Place,  San  Antonio  78212,  Exec.  Dir. 


TEXAS  RADIOLOGICAL  SOCIETY,  El  Paso,  Jan.  26-27, 
1968.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale  St., 
Fort  Worth  76104,  Sec. 


TEXAS  UROLOGICAL  SOCIETY,  D a 1 1 a s,  January, 
1968.  Dr.  Joseph  H.  Rappeport,  621  N.  Fourth  St.,  Long- 
view  75601,  Sec.-Treas. 

UNITED  CEREBRAL  PALSY  ASSOCIATION  OF  TEX- 
AS, Dallas,  Jan.  13-14,  1968.  United  Cerebral  Palsy  As- 
sociation of  Texas,  1010  Lavaca,  Room  305,  Austin  78701. 


AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  EMERGENCY  MEDICAL  SERVICES,  San  Francis- 
co, Jan.  18-20,  1968.  AMA  Department  of  Hospitals  and 
Medical  Facilities,  535  N.  Dearborn  St.,  Chicago  60610. 


MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd„  Phoenix,  Ariz.,  85013, 
Sec. 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


AMERICAN  MEDICAL  ASSOCIATION  FIRST  INTER- 
NATIONAL CONFERENCE  ON  PREMATURITY,  Fort 
Lauderdale.  Fla..  Jan.  11-13,  1968.  Mr.  Wesley  J.  Duiker, 
Committee  on  Maternal  and  Child  Care,  American  Medi- 
cal Association,  535  N.  Dearborn  St.,  Chicago  60610,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION  (interim 
scientific  session),  Baltimore,  Jan.  19-20,  1968.  Miss 
Margaret  M.  Walsh,  1212  Avenue  of  the  Americas,  New 
York  10036,  Exec.  Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76501, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192 
Austin  78703,  Sec.-Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso 
Feb.  8-10,  1968.  Bob  Reid,  723  Mills  Building,  El  Paso 
79901,  Exec.  Sec. 


AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St..  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 


AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach.  20  N.  Wacker  Dr. 
Chicago  60606,  Exec.  Dir. 


AMERICAN  COLLEGE  OF  SURGEONS  (Sectional 
Meeting)  Dallas,  Feb.  19-21,  1968.  Communications  Di- 
vision, American  College  of  Surgeons,  55  E.  Erie  St 
Chicago  60611. 


MFYtrnL  r°Ci^T-Y  °F  THE  UNITED  STATES  AND 
mhaigo,  Guadalajara,  Mexico,  Feb.  7-10  1968  Dr 

1603  N‘  Tucson,  Ariz! 


MARCH 


NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec 
1 reas. 


ASSOCIATION  OF  OBSTETRICIANS  AN 
GYNECOLOGISTS,  Dallas,  March  9,  1968.  Dr.  J.  ] 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Trea 


DALLAS  SOUTHERN  CLINICAL 
March  18-20,  1968.  Millard  J.  Heath 
Bldg.,  Dallas  75201,  Exec.  Officer. 


SOCIETY,  Dallas, 
, 433  Medical  Arts 


SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE 
March.  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof! 
Bldg.,  Houston  77025,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 


AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  RURAL  HEALTH,  Seattle,  March  29-30,  1968.  Coun- 
cil on  Rural  Health,  American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago  60610. 


APRIL 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS 
Dallas,  April  4-6,  1968.  Mrs.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Sec. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.  SW,  Rochester, 
Minn.  55901,  Sec. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-5,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreux,  Switzerland,  May  4-9,  1968.  Dr.  Alfred  j! 
Cantor,  147-41  Sanford  Ave.,  Flushing,  N.Y.,  11355,  Sec. 


JUNE 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim Meeting),  Sausalito,  Calif.,  June  20-22,  1968.  Mrs. 
Gertrude  F.  Conroy,  1740  Broadway,  New  York  10019 
Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Seattle, 
Wash.,  June  14-15,  1968.  Miss  Margaret  M.  Walsh,  1212 
Avenue  of  the  Americas,  New  York  10036,  Exec.  Sec. 


SEPTEMBER 

TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  26-28, 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  78701 
Adm.  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.,  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 


OCTOBER 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  111  60431 

Exec.  Sec. 


AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W 60th  St 
New  York  10023,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS 
Washington,  D.  C.,  Oct.  19-23,  1968.  John  W.  Andis  515 
Busse  Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 
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The 
Children’s 
Division 
of  The 

Menninger  Clinic 


The  new  Children's  Hospital  provides  residential  treat- 
ment for  emotionally  disturbed  children  from  the  age  of 
5 through  early  adolescence.  Located  on  a 25-acre 
campus  are  the  Bonnie  Phillips  Residence  for  the  ad- 
mission of  30  boys  and  girls  from  5 to  12  years  old  and 
girls  12  to  16,  the  Chris  Luhnow  Residence  for  boys  12  to 
16,  and  Southard  School  which  provides  classrooms, 
tutoring  rooms,  arts  and  crafts,  music,  the  home  arts, 
manual  arts,  a library,  and  a gymnasium. 

Outpatient  consultations,  evaluation,  and  treatment 
are  provided  for  children  to  age  18. 


2 Southard  Place 
Box  829 

Topeka,  Kansas  66601 
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TEXAS  MEDICINE 




A Building  Block  approach 
to  treating  hypertension 

PI 

With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 
of  hypertension.  See  the  following  pages  for  details 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect-with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 

Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON® 

NIEMCIOTHIAZIOE 


DAILY 

DOSAGE 

RANGE 


See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


DAILY 

DOSAGE 

RANGE 


DAILY 

DOSAGE 

RANGE 


2 


.5  mg.  methyclothiazide  I 5 
0.125  mg.  deserpidine 


.5  mg.  methyclothiazide  •"  5 

0.25  mg.  deserpidine  ; 


Usual 


Intermediate 


mg.  methyclothiazide 
0.25  mg.  deserpidine 


7 


.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


10 


mg.  methyclothiazide 
0.5  mg.  deserpidine 


7 


.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10 


Maximum 


mg.  methyclothiazide 
0.5  mg.  deserpidine 


mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance.1'2 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYL 

PAlGYLINf  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

y J ^ J 

200  mg. 

DOSAGE 

RANGE 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

1.  Brest,  A.  N.,  et  at..  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  1 07-1016,  1963. 

2.  Winsor,  T„  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 


Once  a day,  every  day 

EUTRON” 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZIDE  5 MG. 


DAILY 

DOSAGE 

RANGE 


Minimum 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


Usual  starting 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


Intermediate 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


Maximum 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON  ENDURONYE 

METHVCLOTHIAZIDE  Each  tablet  contains 

Methyclothiazide  5 mg.  with 

Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt"  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYE 


EUTRON™ 


PARGYL1NE  HYDROCHLORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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MEDICINE  AND  THE  LAW 


Recent  Judicial  Opinions  Both  Extend, 
Restrict  Malpractice  Insurance  Coverage 


Three  recent  court  opinions  have 
dealt  with  professional  liability  in- 
surance coverage.  The  decisions  pro- 
vide that  the  physician  may  have 
certain  coverage  under  his  insurance 
policy  which  is  not  completely 
spelled  out  in  the  policy  itself.  How- 
ever, he  may  also,  by  his  own  ac- 
tion, waive  protection  by  failing  to 
properly  notify  his  carrier  of  mal- 
practice claims  made  against  him. 

In  its  recent  opinion  in  Aker  v. 
Sabatier,  200  So.  2d  94  (1967),  a 
Louisiana  appellate  court  held  that 
a physician  sued  by  a chiropractor 
for  alleged  libel  and  slander  may 
have  coverage  under  his  profession- 
al liability  policy  even  though  the 
policy,  on  its  face,  covers  only  “pro- 
fessional services.”  The  court  held 
that  the  professional  liability  policy 
obligated  the  insurer  to  pay  all  sums 
that  the  physician  became  legally 
obligated  to  pay  as  damages  when 
the  physician  had  made  derogatory 
statements  relative  to  the  skill, 
training,  and  competence  of  a chiro- 
practor. The  physician  claimed  that 
his  statements  were  made  in  his 
capacity  as  an  officer  of  the  state 
medical  society  and  for  the  public 
good,  and  that  they  were  made  for 
the  purpose  of  and  in  connection 
with  the  rendering  of  professional 
service  to  the  public  generally. 

The  court  took  judicial  notice  of 
the  brochure  published  by  the  pro- 
fessional liability  insurance  carrier 
which  touted  the  policy  carried  as 
one  which  provided  coverage  for  al- 
legations of  libel  and  slander  “often- 
times arising  from  betrayal  of  public 
confidence”  and  from  claims  alleg- 
ing libel  and  slander  against  a phy- 
sician who,  as  a member  of  a hos- 
pital medical  staff,  reports  a col- 
league to  be  “incompetent.”  The 
physician  contended  that  these  ex- 
amples were  not  exclusive  and  that 
the  claim  against  him  in  the  suit 
brought  by  the  chiropractor  were  in 
the  same  general  category. 

The  usual  meaning  of  “profes- 
sional services”  is  services  per- 
formed by  one  in  the  ordinary 
course  of  the  practice  of  his  profes- 
sion, on  behalf  of  another,  pursuant 
to  an  expressed  or  implied  agree- 
ment, and  for  which  it  would  be 
reasonably  expected  that  some  com- 
pensation would  be  due.  Under  that 


meaning  of  “professional  services” 
the  chiropractor’s  claim  against  the 
physician  would  clearly  not  be  cov- 
ered. The  Louisiana  court  recog- 
nized this  definition  but  held  that 
there  appeared  to  be  a serious  ques- 
tion as  to  the  interpretation  placed 
upon  the  term  “professional  serv- 
ices” by  the  insurance  company  it- 
self in  a pamphlet  published  by  the 
company.  There  was  “no  substan- 
tial difference  between  the  exam- 
ple in  the  brochure  and  the  situa- 
tion involved  in  the  action  against 
the  physician.  The  existence  of  the 
brochure  created  a question  of  fact 
which  allowed  the  jury  to  determine 
whether  or  not  the  professional  lia- 
bility insurance  coverage  was  meant, 
by  the  parties,  to  cover  the  libel 
and  slander  case  filed  by  the  chiro- 
practor. 

In  another  case,  Bergh  v.  Cana- 
dian Universal  Insurance  Company, 
199  So.  2d  744  (1967)  a Florida 
appellate  court  held  that  an  insur- 
ance company  was  not  liable  for  a 
claim  against  a physician  when  the 
physician  had  delayed  in  notifying 
the  insurer  of  the  claim.  The  policy 
provisions  required  that  the  physi- 
cian notify  the  insurer  “as  soon 
as  was  practicable  after  becoming 
aware  of  the  assertion  of  a claim” 
covered  by  the  policy.  A patient  had 
asserted  a claim  against  the  physi- 
cian wherein  he  charged  that  the 
physician  had  been  professionally 
negligent  on  Oct.  24,  1964.  The 
suit  was  not  filed  until  Feb.  20, 
1965.  The  physician  first  notified 
the  insurer  of  the  claim  on  April  1, 
1965.  The  insurer  denied  liability  on 
the  ground  that  the  physician's 
notice  of  claim  was  untimely.  Later, 
however,  the  insurance  company  as- 
sumed control  of  the  patient’s  suit 
against  the  physician.  An  agreement 
stated  that  the  company  was  doing 
so  without  prejudice  to  any  rights  it 
might  have  to  liability  or  to  with- 
draw from  the  case.  The  insurer 
moved  on  Dec.  10,  1965,  to  be  per- 
mitted to  withdraw  as  counsel  for 
the  physician  and  then  filed  a de- 
claratory judgment  action  for  de- 
termination of  its  rights,  with  a 
non-waiver  agreement. 

The  appellate  court  said  that, 
based  on  the  evidence  presented, 
the  trial  court  could  find  the  notice 


of  pending  suit  given  by  the  physi- 
cian inadequate,  and  this  would 
serve  to  release  the  insurance  cov- 
erage. The  appellate  court  refused 
to  disturb  that  decision.  Thus,  the 
court  approved  a declaratory  judg- 
ment stating  that  the  insurance 
company  had  not  been  notified  as 
the  conditions  and  terms  of  the 
policy  required;  therefore  the  com- 
pany was  released.  The  judgment 
also  stated  that  the  agreement  to 
assume  control  of  the  physician’s 
case  with  a specific  “non-waiver” 
provision  would  not  serve  to  rein- 
state liability  for  damages  assessed 
against  the  physician. 

In  a very  recent  case,  Boston  In- 
surance Company  v.  Malone  and 
Hogan  Hospital  Foundation,  378  F. 
2d  362  (1967),  a federal  appeals 
court  affirmed  the  decision  of  a 
federal  trial  court  in  Texas  which 
held  that  because  a hospital  failed 
to  notify  the  liability  insurer  of  a 
patient’s  accident,  the  insurer  was 
not  liable  to  the  hospital  or  to  the 
patient  who  had  filed  a malpractice 
suit  against  the  hospital.  The  hos- 
pital administrator  had  believed  that 
the  patient  would  not  bring  suit  and 
that,  if  he  did,  he  would  not  be  suc- 
cessful. The  court  held  that  the  hos- 
pital’s failure  to  notify  the  insurer 
of  the  patient’s  accident  in  accord- 
ance with  insurance  policy  provi- 
sions was  not  excused. 

In  the  fact  situation  involved,  a 
diabetic  hospital  patient  in  Decem- 
ber, 1961,  prevailed  upon  a student 
vocational  nurse,  who  was  fixing  his 
bed  for  the  night,  to  give  him  a 
heating  pad  to  warm  his  feet.  He 
knew  that  he  should  not  have  had 
the  pad  because  of  his  diabetic  con- 
dition, but  she  did  not.  The  regular 
nurses  had  denied  his  request  for 
the  heating  pad  earlier  in  the  eve- 
ning. The  patient  went  to  sleep  with 
the  pad,  and  his  feet  were  severely 
burned  the  next  morning.  His  dia- 
betic condition  prevented  healing. 
Several  months  later,  his  right  leg 
had  to  be  amputated  above  the 
knee.  The  facts  adduced  at  trial 
indicated  that  the  administrator 
knew  of  the  incident  early  the  next 
day.  He  knew  that  the  patient  should 
not  have  been  given  the  pad  with- 
out specific  authority  from  his  phy- 
sician, and  the  administrator  talked 
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CANTIL 


(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)  — 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 
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with  the  patient’s  physician  and 
hospital  employees  who  might  know 
something  about  the  incident.  He 
did  not  talk  to  the  patient  or  his 
wife,  but  he  concluded  that  the  hos- 
pital could  not  possibly  be  held  lia- 
ble because  of  the  patient’s  con- 
tributory negligence  in  securing  the 
heating  pad  and  that  the  patient 
would  make  no  claim  against  the 
hospital. 

In  April,  1962,  the  administrator 
heard  that  the  patient’s  wife  alleg- 
edly had  said  that  the  patient  would 
bring  suit  against  the  hospital.  He 
dismissed  this  as  an  “idle  rumor” 
after  discussing  it  with  the  patient’s 
father-in-law,  a hospital  trustee.  On 
Sept.  3,  1963,  the  patient  filed  suit. 
On  Sept.  6,  1963,  the  hospital  gave 
notice  to  the  insurer  for  the  first 
time  of  the  incident  on  which  the 
patient’s  suit  was  based.  The  ad- 
ministrator admitted  that  he  knew 
of  the  policy’s  notice  requirement 
and  that  the  requirement  could  have 
been  satisfied  by  a telephone  call 
to  the  insurer’s  local  agent. 

The  appellate  court,  in  reviewing 
the  finding  of  a lower  court,  held 
that  it  might  have  been  proper  under 
the  circumstances  to  have  conclud- 
ed in  December,  1961,  that  the  pa- 
tient would  not  file  suit  because  he 
was  contributorily  negligent  but  that 
in  disregarding  the  rumors  in  1962 
that  suit  would  be  filed,  the  admin- 
istrator released  the  insurance  com- 
pany from  liability.  The  court  noted 
that  the  advantages  of  early  investi- 
gation and  handling  of  claims  is  so 
well  known  to  all  who  have  had  ex- 
perience with  such  cases  that  the 
insurer  could  not  be  deprived  of 
those  advantages  by  action  of  the 
administrator  and  still  be  held  liable 
under  the  policy. 

If  the  rationale  of  the  Sabatier 
case  may  be  applied  universally, 
physicians  may  assume  that  their 
professional  liability  insurance  will 
provide  coverage  for  acts  performed 
while  serving  on  society  or  hospital 
committees,  though  this  point 
should  be  checked  by  each  physician 
with  his  insurance  agent. 

The  other  two  cases  point  out 
vividly  that  the  physician  should  not 
undertake  to  act  as  his  own  legal 
counsel  and  attempt  to  determine 
his  liability  in  an  alleged  malpractice 
claim.  If  the  physician  does  not 
choose  to  waive  the  insurance  pro- 
tection which  he  has  been  paying, 
he  should  immediately  notify  the  in- 
surance company  of  any  possible 
case  against  him. 

—PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 


POSTGRADUATE  COURSES 

Cardiology 

The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  at 
Houston  will  present  a course  on 
“Selected  Topics  in  Cardiology,”  on 
Dec.  4-7,  at  St.  Joseph's  Hospital 
in  Houston.  This  course  will  be  pre- 
sented by  Dr.  J.  Willis  Hurst,  chair- 
man of  the  Department  of  Medicine 
at  Emory  University  School  of  Medi- 
cine, Atlanta,  Ga.  Dr.  Hurst  will  dis- 
cuss the  mitral  valve  complex,  pre- 
cordial movements,  coronary  artery 
disease,  and  modern  physical  diag- 
nosis. 

For  further  information  write  The 
University  of  Texas  Graduate  School 
of  Biomedical  Sciences  at  Houston, 
Division  of  Continuing  Education,  P. 
0.  Box  20367,  Houston  77025. 

An  intensive  program  on  “Current 
Concepts  in  Cardiology”  with  spe- 
cial emphasis  on  coronary  disease, 
indication  and  management  of  val- 
vular replacement,  diagnosis  and 
management  of  cardiac  arrhythmias, 
vectorcardiography,  and  applied  car- 
diovascular physiology  is  being  of- 
fered by  the  Institute  for  Cardio- 
vascular Diseases  at  Good  Samari- 
tan Hospital  in  Phoenix,  Ariz.,  Jan. 

10- 12,  1968.  It  is  an  official  post- 
graduate course  of  the  American 
College  of  Cardiology. 

For  further  information  write  to 
Mr.  William  B.  Nelligan,  Executive 
Director  for  the  American  College 
of  Cardiology,  9650  Rockville  Pike, 
Washington,  D.C.  20015. 

Oncology 

The  American  College  of  Physi- 
cians will  present  a study  of  "Ad- 
vances in  Medical  Oncology,”  Dec. 

11- 15,  1967,  at  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  in  Houston. 

The  management  of  the  cancer 
patient,  including  the  current  status 
of  the  chemotherapy  of  patients 
with  cancer  and  the  hematologic 
malignancies,  will  be  reviewed.  There 
will  be  panel  discussions  concerning 
case  material  in  order  to  highlight 
diagnostic  and  therapeutic  prob- 
lems. Several  lectures  and  one  panel 
will  be  devoted  to  new  approaches 
to  chemotherapy  involving  new 
agents,  combination  chemotherapy, 
and  adjuvant  chemotherapy.  In  ad- 
dition, a brief  review  will  be  pre- 
sented of  experimental  therapeutics, 
pharmacology,  and  cell  population 
kinetics  as  they  relate  to  the  de- 


velopment and  application  of  experi- 
mental programs. 

The  fee  is  $60  for  ACP  members 
and  $100  for  nonmembers.  Minimal 
registration  is  50;  maximum,  450. 
One  half  of  the  registration  fee  is 
payable  at  the  time  of  registration. 
The  full  fee  must  be  paid  three 
weeks  in  advance  of  the  opening  of 
the  course.  Cancellations  in  writing 
must  be  made  10  days  in  advance 
of  the  opening  of  the  course  in 
order  to  obtain  refund  of  fee. 

Please  send  all  registrations,  re- 
quests for  information  and  applica- 
tions to  Dr.  Edward  S.  Rosenow,  Jr., 
Executive  Director,  American  College 
of  Physicians,  4200  Pine  St.,  Phila- 
delphia, Pa.  19104. 

Allergy 

The  University  of  Colorado  School 
of  Medicine  announces  a postgrad- 
uate course  on  Modern  Concepts  of 
Allergy,  to  be  presented  Dec.  6-8  in 
Denver. 

This  three-day  course  is  designed 
to  provide  assistance  to  practicing 
physicians  in  the  recognition  and 
management  of  the  common  anti- 
gens which  have  allergic  components. 
It  is  a patient-oriented  conference 
with  emphasis  on  everyday  prob- 
lems. Registration  and  tuition  fees 
are  $60. 

For  further  information  and  a de- 
tailed program,  write  to  The  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver, Colo.  80220. 

Trauma 

The  Department  of  Surgery  at 
Brooke  Army  Medical  Center,  Fort 
Sam  Houston,  will  present  a post- 
graduate seminar  on  “Surgical  and 
Orthopaedic  Aspects  of  Trauma” 
March  4-7,  1968. 

The  program  is  designed  to  pre- 
sent current  trends  and  newer  con- 
cepts in  the  management  of  trauma, 
as  well  as  elaboration  on  previously 
accepted  principles.  Subjects  to  be 
discussed  included  shock  and  resus- 
citation; wound  infections  and  anti- 
biotics; management  of  burn  injury; 
abdominal  trauma;  thoracic  and 
cardiovascular  injuries;  injuries  to 
the  brain,  spinal  cord,  and  peripher- 
al nerves;  urological  injuries;  multi- 
ple injuries;  and  orthopedic  injuries. 

Applications  should  be  submitted 
not  later  than  eight  weeks  before 
the  course.  For  further  information, 
write  to  the  Commanding  General, 
Brooke  General  Hospital,  Attn.: 
Chief,  Department  of  Surgery. 
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chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B3  (Riboflavin)  10  mg 

Vitamin  B<,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  '‘reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6—3614 
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Association  for  Research  in  Nervous 
and  Mental  Diseases:  Sleep  and 
Altered  States  of  Consciousness, 
vol.  45,  Baltimore,  The  Williams 
& Wilkins  Co.,  1967. 

Brown,  I.  W.,  Jr.,  and  Cox,  B.  G., 
eds.:  Proceedings  of  the  Third  In- 
ternational Conference  on  Hyper- 
baric Medicine,  Washington,  D.C., 
National  Academy  of  Sciences, 

1966. 

Ciba  Foundation  Study  Group  No. 
25:  Mongolism,  Boston,  Little, 
Brown  and  Co.,  1967. 

Greenblatt,  R.  B.:  Progress  in  Con- 
ception Control,  The  Sequential 
Regimen,  Philadelphia,  J.  B.  Lip 
pincott  Co.,  1966. 

Haley,  J.:  Strategies  of  Psychotherapy, 

New  York,  Grune  and  Stratton, 

1963. 

Lawton,  M.  M.,  and  Foy,  D.  F.:  A 
Textbook  for  Medical  Assistants, 
St.  Louis,  The  C.  V.  Mosby  Co., 

1967. 

McGovern,  J.  P.,  and  Knight,  James 
A.:  Allergy  and  Human  Emotions, 
Springfield,  III.,  Charles  C Thom- 
as, Publisher,  1967. 
Proudfit-Robinson:  Normal  and  Ther- 
apeutic Nutrition,  ed.  13,  New 
York,  The  Macmillan  Co.,  1967. 
Shestack,  R.:  Handbook  of  Physical 
Therapy,  ed.  2,  New  York,  Spring- 
er Publishing  Co.,  1967. 
Shoemaker,  W.  C.:  Shock;  Chemistry , 
Physiology  and  Therapy,  Spring- 
field,  III.,  Charles  C Thomas,  Pub- 
lisher, 1967. 

Shore,  M.  F.  ed.:  "Red  is  the  Color 
of  Hurting,”  Planning  for  Children 
in  the  Hospital,  Washington,  D.C., 
Government  Printing  Office,  1967. 
Smith,  Kline  and  French:  Drug  Abuse: 
Escape  to  Nowhere,  Philadelphia, 
Smith,  Kline  and  French  Labora- 
tories, 1967. 

Snapper,  I.,  and  Kahn,  A.  I.:  Bedside 
Medicine,  ed.  2,  New  York,  Grune 
& Stratton,  1967. 

Sodeman,  W.  A.:  Pathologic  Physi- 
ology, ed.  4,  Philadelphia,  W.  B. 
Saunders  Co.,  1967. 

Spector,  M.:  Dizziness  and  Vertigo, 
New  York,  Grune  & Stratton, 
1967. 

Steiger,  W.  A.:  Patients  Who  Trouble 
You,  Boston,  Little,  Brown  & Co., 

1964. 


DR.  W.  R.  POWELL 

Dr.  William  R.  Powell,  64,  died 
July  26,  1967,  in  a Houston  hos- 
pital. A physician  in  Laredo  since 
1929,  he  had  been  ill  for  a long 
time. 

Born  in  Jasper,  Tex.,  he  was  grad- 
uated from  The  University  of  Texas 
Medical  Branch  in  Galveston  in 
1925.  After  interning  at  Harris  Hos- 
pital in  Fort  Worth,  he  began  prac- 
tice in  Laredo. 

An  honorary  member  of  the  Texas 
Medical  Association,  he  was  a past 
president  of  the  Webb-Zapata-Jim 
Hogg  Counties  Medical  Society,  and 
belonged  to  the  American  Medical 
Association.  He  was  a fellow  of  the 
International  Academy  of  Proctology 
and  a senior  fellow  of  the  South- 
western Medical  Congress.  He  had 
served  several  terms  as  chairman 
of  the  staff  of  Mercy  Hospital  in 
Laredo,  and  was  one  of  the  founders 
of  the  Medical  and  Surgical  Clinic. 
He  also  had  been  chief  surgeon  of 
the  Texas  Mexican  Railway  Com- 
pany. 

Dr.  Powell  was  the  first  president 
of  the  Laredo  Civic  Music  Associa- 
tion. A longtime  Rotarian,  he  served 
many  terms  as  chairman  of  the  crip- 
pled children’s  clinic  which  the  Ro- 
tary Club  sponsors  annually.  He  was 
a Mason. 

Survivors  include  his  wife,  Mrs. 
Hazel  Kepley  Powell;  a son,  William 
R.  Powell,  Jr.,  of  Laredo;  and  three 
sisters,  Mrs.  Wesley  Cudd  of  On- 
tario, Ore.,  Mrs.  H.  B.  Zachry  and 
Mrs.  J.  B.  Roark,  both  of  San  An- 
tonio; and  four  grandsons. 


DR.  C.  K,  TURNER 

Dr.  Carl  Kenneth  Turner,  38,  died 
Aug.  10,  1967,  in  Junction,  Tex.  He 
had  practiced  in  Junction  during 
1959  and  1960  and  returned  there 
only  six  months  ago. 

Born  on  Oct.  3,  1928,  in  Fort 
Smith,  Ark.,  he  was  the  son  of 
Robert  and  Mary  Turner.  He  attend- 
ed Southwest  Texas  State  Teachers 
College  in  San  Marcos,  Tex.,  and 
was  graduated  from  The  University 
of  Texas  Medical  Branch  in  Galves- 
ton in  1956.  He  interned  and  served 
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two  surgical  residencies  at  Robert  B. 
Green  Memorial  Hospital  in  San  An- 
tonio. He  practiced  in  Mountain 
Home,  Tenn.,  at  the  Veterans  Ad- 
ministration Center  there,  from  1962 
to  1964,  and  in  San  Antonio  from 
1964  to  1967  when  he  returned  to 
Junction. 

He  belonged  to  Bexar  County 
Medical  Society,  Texas  Medical  As- 
sociation, and  American  Medical  As- 
sociation. He  was  a member  of 
Alpha  Kappa  Kappa  medical  fra- 
ternity and  the  National  Rifle  Asso- 
ciation of  America. 

Dr.  Turner  was  an  Episcopalian. 

Survivors  include  a son,  Mark 
Turner  of  San  Antonio;  father  Robert 
Turner  of  Denton,  Tex.;  mother, 
Mary  Hall  of  San  Antonio;  and 
brother,  Maj.  Jim  Turner  of  Austin. 

DR,  R.  H,  KIRKPATRICK 

Fifty-four-year-old  Dr.  Robert  Hull 
Kirkpatrick  of  Houston  died  on  Aug. 
17,  1967,  in  St.  Luke's  Episcopal 
Hospital  of  a blood  clot  in  the  lung. 
He  was  head  of  the  Department  of 
Anesthesiology  at  St.  Luke’s  Epis- 
copal Hospital  and  Texas  Children’s 
Hospital. 

Born  on  Sept.  11,  1912,  at  Doole, 
Tex.,  he  was  the  son  of  Daniel  Hull 
and  Lena  Bledsoe  Flinn  Kirkpatrick. 
He  was  graduated  from  Trinity  Uni- 
versity in  San  Antonio  in  1934,  and 
University  of  Tennessee  College  of 
Medicine  in  1944.  After  interning  at 
John  Gaston  Hospital  in  Memphis, 
he  served  a residency  at  Hermann 
Hospital  in  Houston.  In  1949  he  set 
up  practice  in  Freeport,  Tex.,  and 
moved  to  Houston  in  1955.  He 
served  as  a captain  in  the  US  Army 
Medical  Corps  from  1945  to  1947. 

A member  of  Texas  Medical  As- 
sociation through  Harris  County 
Medical  Society,  he  belonged  to 
American  Medical  Association,  Hous- 
ton Surgical  Society,  and  American 
Society  of  Anesthesiologists.  He  was 
a diplomate  of  the  American  Board 
of  Anesthesiology. 

On  Aug.  16,  1948,  he  married 
Hope  Sylvia  Fisher  of  Houston  in 
Baytown,  Tex.  She  survives  as  do 
two  sons,  Dennis  and  Eric,  both  of 
Houston. 
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DR.  A,  J.  JINKINS 

Dr.  A.  J.  Jinkins,  Sr.,  63,  died  on 
Aug.  23,  1967,  in  Galveston.  He  had 
driven  to  his  office  and  suffered  a 
heart  attack  in  his  parked  car. 

A member  of  a prominent  medical 
family  in  Galveston,  he  was  the 
brother  of  Dr.  J.  L.  Jinkins,  Sr.,  and 
the  late  Dr.  W.  G.  Jinkins,  Sr.  He 
was  born  on  July  17,  1904,  in  Nor- 
mangee,  Tex.,  and  was  graduated 
from  Ball  High  School  in  Galveston. 
His  medical  education  was  received 
at  The  University  of  Texas  Medical 
Branch  in  Galveston.  He  interned  at 
John  Sealy  Hospital  and  began  his 
practice  in  Galveston  in  1930. 

During  World  War  II,  Dr.  Jinkins 
served  in  the  European  theater  of 
operations. 

He  belonged  to  Galveston  County 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Associa- 
tion, American  Academy  of  General 
Practice,  and  Texas  Association  of 
Obstetricians  and  Gynecologists.  He 
was  also  a member  of  Phi  Beta  Pi 
medical  fraternity. 

Survivors  include  his  wife,  the 
former  Lottie  Meisner;  two  sons, 
Capt.  A.  J.  Jinkins,  Jr.,  now  serving 
with  the  US  Army  in  the  medical 
corps  in  Vietnam,  and  Freddie  Jin- 
kins of  Galveston;  a sister,  Mrs. 
Mardie  Bennett  of  Normangee;  a 
brother,  Dr.  J.  L.  Jinkins,  Sr.;  and 
two  grandchildren. 


DR.  V.  V.  CLARK 

Pioneer  Lubbock  physician,  Dr. 
Vester  V.  Clark,  84,  died  on  Aug.  1, 
1967,  at  a hospital  there.  He  had 
been  in  ill  health  for  a number  of 
years. 

Born  Aug.  13,  1882,  in  Cyclone, 
Tex.,  he  attended  schools  near 
Temple  and  was  graduated  from 
Baylor  University  College  of  Medi- 
cine in  Dallas  in  1907.  He  then 
established  a practice  at  Estelline, 
Tex.  During  World  War  I he  served 
overseas  as  a lieutenant  colonel  in 
the  Medical  Corps.  After  the  war 
he  resumed  his  practice  in  Estelline 
where  he  remained  until  1926,  when 
he  moved  to  Lubbock.  He  was  on 


the  staff  of  St.  Mary  of  the  Plains 
Hospital  until  his  retirement  in  1949, 
and  maintained  farming  and  ranch- 
ing interests  near  Lubbock. 

He  was  an  honorary  member  of 
the  Texas  Medical  Association,  and 
belonged  to  Lubbock-Crosby-Garza 
Counties  Medical  Society  and  Ameri- 
can Medical  Association.  He  had 
been  active  in  the  Allen  Brothers 
American  Legion  Post  No.  148. 

Dr.  Clark  belonged  to  the  First 
Baptist  Church  in  Lubbock.  He  and 
the  late  Clyde  McIntyre  Clark  were 
married  at  Estelline  in  1910.  He  and 
Mrs.  Annie  Margaret  Turner  were 
married  in  Brownwood  on  Aug.  12, 
1961.  She  survives  as  do  two  grand- 
sons, Kent  R.  Clark  and  Carl  R. 
Clark,  both  of  Lubbock;  a brother, 
T.  T.  Clark  of  Brownwood;  a stepson, 
George  Parks  Turner  of  Lubbock; 
and  three  great  grandchildren. 


DR,  S,  W.  HALEY 

Dr.  Samuel  Willard  Haley,  72,  of 
Houston  died  Aug.  18,  1967,  while 
visiting  in  Austin.  Cause  of  death 
was  a heart  attack. 

Born  Jan.  15,  1895,  in  Cisco, 
Tex.,  he  was  a graduate  of  Central 
High  School  in  Houston  and  attend- 
ed Texas  Christian  University  in 
Fort  Worth.  In  1919  he  was  grad- 
uated from  Baylor  University  College 
of  Medicine,  then  located  in  Dallas. 
After  internship  was  served  at  But- 
terworth  Hospital  in  Grand  Rapids, 
Mich.,  he  took  over  his  father’s 
practice  in  Houston.  He  practiced  in 
Houston  all  his  life  except  for  eight 
years  he  spent  with  the  Veterans 
Administration. 

Dr.  Haley  served  in  the  armed 
forces  during  World  War  I. 

The  son  of  William  A.  and  Ida 
Kathryn  Blair  Haley,  he  married  Gud- 
run  Catherine  Olsen  in  Beaumont  in 
1922. 

He  belonged  to  Harris  County 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Associa- 
tion, and  Harris  County  Academy  of 
General  Practice. 

Survivors  are  his  wife  of  Houston, 
and  a sister,  Mrs.  Hetty  Braine  of 
New  York  City. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”'  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  V3  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell1 2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  ef  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC. .Milwaukee,  Wisconsin  53201 


152 


TEXAS  MEDICINE 


Dulcolax 

bisacodyl 


Few  drugs  work  as  predictably 
as  Dulcolax.You  can  expect 
that  when  your  office  patient 
takes  Dulcolax  at  home,  it  will 
be  as  effective  as  you  said  it 
would  be. Your  patient  will  be 
gratified,  too. 

The  reliability  of  Dulcolax 
stems  from  its  unique  mode  of 
action. The  drug  works 
directly  on  nerve  endings  in 
the  colonic  mucosa,  producing 
normal  peristalsis  throughout 
the  large  intestine.  It  does 
not  rely  on  systemic  absorption 
for  its  effect. 

This  reliable  action  provides 
prompt  relief  of  constipation. 

It  also  makes  Dulcolax  par- 


General Dosage  Information:  Adults:  When  an  ordinary  laxative  effect 
is  desired,  1 to  3 tablets  or  1 suppository  usually  suffices.  Tablets 
must  be  swallowed  whole,  not  chewed  or  crushed,  and  should  not  be 
iaken  within  one  hour  of  antacids  or  milk.  Children:  1 or  2 tablets, 
depending  on  age  and  severity  of  condition.  Tablets  must  not  be  given 
to  a child  too  young  to  swallow  them  whole.  For  infants  and  children 
under  2 years  of  age,  half  a suppository  is  usually  effective.  Above  this 
age  a whole  suppository  is  usually  advisable.  Side  Effects:  As  with  any 
laxative,  abdominal  cramps  are  occasionally  noted,  particularly  in 


ticularly  useful  forpreppingthe 
bowel  for  special  procedures. 
In  short,  it  makes  Dulcolax 
ideal  for  your  office  practice. 


Dulcolax  acts  so  surely  that  the  time  of  evacuation  can  often  be 
closely  predicted.  Dulcolax  tablets  taken  at  night  almost  invariably 
result  in  a bowel  movement  soon  after  waking  the  following  morning. 
Dulcolax  suppositories  generally  work  in  15  to  20  minutes,  almost 
always  within  the  hour. 


severely  constipated  persons.  High  dosage  may  result  in  loose, 
unformed  stools.  Contraindication:  Contraindicated  only  in  acute  sur- 
gical abdomen.  Availability:  Tablets  (5  mg.)  and  suppositories  (10  mg  ). 
By  prescription  or  recommendation. 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N Y. 


a, 


j) 


'EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 

H Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.c  mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions : Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep-  ; 
tives:  nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  change* 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase: 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  j 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects  ' 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established:  ] 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and 
itching.  The  following  occurrences  : 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect . 1 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX  I 
and  X),  thyroid  function  (increase  in 
PBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-l  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 

§ Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 

Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 
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Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


n 


(norethindrone  lmg.  c mestranol  0.05mg.) 


1 new  low  dose  of  time-proved  ingredients 
1 established  norethindrone/mestranol  ratio 
• lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 
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For  everyday  topical  steroid  therapy 

Synalar  o.or» 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form -clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.0 1 % — 15,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0,012  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo-Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 
0.0252)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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In  Texas  . . . 
These  Syntex  men  serve 


physician 


Michael  Bloom 
Shreveport,  Louisiana 
865-6598 


Charles  Campbell 
Dallas,  Texas 
321-3572 


Charles  Cunningham 
Houston,  Texas 
723-0859 


J.  Rogers  Earnhardt 
Houston,  Texas 
645-3871 


John  Lampson 
Farmers  Branch,  Texas 
241-2786 


John  Lucci 
Houston,  Texas 
622-0134 


Hines  Marshall 
Garland,  Texas 
278-0363 


Daniel  Matthews 
Ft.  Worth,  Texas 
451-2876 


Robert  E.  McFarlane 
Houston.  Texas 
667-3550 


Richard  Niethamer 
San  Antonio,  Texas 
655-4105 


Robert  Palmer  Fidel  Salais 

Tucson,  Arizona  San  Antonio,  Texas 

325-6655  333-5348 


James  R.  Smith 
Corpus  Christi,  Texas 
991-1626 


Wayne  Yarbrough 
Lubbock,  Texas 
799-4707 
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New  DISPETTE 


Single  dose  disposable  units 

• No  measuring  — no  droppers  — no  bottles 

• Full  dosage  without  waste  or  spillage 

• Space-saving  refrigerator  package 

• Practical  and  economical 

Live,  Oral,  Trivalent 


Poliovirus  Vaccine 


ORTMUNE 


CONTRAINDICATIONS  and  PRECAUTIONS:  Do 
not  inject  this  vaccine.  Postpone  vaccination  in  those 
with  acute  illness;  in  any  condition  having  an  adverse 
effect  on  the  immune  response  mechanism  (leukemias, 
lymphogenous  diseases,  dysgammaglobulinemias,  during 
treatment  with  immune  serum  globulins  or  with  cancer 
chemotherapy  agents,  etc.);  in  advanced  debilitated 
states;  or  if  there  is  persistent  vomiting  or  diarrhea,  or 
clinical  signs  of  virus  (including  enterovirus)  infection. 


Live  measles  and  oral  poliovirus  vaccines  should  proba- 
bly be  given  separately. 

SIDE  EFFECTS  of  significance  have  not  been  reported. 
However,  the  risk  of  vaccine-induced  poliomyelitis,  esti- 
mated to  be  from  1:2,500,000  to  1:50,000,000  should 
be  considered. 

Supplied  in  trays  of  10.  Order 
through  your  Lederle  Repre- 
sentative or  regular  source  of  supply. 

447-7-4964 


android 


® 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study * 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*“  Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID ) a 
double  blind  study ” - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 

Android 


of  reproductive  organs  in 
hypertension  unless  the 


Android-HP  Android-K 

EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . 2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W.  6th  St.,  los  Angeles,  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 

PDR 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  a/so  available  with  ESTROGEN 

Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (V*  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


uv. 
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TEXAS  MEDICINE 


Dear  Doctor: 


Wouldn’t  you  like  your  patients  to  learn  more 
about  the  contributions  made  by  the  world  of 
medicine  to  their  welfare?  So  that  they  can  better 
appreciate  the  efforts  of  the  health  team  to  keep 
them  in  good  health? 

To  tell  the  stories  of  medical  and  pharmaceu- 
tical advances  to  people  throughout  the  country, 
the  Pharmaceutical  Manufacturers  Association  is 
sponsoiing  a unique  magazine  within  a magazine.” 
It  is  called  Medicines  and  your  family  s health  and  the 
first  issue  appears  in  the  November  Reader's  Digest. 


We  would  like  to  send  you  50  free  reprints  of 
Medicines  and  your  family's  health  for  use  in  your 
reception  room.  Your  patients  will  find  the  articles 
in  this  issue  factual,  educational  and  of  immediate 
personal  interest. 

Just  fill  out  the  coupon  below  and  send  it  to  us. 


Order  Desk 

Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  St.,  N.W. 

Washington,  D.  C.  20005 

Gentlemen: 

Please  send  me  50  free  copies  of 
Medicines  and  your  family  s health. 


Name. 
Street_ 
City 


.State 


-Zip. 


a 

> 


***  - at 


10 


oft  ^y°'x 


A Choice  ior  You 

Individual  Responsibility  and  Ihe  "Allending  Physicians  Statement"  offer  a realistic  approach 
to  restoring  the  two-party,  physician-patient  relationship,  and  a bulwark  against  efforts  by  third 
parties  to  set  this  concept  aside.  Our  patients  rely  upon  your  individual  and  singular  responsibility 
to  their  best  medical  interests.  Our  future  capacity  to  meet  this  responsibility  may  well  depend 
upon  how  willing  we  are  to  support  the  principle  of  Individual  Responsibility  today. 

The  form  on  ihe  right  shows  how  ihe  Attending  Physicians  Statement  may  be  used.  For  in- 
formation on  how  to  order  these  forms,  see  page  132. 


Individual  Responsibility  Program 

1.  Preserves  doctor-patient  relationship. 

2.  Protects  patient  and  doctor  from  third  party  interference. 

3.  Produces  least  misunderstandings  with  patients. 

4.  Demands  least  time  from  doctor  and  his  assistants. 

5.  Reduces  complexities  of  taking  assignments. 

6.  Fully  in  accord  with  Section  Six  of  The  Principles  of 
Medical  Ethics. 
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PATIENT'S  STATEMENT 


ATTENDING  PHYSICIANS  STATEMENT 

Approved  and  Endorsed  by  the  TMA  House  of  Delegates,  May  19  67 


Name-  Doe, 

Mr.  John  Henry  . 40 

Everywhere 

Memorial 

HOSPITAL 

Diagnosis:  1. 

Hypertensive  cardiovascular  disease 

Jul7 

1,  1967 

2. 

Chronic  pulmonary  edema 

fWharcoH  Jui7  '>  ly67 

3. 

Mitral  Stenosis 

4.  

Disability  due  to:  Illness  X Ar-riHent  on  Preonan™ 

I.MP 

Employment  Injury 

EDC 

DATE 

SERVICES  RENDERED 

CHARGES 

7-1-67 

Complete  history  and  physical  exam 

and  hospital 

XX.  XX 

7-2-67 

3 anil  s s ion 

Hospital  visits  times  two 

XX.  XX 

7-3-67 

Hospital  visits  times  two 

XX. XX 

7-4-67 

Hospital  visits  times  two 

XX. XX 

7-5-67 

Hospital  visits  times  two 

XX. XX 

7-6-67 

Hospital  visit  one  with  discharge 

XX. XX 

I first  treated  you  for  the  primary  condition  on:  7-1-67 


In  my  opinion  this  condition  began  approximately  6-28-67 


Is  medical  care  for  this  condition  still  necessary?  Yes X_ 

Medical  opinion  to  Total  Disability:  From  6-28-67 


No 


Remarks:  Continued  observation  and  adjustment 

of  medication  will  be  necessary, 

Released  to  return  to  work  on  July  17. 


This  form  is  completed  without  charge. 


To  7-15-67 


Mi 


(SI  GN  A Tu  RE) 


. M.D. 


John  Doe,  M.D. 


(TYPED  OR  PRINTED  NAME) 


Everywhere  , U.S.A. 


(ADDRESS) 


In  keeping  with  everyone’s  individual  responsibility,  please  complete  this  section  and  forward  to  your  insurance 
carrier  immediately.  If  you  have  a major  medical  deductible  insurance  please  file  with  the  insurance  company  as 
soon  as  the  deductible  is  met. 

ABC-661122-OX 


Three  Lakes  Agency 


(INSURANCE  COMPANY  AGENCY) 


Mr,  John  Henry  Doe 


(NAME  OF  INSURED) 

112  N»  21st  St,  Everywhere,  U.S.A. 

(ADDRESS  OF  INSURED) 


(POLICY  » OR  SOCIAL  SECURITY  ») 

Everywhere  Municipal  Co. 


(EMPLOY  ER) 


The  same 


(RELATIONSHIP  OF  PATIENT  TO  INSURED) 


Your  signature  below  will  authorize  your  insurance  carrier  to  obtain  from  me  any  further  information  necessary  for 
the  settlement  of  your  claim. 

Date  7-17-67 Signature 

H-481  IRP  Insurance 

Steck  Company  - Austin,  Texas  *T*  ft /?  A A DHrs  A'  'TCv 

(^v.  6-67)  1 1 Yj  A f\  r i K u v E D 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons.  M.D. 

Mark  E.  Huff,  Jr..  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  HI,  M.D.,  F.A.A.P. 

Joseph  Bilder.  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed.  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting.  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  £ Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  £ Internal  Medicine 
Julian  H.  Acker,  M.D..  Diagnosis  £ Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  £ Internal  Medicine 
Julian  C.  Sleeper.  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


*74e  Mantin  X-Ray  a*td 
Radium  Clime 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


TEXAS  MEDICINE 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT 
AND  CIRCULATION 

(Act  of  October  23,  1962;  Section  4368,  Title  39, 
United  States  Code) 

1.  Date  of  Filing:  September  21,  1967 

2.  Title  of  Publication:  Texas  Medicine 

3.  Frequency  of  Issue:  Monthly 

4.  Location  of  Known  Office  of  Publication: 

1801  North  Lamar  Boulevard 

Austin,  Travis  County,  Texas  78701 

5.  Location  of  the  Headquarters  or  General  Business 
Offices  of  the  Publishers: 

1 80  1 North  Lamar  Boulevard,  Austin,  Texas 

6.  Names  and  Addresses  of  Publisher,  Editor,  and 
Managing  Editor: 

Publisher:  Texas  Medical  Association, 

1801  North  Lamar  Boulevard,  Austin,  Texas 

Editor:  None 

Managing  Editor:  Mrs.  Marilyn  M.  Baker, 

1801  North  Lamar  Boulevard,  Austin,  ' Texas 

7.  Owner:  Texas  Medical  Association,  1801  North 

Lamar  Boulevard,  Austin,  Texas 

8.  Known  Bondholders,  Mortgagees,  and  Other  Secur- 
ity Holders  Owning  or  Holding  1 Percent  or  More 
of  Total  Amount  of  Bonds,  Mortgages  or  Other 
Securities:  None 


9. 

Not  applicable. 

10. 

Circulation  Information: 

Average 
No.  Copies 
Each  Issue 
During 
Preceding 

1 2 Months 

Single 

Issue 

Nearest 

to 

Filing 

Date 

A. 

Total  No.  Copies  Printed 

10,450 

10,422 

B. 

Paid  Circulation: 

1.  Sales  Through  Dealers  and 

Carriers,  Street  Vendors  and 

Counter  Sales  None 

2.  Mail  Subscriptions  10,096 

None 

10,134 

C. 

Total  Paid  Circulation 

10,096 

10,134 

D. 

Free  Distribution  (including 
samples)  by  Mail,  Carrier 
or  Other  Means 

118 

119 

E. 

Total  Distribution 

10,214 

10,253 

F. 

Office  Use,  Left-Over,  Unac- 
counted, Spoiled  After  Printing 

236 

169 

G. 

Total 

10,450 

10,422 

1 certify  that  the  statements  made 
correct  and  complete. 

by  me  above  are 

E.  Maxwell  Jones,  Business  Manager 


removes  the  mental  blur 


that  clouds  vision 


S0LF0T0N 

Each  tablet  or  capsule  contains 
PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R ) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE 

Solfoton  (yellow,  uncoated  tablets  “ P ”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manuf aclurers  of  ethical  pharmaceuticals  since  1856 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomats  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill.  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

Fort  Worth 

Claude  Williams,  M.D.,  M.A.C.R.  R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Rolland  F.  Oakes,  M.D.,  M.A.C.R.  Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R.  John  S.  Alexander,  M.D.,  M.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R.  Gomer  W.  Roberts,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  M.A.C.R. 

1217  West  Cannon — ED  6-8627 

Tom  B.  Bond,  M.D.,  F.A.C.R.  Herman  C.  Sehested,  M.D.,  F.A.C.R. 

Douglas  E.  Bibby,  M.D.,  F.A.C.R.  Robert  J.  Atcheson,  M.D.,  M.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

100  Medical  Tower — ED  6-8681 
1550  West  Rosedale  76104 

Diplomates  of  the  American  Board  of  Radiology 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  WUlms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

H.  F.  Rives,  M.D. 
Pathology : 

Harbert  Davenport,  Jr., 


STAFF 

Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 

PEDIATRICS 

BUSINESS  MANAGER 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

OWEN  G.  ELLIOTT,  M.G.M.A. 

INTERNAL  MEDICINE 

SURGERY 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

LOUIS  E.  GIBSON,  M.D.,  FA.C.S.* 

JAMES  F.  WITTEN,  M-D.,  A.A.C.P.* 

OPHTHALMOLOGY 

CHARLES  I.  BILTZ,  M.D. 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 

OBSTETRICS  & GYNECOLOGY 

DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

ROBERT  A.  LANG,  D.D.S. 

*Diplomate  of  the  American  Board 
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The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
P prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
Sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
land  tissue  levels. 


The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
aigh,  prolonged,  and  effective;  because  of 
aigh  seium  binding  and  slow  renal  clearance, 
^nd  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
han  300  mg  b.i.d.,  except  in  venereal  diseases 
ind  Eaton  Agent  pneumonia. 

DECLOMYCIN 

jemethyichlorxejtracycline 

rescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  tht 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  b< 
equally  or  more  effective  therapeutically  than  othei 
tetracyclines  when  the  offending  organisms  art 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  t( 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  leac 
to  excessive  accumulation  and  liver  toxicity.  Under  sue! 
conditions,  lower  than  usual  doses  are  indicated,  and,  i 
therapy  is  prolonged,  serum  level  determinations  may  b< 
advisable.  A photodynamic  reaction  to  natural  or  artifi 
cial  sunlight  has  been  observed.  Small  amounts  of  druj 
and  short  exposure  may  produce  an  exaggerated  sun 
burn  reaction  which  may  range  from  erythema  to  seven 
skin  manifestations.  In  a smaller  proportion,  photo  j 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  druj 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse 
quent  courses  of  treatment  with  tetracyclines  should  b< 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organism1 
may  occure.  Constant  observation  is  essential.  If  new  in 
fections  appear,  appropriate  measures  should  be  taken 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptom; 
have  disappeared  rapidly  upon  cessation  of  treatment 
Side  Effects  — Gastrointestinal  system  — anorexia 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero 
colitis,  pruritus  ani.  Skin— maculopapular  and  erythema 
tous  rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis 
coloration  of  the  nails  (rare).  Kidney  — rise  in  BUN. 
apparently  dose  related.  Transient  increase  in  urinar) 
output,  sometimes  accompanied  by  thirst  ( rare) . Hyper 
sensitivity  reactions  — urticaria,  angioneurotic  edema 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  ir 
children  of  mothers  given  this  drug  during  the  lattei 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood 
Enamel  hypoplasia  has  been  seen  in  a few  children.  II 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  30C 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  1" 
followed.  Close  follow-up  observation  of  the  patient  is  recommended 
including  appropriate  laboratory  tests,  since  demethylchlortetracyclinf 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effective!) 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent)  : The  average  adult  dail' 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  NA . 


485-7-59939 


Space  is  available  to  TMA  members  at 
56.50  per  column  inch  and  must  run  six 

Clinical  Laboratories 

m ■%#<*  ■ a ii  ft  !>,X  month  s odvonce  payment.  Mail  copy 

PHYSICIANS  t0  Advert'S'ng  Director,  1801  North  Lamar 

_ Blvd.,  Austin,  Texas  78701.  Deadline  is 

11 1 fC  f f"  T Ij  D V ^*e  20th  of  the  month  preceding  publica- 
tion  month. 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

Allergy 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein  M.D.,  F.A.C.A.  Peter  B.  Kamin.  M.D..  F.A.A  P 
, . F ell  o it:  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

UA  6-7671  CA  7-6331 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  O.  Box  1118  Fort  Worth,  Texas  76101 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RF.AXRA  LF  AAAE'  MJ>"  RICHARD  H.  JACKSON,  M.D., 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025 

JA  6-3281 

PILCHER-SISSON  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

James  H.  Sisson,  M.D. 

Rose  Tennant,  M.D. 

2465  Medical  Center  p.  O.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M D 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
“Mailing  Containers  on  Request” 

“ Office  Pickup  Service  in  Houston” 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

HARRIS  HOSEN,  M.D.,  F.A.A. Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street  Port  Arthur,  Texas 

HOUSTON 

EEG  LABORATORY 

1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 

EEG  LABORATORY  CA  5-4139  EEG  LABORATORY 

811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27.  Texas 

GR  2-6523  SU  1-1251 

Alternate  phone  for  all  Laboratories,  CA  5-5473 

Limited  to  ELECTROENCEPHALOGRAMS 

John  E.  Skogland,  M.D.,  Ph.D.,  Director 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 


109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


Clinics 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building- 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston  25,  Texas 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  4-7242 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology— 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 


3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


John  M.  Church,  M.D. 

T.  J.  Coleman,  M.D. 

O.  M.  Phillips,  M.D. 

Wm.  L. 


Robert  L.  Sewell,  M.D 
John  H.  Sewell,  M.D. 
C.  K.  Holsapple,  M.D. 
Asper,  Bus.  Mgr. 


THE  JOHNS  CLINIC  & HOSPITAL 

720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 
1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-3000/ED  6-1195 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 

Fort  Worth,  Texas 


MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  G.  Con  Smith,  M.D. 

Frank  L.  Bynum,  M.D.  Donald  S.  Gibbs,  M.D. 

Ed  Etier,  Jr.,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 
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TEXAS  MEDICINE 


KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


THOMAS-SPANN  CLINIC  & HOSPITAL 

1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases  , 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eiehhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard.  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall.  M.D.,  M.P.H., 

F. A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D. 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D. 
F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 


UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 
Oph  thalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D. 

F.C.A.P. 

SPECIAL  FACILITIES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FA  A Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D..  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 
PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY' 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 
NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Eugene  T Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  Disch  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E Moore,  B.S.,  M.D.,  Infants  and  Children 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A  O S 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerald  Noteblom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R - M A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 


Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Complete  X-ray,  Physical  Therapy  and 


General  Practice 
J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Laboratory  Facilities 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 


JA  6-2051 

and  Diagnosis 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 

SURGERY  INTERNAL  MEDICINE 


6448  Fannin,  Houston  25,  Texas 
Internal  Medicine 

Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 

M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 
Phonocardiography 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 


Esophagoscopy  Gastroscopy-  Laboratory : 

Proctosigmoidoscopy  Clinical  Pathology 

Cytology 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Nuclear  Medicine 

Hypertension  & Renal  Diseases  isot0pe  uptake,  Gammagram 

Ronald  Bingman,  M.D.  an(J  Therapy 

Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D.  Roentgenology 

CONSULTATION  BY  APPOINTMENT 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg. San  Antonio,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 
AND  THE 


WM.  E.  FLOOD,  M.D. 


MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D... 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 

R.  L.  Heith  


Big  Spring,  Texas 

Obstetrics  & Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr..  M.D., 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley  


Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 
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J.  GILMORE  BRAU,  M.D 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 


Hours  9 to  1 
3817  Brown  Street 


-3  to  5 


Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 


Medical  Center,  1501  Arizona 


El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 


Phone  JA  6-3733 


Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


Needy  Physicians 

both  young  and  old — who  are  unable  to 
work  can  be  helped  through  your  support 
of  the 


PHYSICIANS  BENEVOLENT  FUND 

Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
AC  512  GReenwood  7-6704 


Eye,  Ear,  Nose,  Throat 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 
Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R'fTa  r %n°n’  M'D-  M'  D-  Watkins,  M.D., 

WDABF0ph  A C s'°"  ErnratCNaile,AJr.C  M.D. 

°ph.,  M.^^Oto.^.A.G.S.,  F.I.C.S. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 


Gastroenterology  and 
Proctology 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

_ . Dallas,  Texas 

. Tel.  TA  4-2573  Res.  Tel  EM 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 
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J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S.  in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

1407  Medical  Arts  Building  Houston,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

General  Surgery 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Internal  Medicine 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 
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TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg-.  Houston,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

♦Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building- 
1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

‘Diplomate  American  Board  of  Psychiatry  and  Neurology 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston,  Texas 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology/ Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

‘Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

‘Herbert  G.  Rush,  M.D. 

10G6  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

‘Diplomates  American  Board  of  Psychiatry  and  Neurology 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

- 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 
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JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  4-7242 

100  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Obstetrics/Gynecology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

Ophthalmology 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 
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HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8_27i2 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N,  Stanton  St.  Tel.  533-7465  El  Paso,  Texas  79902 


L.  FERNANDO  SCHWEITZER,  M.D. 

Diplomate  American  Board  of  Ophthalmology 

1403  St.  Joseph  Prof.  Bldg.  AND  7812-A  Fulton 
CA  5-5217  OX  2-6363 

Houston,  Texag 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 
Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


Orthopedic  Surgery 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr„  M.D.  Fred  W.  Sanders,  M.D. 


Drive 

Defensively. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 


Published  to  save  lives  in  cooperation  with 


F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


The  Advertising  Council  and  The  National  Safety  Council. 
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Otolaryngology 

Plastic  Surgery 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston.  Texas  77004 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

Directory  of 

Professional  and  Lay 

Medical  Films 

Now  Available! 

Write:  Librarian 

Memorial  Library 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomat*?  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street,  Tyler.  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch  : LY  4-9301 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT,  JR.,  M.D..  D.A.B  R 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  O.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  O.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  R.QQfil 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 

1415  Third  TU  4-1635 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oi’egon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 

VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

Urology 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 

UROLOGICAL  SURGERY 

523-5  Medical  Arts  Bldg.  Dallas,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas.  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 

875  New  Journals  Each  Month 

Extensive  Reprint  Collection 

Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

AC  512  447-6704 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 
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ADVERTISEMENTS 


Rotes:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well  - established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


: ORTHOPEDIST  to  join  14-  man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 


°NE  GENERAL  practitioner  and  one 

JJNlEKNIbl  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12.000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


internist,  one  general  practi- 

TIONER  AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
lexas  78701.  Full  details  concerning  group  and  the  oppor- 
tumties  it  offers  will  be  furnished  on  inquiring. 


WANTED:  PHYSICIAN  to  join  two  man  group  in  Whitney, 
Texas.  Salary  first  year  with  privilege  to  join  partnership.  New 
modern  clinic,  20-bed  hospital  existing  with  new  40-bed,  fully 
equipped  hospital  ready  to  undergo  construction.  Practice  in- 
cludes all  phases  of  medicine  and  surgery  with  working  arrange- 
ments  shared  by*  all.  Five  miles  from  Lake  Whitney,  hour  driv- 
ing distance  from  Dallas,  Fort  Worth,  and  Waco.  Contact 

c£.mo?ooG*  B5rt°n' *®-D-  or  William  B.  Emmett,  M.D.  Phone 
694-2222  or  P.  O.  Box  546,  Whitney,  Texas. 


WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000;  would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street. 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
•n  u^in  Januai*y  1967,  or  thereafter.  Financial  arrangement 
* #w?.r.ed  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPPORTUNITY:  Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
W’ea  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
imuted  only  by  ambitions.  No  money  needed.  For  information 
wnte  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER.  Practice  on  the  beautiful  Gulf 
Coast.  Located  just  outside  the  city  limits  of  Corpus  Christi  and 
Robstown.  Become  associated  with  a five  man  clinic  group,  each 
ln.  private  practice  but  taking  call  as  group.  New  offices  ad- 
joining 85-bed  modern  hospital  just  two  years  old.  Choice  of 
practice,  either  private  or  partnership  on  salary,  no  investment 
necessary.  Liberal  assistance  in  getting  started.  Income  limited 
??ly«b5r  ambition.  Write  to  Doyne  Hamilton,  M.D.,  Rt.  4.  Box 
46,  Robstown,  Texas. 


INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRICIAN:  Medical  center  located  in  upper  income 

suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 

-7o?kiXas  Medlcine»  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Libera!  assistance  in  getting  started,  no  investment  re- 
quired. Please  rep  y to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


Mmo??qET  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group, 
tremendous  drawing  area.  Accredited  open  staff  hospital, 
lown  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


UNUSUAL  OPPORTUNITY  for  ophthalmologist,  otolaryngo- 
logist,  or  combination  to  occupy  deceased  EENT  man’s  suite. 
New  clinic  in  Lufkin,  Texas  (growing  industrial  community  with 
two  excellent  hospitals.)  No  other  ENT  specialist  within  50 
634-4 i 0ntact  Mrs'  Bernard  Hyman,  1017  Ellis  Avenue,  or  phone 


. WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 

Austi m °Texas  W&L*"*  Medicine’  1801  North  Blvd.. 

URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 

fratI'rLof  43  year  old  general  practitioner  who  died 
suddenly.  $1,500  per  month  guaranteed  plus  percentage  of  income 
aoove  $l,o00.  Office  expenses,  nurses,  aids,  etc.  paid.  20-bed 
three  doctor,  clinic-hospital  in  Nocona,  Texas.  Deceased  doctors 
net  income  above  $2,500  per  month.  Nocona  is  city  of  4,000  with 
good  schools,  industry,  all  white  population,  nice  lake  and  golf 
course,  hunting  and  fishing,  90  minutes  from  Dallas  and  Fort 
Worth.  Contact  A.  D.  Major,  M.D.,  or  K.  J.  Wharram,  M.D., 
Major  Clinic-Hospital,  Nocona,  Texas.  Phone  area  code  817,  825- 
oo71. 


EXCELLENT  OPPORTUNITY  for  new  practice.  Presently 
only  four  medical  doctors  serving  an  area  of  82,000  in  metropoli- 
S ~7>„m™uni£y.,of  home  owners  with  income 

range  |6,000  to  $20,000.  Will  help  establish.  Contact  Pleasant 
~rrove  Chamber  of  Commerce,  P.  O.  Box  17132,  Dallas,  Texas 
/5217. 


WANTED:  TWO  GENERAL  PRACTITIONERS  to  associate 
wdh  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
State  College.  City  of  seven  hills  in  the  piney  woods  of  East 
Texas,  population  17,000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention: Dr.  E.  M.  Addison. 

WANTED:  RESIDENT  PHYSICIAN,  preferably  with  special 
interest  in  pediatrics  and/or  orthopedics.  Excellent  opportunity 
™7rrn  102-bed  Children’s  Hospital.  Starting  salary  $10,000  to 
$15,000  commensurate  with  qualifications.  Write  Mr.  Herschel  I 
Stine,  Administrator,  Fort  Worth  Children’s  Hospital.  Fort 
Worth  Medical  Center,  Fort  Worth,  Texas. 


RADIOLOGIST  NEEDED  for  private  hospital  staff.  New  70- 
bed  general  hospital.  New  x-ray  equipment  with  image  intensi- 
fier.  Income  first  year  $40,000.  This  is  a wonderful  opportunity. 
Please  contact  for  complete  details.  Don  Stuart,  Administrator, 
Medical  Center  Hospital,  Inc.,  Duncan,  Oklahoma.  Telephone 
Area  Code  405,  AL  5-6240. 


ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible 
for  two-man,  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 


ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eight-man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESI- 
DENCY, 3-year,  integrated  with  Baylor  College  of  Medicine 
affiliated  hospitals.  Non-career  $4,610-$6,440.  Career  $9,221- 
$12,873  ; (license  in  any  one  of  states  required).  Nondiscrimina- 
tion in  employment.  Contact  William  P.  Blocker,  Jr.,  M D 
VA  Hospital,  Houston,  Texas. 


GENERALIST  OR  INTERNIST  for  medical  service  in  250- 
bed  general  hospital.  Salary  commensurate  with  qualifications. 
Nondiscrimination  in  employment.  Contact  Chief  of  Staff  or 
Chief  of  Medicine,  VA  Hospital,  Big  Spring,  Texas  79720. 


iniMimsi  : certified  or  board  eligible  to  join  14-man  multi- 
specialty  group  New  clinic  building  with  adjoining  85-bed  ac- 
C7i  a OS*>j4aE  Malpractice,  life  and  disability  insurance  pro- 
vide?’  e month  Paid  annua]  leave.  Guaranteed  $26,000  to 
°f  35,000  in  West  Texas.  Reply  to  Box  166,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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OUR  71st  YEAR 


WOODWARD 


MEDICAL 

PERSONNEL 

BUREAU 


FORMERLY  AZNOES 


185  N.  WABASH 
ann  woooward  CHIC  AGO,  ILLINOI S 60601 

director  ' — 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  a century. 

TELEPHONE:  (Area  Code  31  2)  726-5682 

SITUATIONS  AVAILABLE  AND  WANTED  IN  TEXAS 
SITUATIONS  OPEN 

ANES:  (a)  Well  trnd,  cardlo-vasc  ones;  very  impor  Ige  multi-sp 
grp;  sal  arrngmnt  open  w/fringes;  area  $30,000;  recomm  d. 

GEN  PRACT;  (k)  Assn,  7-man  grp;  exc  surg  & rad  tacils,  own  ct 
& hsp;  shld  have  interest,  obg;  grwng  pract  & ideal  wkng  con- 
ditions; $24,000.  (I)  Shld  be  qual  surg;  prtnrshp  grp  w/own  hsp,  /0 
w/exc  guar;  shld  net  $35,000  1st  yr. 

INDUS  MED;  (a)  Asst  regional  med  dir;  Texas  he'd;  suPe.rv  Pr,e7 
med  prog  impor  co;  manage  part-time  MD  s-  n^ses'  cl  staff' 
reqs  5 yrs  GP  w/some  trng  IM  & occ  med;  $24,000. 

INT  MED-  (i)  Assn,  6-man  grp,  1 in  dept;  own  bldg  w/exc  surg, 
med  tacils;  servs  indus  & agric  area,  100,000;  sal  basts,  then 
full  prtnr.  (j)  13  specs,  maj  cert;  only  multi-sp  grp  in  area 
300,000;  $25,000,  prtnr  sevrl  yrs;  intervu  exp  pd. 

ORTHO:  (b)  New  post;  priv  indep  grp  pract  w/6  multi-specs,  will 
subsidize  1st  yr;  poss  $40,000,  2nd;  coll  twn. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPOR- 
TUNITIES IN  TEXAS  AND  ELSEWHERE 
STRICTLY  CONFIDENTIAL 
SITUATIONS  WANTED 

OB-GYN-  31;  MD,  Yale;  married  (3);  tkng  Pt  I,  this  mo;  4 Yrs 
trng,  univ  hsp;  2 yrs,  asst  chf,  chief  obg,  USA  hsps;  seeks  assn 
w/sm  grp  obg’s;  min  $20,000;  avail  1 yr. 

PATHOLOGIST:  35;  MD,  U of  Minn;  dipl,  AP,  CP;  1 yr,  GP  w/grp 
assn;  3 yrs,  trng  univ  hsp;  1 yr,  staff  P,  med  sch  afftl  hsp,  1 yr, 
assn  prof,  CP,  univ  med  sch;  currently,  priv  pract,  seeks  oppty 
dir  lab  or  CP,  Ige  lab;  Ige  cty;  immed  available. 

MEDICAL  DIRECTOR  (AM):  MD  Wise;  MPH,  Johns 

AM  5 vrs.  trng,  aerospace  med,  imp  hsp;  exper,  deputy  5 & d 
AM  USAIF  hsps;  2 yrs  dir,  comm  dis  servs,  Ige  cty  tilth  dept;  seeks 
oppty  med  dir,  AM,  indus  med,  Ige  corp  w/poss  tchng,  fine 
ord  of  demonstrated  achvmnt;  avail  30  days. 

THORACIC  SURGEON  (qual  open  heart):  37;  Southerner;  lie  Texas, 
MDInd;  mil  serv  fin;  cert  GS  & TS;  sevrl  yrs  trng  univ  hsp 
2 yrs  priv  pract  T & cardio  S;  desires  oppty,  chfshp,  assn  or 
grp;  available. 

PLEASE  CONTACT  US  FOR  FURTHER  INFORMATION 

INTERESTED  IN  PSYCHIATRY?  Austin  State  Hospital  has 
a well  planned,  completely  approved,  three  year  residency  in 
psychiatry  with  special  provisions  for  physicians  who  have  been 
in  general  practice  four  years  or  more.  Contact.  C.  J.  Ruilmann, 
M.D.,  4110  Guadalupe,  Austin,  Texas  78751. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. . 

GENERAL  PRACTITIONER : West  Texas  city  of  110,000 
with  a dry  climate  and  rapid  growth  rate.  Forty  hour  week, 
paid  vacation  plus  about  12  holidays  a year.  Progressive  school 
for  the  mentally  retarded  with  five  full  time  physicians  on  staff 
Hospital  is  new,  modern  and  completely  air  conditioned.  Salary 
to  $18,000.  Must  give  outline  of  training  and  experience.  L.  W. 
Cain,  Superintendent,  P.  O.  Box  451,  Abilene,  Texas  79604. 

PHYSICIAN  NEEDED:  Town  of  approximately  1,700  popula- 
tion located  40  miles  east  of  Pampa,  Texas,  on  Highway  152, 
desperately  needs  a general  practitioner  or  semi-retired  surgeon 
to  associate  with  one  other  doctor  in  fully  equipped  clinic.  No 
investment  necessary.  Income  limited  only  by  ambition.  New  20- 
bed  nursing  home.  Interviewing  expenses  paid  For  further  in- 
formation phone  collect  826-4511,  Parkview  Hospital,  Wheeler, 

Texas. 

PHYSICIAN  WANTED:  GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals 
in  neighborhood.  Office  and  equipment  available  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Box  158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. . 

Situations  Wanted 


GENERAL  PRACTITIONER:  Being  discharged  from  Army, 
age  27  married,  Texas  license,  University  of  Texas  Medical 
Branch’  Alpha  Omega  Alpha,  rotating  city-county  hospital  in- 
ternship  Memorial  Hospital,  Corpus  Christi,  Texas.  Desire  salary 
initially  with  opportunity  for  association  or  partnership  alter 
one  year.  Desire  location  in  East  Texas  or  Gulf  Coast  area. 
Please  reply  to  C.  A.  Jones,  M.D.,  Qts.  2439-B,  Ft.  Lewis, 
Washington  98433. 


For  Sale  or  For  Rent 

FOR  SALE:  Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Foe  berg,  222  Otis.  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor's  widow  will  introduce.  Reply  to 
Lowry  Clinic,  P.  O.  Box  2005,  Laredo,  Texas. 


MEDICAL  OFFICE  FOR  LEASE:  Bellaire  Professional  Cen- 
ter, 30c  per  square  foot,  6200  block  of  Cedar,  Bellaire,  Texas. 
Three  treatment  rooms,  suite,  carpeted  private  office,  hi-fi 
speaker,  front  and  rear  private  entrances,  adequate  parking. 
Near  Bellaire  General  and  Southwest  Memorial  Hospitals.  At- 
tractive lease  arrangements.  Call  MO  7-1111,  or  write  5200 
Cedar,  Bellaire,  Texas. 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 

FOR  SALE  OR  FOR  LEASE:  Your  greatest  opportunity.  Two 
story  clinic,  brick  building,  completely  equipped  and  furnished. 
X-ray,  Ekg,  etc.  Year  round  heating  and  air  condition.  Put  your 
jacket  on  and  see  30  to  60  patients  daily.  Collections  are  good. 
$250,000  value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms 
and  6 upper  rooms  plus  2 bath  rooms.  Same  location  35  ye&ra. 
Desire  immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Me th- 
vin  Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 

FOR  SALE:  Half  interest  in  a 30-bed,  Medicare  approved 
hospital  and  clinic  in  Central  Texas.  $25,000  to  $35,000  income 
can  be  expected.  Will  sell  with  downpayment  and  terms.  Im- 
mediate occupancy.  Has  been  running  continuously  for  50  years. 
For  details  write  Dr.  Neil  Buie,  11922  Cobblestone  Drive,  Hous- 
ton, Texas  77024.  __ 

WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today!  Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe.  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 

FOR  SALE : Modern  one  story  13  room  medical  building 
containing  laboratory,  x-ray,  surgical  suite  air  conditioned. 
Convenient  to  city  and  hospital  on  beautiful  tree  shaded  lot. 
Winner  of  architectural  merit.  Excellent  professional  relation- 
ships. Priced  to  sell ; financing,  terms  or  leasing  may  be  con- 
sidered. Shown  by  appointment.  Doctor  plans  change.  Box  581, 
Gonzales,  Texas  78629.  AC  512,  672-2824. 

DOCTORS  OFFICE  AVAILABLE.  Make  your  home  in  Ama- 
rillo, Texas,  where  the  medical  field  is  making  great  progress. 
We  will  help  you  financially  until  you  get  established.  The 
doctor’s  office  available  is  next  door  to  an  excellent  dental 
practice.  Amarillo  has  a population  of  170,000.  Contact  Jack 
Seale.  P.  O.  Box  2307,  Amarillo.  Texas. 

FOR  SALE  • By  distributor-electronic  telephone  answering 
and  recording  equipment.  Eliminates  answering  services.  No 
instaUation.  Fully  transistorized.  Utilizes  voice  induction-high 
fidelity  Performs  dictaphone  services.  Tax  deductible.  Com- 
paratively low  cost.  American  made.  Guaranteed.  Specifications 
and  prices  furnished  without  obligation.  No  salesman.  Welling- 
ton House,  City  Hall,  107  Ventura,  Ojai,  California  93023. 


We  are  exclusive  distributors  of  the 
McGIVNEY  HEMORRHOIDAL  LIGATOR 
In  stock  for  immediate  delivery. 

*Jozd  <3)ixon 
Company 

P.  0.  Box  35704 

Dallas,  Texas  75235  Phone:  ME  1-1932 
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NEW  POSITIONS  ESTABLISHED  AT 
BAYLOR  UNIVERSITY  MEDICAL  CENTER 

DALLAS,  TEXAS 

Board  Trustees,  and  Administration  ore  currently  seeking  applicants  tor  full- 
time physician  coverage  at  its  "Emergency  Uni,"  Their  major  responsibilities  .ill  be  to: 

1)  Immediately  evaluate  the  condition  at  all  patients  and  initiate  emergency  treatment. 

2)  Serve  as  a triage  officer  and  call  specialists  when  appropriate. 

3)  Treat  those  patients  who  have  no  physician. 

4)  Initiate  treatment  far  private  patients  when  requested  by  the  private  physician. 

5)  Participate  in  teaching  house  staff  assigned  to  the  unit. 

The  Emergency  Uni,  physicians  will  bill  the  patient  directly  for  professional  services. 

^rm!yc2oirc:Iien,S  n0W  Seen  a"nUaMy  " °"d  « ^r  new 

A document  providing  additional  information  is  available  on  request.  It,  along  with  a written  agree- 
ment between  the  hospital  and  physician,  will  serve  as  a guide  to  those  accepting  these  positions 


'VadomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
decongestant  and  local 
ANTIHISTAMINIC 
Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  0.60% 

Chlorobutanol  0 15% 

Tripelennamine  Hcl  . 0 50% 

In  Isotonic  Solution 

'ISadomUt 

(PLAIN) 


VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 

Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hci  . 0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 

USE:  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hav 
fever. 

DIRECTIONS : Adults  and  Chil- 
aren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 


Vdsomisf 


(ANTIHISTAMINIC) 
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Vdsomisf 

'ANTIHISTAMINIC!  J 

pec°KOESTA*T 

i *.V.,T:W-  ANTIHISTAMINIC 
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l 

MbMCO  LABORATORY 

t»XA*K*MA.  ANK  ?** 


-jjSJRfc. 


availability 

. In  plastic  squeeze  bottles  contain- 
mg  % fluid  oz.  and  in  dropper 
bottles  containing  I fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


SB)  HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

I W Our  Integrity  is  Your 
^ (I  0 0^  Guarantee 
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Abbott  Laboratories 

Desoxyn  and  Desbutal  119-122 
Enduron-Enduronyl-Eutron- 

Eutonyl  139-144 

Erythrocin-Sulfas  28-30 

American  Medical  Association 
21st  Clinical  Convention — 

Houston  134 

The  American  Tobacco  Company 

Tareyton  100’s  31 

Arch  Laboratories 

Dicarbosil  116 

Baylor  University  Medical  Center 

Physicians  Needed  185 

Beverly  Hills  Hospital  and  Clinic  151 
Blue  Cross-Blue  Shield  of  Texas  5 


Bond  Radiological  Group  168 

Brayten  Pharmaceutical  Company 
Neo  Bromth  14 

Bristol  Laboratories 

Prostaphlin  82-83 

The  Brown  Pharmaceutical 
Company 

Android  162 

Burroughs  Wellcome  & 
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Campbell  Soup  Company  103 

Dallas  Medical  & Surgical  Clinic 
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Ligator  184 

Dorsey  Laboratories 
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First  Texas  Pharmaceuticals,  Inc. 
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14 
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Convalescent  Care 

13 

Geigy  Pharmaceuticals 

Butazolidin  alka 

76-77 

Dulcolax 

153 
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18-21 
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168 
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Hynson,  Westcott  and 

Dunning,  Inc. 

Lactinex 

4 

King’s  Daughters  Clinic 
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Lakeside  Laboratories 

Cantil 

146 

Imferon 

8 

Mercuhydrin 

152 

Norpramin 

111 

Lederle  Laboratories 

Aristocort 

6 

Declomycin 

169-170 

Orimune 

162 

Stresscaps 

148 

Eli  Lilly  and  Company 
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10-12 

Tes-Tape 

36 

V-Cillin  K 

108-110 

The  Martin  X-Ray  and  Radium 

Clinic  166 

Medical  Arts  Clinic,  Corsicana  168 

The  Medical  Protective  Company 


Professional  Liability 

Insurance  115 

The  Menninger  Clinic 
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The  National  Drug  Company 
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Parke,  Davis  & Company 

Dilantin  3rd  Cover 
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Philips  Roxane  Laboratories 

Geroniazol  TT  16-17 

Pitman-Moore 

Novahistine  LP  26-27 

Wm.  P.  Poythress  & Co.,  Inc. 

Mudrane  24 

Solfoton  167 

Synirin  166 

Trocinate  30 

A.  H.  Robins  Company 

Ambar  Extentabs  33 

Dimetapp  Extentabs  34 

Robaxin-750  78 

Roche  Laboratories 

Librium  15 

William  H.  Rorer,  Inc. 

Parepectolin  76 

San  Angelo  Medical  & Surgical 
Clinic  132 


Sandoz 


Mellaril 

22-24 

Scott  and  White  Clinic  Back  Cover 

G.  D.  Searle  & Company 

Pro-Banthine 

104-105 

The  Shamrock-Hilton  Hotel 

138 

Southern  Clinic 

132 

The  Stuart  Company 

Mylanta 

35 

Syntex  Laboratories,  Inc. 

Norinyl-1 

155-157 

Synalar 

Texas  Professional 

158-160 

Representatives 

161 

Terrell’s  Laboratories  and 
Medical  Group 


Texas  Medical  Association 
Individual  Responsibility 

Program  132,  164-165 

Timberlawn  Psychiatric  Center  115 

Torbett,  Hutchings,  Smith 

Memorial  Hospital  2nd  Cover 

Travis  Clinic  and  Nan  Travis 

Memorial  Hospital  168 

Turner’s  Clinical  & X-Ray 

Laboratories  132 

Wichita  Falls  Clinic-Hospital  166 

Winthrop  Laboratories 
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Woodward  Medical  Personnel 
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Classified  Advertisements  183-184 
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Tragedy  of  Burn  Injuries 
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Qlarbett,  2f utctiings,  Memorial  hospital 


Anb  torbett  Cltntr 

fUarlht,  Scxas 


306  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D.,  F.A.C.S.*** 
D.  R.  Swetland.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D.* 

W.  F.  McKinley.  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 

W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr..  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


Telephone:  WE  6-3561 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses : 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  189S. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


♦Expired  5-27-62.  **Expired  7-1-66.  ***Expired  5-15-67. 
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THIS  MONTH  IN 


Texas 


SCIENTIFIC  ARTICLES 


48  Breast  Diseases:  Newer  Radiologic  Aids 


GERSHON-COHEN 


Jacob  Gershon-Cohen  is  professor 
of  radiologic  research  at  Temple 
University  School  of  Medicine,  Phil- 
adelphia, and  is  director  emeritus 
of  the  Division  of  Radiology  at  Al- 
bert Einstein  Medical  Center,  also 
in  Philadelphia.  Serving  on  the  fac- 
ulty of  the  University  of  Pennsyl- 
vania School  of  Medicine  since 
1928,  he  concomitantly  held  the 


position  of  director  of  the  Division  of  Radiology, 
Albert  Einstein  Medical  Center,  from  1949  to  1965. 


He  is  also  consultant  to  the  Department  of  Radi- 
ology of  the  Philadelphia  General  Hospital.  He  is 
the  author  of  more  than  350  publications  that  have 
appeared  in  medical,  scientific,  and  lay  media. 


52  Breast  Cancer:  Radiation  Effects 
On  the  Myocardium 

Elmer  Ernest  Cooper  practices  in- 
ternal medicine  in  San  Antonio. 
He  is  a graduate  of  the  University 
of  Chicago  College  of  Medicine; 
served  an  internship  at  Mount  Si- 
nai Hospital  in  Cleveland,  Ohio, 
and  a residency  at  Robert  B.  Green 
Memorial  Hospital  in  San  Antonio; 
and  is  a diplomate  of  the  American 
Board  of  Internal  Medicine.  He  is 
chairman  of  the  program  committee  of  the  Depart- 
ment of  Medicine  at  Santa  Rosa  Medical  Center  in 
San  Antonio  and  is  project  director  for  a coronary 
drug  project  financed  by  a National  Heart  Institute 
Research  Grant.  He  is  the  author  of  ten  previously 
published  scientific  articles. 


COOPER 


60  Electrocoagulation  for  Rectal  Cancer 

Harry  B.  Burr  is  in  private  practice 
in  Houston.  Certified  by  the  Ameri- 
can Board  of  Proctology,  he  is 
a member  of  the  Southern,  Texas, 
and  American  Proctologic  Socie- 
ties; a fellow  of  the  American  and 
International  Colleges  of  Surgeons; 
and  a veteran  of  two  world  wars. 
When  he  finds  time  between  prac- 
ticing medicine  and  writing  about 
it,  he  enjoys  horticulture  and 
fishing. 


BURR 


63  Primary  Bone  Tumors:  Survey  of  137  Cases 

Louis  W.  Baldwin,  former  resident 
in  orthopedic  surgery  at  the  Gal- 
veston Medical  Branch,  is  now  in 
private  practice  in  Palm  Springs, 
Calif.  His  coauthors  are  Gardner 
Thomas,  Jr.,  resident  in  pathology, 
and  E.  Burke  Evans,  professor  and 
chief,  Division  of  Orthopedic  Sur- 
BALDWIN  gery,  Department  of  Surgery. 


75  Carcinoma 


of  the  Cystic  Duct 


SMITH 


Burt  Benton  Smith  practices  gen- 
eral surgery  in  Houston.  He  has 
served  on  the  teaching  staff  of 
Baylor  University  College  of  Medi- 
cine and  is  an  attending  staff 
member  of  Memorial  Baptist  Hos- 
pital, St.  Joseph  Hospital,  Method- 
ist Hospital,  and  Ben  Taub  General 
Hospital  (tumor  clinic).  His  coauth- 
ors are  Drs.  Manuel  Huergo,  gen- 
eral surgeon,  and  Paul  S.  Cullen, 
pathologist,  both  of  Houston. 


78  Management  of  Patients  with  Wilms'  Tumor 

Justin  J.  Stein  is  professor  of  radi- 
ology and  chief  of  the  Radiation 
Therapy  Division,  UCLA  Center  for 
the  Health  Sciences,  Los  Angeles. 
He  is  a member  of  the  Board  of 
Trustees  of  the  American  Board  of 
Radiology,  and  is  active  in  numer- 
ous other  professional  organiza- 
tions. Consultant  to  several  hospi- 
tals, he  is  a teacher,  researcher, 
and  administrator  whose  activities  range  from  being 
active  on  the  California  State  Board  of  Medical  Ex- 
aminers for  more  than  15  years  to  serving  as  an 
exchange  professor  in  Mexico  and  the  Soviet  Union. 


STEIN 


82  Mixed  Tumors  in  Ectopic  Sites 

Ben  M.  Nail,  Jr.,  is  clinical  assist- 
ant professor  of  otolaryngology  at 
Baylor  University  College  of  Medi- 
cine, Houston.  He  was  in  general 
practice  in  Haskell  for  several  years 
before  he  entered  Baylor’s  resi- 
dency program,  which  he  complet- 
ed in  1957. 
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86  Chemotherapy  in  Management 
Of  Bronchogenic  Carcinoma 

Melvin  L.  Samuels,  internist,  is  as- 
sociate professor  of  medicine  at 
The  University  of  Texas  Postgrad- 
uate School  of  Medicine  in  Hous- 
ton and  associate  internist  at  The 
University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute.  His 
coauthors  are  Drs.  W.  V.  Leary  and 
SAMUELS  C-  D-  Howe’  both  of  the  M.D.  An- 
derson Department  of  Medicine. 


99  Clinicopathologic  Conference 

Herbert  L Fred,  associate  professor  of  medicine, 
directed  the  preparation  of  this  month’s  CPC  from 
Baylor  University  College  of  Medicine.  Other  par- 
ticipants are  James  W.  McBee,  assistant  professor 
of  medicine;  Refail  R.  Kohen,  clinical  instructor  in 
radiology;  Harold  Brown,  professor  of  medicine; 
Clarence  P.  Alfrey,  associate  professor  of  medicine; 
Montague  Lane,  professor  of  medicine;  Erwin  R. 
Rabin,  associate  professor  of  pathology;  and  Robert 
A.  Hettig,  professor  of  medicine. 


SPECIAL  ARTICLE 

109  Science  Reaches  Through  Space 
To  Bring  Abundance  from  Earth 


Wernher  von  Braun,  Ph.D.,  director 
of  the  George  C.  Marshall  Space 
Flight  Center  in  Huntsville,  Ala., 
tells  how  space  programs  can  be 
used  to  bring  about  a richer  and 
fuller  life  for  man  on  Earth. 


VON  BRAUN 


ON  THE  COVER 

Trained  observers  recognize  different  kinds  of  cells 
as  readily  as  they  recognize  the  faces  of  friends 
Contrasted  on  the  cover  are  the  translucent  deli- 
cacy of  a healthy  and  perfect  cell,  and  the  rugged 
ook  of  a cell  whose  thickened  membranes,  en- 
arged  nucleus  and  darkened  cytoplasm  warn  of  its 
malignant  state. 


EDITORIALS 

35  Public  Action,  Organization  Needed 
To  Prevent  Tragic  Burns,  Aid  Victims 

Valentin  Gracia 

37  Physician  Participation  Needed 
In  Community  Planning 

John  M.  Rumsey 

45  TEXPAC  and  AMPAC 

Howard  R.  Dudgeon,  Jr. 
TMA  President 

46  Communications  to  Texas  Medicine: 

What  the  Individual  Responsibility 
Program  Is  and  What  It  Is  Not 

James  H.  Sammons 


departments 

41  ASSOCIATION  NEWS 
112  GENERAL  NEWS 
125  PERSONALS 

127  HIGHLIGHTS  OF  COMING  MEETINGS 

130  MEDICINE  AND  THE  LAW 

131  POSTGRADUATE  COURSES 

132  MEDICINE  IN  LITERATURE 

133  RECENT  DEATHS 


NEXT  MONTH 

In  January,  1968,  Texas  Medicine  will  present  arti- 
cles in  the  field  of  internal  medicine,  including  one 
on  permanent  liver  disease  from  infectious  hepati- 
tis, subacute  hepatitis,  and  postnecrotic  cirrhosis 
and  one  on  cardiomyopathy  of  pseudohypertrophic 
progressive  muscular  dystrophy.  Other  articles  to 
be  featured  next  month  will  include  "Psychiatry  and 
the  Abortion  Problem,”  "The  Care  of  the  Allergic 
Child, ,,  and  "The  Family  Doctor  and  the  Suicidal 
Crisis.’’  An  editorial  on  leprosy  in  Texas  will  bring 
the  reader  up  to  date  on  the  status  of  that  disease. 


ruDUVHllun  IINMJKMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd 
7-6704:  TeXaS  78701’’  TelePhone;  Area  Code  512  GReenwood 

nS“b“riPti0n  communications  should  be  sent  to  the  Busi- 

$10  for  foe'5  Per  Vfar  f°r  members:  ?9  for  nonmembers; 
$10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
Isure?est.°ns  for  preparation  are  available  from  the 
0ff,ces'  Flews  and  other  items  should  be  sent  to 
he  Editorial  Offices  by  the  10th  of  the  month  preceding 

owners'  risk!  PUb"Cati0n-  A"  contributions  are  sent  at  thf 


Printing  Offices:  c/o  Stafford-Lowdon 
Daggett,  Fort  Worth  76104. 
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At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


NORPRAMIN* 

(desipramine  hydrochloride) 

ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


BRIEF: 


cur,  reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  “bad  taste,"  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrarm- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 


'IDICATIONS:  In  depression  of  any  kind 
-neurotic  and  psychotic  depressive  re- 
ctions;  manic-depressiveor  involutional 
sychotic  reactions. 

:ONTR ABDICATIONS:  Glaucoma,  ure- 
iral  or  ureteral  spasm,  recent  myocar- 
ial  infarction,  severe  coronary  heart 
isease,  epilepsy.  Should  not  be  given 
/ith i n two  weeks  of  treatment  with  a 
nonoamine  oxidase  inhibitor. 

IELATIVE  CONTRAINDICATIONS:  (1) 

’atients  with  a history  of  paroxysmal 
achycardia.  (2)  Patients  receiving  con- 
;omitant  therapy  with  thyroid,  anticho- 
inergics  or  sympathomimetics  may  ex- 
jerience  potentiation  of  effects  of  these 
frugs.  (3)  Safety  in  pregnancy  has  not 
seen  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
oe  substituted  for  hospitalization  when 
■isk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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If  you  were  in  the  hospital- 
this  would  be 

Your  Finest  Christmas  Card! 

It’s  true-no  one  wants  to  be  in  the  hospital  during  the 
Holiday  Season— but  if  it  should  happen  to  you  or  a 
member  of  your  family,  your  Blue  Cross  I.D.  card 
could  surely  turn  out  to  be  “your  finest  Christmas 
card  In  fact,  it  could  be  even  better  than  your  best 
credit  card  because  it  means  you  have  already  prepaid 
the  bulk  of  your  hospital-medical  expenses. 

BLUE  CROSS/BLUE  SHIELD 

GROUP  HOSPITAL  SERVICE.  INC.  CROUP  LIFE  A HEALTH  INSURANCE  COMP.NV 

OF  TEXAS 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides-to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 

tion  or  constipation;  Dl  IIQ 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
fa<?°.r”  has  been  four>d  to  be  useful 
uterTnJ  lctl~S  contr°llin8  ^normal 

ableitonrareqrSe0Snt.indiCati0nS  and  d°Sage  avai|- 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered.  K y; 

unif  tablets  bott,es  of  twer>ty-five  3,000 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING, 

< LTR23 ) 


INC. 


BALTIMORE, 


MARYLAND  21201 


Success  is  coming  to  depend  more  and  more 
on  whether  he  gets  a good  college  education. 
Because  as  each  day  passes,  our  world  gets  more 
complex  and  specialized. 

But  his  ability  to  learn  will  carry  him  only 
part  way  unless  the  nation’s  colleges  can  answer 
some  serious  questions : How  to  cope  with  rapidly 
increasing  student  enrollments?  How  to  keep  the 
quality  of  education  constantly  improving  with 
more  modern  laboratories,  better  libraries,  new 
classrooms?  How  to  attract  able  new  faculty 
members? 


Your  support  will  help  colleges  answer  these 
questions,  help  them  make  your  son  ready  for 
his  world. 

Give  to  the  college  of  your  choice. 


Success 

is  something 

you  can’t  leave 

a son 
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Mans  best  friencTin  wintertime  diarrheas 
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In  winter  "flu"  and  viral 
gastroenteritis,  Donnagel  (4  oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Donnatal3). 

Donnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute , non-specific  diarrheas 
Donnagel  -PG  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 


/l-H-DOBINS 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHINO  NEED 


All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITU  SSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

photo  by  victob  h»no  A.  H.  Robins  Company,  Richmond,  Va.  23220 

/I'H'DOBINS 
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If  it  doesn’t 
work  in  a week, 
forget  it. 


Contraindications:  Edema;  danger  of  cardiac  de- 
compensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently.  Large 
doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleeding 
have  occurred.  Pyrazole  compounds  may  potenti- 
ate the  pharmacologic  action  of  sulfonylurea,  sul- 
fonamide-type agents  and  insulin.  Carefully  ob- 
serve patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully  select 
patients,  avoiding  those  responsive  to  routine 
measures  as  well  as  contraindicated  patients. 
Obtain  a detailed  history  and  a complete  physi- 
cal and  laboratory  examination,  including  a 
blood  count.  The  patient  should  not  exceed  recom- 
mended dosage,  should  be  closely  supervised  and 
should  be  warned  to  discontinue  the  drug  and  re- 


port immediately  if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black 
or  tarry  stools  or  other  evidence  of  intestinal  hem- 
orrhage occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear. 
Use  greater  care  in  the  elderly  and  in  hyperten- 
sives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics.  In  elderly 
patients  and  in  those  with  hypertension  the  drug 
should  be  discontinued  with  the  appearance  of 
edema.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  imme- 
diately before  or  after  meals  or  with  milk  to  mini- 
mize gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  reactions 
usually  requires  withholding  medication.  Purpuric 
rash  has  also  been  reported.  Agranulocytosis,  ex- 
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TEXAS  MEDICINE 


In  rheumatoid  arthritis,  Butazolidin  alka  needs 

only  a week’s  trial.  If  it  doesn’t  work  in  a week 
forget  it. 

A short  trial  period  may  spare  patients  weeks  of 
discomfort.  That’s  one  reason  why  Butazolidin  alka 
seems  a good  choice  when  aspirin  fails. 

It  s not  for  every  patient.  Check  carefully  the 
Contraindications,  Warning,  and  Precautions 
shown  below. 

And  adverse  reactions  may  occur.  The 
most  common  are  nausea,  edema  and 
rash.  Rarely,  agranulocytosis  has  been 
reported.  All  adverse  reactions  are 
listed  below,  too. 

You’ll  know  quickly  if  it  works. 

And  most  of  the  time,  it  will. 


foliative  dermatitis,  Stevens-Johnson  syndrome 
a generalized  allergic  reaction  similar  to  serum’ 
sickness  may  occur  and  require  permanent  with- 
drawal of  medication.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have 
peen  reported.  While  not  definitely  attributable 
”?  ' a causal  relationship  cannot  be  ex- 

cluded. Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  ua 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 


Butazolidin®  alka 

Capsules:  phenylbutazone,  100  mg.;  dried  alumi- 
num hydroxide  gel,  100  mg.;  magnesium  trisilicate 
ioO  mg.;  homatropine  methylbromide,  1.25  mg. 

Also  available:  Butazolidin®,  phenylbutazone- 
Tablets  of  100  mg. 


Dosage  in  Rheumatoid  Arthritis:  Initial:  3.  to  6 cap- 
sules or  tablets  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should  not 
exceed  4 capsules  or  tablets  daily;  response  is 

6509-vm)R2eVed  W'th  1 0r  2 caPsules  or  tablets  daily. 

information16  de,ai,s’  p,ease  see  full  prescribing 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


EWHROMrClN 
OHU  SUCCIWIf 
IRlSuifAPYRIMIOlNfS 
CHfWttU  fAfllffS 

Ciulion  Ftdcrtl  <USAi 
ij*  p/oMuts  4iip«wig 
•tthoul  pincnption 


a 


I C IwjfOi  w 0 


ffiYlHROMYCIN 
tlHYl  SUCCfNAlE 
IRlSUlfAPYRIMlOINES 
KiR  ORAL  SUSPENSION 


HrtlcSOMYClN 
tlHYl  SUCDNAIt- 
tRISUl,f  AfYBIMlOtNtS 
HU  ORAL  SUSPENSION 


J50  ml  «- No.0312 
Jof  Sm  ^uzpmm 


ERYTHROCIN-Sulfas 

Granules 


W n 'tit? 


ERYTHROCIN-Sulfas 

Granules 


ERYTHROCIN-SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 

In  clinical  trials12,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 

1.  Case  Reports  on  File,  Dept.  Clin.  Development, 

Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 

87  patients  were  treated1 2-all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 
clinical  cure. 

A clinical  cure  rate  of  97.7% 

Brief 
Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 
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TEXAS  MEDICINE 


If  hypothyroidism  leaves  your  patient  feeling  like  this, 
consider 

iJiiinii 

(SODIUM  LEVOTHYROXINE, 

ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


ARMOUR 


PHARMACEUTICAL  C 0 M PA  N Y • C H I C AG  O,  ILLINOIS 
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Tears 

without 

grief 


Crying  Spells-psychic  tension 
with  depressive  symptoms  ? 

“I  don’t  know  what’s  the  matter 
with  me  lately... I cry  and  I cry... 
and  I really  don  t know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  \our  patient 

ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 


treatment. 
Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general,  concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects- 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache, in 
continence,  slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HC1. 

Dosage:  Adidts:  Mild  to  moderate  psychoneurotic  reactions,! 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  1( 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  wit! 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatru 
■patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needec 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg 
bottles  of  SO  and  500. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc. 


Nutley,N.J.  07110 


Valium 

(diazepam)  Roche® 

useful  for  the  relief  of 
'psychic  tension  with  associated 
depressive  symptoms 


after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 

Vitamin  (Riboflavin)  10  mg 

Vitamin  B&  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6 — 3613 


When  the 
agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 

because  , 
of  his  || 
outbursts! 


X 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg  t.i.d.  ^ 


SANDOZ 


His  slovenly  room 
and  habits  create 
^ more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


i 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

Mellaril" 


(thioridazine) 
25  mg.  t.i.d. 


SAN  DOZ 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarliital,  Caution:  May  be  habit  forming.  . . 21  ITlg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrinc- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 1 00  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Nummary  of  prescribing  information 

ndications:  Urinary  tract  infections  in  which  gram-negative  bacteria  are  pre- 
dominant, particularly  Proteus,  Escherichia  coli,  Aerobacter,  Klebsiella,  and 
ertain  strains  of  Pseudomonas.  Gram-positive  bacteria  are  less  sensitive  to 
JegGram  but  favorable  clinical  results  have  been  observed. 

Varning:  Use  in  Pregnancy.  This  drug  is  not  recommended  in  the  first  tri- 
inester of  pregnancy.  However,  it  has  been  used  in  several  patients  during 
ne  last  two  trimesters  without  producing  apparent  ill  effects  in  either  mother 
hr  fetus. 

’recautions:  As  with  all  new  drugs,  periodic  blood  and  liver  function  tests 
ire  advisable  during  treatment  longer  than  1 or  2 weeks.  This  drug  should  be 
ised  with  caution  in  patients  with  liver  disease,  epilepsy,  severe  cerebral 
irteriosclerosis,  or  severe  impairment  of  kidney  function.  Because  photo- 
rensitivity  reactions  have  been  reported  in  a small  number  of  cases,  patients 
ihould  be  cautioned  to  avoid  unnecessary  exposure  to  direct  sunlight  while 
eceiving  NegGram,  and  if  a photosensitivity  reaction  occurs,  therapy  should 
ie  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician, 
ihould  bacterial  resistance  develop  or  additional  nonsensitive  strains  emerge, 
ither  effective  antibacterial  agents  should  be  added  to  or  substituted  for 
JegGram. 

■ ZV hen  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  may  give 
i r false-positive  reaction. 

\dverse  reactions:  Mainly  mild  nausea,  vomiting,  and  other  gastrointestinal 
hsturbances;  less  frequently,  sleepiness,  drowsiness,  weakness,  headache, 
lizziness  and  vertigo,  and  rarely  cholestasis,  paresthesia,  thrombocytopenia, 
eukopenia,  or  hemolytic  anemia  in  patients  with  a deficiency  in  activity  of 
]lucose-6-phosphate  dehydrogenase.  Itching,  pruritus,  rash,  urticaria,  mild 
osinophilia,  reversible  photosensitivity  reactions  primarily  involving  exposed 
'Urfaces,  and  reversible  subjective  visual  disturbances  (overbrightness  of  lights, 
■nange  in  visual  color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity 
nd  double  vision),  occurred  occasionally.  Reversible  increased  intracranial 
rressure  with  bulging  anterior  fontanel,  papilledema,  and  headache  has  been 
observed  occasionally  in  infants  and  children.  Toxic  psychosis  and  brief  con- 
cisions (the  latter  generally  in  patients  with  possible  predisposing  factors, 
ind  both  usually  associated  with  excessive  dosage)  have  been  recorded  in 
are  instances. 

fosage  and  administration:  Adults  — Four  Gm.  daily  by  mouth  (2  Caplets®  of 
00  mg.  four  times  daily)  for  one  to  two  weeks.  Thereafter,  if  prolonged 
reatment  is  indicated,  the  dosage  may  be  reduced  to  two  Gm.  daily  (1  Caplet 
>f  500  mg.  four  times  daily).  Children  — According  to  age  and  weight:  approxi- 
nately  25  mg.  per  pound  of  body  weight  per  day,  administered  in  divided  doses, 
lote:  The  dosage  recommended  above  for  adults  and  children  should  not  arbi- 
rarily  be  doubled  unless  under  the  careful  supervision  of  a physician.  Until 
urther  experience  is  gained,  infants  under  1 month  should  not  be  treated  with 
he  drug. 

tow  supplied: 

For  adults  — Buff-colored,  scored  Caplets  of  500  mg.,  conveniently  available 
o bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles  of  1000. 
For  children  — Caplets  of  250  mg.,  available  in  bottles  of  56  and  1000. 

Selore  prescribing,  please  refer  to  complete  prescribing  information. 
References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on  re- 
luest.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
\ntimicrobial  Agents  and  Chemotherapy-1964,  Ann  Arbor,  American  Society 
or  Microbiology,  1965,  p.  722. 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 

Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


\y\?fnfhrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


-SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


-AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


* LONGVIEW  HIGHLAND  PINES,  INC.,  1100  North  4th  St..  PL  3-7661 


CONVALESCENT 
CARE  AT  ITS  FINEST 
FOR  ALL  ADULTS! 


Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


* All  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

*Certified  for  Medicare 
"‘Certified  for  Medicaid 


C.  B.  FRANCIS 
PRESIDENT 


First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 

C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  |D1  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


a stuffy  nose 
is  no 

laughing  matter 


Ornade®,d,m,„ 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 


Smith  Kline  & French 


Laboratories 


Volume  63,  December,  1967 
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THE  DICARBOSIL®  MONOGRAPH  ON  MODERN  ART 

Number  Seven  of  a series:  School  of  Paris 


“Houses  at  Chatou."  Vlaminck  (7876-7958)  Courtesy  of  the  Art  Institute  ol  Chicago 

Cilt  ol  Mr.  & Mrs.  Maurice  E.  Culberg 

Talented  painters  from  many  countries  were  an  integral  part  of  the  School  of  Paris. 
It  was  the  freedom  of  Paris,  the  artistic  excitement,  the  presence  of  many  lively  minds 
and  talents,  and  no  dominant  theory,  which  gave  vitality  to  the  painting  done  there. 
Segonzac  accomplished  his  richly  colored  landscapes.  Utrillo  developed  his  pictures 
of  Montmartre.  Modigliani,  an  Italian,  was  an  outstanding  personality.  He  was  among 
the  first  to  interpret  the  forms  of  Negro  sculpture  in  modern  painting.  Soutine,  a Lithua- 
nian, revealed  a style  of  intense  color.  Chagall,  Russian,  created  an  art  of  pleasant 
phantasy.  Dubuffet  combined  the  innocent  with  the  savage.  For  many  people  Picasso 
represented  all  that  the  School  of  Paris  stood  for.  Pevsner,  Soulages,  de  Stael  and 
Vlaminck  added  much  to  the  brilliance  of  the  School. 

Watch  for  the  next  in  the  series — Contemporary  Art. 


...for  the  best  taste 
in  the  art  of 

antacid  therapy 


Dicarbosil* 

ANTACID 


DICARBOSIL  FEATURES:  ■ effective  neutralizing  power 
■ pleasant  taste  ■ exceptional  economy  ■ convenience. 

Specify  Dicarbosil  144's  (Box  of  144  tablets  in  12  convenient  rolls).  Each  tablet  contains  Active  Ingredients: 
Calcium  carbonate  precipitated  0 489  Gm„  Magnesium  carbonate  0.01 1 Gm..  Magnesium  trisilicate  0.006  Gm. 

ARCH  LABORATORIES  St.  Louis,  Missouri  63102 
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lor 

the 

retarded 

or 

disturbed 


I 


...of  all  ages 


BROWN  SCHOOLS  for  mentally 
retarded  and  emotionally  disturbed 
persons  from  infancy  to  maturity. 

□ Older  retarded  persons  (21  years 
and  over)  $300  monthly  tuition. 

□ Retarded  children  (infancy  to  21 
years)  $300  monthly  tuition. 

, Emotionally  disturbed  children  and 
adolescents  (5-18  years)  $375  month- 
ly  tuition  plus  $110  per  month  individ- 
ual therapy. 

(Psychiatric  care  is  available  for  other 
ages  if  indicated.) 

...the  Brown  Schools  provide: 

an  experienced,  professional  staff 
working  as  a team  to  form  a plan  of 
Mving  and  learning  for  each  student  to 
help  him  realize  his  fullest  potential,  in 
one  of  six  specialized  residential  cen- 
ters. 

FoL  turther  information,  write  for 
a detailed  catalogue  today. 

Registrar,  Dept.  K-l 
P.O.  Box  4008. 

Austin,  Texas  78751 


Paul  L.  While,  M.D.,  Medical  <t  Psychiatric  Di 


rector 


76e  ScAoctl 


FOUNDED  IN  1940  SIX  SEPARATE  RESIDENT  CENTERS  AUSTIN  «,  SAN  MARCOS.  TEXAS 
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Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 
Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  46514 


@ 

Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  toisr 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing Ictotest*'  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 

AMES  COMPANY  ,J\\ 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14  Ames 


Note:  AMERICAN  HOSPITAL 
CATEGORY  NUMBER  36:88 


FORMULARY 


SERVICE 

40167 


removes  the  mental  blur 


that  clouds  vision 


S0LF0T0N 


Each  tablet  or  capsule  contains 
PHENOBARBITAL.  16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®  (See  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living.’ 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 


AVAILABLE 

Solfoton  ( 'yellow , uncoated  tablets  “/>”) 
1 00s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 
100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets ) 
100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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*74e  Mantin  X-Ray  and 
Radium  Clinic 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson.  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr..  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . . 0.50% 

Chlorobutanol  0.16% 

Tripeiennamine  Hcl  0.50% 

In  Isotonic  Solution 
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(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.15% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 
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‘Vasomist 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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When  relief  means  so  much  in  keeping  your  G.  U.  patient  comfortable  UR/SED® 


Y t=CD  |VJAL_ 


Clinically 
effective 
for  G.U.  Therapy 15 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  at.:  Hosp.  Topics  39:71-73,  1961:  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children- — -One-half  the  adult  dose. 

( Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


MANUFACTURERS  OF  URICEUTICAL ® SPECIALTIES 


• CYSTOSPAZ®  • URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 
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Imferon 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg, 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


IAKESI0E 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/ 100  cc.  of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
,2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  m guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Public  Action,  Organization  Needed 
To  Prevent  Tragic  Burns,  Aid  Victims 

THOUSANDS  OF  AMERICANS  are  killed,  dis- 
figured, or  crippled  each  year  by  burn  injuries.  The 
US  Public  Health  Service  estimates  that  every  year 
two  million  people  are  burned  severely  enough  to  re- 
quire medical  attention  or  to  restrict  their  usual 
activities  for  a day  or  more;  about  100,000  require 
hospitalization.  National  Safety  Council  figures  show 
that  8,000  to  10,000  persons  in  this  country  die  an- 
nually of  burns,  and  11,000  hospital  beds  are  oc- 
cupied daily  by  these  victims.  Their  physical  suffer- 
ing and  mental  anguish  are  beyond  description. 
Anyone  incapacitated  by  burns  will  never  fulfill  his 
economic  potential.  His  skills  are  lost.  He  cannot 
earn  and  spend,  but  instead  becomes  a burden  to  the 
social  services  or  his  family  and  friends. 

Insurance  companies  pay  large  sums  of  money  in 
burn  claims.  Persons  of  average  means  cannot  af- 
ford the  staggering  cost  of  a major  burn  injury.  If 
afflicted,  they  eventually  will  either  be  financially 
ruined  or  become  welfare  patients.  Hence,  burns  are 
of  vital  economic  interest  to  our  community  and 
nation,  but  little  is  done  to  prevent  these  tragedies. 

Most  industrial  safety  standards  are  high,  but 
they  must  be  constantly  enforced.  Insurance  investi- 
gators and  fire  departments  carefully  study  fires  and 
thoroughly  analyze  their  causes.  Everyone  could  help 
to  save  lives  and  expense  by  taking  advantage  of 
this  information.  The  real  tragedy  is  that  people  do 
not  realize  that  most  burns  are  preventable.  They 
are  caused  by  individual  carelessness  and  indiffer- 
ence to  the  dangers  of  fire. 

Parents  persist  in  leaving  children  alone  in  rooms 
with  unguarded  fires,  even  though  fire  is  the  lead- 
ing killer  from  nontransport  accidents  to  children 
under  three  years  of  age,  and  ranks  second  as  a 
cause  of  death  for  those  under  14.  Adidts  continue 
to  smoke  in  bed,  ignite  fires  with  flammable  liquids, 
and  use  gasoline  near  pilot  lights  while  newspapers 
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are  filled  with  accounts  of  people  being 
burned — often  fatally — while  performing  the 
same  foolish  and  dangerous  acts. 

Technological  advances  such  as  the  manu- 
facture of  flame-resistant  clothing  are  ig- 
nored, despite  the  fact  that  90  percent  of 
all  domestic  burns  result  from  clothes  catch- 
ing fire.  About  1 percent  of  all  homes  are 
damaged  or  destroyed  by  fire  every  year, 
particularly  during  the  winter,  and  heating 
appliances  are  most  often  the  cause. 

During  the  past  20  years  there  has  been 
an  increasing  world-wide  concern  for  the 
burn  tragedy.  The  Annual  Burn  Seminars  in 
America,  the  International  Society  for  Burn 
Injuries,  and  the  Latin  American  Committee 
for  the  Prevention  and  Treatment  of  Burns 
manifest  only  a part  of  this  interest.  In 
Argentina,  an  annual  Burns  Help  Week  aids 
patients  financially.  Brazil’s  health  minister 
is  working  to  improve  care  of  victims  and  is 
supporting  prevention  programs  in  the  na- 
tion’s major  towns. 

Private  foundations  in  the  United  States 
have  made  significant  strides  toward  solu- 
tions to  the  burn  problem.  The  Simmers’ 
Burns  Institute  at  Galveston  is  an  example 
of  that  group’s  achievements;  limited  to  30 
beds,  it  is  the  only  hospital  of  its  type  to 
serve  the  entire  South.  Similar  institutes  are 
being  opened  in  Cincinnati  and  Boston. 

The  US  Public  Health  Service  is  seeking 
action  to  stimulate  public  interest  in  flame- 
retardant  fabrics  and  is  looking  for  ways  to 
lower  their  cost  and  make  them  more  readily 
available  to  consumers. 

Clothing  selection  can  contribute  to  safety. 
Most  burn  fatalities  and  injuries  are  among 
people  wearing  ordinary,  everyday  clothing 
which  is  potentially  dangerous. 

Health  authorities  contend  that  the  num- 
ber of  severe  burns  among  children,  the  el- 


derly, and  handicapped  persons  could  be  re- 
duced easily  by  using  flame-retardant  fabrics 
in  clothing,  bedding,  and  other  household 
items. 

A study  of  flammability  in  clothing  is 
planned  by  the  Federal  Trade  Commission. 
An  information  program  on  flame-retardant 
garments  has  been  urged  by  the  National 
Food  and  Drug  Administration.  Understand- 
ably, the  National  Retail  Merchants  Associa- 
tion opposes  legislation  regarding  flame-re- 
tardant qualities  in  clothing  and  household 
fabrics. 

In  Great  Britain,  only  flame-retardant 
nightdresses  can  be  sold  for  girls  under  15 
years  old.  As  a result,  no  children  have  been 
admitted  with  burns  to  the  Birmingham  Ac- 
cident Hospital  since  1964. 

Materials  burn  with  varying  degrees  of 
speed,  with  cottons  having  the  highest  index 
of  flammability  and  woolens  the  lowest.  The 
speed  is  greatly  influenced  by  the  looseness 
or  tightness  of  the  weave  or  finish.  Clothing 
design  is  an  important  factor.  Close-fitting 
men’s  and  boys’  apparel  resists  burning 
better  than  women’s  and  girls’  clothing.  Lit- 
tle girls’  party  dresses  with  many  petticoats, 
ruffles,  and  long  sleeves  are  especially  risky 
because  they  tend  to  be  loose  fitting.  Since 
their  material  is  in  a vertical  position,  they 
offer  abundant  fuel  and  burn  more  readily. 

Clothing  fires  are  serious  because  often 
most  of  the  body  is  engulfed  in  flames;  the 
mortality  for  such  burns  is  about  23  percent, 
as  opposed  to  3 percent  for  other  burns.  If  a 
naked  child  falls  into  a fire,  his  hands,  knees, 
or  buttocks  may  be  deeply  burned,  but  he  re- 
mains alive.  Yet,  if  his  shirt  is  ignited,  fire 
spreads  to  the  trunk  and  extensive  burns 
result. 

It  is  the  duty  of  every  parent  to  teach  chil- 
dren the  hazards  of  playing  with  matches 
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and  failing  to  keep  a safe  distance  from 
flame  sources,  like  stoves  or  bonfires.  Young- 
sters should  be  taught  to  roll  on  the  floor  or 
giound  instead  of  running  if  their  clothes 
catch  fire,  or  to  smother  the  flames  with  a 
coat,  blanket,  or  rug.  Our  efforts  should  be 
aimed  mainly  at  offering  children  a means 
of  piotection,  rather  than  trying  to  do  away 
with  their  normal  reactions. 

One  impressive  prevention  program  in  the 
elementary  schools  in  Fort  Worth  is  conduct- 
ed by  the  Fort  Worth  Fire  Department.  Lec- 
tures on  the  perils  of  fire  have  made  a last- 
ing impression  on  most  pupils.  A similar 
program  should  be  continued  in  schools  at 
all  levels,  since  older  students  who  are  learn- 
ing to  work  with  cars,  machinery,  and  flam- 
mable liquids  need  to  realize  the  dangers 
they  face. 

Burn  prevention  and  assistance  in  the  care 
of  victims  are  of  paramount  interest  to  the 
entire  world.  Solutions  are  not  simple.  Spe- 
cialists in  this  field,  together  with  superior 
nursing  skills  and  adequate  facilities,  are  es- 
sential to  sustain  life  in  badly  burned  pa- 
tients. For  many  burn  victims,  help  is  un- 
attainable. 

We  must  reduce  this  senseless  waste  of 
lives  and  energy.  The  key  to  the  problem  is 
education,  and  the  public  could  be  informed 
through  radio,  television,  and  newspapers. 
The  yearly  cost  of  such  a campaign  in  a large 
city  probably  would  be  less  than  the  amount 
spent  in  the  care  of  one  patient  with  a major 
burn  injury.  People  should  be  thoroughly 
a war e that  acts  of  carelessness,  negligence, 
or  ignorance  usually  start  fires.  Children  and 
adults  alike  must  learn  to  respect  fire  and 
realize  that  given  the  proper  conditions,  any- 
thing will  burn — even  steel  and  concrete 
structures. 

Burn  victims — actual  and  potential — re- 


quire more  than  public  sympathy;  they  de- 
mand public  action.  A society  for  the  preven- 
tion of  burns  and  assistance  to  victims  must 
be  formed.  We  should  help  to  organize,  sup- 
port, and  seek  active  representation  in  such 
an  01  ganization.  Action  is  needed  now  to  in- 
suie  that  many  of  these  tragic  accidents  will 
never  occur. 

—Valentin  Gracia,  M.D., 
Fort  Worth. 


Physician  Participation  Needed 
In  Gommunity  Planning 

Far-ieaching  changes  in  social  and  eco- 
nomic attitudes  are  taking  place.  These  atti- 
tudes are  made  up  of  boundless  kinetic 
enei  gy,  and  in  the  field  of  community  plan- 
ning the  individuals  involved  have  tremen- 
dous responsibility  which  they  must  not  take 
lightly.  Direction  of  this  energy  will  map 
change  which  cannot  be  reversed.  This  egg 
we  ai  e cooking  now  will  never  be  unscram- 
bled. We  must  be  extremely  wary  of  anyone 
who  approaches  these  problems  with  an  at- 
titude of  intellectual  arrogance. 

Movements  and  attitudes  go  in  cycles  and 
fads.  We  have  ranged  from  isolationism  to 
international  big  brotherism,  from  inflation 
to  deflation,  and  from  national  pride  to 
national  apology. 

The  present  fad  with  the  immature  seg- 
ment of  our  society  is  the  “mod”  movement 
with  its  worrisome  ramifications  and  its 
lack  of  responsibility.  However,  the  present 
fad  among  the  mature  segment  is  goal  set- 
ting and  planning.  “Planning”  is  a term 
hardly  more  specific  than  “communicating.” 
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Unfortunately,  a lot  of  planning  is  being 
done  without  overt  or  evident  goal  setting; 
and  in  some  areas  the  goals  are  not  being 
disclosed.  However,  we  should  know  where 
we  are  being  led.  Who  sets  the  goals?  Who 
does  the  planning?  With  what  motivation? 
With  what  degree  of  self-interest?  With  what 
competence? 

A Dr.  L.  J.  Peter  from  the  University  of 
Southern  California  in  a Los  Angeles  Times 
feature  article  recently  stated  a theory, 
with  some  merit,  concerning  social  progress. 
He  feels  that  in  a hierarchy  such  as  ours 
we  progress  from  positions  in  which  we 
show  competence  and  only  stop  our  progress 
at  levels  of  incompetence  where  we  remain. 

Each  person  must  recognize  his  compe- 
tence and  capitalize  on  it.  A man  who  is  a 
professor,  an  eloquent  spokesman  for  labor, 
an  elected  official,  a hospital  administrator, 
or  a physician,  is  not  necessarily  a compe- 
tent planner.  Each  person  must  be  used,  and, 
at  his  level  of  competence. 

I know  of  no  field  in  which  intellectual 
honesty  is  more  important  than  in  commu- 
nity planning.  We  must  never  forget  that 
all  are  human  and  everyone  brings  to  the 
planning  table  his  own  personal  goals  and 
motives. 

Planning  organizations  must  be  struc- 
tured to  use  the  talents  of  the  community  to 
the  utmost.  A central  figure,  around  which 
planning  evolves,  must  be  able  to  draw  in 
the  reticent;  placate  the  arrogant;  tap  well- 
springs  of  knowledge;  make  the  lion  lie 
down  with  the  lamb ; and  make  each  think 
these  actions  were  his  own  original  idea. 

One  lesson  that  should  be  taught  in  the 
art  of  planning  is  that  those  who  are  to  be 
affected  by  planning  must  be  involved  in  the 
planning  process  because  plans  must  be  im- 


plemented if  anything  is  to  be  achieved.  A 
plan  which  changes  or  seeks  to  change  estab- 
lished patterns  may  never  be  implemented 
if  it  is  imposed  from  above. 

A pluralistic  system  such  as  ours  has  the 
virtue  of  openness  both  as  to  entry  into  it 
and  in  the  visibility  of  its  action.  It  does  not 
have  speed,  and  it  does  not  have  certainty; 
however,  it  is  democratic  and  the  players  in 
the  system  like  it. 

This  type  of  approach  is  typified  in  one 
of  the  more  successful  planning  associations 
in  the  country,  the  Hospital  Planning  Asso- 
ciation of  Allegheny  County,  located  in  Pitts- 
burgh, Pa. 

Mr.  Robert  Sigmond,  director  of  this  plan- 
ning group,  speaking  before  the  1967  Na- 
tional Health  Forum  in  March,  traced  the 
slow  accretion  of  success  by  his  agency. 
Planned  isolation  in  individual  member  in- 
stitutions had  to  be  overcome.  Encourage- 
ment had  to  be  given  to  goal  setting,  orient- 
ed in  terms  of  changing  community  needs 
and  resources,  centered  on  people  and  their 
health  needs  rather  than  around  patients 
and  their  care. 

The  Allegheny  planning  agency  has  de- 
veloped planning  principles  as  a guide  to  co- 
ordinated goal  setting  by  each  hospital.  It 
provides  a program  of  assistance  to  individ- 
ual hospitals  and  maintains  an  approval  pro- 
gram designed  to  assist  hospitals  in  gaining 
support  of  their  plans.  The  agency  staff  is 
continuously  available  to  each  hospital  to 
help  in  the  planning  process. 

Under  the  guidance  of  the  planning  asso- 
ciation, member  hospitals  have  taken  a num- 
ber of  steps  toward  improved  efficiency. 
Seven  hospitals  have  created  a joint  board 
to  coordinate  planning  and  action  on  com- 
mon problems.  Several  hospitals  are  devel- 
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oping  new  regional  approaches  to  ambula- 
tory services,  home  health  services,  mental 
health  services,  radiation  therapy,  and  emer- 
gency care. 

These  innovations  are  the  direct  result  of 
the  formation  of  long-range  planning  com- 
mittees at  the  individual  hospitals.  Such 
long-range  planning  committees  are  com- 
posed of  representatives  of  the  governing 
authority,  of  the  administration,  and  of  the 
medical  staff.  The  hospital-based  long-range 
planning  committee  is  essential  to  the  ap- 
proach of  the  planning  association,  and  phy- 
sician representation  on  such  committees  is 
considered  to  be  of  prime  importance.  The 
success  of  areawide  planning,  then,  can  de- 
pend on  the  physician. 

The  hospital  staff  is  a most  valuable  unit 
in  organized  medicine.  This  unit  functions 
at  a level  at  which  responsibility  is  well  de- 
fined, at  which  each  physician  is  under  self- 
discipline  and  group  discipline,  and  at  which 
he  is  operating  at  his  level  of  competence. 
Long-range  planning  should  be  a hospital 
function,  and  the  staff  should  become  in- 
volved in  this  planning. 

Before  government  interference,  planning 
really  was  a voluntary  community  effort  and 
has,  as  a result  of  some  successful  activities, 
become  a fashionable  and  popular  idea. 

However,  how  do  we,  at  the  local  level, 
bring  order  out  of  chaos?  There  are  two  rea- 
sons why  planning  in  the  health  field  must 
involve  the  team  concept.  First,  in  the  health 
field,  planning  is  a relatively  new  art  and 
competent  planners  are  scarce.  Second, 
health  care  fragmentation  has  resulted  in 
the  development  of  institutions  and  services, 
each  secure  in  its  area  of  power  and  suspi- 
cious of  all  actions  that  might  reduce  this 
power. 


This  underlines  again  the  local  effort. 
Each  community  is  unique.  Where  is  there 
a handle  to  catch  this  uniqueness?  The  peo- 
ple in  the  community?  The  civic  leaders? 
The  hospital  administrators?  The  consum- 
ers ? The  doctors  ? 

Doctors  operate  in  several  ways.  They 
care  for  sick  people.  They  are  members  of 
the  hospital  staff ; and,  as  organized  staff 
members,  they  should  be  assisting  in  many 
facets  of  hospital  operation  and  planning. 
They  are  citizens  of  the  community,  sup- 
porting civic  movements  and  taking  part  in 
city  governments  and  service  clubs.  They 
are  alumni  of,  students  of,  teachers  in,  or 
participants  in  the  operations  of  the  medi- 
cal schools  which  loom  so  large  in  each  com- 
munity planning  project.  They  are  members 
of  the  county  medical  society  which  can  be 
a help  in  organizing  and  supporting  such 
movements.  They  are  members  of  the  state 
medical  association  which  should,  and  gen- 
erally does,  have  close  working  liaison  with 
the  area  offices,  both  voluntary  and  govern- 
mental. And  they  are  members  of  the  Amer- 
ican Medical  Association  which  has  for  a 
number  of  years  fostered  and  encouraged 
this  voluntary  movement  and  which  is  one 
of  the  most  important  repositories  of  infor- 
mation available  on  the  subject  of  planning. 
(Support  of  voluntary  areawide  planning 
for  health  facilities  was  official  policy  of 
the  AMA  substantially  before  the  formation 
of  the  National  Commission  on  Community 
Health  Services.) 

Physicians  should  be  ready  and  willing  to 
participate.  Also,  they  possess  a surprising 
degree  of  competence. 

—John  M.  Rumsey,  M.D.,  San  Diego,  Calif., 
Chairman,  Committee  on  Medical  Facilities’ 
American  Medical  Association.’ 
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Some  things  cannot 
be  beat  at  any  price ! 


WHEN  SPEAKING  OF  DISABILITY  INSURANCE 


I The  Texas  Medical  Association  long-term  plan  pays  sickness  benefits  to 
| age  65  for  all  disabilities  which  occur  prior  to  age  60.  Between  age  60  and 
j 70  the  maximum  benefit  period  is  5-years,  but  no  payments  are  made 
I beyond  age  72.  Accident  disabilities  are  payable  for  lifetime  regardless  of 
the  age  of  the  insured. 


■ The  Group  Disability  Insurance  Program  sponsored  by  the  Texas  Medical 
Association  has  been  in  force  since  1955--your  assurance  of  permanence 
and  stability 

HThe  T.M.A.  Plan  has  paid  cash  dividends  to  policyholders  each  year  since 
1961  The  dividend  for  the  policy  year  ending  October  31,  1967  was  22% 
of  the  annual  premium. 


T.M.A.  policies  are  renewable  to  age  70.  Many  policies  of  this  type  fail 
to  provide  protection  during  the  critical  years  because  they  terminate  at 
age  65 


HYour  T.M.A.  long-term  group  plan  contains  a sound  and  equitable  premium 
rate  for  all  ages.  The  premium  has  never  been  increased  even  though  the 
plan  has  been  improved  several  times. 
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Medical  Service,  Legislative 
Allan  Sh  ivers 


Five  prominent  speakers  will  high- 
light the  program  when  Texas  medi- 
cal leaders  convene  in  Austin,  Satur- 
day, Jan.  20,  1968,  for  the  Texas 
Medical  Association  1968  Confer- 
ence on  Medical  Service  and  Legis- 
lation. The  Conference  will  take 
place  at  the  TMA  Headquarters 
Building,  1801  N.  Lamar  Blvd.,  from 
8:30  a.m.  to  4:30  p.m. 

The  main  program  of  the  Con- 
ference features  five  outstanding 
speakers:  Mr.  Allan  Shivers,  presi- 
dent, Chamber  of  Commerce  of  the 
United  States;  Dr.  Russell  B.  Roth, 
Vice-Speaker,  House  of  Delegates, 
American  Medical  Association;  Dr. 
Rex  Kenyon,  past  president,  Okla- 
homa State  Medical  Association;  the 
Hon.  Olin  E.  Teague,  Representative, 
Sixth  Congressional  District  of  Tex- 
as; and  Mr.  Newt  Hielscher,  humor- 
ist, banquet  and  meeting  speaker. 

Keynote  Speaker:  Conference  key- 
note speaker,  the  Hon.  Allan  Shivers 
of  Austin,  took  office  as  president 
of  the  Chamber  of  Commerce  of  the 
United  States  on  May  2,  1967.  He 
will  serve  in  this  office  for  one  year. 
Other  positions  he  has  held  with  the 
national  chamber  are  member  of  the 
board  of  directors,  treasurer,  chair- 
man of  the  science  and  technology 
committee,  and  chairman  of  the  gov- 
ernment operations  and  expendi- 
tures committee. 

A Texas  state  senator  at  the  mini- 
mum legal  age  of  26,  he  was  twice 
elected  lieutenant  governor.  He 
served  as  Governor  of  Texas  from 
1949  to  1957,  the  longest  record  of 
service  of  any  Texas  Governor. 

Governor  Shivers  was  born  on 
Oct  5,  1907,  at  Woodville,  Tex.  He 
received  a bachelor's  degree  from 


Heads  List  of 

The  University  of  Texas  at  Austin  in 
1931  and  a law  degree  from  The 
University  in  1933.  He  served  in  the 
US  Army  in  World  War  II  and  was 
discharged  with  the  rank  of  major. 
He  has  a cattle  operation  in  East 
Texas  and  a vegetable  and  citrus- 
growing spread  in  the  Rio  Grande 
Valley.  He  serves  on  the  boards  of 
more  than  a dozen  corporations  and 
holds  honorary  degrees  from  four 
universities. 

Former  Governor  Shivers  will  ad- 
dress the  Conference  on  “Brother, 
You  May  Be  Next.” 

Physician  Speakers:  Second  Confer- 
ference  speaker,  Dr.  Russell  B.  Roth 
of  Erie,  Pa.,  was  elected  Vice-Speak- 
er of  the  AMA  House  of  Delegates 
at  the  Association’s  annual  conven- 
tion in  Chicago  in  June,  1966.  Dr. 
Roth  is  attending  urologist  at  St. 
Vincent’s  hospital  in  Erie  and  con- 
sulting urologist  for  the  Veterans 
Administration  hospital  in  that  city. 

Long  active  in  AMA  affairs,  Dr. 
Roth  has  served  on  several  AMA 
committees,  and  as  chairman  of  the 
Council  on  Medical  Service.  He  has 
also  been  chairman  of  the  Pennsyl- 
vania Medical  Society’s  board  of 
trustees,  chairman  of  its  council  on 
medical  service,  and  speaker  of  its 
house  of  delegates.  He  has  served 
as  secretary,  vice-president,  presi- 
dent (1955),  and  censor  of  the  Erie 
County  Medical  Society. 

Dr.  Roth  is  an  author  and  lec- 
turer on  urological  subjects.  He 
served  as  a member  of  the  US  Sur- 
geon General’s  advisory  committee 
on  the  US  National  Health  Survey 
(1961-64),  as  a member  of  the 
Dependents  Medical  Care  Advisory 
Committee,  and  since  1957  as  a 


Conference: 

Speakers 

member  of  the  advisory  health 
board,  Commonwealth  of  Pennsyl- 
vania. He  will  speak  on  “Forces  for 
Change  in  Medical  Practice.” 

Addressing  the  Conference  on 
“Health  Care  Costs — Today  and  To- 
morrow’’ will  be  Dr.  Rex  Kenyon, 
Oklahoma  City  pathologist,  past 
president  of  the  Oklahoma  State 
Medical  Association. 

Dr.  Kenyon  has  been  in  private 
practice  of  pathology  in  Oklahoma 
City  since  1955.  He  is  consulting 
pathologist  of  St.  Anthony  Hospital 
in  Oklahoma  City  and  associate  clin- 
ical professor  of  pathology  at  the 
University  of  Oklahoma  School  of 
Medicine,  also  in  Oklahoma  City. 

Dr.  Kenyon  was  president  of  the 
Oklahoma  State  Medical  Association 
in  1965-66.  He  was  president  of  the 
Oklahoma  County  Medical  Society 
in  1964  and  president  of  the  Okla- 
homa Association  of  Pathologists  in 
1962.  He  has  been  a member  of  the 
AMA  Speakers  Bureau  since  1963. 
He  is  a member  of  the  board  of  di- 
rectors of  the  Oklahoma  Health  Sci- 
ences Foundation  and  of  the  Okla- 
homa Medical  Research  Foundation. 

Also  active  in  non-medical  affairs, 
Dr.  Kenyon  is  a member  of  the 
board  of  directors  of  the  Oklahoma 
City  Symphony  Society  and  of  the 
board  of  trustees  of  the  United  Ap- 
peal of  Oklahoma  City. 

Congressman  Speaker:  First  after- 
noon speaker  of  the  Conference  is 
the  Hon.  Olin  E.  Teague  of  College 
Station,  Representative,  Sixth  Con- 
gressional District  of  Texas.  Repre- 
sentative Teague’s  speech  topic  will 
be  “The  Future  of  America  in 
Space.”  He  is  a member  of  the 
House  of  Representatives  Commit- 
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tee  on  Science  and  Astronautics  and 
is  chairman  of  the  Subcommittee  on 
Manned  Space  Flight  and  of  the  Sub- 
committee on  Legislative  Oversight. 

First  elected  to  Congress  in  1946, 
Representative  Teague  has  served  as 
chairman  of  the  Committee  on  Vet- 
erans' Affairs  since  1955.  He  was 
named  to  the  President's  Blue  Rib- 
bon Committee  on  the  review  of  VA 
Hospital  Installations  and  is  a mem- 
ber of  the  American-Philippine  As- 
sembly, a group  of  distinguished 
American  educators,  financiers,  at- 
torneys, and  high-ranking  govern- 
ment officials  and  their  Philippine 
counterparts.  He  is  also  a member 
of  the  American  panel  of  a Joint  US- 
Philippine  Commission  to  study 
problems  involving  benefits  to  Phil- 
ippine veterans  of  World  War  II.  He 
has  been  a member  of  the  West 
Point  Board  of  Visitors  for  11  years. 

Humorist:  The  final  Conference 
speaker  who  describes  himself  as 
"A  Humorist  with  a Message,”  is 
Mr.  Newt  Hielscher  of  Shreveport, 
La.  He  will  address  the  Conference 
on  “The  Contagious  Cure." 

Mr.  Hielscher  has  been  more  than 
15  years  on  the  banquet  and  meet- 
ing circuit  as  speaker  and  master  of 
ceremonies  for  conventions,  ban- 
quets, and  general  meetings.  He  is 
the  Knife  and  Fork  Club  speaker  of 
the  current  year.  He  has  been  15 
years  in  the  life  insurance  business, 
serving  in  various  positions.  He  is  a 
graduate  of  Texas  A & M University. 
He  taught  seven  years  in  the  public 
schools  and  then  returned  to  A & M 
where  he  served  11  years  as  a pro- 
fessor and  as  assistant  to  the  dean 
of  engineering.  After  18  years  of 
teaching,  he  switched  to  insurance. 
He  is  now  devoting  full  time  to  fill- 
ing speaking  engagements. 

Specializing  in  “A  good  laugh  and 
something  to  think  about,”  he  pre- 
sents what  he  calls  good  clean  hu- 
mor with  a mildly  serious  note  as 
the  climax. 

Dr.  Howard  R.  Dudgeon,  Jr.,  of 
Waco,  TMA  President,  and  Dr.  Wal- 
ter Walthall  of  San  Antonio,  Texas 
delegate  to  the  AMA,  will  preside 
over  the  opening  and  closing  Con- 
ference programs  respectively. 

Panel  Sessions:  Two  panel  discus- 
sions will  also  be  part  of  the  Con- 
ference program.  "Forecast  1968: 
Legislation,  Medical  Education,  and 
Political  Action,”  will  take  place  in 
the  morning.  Participants  on  the 
panel  and  their  speech  areas  are 
Dr.  Joe  T.  Nelson  of  Weatherford, 
chairman,  Council  on  Medical  Juris- 
prudence, Texas  Medical  Associa- 


tion, panel  moderator;  Dr.  A.  Rex 
Kirkley  of  Washington,  D.C.,  assist- 
ant manager,  AMA  Washington  of- 
fice, "What’s  Ahead  in  Congress  in 
1968”;  the  Hon.  R.  H.  Cory  of  Vic- 
toria, Representative,  43rd  Legisla- 
tive District  of  Texas,  “A  Preview  of 
the  Special  Session  of  the  Texas 
Legislature”;  Dr.  G.  V.  Brindley,  Jr., 
of  Temple,  President-elect,  Texas 
Medical  Association,  “The  Future  of 
Medical  Education  in  Texas”;  and 
Dr.  John  M.  Smith  of  San  Antonio, 
"The  Role  of  the  Physician  in  Po- 
litical Action  in  1968.” 

The  second  panel,  “A  Current  Re- 
port on  Major  Federal  and  State 
Medical  Programs,”  will  take  place 
in  the  afternoon.  Dr.  Charles  Max 
Cole  of  Dallas,  Speaker,  TMA  House 
of  Delegates,  will  preside.  Speakers 
will  be  Mr.  Walter  H.  Richter  of  Aus- 
tin, regional  director,  Office  of  Eco- 
nomic Opportunity;  Dr.  David  Wade 
of  Austin,  assistant  commissioner 
for  medical  administration,  Texas 
State  Department  of  Public  Welfare; 
Dr.  Doyle  Ferguson  of  Dallas,  med- 
ical director  of  Blue  Cross-Blue 
Shield  of  Texas;  Dr.  Spencer  Thomp- 
son of  Galveston,  associate  coordin- 
ator, regional  medical  programs  in 
Texas;  and  Mr.  Terrell  Blodgett  of 
Austin,  administrative  assistant  to 
the  governor  of  Texas. 

Orientation  Program:  An  Orientation 
Program  will  be  held  also  on  Jan.  20 
for  new  and  transfer  members  of 
TMA.  Presiding  over  the  program 
will  be  Dr.  Wendell  H.  Hamrick  of 
Houston,  Vice-Speaker,  TMA  House 
of  Delegates.  Speakers  and  their 
topics  will  be  as  follows:  Dr.  Elliott 
Mendenhall  of  Dallas,  vice-chairman, 
TMA  Board  of  Trustees,  "An  Ac- 
counting of  Stewardship,  What  Hap- 
pens to  Your  Dues”;  Dr.  James  H. 
Sammons  of  Baytown,  chairman, 
TMA  Board  of  Councilors,  “Medical 
Ethics — Obligations  of  the  Physi- 
cian to  His  Colleagues  and  to  the 
Profession”;  Mr.  Donald  M.  Ander- 
son of  Austin,  Assistant  Executive 
Secretary,  Texas  Medical  Associa- 
tion, “Serving  the  Doctors  of  Texas”; 
and  Mr.  C.  Lincoln  Williston  of  Aus- 
tin, Executive  Secretary,  Texas  Medi- 
cal Association,  "The  Role  of  Texas 
Medicine  in  Influencing  Federal  Med- 
ical Service  Programs." 

Other  Features:  The  Conference  will 
feature  several  additional  activities. 

At  noon  on  Saturday,  Jan.  20, 
Walter  Jetton  of  Fort  Worth  will  cater 
a luncheon  in  the  TMA  Headquarters 
Building  basement.  TMA  members 
and  guests  will  be  served  compli- 
ments of  TMA. 

Approximately  40  TMA  commit- 


tees, councils,  and  boards  will  meet 
at  various  times  during  the  Confer- 
ence weekend  in  order  to  conduct 
TMA  business  affairs.  The  Execu- 
tive Board  will  meet  at  9 a.m.  Sun- 
day, Jan.  21,  to  consider  committee, 
council,  and  board  reports. 

The  Woman's  Auxiliary  to  the 
Texas  Medical  Association  will  meet 
jointly  with  TMA  on  Jan.  20. 

TMA  LIBRARY  SURVEYS 
REFERENCE  REQUESTS 

Each  year  the  reference  requests 
of  the  Texas  Medical  Association 
Memorial  Library  reflect  the  inter- 
ests of  the  physicians  using  the  li- 
brary. A survey  of  requests  for  the 
first  eight  months  of  1967,  con- 
ducted by  Miss  Pauline  Duffield, 
head  librarian,  showed  that  96.4 
percent  of  the  total  number  of  re- 
quests (5,390)  were  for  scientific 
material.  Only  192  requests  were 
received  for  medical  economic  or 
lay  reading. 

Cardiovascular  information  was 
the  most  frequently  requested  (159 
times);  followed  by  cancer  (101  re- 
quests); obstetrics  and  gynecology 
(99  requests);  eye,  ear,  nose,  and 
throat  (99  requests);  neurology  (98 
requests);  psychiatry  (96  requests): 
gastroenterology  (94  requests);  sur- 
gery (92  requests);  general  medi- 
cine (91  requests);  and  orthopedics 
(82  requests). 

Sex  education  and  drug  addiction 
are  also  two  of  the  most  popular 
items  for  study  since  many  physi- 
cians are  being  asked  to  speak  on 
these  subjects. 

In  1963,  more  general  practition- 
ers (772)  used  the  library  than  any 
other  specialists.  Internists  were  the 
next  frequent  users  (452).  The  few- 
est number  of  visits  were  paid  by 
radiologists  (83)  and  urologists  (82). 

A 1966  study  of  the  most  fre- 
quently used  medical  journals 
showed  the  Journal  of  the  American 
Medical  Association  in  first  place 
with  607  loans. 

The  ten  most  used  scientific  jour- 
nals were:  (1)  Journal  of  the  Ameri- 
can Medical  Association  (607  loans); 
(2)  New  England  Journal  of  Medi- 
cine (284  loans);  (3)  American  Jour- 
nal of  Surgery  (242  loans);  (4)  Sur- 
gery, Gynecology,  and  Obstetrics  (233 
loans);  (5)  Archives  of  Surgery  (215 
loans);  (6)  Annals  of  Surgery  (197 
loans);  (7)  Texas  Medicine  (171 
loans);  (8)  Medical  Economics  (150 
loans);  (9)  American  Journal  of  Ob- 
stetrics and  Gynecology  (147  loans); 
and  (10)  Annals  of  Internal  Medi- 
cine (145  loans). 
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a note  today  to  attend  the 


Texas  Medical  Association 


Conference  on 

Medical  Service  & Legislation 

January  20,  1968 -TMA  Building- Austin 


8:30  a.m.  REGISTRATION  AND  WELCOME 

OPENING  SESSION 
SAM  THOMPSON  ROOM 

9:00  a.m.  REGISTRATION  AND  COFFEE 

HOWARD  R.  DUDGEON,  JR.,  M.D.,  Waco 

President 

Texas  Medical  Association 

9:15  a.m.  THE  CHALLENGES  AND  OPPORTUNITIES 
OF  1968 

HON.  ALLAN  SHIVERS,  Austin 

President 

Chamber  of  Commerce  of  the  United  States 

9:45  a.m.  CHANGING  PATTERNS  OF  MEDICAL 
SERVICE 

RUSSELL  B.  ROTH,  M.D.,  Erie,  Pa. 

Vice-Speaker,  House  of  Delegates 
American  Medical  Association 

10:15  a.m.  HEALTH  CARE  COSTS — TODAY  AND 
TOMORROW 

REX  KENYON,  M.D.,  Oklahoma  City 

Past  President 

Oklahoma  State  Medical  Association 

10:45  a.m.  COFFEE  BREAK 

11:00  a.m.  MORNING  PANEL  SESSION:  FORECAST 

1968:  LEGISLATION.  MEDICAL  EDUCATION, 
AND  POLITICAL  ACTION:  LIBRARY  STACK 
AREA 


11.00  a.m.  ORIENTATION  PROGRAM:  SAM 
THOMPSON  ROOM 
LUNCHEON:  BASEMENT 

Catering  by  Walter  Jetton,  Fort  Worth 
Compliments  of  Texas  Medical  Association 

1:30  p.m.  PANEL  SESSION:  A CURRENT  REPORT  ON 
MAJOR  FEDERAL  AND  STATE  MEDICAL 
PROGRAMS:  SAM  THOMPSON  ROOM 


CLOSING  SESSION 
SAM  THOMPSON  ROOM 

Presiding: 

WALTER  WALTHALL,  M.D.,  San  Antonio 

Texas  Delegate, 

American  Medical  Association 

3:30  p.m.  THE  FUTURE  OF  AMERICA  IN  SPACE 

HON.  OLIN  E.  TEAGUE,  College  Station 

Representative, 

6th  Congressional  District  of  Texas 

4:00  p.m.  THE  CONTAGIOUS  CURE 

NEWT  HIELSCHER,  Shreveport,  La. 

Humorist 

4:30  p.m.  ADJOURNMENT 

6:00  p.rn.  HOSPITALITY  HOUR 

Medical  Protective  Company,  Host 
Colonnade  Ballroom,  Commodore  Perry  Hotel 


(For  program  schedules  of  Panel  Sessions 
and  Orientation  Program,  turn  the  page.) 


Make  a Note! 
TMA  Conference  on 
Medical  Service 
and  Legislation 
Jan.  20,  1968 
Headquarters  Building 
Austin,  Texas 


ORIENTATION  PROGRAM 


PANEL  SESSIONS 

MORNING  PANEL 
LIBRARY  STACK  AREA 

11:00  a.m.  PANEL:  FORECAST  1968:  LEGISLATION. 

MEDICAL  EDUCATION  AND  POLITICAL 
ACTION 

Presiding: 

JOE  T.  NELSON,  M.D.,  Weatherford 

Chairman 

Council  on  Medical  Jurisprudence 
Texas  Medical  Association 

1.  WHAT'S  AHEAD  IN  CONGRESS  IN  1968 

A.  REX  KIRKLEY,  M.D.,  Washington,  D.C. 

Assistant  Manager,  Washington  Office 
American  Medical  Association 

2.  A PREVIEW  OF  THE  SPECIAL  SESSION 
OF  THE  TEXAS  LEGISLATURE 

HON.  R.  H.  "DICK"  CORY,  Victoria 

Representative, 

43rd  Legislative  District  of  Texas 
Chairman,  State  Affairs  Committee, 

60th  Session 

3.  THE  FUTURE  OF  MEDICAL  EDUCATION 
IN  TEXAS 

G.  V.  BRINDLEY,  JR.,  M.D.,  Temple 

President-Elect 

Texas  Medical  Association 


Saturday,  Sept.  30,  1967 
TEXAS  MEDICAL  ASSOCIATION 
Headquarters  Building,  Austin 


4.  THE  ROLE  OF  THE  PHYSICIAN  IN 
POLITICAL  ACTION  IN  1968 

JOHN  M.  SMITH,  JR.,  M.D.,  San  Antonio 

Member,  Board  of  Directors 
Texas  Political  Action  Committee 


SECOND  MORNING  SESSION 
SAM  THOMPSON  ROOM 

Presiding: 

WENDELL  H.  HAMRICK,  M.D.,  Houston 

Vice-Spea\er,  House  of  Delegates 
Texas  Medical  Association 

11:00  a.m.  AN  ACCOUNTING  OF  STEWARDSHIP; 
WHAT  HAPPENS  TO  YOUR  DUES 

ELLIOTT  MENDENHALL,  M.D.,  Dallas 

Vice-Chairman,  Board  of  Trustees 
Texas  Medical  Association 

1 1:20  a.m.  MEDICAL  ETHICS— OBLIGATIONS  OF  THE 
PHYSICIAN  TO  HIS  COLLEAGUES  AND  TO 
THE  PROFESSION 

JAMES  H.  SAMMONS,  M.D.,  Baytown 

Chairman,  Board  of  Councilors 
Texas  Medical  Association 

11:40  a.m.  SERVING  THE  DOCTORS  OF  TEXAS 

DONALD  M.  ANDERSON,  Austin 

Assistant  Executive  Secretary 
Texas  Medical  Association 

12:00  noon  LUNCHEON— BASEMENT 

Compliments  of  the  Texas  Medical  Association 

FIRST  AFTERNOON  SESSION 
SAM  THOMPSON  ROOM 

Presiding: 

CHARLES  MAX  COLE,  M.D.,  Dallas 

Speaker,  House  of  Delegates 
Texas  Medical  Association 

1:00  p.m.  THE  ROLE  OF  TEXAS  MEDICINE  IN 

INFLUENCING  FEDERAL  MEDICAL  SERVICE 
PROGRAMS 

MR.  C.  LINCOLN  WILLISTON,  Austin 

Executive  Secretary 
Texas  Medical  Association 


DISCUSSION  SESSION 


AFTERNOON  PANEL 
SAM  THOMPSON  ROOM 

1:30  p.m.  PANEL  SESSION:  A CURRENT  REPORT 
ON  MAJOR  FEDERAL  AND  STATE 
MEDICAL  PROGRAMS 

Presiding: 

CHARLES  MAX  COLE,  M.D.,  Dallas 

Speaker,  House  of  Delegates 
Texas  Medical  Association 

1.  OEO  MEDICAL  PROGRAMS  IN  TEXAS 

WALTER  H.  RICHTER,  Austin 

Regional  Director 

Office  of  Economic  Opportunity 

2.  TITLE  XIX  IN  TEXAS 

DAVID  WADE,  M.D.,  Austin 

Assistant  Commissioner  for  Medical 
Administration 

Texas  State  Department  of  Public  Welfare 

3.  TITLE  XVIII  IN  TEXAS 

DOYLE  FERGUSON,  M.D.,  Dallas 

Medical  Director 

Blue  Cross-Blue  Shield  of  Texas 

4.  HEART  DISEASE,  CANCER.  AND  STROKE 
PROGRAMS  IN  TEXAS 

SPENCER  G.  THOMPSON,  M.D.,  Galveston 

Associate  Coordinator 

Regional  Medical  Programs  in  Texas 

5.  COMPREHENSIVE  HEALTH  PLANNING  IN 
TEXAS  UNDER  PUBLIC  LAW  89-749 

MR.  TERRELL  BLODGETT,  Austin 

Administrative  Assistant  to  the  Governor 
State  of  Texas 


A Christmas  Qift  of  JCastiny  (Beauty 

Here  is  a little  bit  of  Texas  captured  on 
canvas  for  posterity  by  the  famous  South- 
western artist,  Porfirio  Salinas  and  repro- 
duced in  full  color  in  all  of  the  beauty  and 
charm  of  the  original. 

Through  a special  exclusive  arrangement 
with  Senor  Salinas,  The  Wallace  Engraving 
Company  of  Austin,  Texas  has  been  able 
to  reproduce  a series  of  Salinas'  favorite 
works  in  LIMITED  EDITIONS. 

This  group  of  seven  pastoral  scenes  is 
the  only  series  of  Salinas'  works  to  be  re- 
produced as  a group  and  offered  to  the 
public. 


WALLACE  ENGRAVING  CO. 

P.  O.  BOX  1485 
AUSTIN,  TEXAS  78767 


Gentlemen : 

Please  send  us  the  following  reproductions  @ $15.00  each: 

Ed  Breath  of  Spring" 

Ed  Pedernales  Country" 

Ed  Bluebonnet  Time  in  Texas" 

□ "Rio  Frio" 

□ "Bluebonnets  in  Shadow" 

□ "Deer  Country" 

Ld  "Lary  Aftrenoon" 

□ Boxes 

Q Check  inclosed  Ed 

Ed  Social  Notes 

@ $2.00  per  box 
Money  order  □ Cash 

NAME:. 

STREET 


STATE ZIP 


Porfirio  Salinas  puts  finishing  touches  on 
"Bluebonnets  in  Shadow" 


"His  is  not  the  art  of  neurosis  and  tranquilizers, 
but  of  hot  dirt  under  bare  feet,  of  lonely  shady 
oaks  beckoning  the  hiker,  of  watermelons  cooling 
in  the  creek.  . . 

The  words  are  from  an  article  in  the  September 
issue  of  Texas  Parade  Magazine.  They  describe  the 
world  and  works  of  Porfirio  Salinas,  the  artist  whose 
paintings  hang  in  the  White  House.  In  the  past 
few  years,  Salinas'  masterful  paintings  have  brought 
him  international  acclaim. 


These  large  limited  edition  lithographs  (illustrated 
here  in  reduced  size)  may  be  ordered  direct  from 
the  Wallace  Engraving  Company  on  a first  come 
first  serve  basis  until  the  edition  is  exhausted.  There 
will  positively  be  no  more  reproductions  of  these 
scenes  after  this  edition  is  sold. 


You  can  enjoy  the  rare  beauty  and  nostalgic 
charm  of  Salinas'  Texas  at  the  remarkably  low  price 
of 


ONLY 

$ 


15.00 


EACH 


plus  2%  sales  tax  for  Texas  residents. 


Order  yours  today  by  indicating  your  selection 
on  the  attached  coupon. 

If  you  are  not  completely  satisfied  with  your 
lithograph,  you  may  simply  return  it  to  us  in  good 
condition,  and  your  money  will  be  promptly  re- 
funded. 


SOCIAL  NOTES 

Social  notes  V/A  x Sy2  of  all  seven  illustrations  in 
full  color  are  available  at  $2.00  per  box  of  ten, 
a wonderful  gift  for  Texans  of  all  ages  everywhere. 


Bluebonnets  in  Shadow 


24"  x 16 


TEXPAC  AND  AMPAC 


Association ta,Al  ,ASStciaUon  and  the  ^erican  Medical 
continue  to  be  Wh  « , ln  poUtics  for  years  and  must 
the  oualitv  a“lvity  Protects  the  patient,  as  well  as 

tV6o  o T y a"d  practice  of  medicine.  The  efforts  of  legisla- 
aimed  a,  f®/103-1  J>VisP™ience  councils  and  individuals  are 

actIonaforlnme°d™ani8  leglslaUon.  ‘°  a0hieVe  faVorabla 

eatesTnd'/S/r?1'.*'5  \n  1961  by  vote  ot  the  AMA  House  of  Dele- 

S the’  Souse  or  Zeeft7sWPAC  ^ by  a aimilar  voba 

more  ffs?£S» 

than  are  persons  who  do  nothing.  y pux-L1'lcians 

How  do  political  action  committees  (PAC)  operate’  Usuallv 

Sictaran°drft«1ZedAat  three  leV6lS:  l0Ca1’  Congressional  Ss- 
}Z,°h  and  ?J;at®;  A Sr°uP  of  doctors  evaluates  the  political 
thinking  of  the  district,  talks  with  all  the  candidates  and  then 
chooses  the  candidate  who  is  believed  to  be  most  responsive  to 
the  objectives  of  good  medicine  and  who  will  seemingly  best  reu- 
se] erf  pd^10^6  ' S g6neral  Philos°Phy  of  government  He  is  no^ 
selected  or  supported  as  a Democrat  or  as  a Republican  but  sole- 

mlttees  areaSh1S  0f+hiS  P°litical  ^llefs.  Political  actTon  com- 
mittees are  bipartisan  and  must  remain  so,  because  a strone  two 

party  system  is  a political  necessity.  Competition  in private 
business  results  in  a better  product  at  a better  price  • the  same 
applies  in  politics.  AMPAC's  board  policy  is  not  to  identify  the 
candidates  whom  AMPAC  supports  unless  the  candidate  decides 
that  he  wants  this  information  made  public. 

6 AMPAC  took  part  in  131  campaigns  in  435  Coneres- 

s^o^bSc  «l"0re  th“  80  P™  °f  “a- 

a , Jf  you  are  not  now  a member  of  AMPAC  and  TEXPAC,  join  today. 
Ask  the  secretary  of  your  county  medical  society  for  information 

b°w  t0  j°in’  or  write  TEXPAC,  1905  N.  Lamar  Blvd. , Austin, 

t u / UO • 


Howard  R.  Dudgeon,  Jr.,  M.D. , 

President , 
Texas  Medical  Association. 
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What  the  Individual  Responsibility 
Program  Is  and  What  It  Is  Not 

INDIVIDUAL  RESPONSIBILITY  is  an 
American  tradition.  It  is  an  accepted  pat- 
tern of  accountability  for  one’s  own  actions. 
Even  now,  when  values  are  changing  rapidly 
in  many  areas  of  American  life,  most  mature 
individuals  have  accepted,  without  quarrel, 
the  philosophy  that  once  they  reach  legal 
maturity  they  are  responsible  for  their  own 
acts.  Our  courts  never  question  that  each 
person  must  pay  for  his  own  crimes  or  negli- 
gence, and  fulfill  his  own  contractual  obli- 
gations. 

The  foundations  of  our  Christian-Judaic 
faith  are  embedded  in  the  concept  that  we, 
as  individuals,  understand  our  obligations  to 
God  and  are  personally  accountable  to  Him 
for  our  acts  which  breach  His  law. 

Yet,  in  one  area  of  American  activity  and 
intercourse,  the  physician-patient  relation- 
ship, the  concept  of  individual  responsibility 
is  viewed  by  some  as  a devious  scheme  of  the 
medical  profession,  or  by  others  as  impracti- 
cal or  unworkable,  and  sometimes  by  insur- 
ance companies  as  contrariness  by  physi- 
cians. This  is  an  unfortunate  misunder- 
standing that  must  be  dispelled  by  good 
faith  and  communications  among  all.  The 
efforts  by  physicians  to  return  to  the  philos- 
ophy of  individual  responsibility  in  medical 
care  are  not  extraordinary,  improper,  or  un- 
usual. This  pattern  is  still  in  effect  for  that 
part  of  the  physician’s  services  which  are 
not  underwritten  by  a third  party,  private 
or  governmental. 

Definition:  What  do  we  mean  by  “indivi- 
dual responsibility”?  Simply  that  the  physi- 
cian deals  only  with  the  patient,  and  the  pa- 
tient makes  his  own  arrangements  with  a 
third  party  should  he  wish  to  depend  upon 
one.  Is  this  so  unusual?  In  America  today, 
goods  and  services  which  cost  more  than  a 
few  dollars  frequently  are  paid  for  with 
money  which  the  purchaser  borrows  from  a 
bank  or  lending  institution.  The  seller  re- 
ceives his  money  directly  from  the  purchaser 
who,  in  turn,  must  pay  his  obligation  to  the 
lender.  Why  should  this  same  pattern  be  re- 
garded as  improper  in  the  purchase  of  medi- 
cal services? 


Individual  responsibility,  in  terms  of  phy- 
sicians’ services,  means  direct  reporting  of 
necessary  medical  information  by  the  physi- 
cian to  his  patient  and  direct  billing  for 
these  services  to  the  patient.  The  patient 
pays  the  physician.  If  he  uses  a third  party 
to  underwrite  his  medical  service  expenses, 
he  handles  his  financing  or  reimbursement 
with  that  third  party. 

What  is  so  unusual,  improper,  or  devious 
about  the  use  of  individual  responsibility  in 
the  physician-patient  relationship? 

Patient’s  Rights:  The  patient  and  his  doc- 
tor need  to  be  able  to  associate  with  each 
other  in  an  atmosphere  of  frankness  and  full 
understanding.  The  patient  needs  to  under- 
stand his  rights  in  relation  to  the  party 
which  underwrites  the  expense  of  his  care. 
After  all,  he  has  purchased  the  underwriting 
through  premiums,  or  taxes,  or  through 
loans.  The  physician’s  time  with  the  patient 
should  be  spent  on  matters  of  medical  ser- 
vice, not  insurance  economics  or  clerical  de- 
tail. The  physician’s  staff  should  spend  most 
of  its  time  serving  the  patient’s  health  needs 
according  to  the  diagnosis  and  therapy  out- 
lined by  the  physician.  It  is  only  from  this 
approach  that  the  patient  gets  the  maximum 
value  from  his  health  dollar.  Further,  the 
patient  has  a right  to  know  how  much  he  is 
paying  for  his  medical  service,  item  by  item, 
and  should  not  be  by-passed  like  an  incompe- 
tent child  by  arrangements  which  are  be- 
tween an  underwriter  and  a physician. 

And  what  of  the  accountability  of  the 
physician?  His  ethical  obligation  is  to  his 
patient  or  the  patient’s  legal  guardian.  It  is 
the  doctor’s  duty  to  do  that  which  in  his 
professional  judgment  is  called  for  to  restore 
health  to  the  patient.  Yet,  if  a third  party 
holds  the  purse  strings  or  enters  otherwise 
into  the  relationship,  it  is  bound  to  interject 
an  element  of  influence  which  should  never 
have  a bearing  on  medical  decisions. 

IRP  and  the  Physician:  What  does  the 
physician  have  to  gain  by  advocating  and 
insisting  on  the  use  of  the  Individual  Re- 
sponsibility Program  in  his  relationships 
with  his  patients?  He  will  have  a franker, 
more  open  and  uncomplicated  relationship 
with  them.  He  will  be  able  to  use  his  judg- 
ment without  concern  about  the  attitudes  of 
any  party  other  than  his  patient.  He  will  be 
able  to  simplify  his  office  procedures  by  us- 
ing one  brief  form  to  replace  several. 

What  does  the  physician  stand  to  lose? 
Most  fearsome  is  ultimately  the  control  over 
the  patient-doctor  relationship.  Third  par- 
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ties,  bit  by  bit,  will  intrude  further  if  they 
aie  not  halted  now,  until  the  physician’s  ac- 
countability will  shift  to  the  third  party. 
The  physician  may  lose  some  income  to  the 
dishonest  patient  who  fails  to  meet  his  obli- 
gation. 

IRP  and  the  Patient:  What  does  the  pa- 
tient gain?  He  gains  more  “medical”  time 
foi  his  medical  dollar.  He  is  fully  informed 
of  the  charges  tor  his  care,  and  he  is  treated 
as  a financially  responsible  adult.  He  deals 
with  his  underwriter,  comes  to  know  its 
character,  and  can  make  judgments  about  it. 

What  does  he  stand  to  lose?  The  time  and 
tiouble  it  takes  to  write  on  a simple  form 
the  name  of  his  underwriter,  a policy  or  so- 
cial security  number,  and  his  own  name  and 
address. 

IRP  and  the  Third  Party:  Objections  to 
IRP  come  primarily  from  the  third  party, 
the  underwriter.  Basically,  they  are:  (1) 
the  mechanics  of  adapting  one  form  to  the 
procedures  of  all  companies,  and  (2)  that 
there  would  be  insufficient  proof  of  loss  on 
this  form  to  satisfy  the  insurer,  and  that 
shifting  the  burden  of  acquiring  added  proof 
of  loss  to  the  patient  would  engender  his  dis- 
pleasure and  irritation  with  both  the  physi- 
cian and  the  underwriter.  Neither  of  these 
objections  is  insurmountable.  First,  the  in- 
surance industry  has  already  agreed  on  a 
single,  simplified  form  which  has  been 
adopted  by  most  major  companies,  thus  the 
industry  is  working  in  the  direction  of  a 
form  as  simple  as  the  IRP  form.  Also,  the 
IRP  form  can  be  and  is  used  by  many 
physicians  who  care  for  medicare  patients, 
so  governmental  programs  do  not  exclude  its 
use.  Finally,  the  physician  can  choose  be- 
tween the  usual  Blue  Shield  direct  reim- 
bursement under  its  private  patient  pro- 
gram, or  he  can  decline  to  use  this  method 
and  Blue  Shield  will  accept  the  IRP  form 
from  the  patient. 

The  matter  of  how  much  information  is 
needed  for  proof  of  loss  is  disputable,  but 
when  compared  to  many  company  forms  the 
uniform  claims  form  adopted  by  the  Health 
Insurance  Council  greatly  reduced  the 
amount  of  information  required  for  proof  of 
loss.  Further,  the  medical  profession  has 
agreed  to  provide  supplemental  information 
when  there  is  a legitimate  need  for  it.  This 
is  a negotiable  point  on  which  an  under- 
standing can  be  reached.  I think  it  is  a legit- 
imate function  of  organized  medicine  to  use 
its  collective  influence  with  the  insurance 
industry  to  establish  an  agreement. 


How  IRP  Works:  The  mechanics  of  the 
Individual  Responsibility  Program  are  so 
simple  that  they  hardly  require  elaboration. 
^ne  f°rm>  the  “Attending  Physician’s 
statement,”  has  the  approval  of  the  Texas 
Medical  Association.  Arrangements  have 
been  made  with  The  Steck  Company  of  Aus- 
tin to  print  and  sell  these  forms.*  The  phy- 
sicicin  fills  out  the  brief  “Attending  Physi- 
cian s Statement  without  charge  and  gives 
it  to  his  patient.  The  patient  then  completes 
the  form  by  adding  his  own  name  and  ad- 
dress, the  name  of  his  insurance  company, 
his  policy  or  social  security  number,  and  em- 
ployer. His  signature  authorizes  the  insur- 
ance carrier  to  obtain  further  information 
from  the  physician  if  necessary  to  settle  a 
claim.  The  patient  then  sends  the  form  to  his 
insurance  carrier,  settles  his  own  claim,  and 
pays  his  own  medical  bills. 

Physicians  Must  Take  Initiative:  Indivi- 
dual responsibility  is  a traditional  and  ac- 
cepted American  social  value.  Its  advantages 
in  terms  of  material  and  moral  gain  to  the 
patient  far  exceed  any  inconvenience  he 
might  suffer.  For  the  physician  it  assures 
continuation  of  the  sanctity  of  the  doctor- 
patient  relationship — a point  of  far  greater 
value  to  the  true  physician  and  professional 
man  than  any  occasional  financial  loss.  I am 
convinced  that  with  the  exercise  of  mutual 
good  faith,  organized  medicine  can  meet 
with  the  health  insurance  industry  and  ulti- 
mately convince  its  representatives  that  the 
practice  of  individual  responsibility  will  not 
create  financial  ruin  for  the  industry,  but 
may  be  its  long-run  salvation  by  weaning 
away  from  Uncle  Sam  many  individuals  who 
otherwise  might  be  content  to  let  the  gov- 
ernment take  care  of  them.  Surely  if  the  cur- 
rent trend  continues,  there  will  be  virtually 
no  market  for  health  insurance. 

Therefore,  I suggest  that  the  real  catalyst 
in  this  program  is  the  physician.  If  he  ac- 
cepts it  whole-heartedly  and  advocates  and 
practices  it,  so  will  most  of  his  patients.  If 
he  does  not,  he  may  well  become  an  agent  of 
some  form  of  third  party.  Who  can  say  that 
if  the  physician  is  unwilling  to  fight  for  his 
own  and  his  patient’s  best  interests,  such  a 
demeaning  role  is  not  deserved? 

—James  H.  Sammons,  M.D.,  Baytown, 
Chairman,  Board  of  Councilors. 

* Request  Form  #H-481  (revised  May,  1967)  from 
Mr.  Alvin  Jones,  The  Steck  Company,  Box  968 
Austin,  Texas  78767. 
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BREAST  DISEASES: 
NEWER  RADIOLOGIC  AIDS 


JACOB  GERSHON-COHEN,  M.D. 

Research:  Three  possible  means  of  de- 
tecting localized  (stage  I)  breast  cancers 
have  come  into  prominence.  These  are 
mammography,  thermography,  and  xer- 
ography. When  cancers  are  detected  in 
stage  I,  with  a diameter  less  than  2 cm. 
and  without  metastasis  to  axillary  lymph 
nodes,  it  has  been  proved  that  five-year 
survivals  can  be  attained  in  some  85  per- 
cent of  cases.  The  author  has  compiled 
evidence  to  support  the  value  of  all  three 
disciplines  in  the  vital  earlier  detection 
of  breast  cancer. 

IN  SPITE  OF  significant  advances  in  surgery,  radio- 
therapy, and  the  availability  of  chemotherapy,  the 
mortality  statistics  for  breast  cancer  have  not  changed 
materially  during  the  past  few  decades. 

Generously  supported  propaganda  aimed  at  induc- 
ing women  to  take  immediate  heed  of  any  newly  dis- 
covered lump  in  the  breast  seems  to  have  had  little 
effect  on  survival  statistics.  Women  now  discover  95 
percent  of  their  own  tumors,  but  the  cancers  found  at 
operation  average  more  than  3.5  cm.  in  diameter  and 
metastasis  has  already  occurred  in  65  percent.1  It  is 
no  wonder  that  five-year  survivals  average  only  45-50 
percent!  If  stage  I cancers  could  be  detected  more 
frequently  when  the  diameter  of  the  cancer  is  less 
than  2 cm.  and  metastasis  has  not  yet  occurred,  it 


has  already  been  proved  that  five-year  survivals  can 
be  attained  in  some  85  percent.  For  this  reason, 
mammography,  thermography,  and  xerography  have 
come  into  prominence  as  possible  means  of  detecting 
localized  breast  cancers. 

Mammography:  Mammography  has  at  least  come  of 
age,  some  50  years  after  its  introduction  by  Salomon.2 
Its  value  is  now  well  documented.3'6  Patients  with 
breast  symptoms,  especially  those  with  palpable 
masses,  often  will  be  found  to  have  x-ray  findings  sug- 
gesting the  advisability  of  biopsy  when  the  decision 
is  otherwise  difficult.  This  is  true  in  almost  25  percent 
of  the  cases.  In  only  10-15  percent  do  the  x-ray  find- 
ings fail  to  contribute  to  the  diagnosis  (Fig.  I).4 
Among  514  patients  with  breast  cancer,  26  percent 
had  symptoms  or  signs  which  left  the  surgeon  in 

Comparative  Accuracy  of  Clinical  and  Roentgenographic 
Diagnoses  of  514  Cases  of  Breast  Cancer 


PP3  Metastase* 

Fig.  1.  Comparative  accuracy  of  clinical 
and  roentgenographic  diagnoses  of  514  cases 
of  breast  cancer. 
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doubt  as  to  the  advisability  of  a biopsy;  but  biopsy 
was  not  postponed  because  of  the  positive  indications 
advanced  by  the  roentgenologist.  In  this  segment  the 
incidence  of  axillary  metastasis  was  less  than  half  of 
that  in  the  other  segments  of  this  group. 

Among  healthy  women  without  breast  symptoms, 
the  picture  is  quite  different.  A ten-year  mammog- 
raphic  survey  was  recently  completed  at  the  Albert 
Einstein  Medical  Center  in  Philadelphia.  Some  1,120 
women  over  35  years  of  age  reported  for  mammog- 
raphy at  six-month  intervals.  Thirty-six  cancers  were 
found  in  33  of  these  women,  bilateral  lesions  having 
occurred  in  three  of  the  group.  The  average  diameter 
of  the  lesions  was  1.1  cm.,  and  70  percent  were 
classified  stage  I (Fig.  2).  Five-year  survival  in  some 
85  percent  could  be  anticipated  in  this  group.  The 
results  of  this  study  strongly  affirm  that  the  screening 
potential  of  mammography  is  not  unlike  that  of  Pap- 
anicolaou’s stain  for  the  detection  of  early  cancer  of 
the  cervix. 


As  a screening  program  on  a large  scale,  mammog- 
raphy cannot  be  effectively  implemented  until  a suffi- 
cient number  of  trained  radiologists  is  available.  The 
training  and  cost  factors  involved  in  such  ventures  are 
probably  outside  the  province  of  individual  roentgen- 
ologists, but  health  authorities  could  appropriately 
assume  this  responsibility.  Shapiro  and  others7  of  the 
Health  Insurance  Plan  of  New  York  are  in  the  process 
of  evaluating  the  practicality  of  this  idea  for  the 
US  Public  Health  Service. 

Thermography:  Fever,  as  registered  by  the  clinical 
thermometer,  has  long  been  known  to  signify  illness; 
but  detection  of  localized  skin  temperature  elevations 
has  received  scant  attention. 

My  colleague,  Dr.  Jo  Ann  D.  Haberman,  and  I have 
employed  thermographic  apparatus  (Barnes  Engineer- 
ing Co.,  30  Commerce  Rd.,  Stamford,  Conn.  06902) 
at  the  Albert  Einstein  Medical  Center  since  1962 
principally  for  the  detection  of  breast  cancer.8  Each 


COMPARATIVE  DATA 


ROENTGEN  SURVEY  OF 


BREAST  CANCERS 


1120  ASYMPTOMATIC  WOMEN  IN  THE 

( 36  cancers  in  33  women  in  10  years  ) GENERAL  POPULATION 


Average 

Diameter 


3.5cm. 


MMIary  65% 
Metasteses 


ANTICIPATED  5 YEAR  SURVIVAL 

70-80%  45-50% 

Fig.  2.  Mammographic  screening  project  of  ten  years’  duration. 
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Fig.  3.  a.  and  b.  Mammograms  of  the  right  and  left  breasts,  c.  Thermogram 
of  this  patient  showing  a hot  area  of  skin  over  the  lesion  in  the  upper 
inner  quadrant  which  was  1 .5  C warmer  than  a similar  area  of 
the  opposite  breast. 


thermogram,  or  topographic  map  of  the  surface  being 
scanned,  contains  some  60,000  bits  of  temperature 
information,  which  are  portrayed  photographically  in 
a mosaic  of  grays.  The  lighter  tones  indicate  "hot 
spots,"  the  darker  tones  "cool"  areas.  The  differences 
between  the  various  shades  are  ascertained  by  sev- 
eral means,  including  comparison  with  a standardized 
temperature  scale  simultaneously  recorded  on  the 
thermogram,  using  either  densitometric  comparators, 
oscilloscopic  tracings,  isothermic  pictures,  or  televi- 
sion monitors.8 

The  breasts  of  more  than  4,000  patients  have  been 
thermographed  to  date.  Thermographic  analysis  of 
200  consecutive  breast  cancers  has  revealed  the  pres- 
ence of  a localized  "hot  spot"  over  the  lesion  in  94 
percent  (Table  1). 

As  with  the  clinical  thermometer,  the  mere  record- 
ing of  a hot  spot  on  the  thermogram  does  not  signify 
a particular  disease.  Other  breast  ailments  besides 
cancer  are  associated  with  localized  skin  temperature 
elevations,  and  even  the  breasts  of  healthy  women  will 
display  hot  spots  in  a small  percentage  of  cases.  On 
the  other  hand,  when  no  localized  temperature  rise  is 
found,  the  presence  of  disease  is  quite  unlikely.  Since 
heat  patterns  of  the  breasts  among  normal  women 
vary  widely,  the  radiologist  must  acquire  familiarity 
with  the  common  variations  before  he  can  reliably 
interpret  abnormal  patterns. 

When  breast  disease  is  suggested  mainly  by  ther- 
mographic findings,  the  etiologic  diagnosis  must  be 
made  only  within  the  context  of  a thorough  history 
and  a complete  physical  examination.  For  example, 
the  cancer  in  the  upper  portion  of  the  left  breast  was 


palpable  (Fig.  3),  but  because  it  was  one  of  several 
freely  movable  masses,  the  surgeon  was  undecided 
about  the  necessity  for  a biopsy.  Biopsy  was  not  post- 
poned, however,  because  of  the  positive  mammog- 
raphic  and  thermographic  evidence.  A thermographic 
hot  spot  has  been  the  sole  clue  to  a cancer  in  approx- 
imately 5 percent  of  the  last  300  cases  we  analyzed. 

En  masse  thermography  might  be  considered  as  a 
preliminary  method  of  breast  cancer  screening,  re- 
serving mammography  for  women  with  suspicious 
temperature  patterns.  Only  about  6 percent  of  breast 
cancers  fail  to  disclose  themselves  via  a rise  in  super- 
jacent skin  temperature,  and  only  about  25  percent 
of  women  with  normal  or  dysplastic  breasts  are  apt 
to  have  localized  hot  spots.  Mammography  could  then 
be  used  in  this  segment  to  ferret  out  cancer,  thus 
sparing  75  percent  the  necessity  of  further  studies — 
a substantial  saving  in  energy  and  expense.  A pro- 
gram of  this  nature  is  currently  being  tested  by  the 
collaborative  efforts  of  several  institutions  under  the 


Classification 
of  Pathology 

No.  With 
Greater  Than 

1 C Variation 

No.  With 
Less  Than 

1 C Variation 

% Greater  Than 
1 C Variation 

Cancer 

188 

12 

94 

Dysplasia* 

74 

126 

37 

Normal 

33 

167 

17 

* Dysplasias  include  mazoplasia  fibrosa,  mazoplasia  cystica,  adeno- 
fibroma,  adenosis,  epithelial  hyperplasia  and  papillomatosis,  duct 
ectasia,  plasma  cell  mastitis,  and  mastopathy  due  to  retarded  in- 
volution of  the  aged  breast. 

Table  1.  Incidence  of  skin  temperature 
elevation  in  breasts  of  200  women  with 
cancer,  200  with  dysplasias*  and  200 
with  no  pathologic  change. 
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Fig-  4.  a.  Xerogram,  b.  Mammogram  of 
fibrocystic  disease  in  a 40-year-old  woman. 
1 he  structural  details  of  the  breast  and  cvst 
are  more  sharply  contrasted  in  the  xerogram 
than  in  the  mammogram. 


Reprinted  with  permission  from  Ruzicka,  F.  F.,  et  al.1" 


auspices  of  the  American  Cancer  Society.  The  results 
should  be  most  interesting. 

Xerography:  Instead  of  securing  an  x-ray  image  on 
photographic  film,  a selenium-coated  metal  plate  may 
be  used  in  a procedure  called  xerography.  Subjecting 
a selenium-coated  surface  to  an  electrical  charge  be- 
fore making  an  x-ray  exposure  causes  a leaking  off  of 
the  charge  onto  the  selenium  in  direct  relationship  to 
the  x-ray  exposure.  Development  of  the  plate  is  then 
carried  out  under  a cloud  of  oppositely-charged  pow- 
der in  a light-proof  box.  Each  step  of  the  procedure 
requires  careful  monitoring  and  the  problems  occa- 
sioned by  dust  and  moisture  can  at  times  be  trouble- 
some. 

The  result  is  worth  the  effort,  however,  for  on  xero- 
grams, unlike  mammograms,  all  of  the  tissues  of  the 
breast  including  the  skin  can  be  portrayed  with  a sin- 
gle exposure  (Fig.  4).  The  superior  bas-relief  effect 
stems  from  accentuation  of  slight  differences  of  boun- 
dary densities  which  are  otherwise  blurred  on  roent- 
genograms. 

Roach  and  others  suggested  xerography  for  breast 
studies  in  1955. 9 Ruzicka  and  his  group  have  recently 
studied  the  technique  more  extensively.10  While  they 
are  convinced  that  xerography  shows  much  promise, 
they  would  prefer  having  faster  acting  selenium  plates 
to  make  possible  shorter  x-ray  exposures. 

Conclusions  and  Summary:  As  long  as  the  medical 
profession  postpones  examining  the  breast  until  the 
patient  appears  with  symptoms,  a significant  number 
of  small,  curable  cancers  is  bound  to  be  missed. 
Large-scale  screening  programs  are  feasible  once 
enough  trained  radiologists  and  financial  support  be- 
comes available;  in  the  meantime,  no  woman  with 
breast  complaints  need  be  denied  the  benefit  of 
mammography. 

Thermography,  a discipline  still  in  its  infancy,  may 


prove  valuable  as  a means  of  detecting  small  breast 
cancers.  Thermograms  have  already  pinpointed  can- 
cers not  suspected  clinically. 

Xerography,  when  its  present  limitations  are  over- 
come, may  have  some  diagnostic  advantages  over 
mammography. 

All  three  disciplines  are  unquestionably  vital  to  the 
earlier  detection  of  breast  cancer  and  could  be  wisely 
embraced  by  the  medical  profession. 
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BREAST  CANCER: 
RADIATION  EFFECTS 
ON  THE  MYOCARDIUM 


ELMER  E.  COOPER,  M.D. 

Clinical  Medicine:  Thirty  patients,  male 
and  female,  under  50  years  of  age,  were 
studied;  and  postoperative  megavoltage 
radiation  to  the  left  chest  for  breast  can- 
cer was  seen  to  produce  electrocardio- 
graphic changes.  Patients  with  right 
breast  radiation  therapy  showed  no  ECG 
changes  during  or  after  therapy  and 
served  as  controls.  In  each  instance  of 
irradiation  to  the  left  chest,  however, 
ECG  abnormalities  occurred  during  ther- 
apy and  worsened  for  six  months  after 
completion  of  treatment.  When  mega- 
voltage therapy  is  offered  postoperative- 
ly  as  prophylactic  treatment  for  “left” 
breast  cancer,  the  likelihood  of  occult 
disease  being  effectively  treated  must  be 
weighed  against  the  possibility  of  myo- 
cardial injury. 

THROUGH  THE  YEARS,  the  heart  has  been  regarded 
as  the  least  sensitive  of  intrathoracic  organs  inciden- 
tally irradiated  in  the  treatment  of  adjacent  tumor. 
Shields  Warren1  reported  in  1942  that  the  myocardium 


was  not  particularly  sensitive  to  radiation  and  that 
fairly  heavy  doses  would  be  absorbed  without  percep- 
tible effects.  With  the  advent  of  megavoltage  therapy 
and  rotational  techniques,  higher  depth  doses  can  be 
delivered  than  ever  before  and  the  absolute  radiosen- 
sitivity of  the  vessels  and  muscle  fibers  of  the  heart 
should  be  reexamined.  The  hazards  of  radiation  to 
skin,  blood,  bone,  kidneys,  central  nervous  system, 
elastic  arteries,  lung,  and  mediastinum  have  been  rec- 
ognized and  described.  There  has  been  little  published 
concerning  the  effect  on  the  heart  per  se,  when  radia- 
tion is  directed  to  the  chest. 

General  Review:  Hartman2  described  T wave  inversion 
in  all  standard  leads  and  atrial  fibrillation  and  flutter 
as  an  effect  of  experimental  chest  radiation  in  dogs  as 
early  as  1927.  At  autopsy  there  was  pericardial  fibro- 
sis and  edema  of  myocardium.  In  1949  Gloriozov3  re- 
ported clinical  and  electrocardiographic  effects  of  ra- 
diation to  the  heart  in  ten  patients  treated  for  lung  or 
esophageal  cancer.  He  noted  tachycardia  and  extra 
systoles  and  at  autopsy  found  degenerative  changes 
in  the  myocardium.  In  1954  Tricot4  discussed  breast 
cancer  treatment  with  radiation  and  reported  subinti- 
mal  fibrosis  of  the  coronaries  and  fibrosis  with  scar- 
ring of  the  endocardium  in  hearts  where  there  was  no 
demonstrable  atherosclerosis. 

In  1958  Pearson5  described  two  cases  of  extensive 
myocardial  infarction  occurring  six  months  after  chest 
radiation  for  breast  carcinoma  in  women  under  the 
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3ge  of  50.  Neither  had  previous  evidence  of  heart  dis- 
ease. At  autopsy,  the  small  and  medial  arteries  were 
found  to  be  occluded  by  intimal  proliferation.  Hurst6 
in  1959  reported  a case  of  radiation  fibrosis  of  the 
pericardium  with  cardiac  tamponade  in  a 34-year-old 
woman  after  two  courses  of  radiation  therapy  for 
Hodgkin's  disease.  At  autopsy,  the  myocardium  also 
showed  widespread  replacement  of  muscle  fibers  by 
connective  tissue.  There  was  obvious  thickening  of  the 
endothelium  of  the  blood  vessels  and  narrowing  of  the 
lumen  by  fibrosis. 

Rubin'  demonstrated,  in  three  cases,  anatomical 
evidence  of  cardiac  damage  following  thoracic  radia- 
tion. Two  of  these  patients  succumbed  to  the  myo- 
cardial disease  itself.  At  autopsy,  there  was  thickening 
and  fibrosis  of  the  pericardium  which  was  adherent 
to  the  epicardium.  The  myocardium  in  each  instance 
showed  widespread  fibrosis;  and  the  coronary  vessels 
were  damaged,  with  intimal  proliferation,  narrowing 
and  thrombosis.  In  one  case  there  was  a necrotic  area 
at  the  apex  of  the  left  ventricle  with  rupture. 

Dollinger,8  in  a recent  Journal  of  the  American 
Medical  Association  article,  discussed  a case  of  myo- 
cardial infarction  secondary  to  postirradiation  fibrosis 
of  the  coronary  arteries.  His  patient  was  a 31-year-old 
man  with  Hodgkin’s  disease  who  was  treated  with 
1,440  rads  for  esophageal  stricture.  Two  months 
later,  the  patient  had  an  acute  inferior  myocardial 
infarction.  Six  years  later,  the  patient  had  another 
course  of  2,770  units  of  radiation  to  the  mediastinum, 
resulting  in  a total  of  4,210  rads  during  the  six-year 
interval.  The  patient  died  of  the  disease  two  years 
later.  At  autopsy  there  was  epicardial  scarring  over 
the  right  ventricle;  the  right  ventricular  myocardium 
was  replaced  by  fibrous  tissue;  and  there  was  a pos- 
terior septal  scar.  The  left  coronary  was  widely  patent 
and  showed  only  an  occasional  small  plaque  of  ath- 
erosclerosis. The  right  coronary,  however,  was  changed 
to  a pliable  fibrous  cord  with  a pin-point  lumen  with 
obliteration  extending  the  full  length  of  the  right  cir- 
cumflex coronary  artery.  There  was  minimal  athero- 
sclerosis in  this  occluded  vessel. 

Whitfield9  has  dealt  with  four  cases  developing 


electrocardiographic  changes  during  or  following  ra- 
diotherapy to  the  thorax. 

In  the  sporadic  cases  of  radiation  induced  cardiac 
changes  described  in  the  literature  since  1949,  there 
were  many  abnormalities  noted.  Tachycardia,  prema- 
ture systoles,  atrial  flutter  and  fibrillation  were  noted 
clinically  and  electrocardiographically.  Occasionally  T 
wave  alterations  were  seen.  Most  of  these  changes 
occurred  in  women  receiving  irradiation  for  breast 
carcinoma  after  radical  mastectomy.  The  reports  of 
electrocardiographic  changes  occurring  in  association 
with  radiation  treatment  of  cancer  of  the  breast  sug- 
gest serious  myocardial  effects.  This  would  influence 
the  morbidity  and  mortality  of  the  disease  and  re- 
quires that  serious  reconsideration  be  given  to  the 
plan  of  therapy. 

Method  of  Study:  In  an  attempt  to  determine  poten- 
tial deleterious  effects  of  radiation  to  the  heart,  it  is 
best  not  to  consider  the  x-ray  therapy  of  intrathoracic 
tumors  such  as  thymomas,  bronchiogenic  carcinomas, 
and  esophageal  carcinomas.  It  is  possible  that  the 
intrinsic  disease  itself  and  the  effects  of  radiation  to 
the  diseased  tissue  may  adversely  affect  the  con- 
tiguous pericardium  and  myocardium.  For  this  investi- 
gation it  was  thought  better  to  study  the  heart  follow- 
ing radiation  therapy  for  carcinoma  of  the  breast  in 
women  after  mastectomy.  To  effectively  radiate  any 
cancer  cell  in  the  internal  mammary  artery  and  lymph 
group,  the  myocardium,  by  virtue  of  its  anatomical 
position,  is  exposed  incidentally  to  significant  amounts 
of  radiation.  Also  the  removal  of  the  breast,  pectoral 
muscle,  and  fat  leaves  little  distance  between  skin 
and  the  anterior  surface  wall  of  the  heart. 

Of  special  importance  in  the  selection  of  this  group 
is  the  obvious  fact  that  the  peak  age  incidence  in 
female  breast  carcinoma  is  considerably  earlier  in  life 
than  the  peak  age  incidence  of  atherosclerosis  of  cor- 
onaries with  its  resultant  myocardial  damage.  There- 
fore, in  the  premenopausal  or  early  menopausal 
younger  woman,  one  would  be  less  apt  to  consider 
mistakenly  changes  induced  by  radiation  as  being 
atherosclerotic  in  origin  than  as  direct  vascular  and 
myocardial  organic  effects  of  the  radiation. 
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Radiation  Technique:  In  many  centers  today,  x-ray 
treatment  for  carcinoma  of  the  breast  after  mastec- 
tomy consists  of  the  modified  McWhirter  technique. 
At  our  institution,  the  cobalt  60  unit  is  used  with  10 
by  17  cm.  bolussed  ports,  at  75  cm.  source  surface 
distance,  with  16-22  cm.  separation.  Opposing  medial 
and  lateral  tangential  fields  to  the  chest  wall  to  in- 
clude the  internal  mammary  chains  are  given  257 
rads  daily  for  15  treatments  totaling  3,855  rads.  Each 
patient  also  receives  a total  surface  dose  of  4,500 
rads  to  the  specified  supraclavicular  area  including 
the  axilla.  The  concentration  of  radiation  within  the 
thorax  may  be  illustrated  by  orientation  of  the  heart 
in  its  relationship  to  the  chest  wall  and  the  isodose 
distributions  as  shown  in  Figs,  la  and  lb.  Obviously, 
the  maximum  irradiation  of  the  heart  occurs  in  a thin 
patient  after  left  radical  mastectomy  such  as  in  Fig. 
la.  Conversely,  the  patient  with  a thick  chest  wall  and 
carcinoma  of  the  right  breast  without  surgery,  or  after 
simple  mastectomy,  receives  the  least  amount  of  radi- 
ation to  the  heart,  Fig.  lb. 


CobC't-60  'socose  distribution  to  LEFT  Chest 


Fig.  la.  Typical  isodose  distribution  of 
radiation  within  the  thorax  with  reference  to 
the  heart  and  the  positions  of  electrocardio- 
graphic electrodes  in  the  left  postmas- 
tectomy-treated group. 


In  the  left  postmastectomy-treated  group,  the  an- 
terior cardiac  wall,  mostly  right  ventricle,  may  receive 
up  to  a maximum  of  4,200  rads.  In  the  right  post- 
mastectomy-treated  patients,  only  a very  small  area 
of  the  right  heart  receives  over  2,000  rads,  and  the 
left  ventricle  is  exposed  to  a minimum  of  radiation. 

There  is  a definite  correlation  between  the  electro- 
cardiographic changes  observed  and  the  side  of  the 
chest  exposed  to  radiation.  Figs,  la  and  lb  show  the 
relation  of  the  placement  of  the  electrocardiographic 
electrodes  and  the  isodose  intensities.  One  finds  defi- 
nite precordial  V.,,  V3,  V4,  and  V5  changes  in  the  trac- 
ings when  radiation  is  directed  to  the  left  chest;  and 
the  exposure  is  maximum  to  the  anterior  wall  of  the 
heart  (Fig.  la).  By  contrast,  when  radiation  is  directed 
to  the  right  breast  area,  there  is  considerable  sparing 
of  the  myocardium,  as  noted  in  Fig.  lb.  Only  minimal 
changes,  if  any,  would  be  anticipated  in  precordial 
leads  of  the  electrocardiograms.  These  facts  were  sub- 
stantiated in  the  cases  studied. 


I 


Fig.  lb.  Typical  isodose  distribution  of 
radiation  within  the  thorax  with  reference 
to  the  heart  and  the  positions  of  electro- 
cardiographic electrodes  in  the  right  post- 
mastectomy-treated group. 
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Clinical  Material:  A survey  was  made  of  30  patients 
under  age  50  receiving  radiotherapy  for  breast  carci- 
noma. Twenty-nine  were  women  with  an  average  age 
of  46,  and  one  was  a 50-year-old  man.  Each  patient 
was  treated  postoperatively  by  the  modified  McWhir- 
ter  technique  as  described  previously.  Fourteen  of 
this  group  were  irradiated  to  the  right  chest  and  16  to 
the  left  chest.  Electrocardiograms,  to  serve  as  the 
control,  were  taken  three  to  four  weeks  after  surgery, 
prior  to  radiation  treatment.  The  tracings  were  re- 
peated at  weekly  intervals  during  the  three  weeks  of 
the  treatment,  then  monthly  for  three  months,  and 
finally  at  three-month  intervals.  In  the  group  whose 
left  chests  were  irradiated,  two  patients  have  been 
followed  for  eight  months,  four  for  one  year,  four  for 
one  and  a half  years,  four  for  two  years,  and  two 
for  three  years.  The  14  patients  irradiated  for  right 
breast  carcinoma  were  followed  with  electrocardio- 
graphic tracings  for  six  months  after  therapy. 
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Fig.  2.  Case  1.  The  serial  electrocardio- 
grams are  unaltered  in  this  50-year-old 
woman  whose  right  chest  was  irradiated 
after  postmastectomy . Low  isodose 
exposure. 


None  of  the  group  whose  right  breasts  were  treated 
developed  ECG  changes  (Fig.  2).  However,  in  each 
instance  of  irradiation  to  the  left  chest,  prompt  and 
extensive  ECG  abnormalities  developed.  The  changes 
usually  occurred  during  the  first  ten  treatments  and 
in  some  alterations  occurred  after  the  second  treat- 
ment. The  changes  progressed  after  therapy,  reaching 
in  most  cases,  the  peak  of  inverted  T wave  changes 
by  the  sixth  month.  Some  of  the  tracings  improved 
by  the  end  of  the  first  year,  apparently  through  col- 
lateral circulation;  but  most  remained  abnormal  during 
the  follow-up  studies.  None  reached  their  normal 
control  pretreatment  patterns,  even  those  followed  for 
three  years.  Three  have  developed  positive  Master 
“2-step”  exercise  tests. 

The  specific  ECG  changes  occurring  in  the  group 
with  left  chests  irradiated  were  consistently  deeply 
inverted  Pardee”  T waves,  peaked  and  symmetrically 
limbed  in  precordial  V,,  V3,  and  V4,  and  with  flatten- 
ing and  varying  inversions  of  the  T wave  in  limb  lead 
I,  augmented  vector-left  arm  (AVL)  and  precordial 
V5  and  V6.  These  changes  may  be  correlated  with  the 
placement  of  electrodes  and  the  heavier  isodose  dis- 
tributions of  radiation  within  the  thorax  (Fig.  la).  In- 
terpretations of  the  development  of  anterior  wall 
ischemia  in  the  electrocardiograms  suggest  myocar- 
dial organic  changes  from  radiation  occurring  "tem- 
porally” and  “structurally. ”s 

Case  Histories:  Case  1 (Fig.  2).  A 50-year-old  woman 
had  radical  mastectomy  for  anaplastic  carcinoma  of 
the  right  breast  and  was  treated  by  radiation  one 
month  later,  using  the  modified  McWhirter  technique. 
This  consisted  of  a total  exposure  of  3,900  rads  to 
the  right  chest  wall,  by  medial  and  lateral  tangential 
ports,  and  4,500  rads  to  the  right  supraclavicular 
area  to  include  the  axilla.  The  treatments  were  divided 
into  15  doses  over  a period  of  three  weeks  which  was 
tolerated  without  ill  effects.  At  the  onset  of  therapy 
the  cardiovascular  system  was  normal.  The  white 
blood  count  (WBC)  dropped  slightly,  the  serum  lactic 
dehydrogenase  (LDH)  rose  insignificantly  during  ther- 
apy, and  no  cardiac  complaints  were  noted. 

The  isodose  distribution,  as  seen  in  Fig.  1,  indicates 
a low  intensity  of  exposure  to  the  anterior  wall  of  the 
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myocardium.  In  this  instance,  as  in  each  of  the  other 
13  cases  in  which  the  right  chest  was  irradiated,  there 
were  minimal  or  no  electrocardiographic  changes. 
Thus,  as  seen  in  Fig.  2,  the  tracings  taken  two  weeks 
after  the  start  of  therapy  and  followed  for  four  months 
were  all  unaltered  by  the  radiation,  and  were  identical 
to  the  normal  control.  This  is  in  striking  contrast  to 
what  will  be  seen  by  analysis  of  the  electrocardio- 
graphic changes  in  the  group  with  left  chests  irradi- 
ated. 

Case  2 (Fig.  3).  A 42-year-old  woman  had  left 
radical  mastectomy  July  15,  1965,  for  adenocarci- 
noma. Radiation,  using  the  Co00  therapy  machine, 
was  started  five  weeks  postoperatively.  The  patient 
was  normotensive;  and  there  was  no  historical,  clini- 
cal, electrocardiographical,  or  radiological  evidence  of 
heart  disease.  She  received  4,500  rads  surface  dose 
to  the  left  supraclavicular  area  in  15  treatments 
through  a single  anteroposterior  port.  In  addition,  she 
received  3,550  rads  tumor  dose  to  the  left  breast 
area  and  chest  wall  in  15  treatments  in  three  weeks’ 
time.  The  patient  tolerated  the  therapy  well,  and  there 
was  no  skin  reaction. 


Fig.  3 shows  a normal  control  ECG  on  the  day  be- 
fore therapy.  In  two  days  there  were  T wave  inversions 
in  Vo,  V3,  and  V4.  At  the  end  of  the  first  week  of 
therapy  there  was  profound  inversion  of  the  T waves 
of  V9,  V3,  V4,  and  terminal  inversion  in  V5.  Lesser 
changes  were  seen  in  the  T wave  of  lead  I,  AVL, 
and  V0. 

At  the  end  of  the  second  week  of  treatment,  the 
electrocardiogram  remained  abnormal;  and  the  T 
waves  in  V„,  V3,  and  V4  became  deeply  coved  and 
inverted;  and  V-  showed  inversion.  Three  weeks  after 
the  termination  of  treatment  (six  weeks  since  start  of 
therapy),  the  ECG  remained  abnormal.  Three  months, 
six  months,  and  one  year  later,  the  pattern  remained 
unimproved.  The  tracing  taken  18  months  after  ther- 
apy showed  slight  regression  of  the  changes,  but  still 
was  an  abnormal  electrocardiogram.  The  changes  in 
the  white  blood  counts,  transaminases,  and  lactic 
dehydrogenase  during  the  therapy  were  not  consid- 
ered significant  because  of  the  widespread  chest  wall 
damage  per  se  secondary  to  surgery  and  radiation. 
The  electrocardiograms  were  read  independently  by 
electrocardiographers  who  were  not  informed  about 
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Fig.  3.  Case  2.  Serial  electrocardiograms  in  a 42 -year-old  woman 
irradiated  to  left  chest  wall  postmastectomy.  The  profound  T wave  inversions 
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in  V 2,  V s,  V and  Vs  may  be  correlated  with  the  spread  of  isodose 
distributions  as  seen  in  Fig.  la. 
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the  project.  The  tracings  were  all  interpreted  by  inde- 
pendent electrocardiographers  as  "severe,  acute  an- 
terior wall  ischemia  secondary  to  coronary  disease, 
metabolic  disturbance,  or  electrolyte  defects.” 

Case  3 (Fig.  4).  A 47-year-old  woman  had  left  radi- 
cal mastectomy  on  Sept.  21,  1964,  for  malignancy. 
Three  weeks  after  surgery  the  routine  modified  Mc- 
Whirter  technique,  including  supraclavicular  and  an- 
terior chest  wall  medial  and  lateral  tangential  ports, 
was  used.  She  received  4,500  rads  to  the  supracla- 
vicular area  and  3,500  rads  to  the  left  chest  wall.  The 
therapy  was  divided  into  15  treatments  in  three  weeks’ 
time.  There  were  no  overt,  adverse  reactions  to  the 
treatment.  This  patient’s  blood  pressure  was  120/84 
mm.  of  mercury;  and  she  had  no  clinical,  radiological, 
or  electrocardiographic  evidence  of  heart  disease  at 
onset  of  therapy. 

Fig.  4 shows  a normal  control  electrocardiogram. 
Eleven  days  after  start  of  radiation,  the  tracing  re- 
vealed inversion  of  the  T waves  in  V.,  and  V..  and 
terminal  inversion  in  V4.  One  month  after  therapy 
there  were  the  same  abnormalities.  A tracing  two 
months  later  had  more  pronounced  T wave  inversions 
in  V4  and  AVL.  Six  months  after  therapy  the  T waves 
were  deeply  inverted  and  coved  in  the  precordials 
Vo,  v3,  V4,  and  Vg;  V0  had  terminal  inversion.  The  T 
wave  in  AVL  was  also  deeply  coved. 

The  tracing  taken  one  year  later  was  thought  to 


suggest  improved  circulation  as  the  T waves  were 
less  inverted,  but  in  the  film  of  18  months,  once 
again  there  were  profound  T wave  changes.  At  the 
last  ECG,  two  years  after  therapy,  there  was  slight 
improvement,  but  the  pattern  had  not  reverted  to  the 
normal  control. 

The  patient  was  unaware  of  any  unusual  chest 

symptoms  and  the  changes  in  white  blood  counts, 

transaminases  and  sedimentation  rates  were  inconclu- 
sive because  of  the  state  of  the  chest  wall  resulting 
from  surgery.  Again,  independent  electrocardiogra- 
phers interpreted  the  film  as  “evidence  of  acute  an- 
terior wall  ischemia.” 

Case  4 (Fig.  5):  The  youngest  of  our  group,  a 39- 
year-old  woman,  had  radical  left  mastectomy  in  Octo- 
ber, 1964,  for  cancer.  Routine  modified  McWhirter 
technique  with  a total  of  4,500  rads  to  the  supra- 
clavicular area  and  3,850  rads  to  the  left  chest 

(medial  and  tangential  ports)  by  the  Cooo  was  started 
three  weeks  postoperatively.  The  patient  had  a nega- 
tive history  of  heart  disease.  Blood  pressure,  physical 
examination,  and  x-ray  of  the  chest  were  normal.  The 
radiation  was  completed  in  three  weeks,  and  the  pa- 
tient tolerated  the  procedure.  The  LDH  and  serum 
glutamic  oxaloacetic  transaminase  (SGOT)  were  slight- 
ly elevated,  but  the  white  blood  counts  were  de- 
pressed during  therapy. 

Fig.  5 demonstrates  her  normal  control  prior  to 


Fig.  4.  Case  3.  A 47 -year-old  woman 
irradiated  to  the  left  chest  wall  post- 
mastectomy (modified  McWhirter  tech- 
nique). Extensive  T wave  inversions  occur. 


Fig.  5.  Case  4.  A 39-year-old  woman 
irradiated  to  the  left  chest  postmastectomy 
had  a normal  pretreatment  electrocardio- 
gram and  developed  extensive  changes 
from  irradiation. 
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first  treatment.  At  the  end  of  the  tenth  treatment,  the 
T waves  in  V,,  V.„  and  V3  were  deeply  inverted;  and 
an  active  myocardial  ischemic  pattern  was  diagnosed. 
One  week  after  the  completion  of  therapy,  there  was 
deeper  inversion  of  the  T wave  in  V2  and  V3.  The 
tracing  taken  two  months  later  showed  the  additional 
change  of  terminal  inversion  of  T in  V4  and  flattening 
in  AVL.  The  sixth  month  serial  had  deeply  coved  T 
wave  inversion  in  V,,  V2,  V3,  V4,  and  the  T in  Vg  was 
flattened  and  terminally  inverted.  At  the  end  of  the 
first  year  the  electrocardiogram  showed  improvement, 
but  there  remained  terminal  inversions  of  the  T waves 
in  V.,  and  V3  and  flattening  in  AVL.  The  film  of  18 
months  was  unchanged  and  was  still  indicative  of 
severe  anterior  wall  ischemia.  Two  years  after  therapy 
the  T wave  in  V.„  V3,  and  V4  remained  terminally 
inverted. 

Case  5 (Fig.  6).  A 50-year-old  woman  had  radical 
left  mastectomy  for  carcinoma  performed  at  the  end 
of  September,  1964.  Three  weeks  later  she  was 
started  on  the  routine  modified  McWhirter  postsurgi- 
cal  technique.  Her  physical  findings,  x-ray  of  chest, 
blood  pressure,  and  ECG  were  normal. 

Fig.  6 is  the  control  tracing  at  the  start  of  therapy 
Oct.  19,  1964.  Eleven  days  later  during  therapy,  we 
noted  electrocardiographic  changes  of  T wave  deep 
inversions  in  V9  and  terminal  inversion  in  V3.  One 
month  after  therapy  was  started  there  was  a progres- 
sion of  the  T wave  inversion  in  V:{,  and  the  T wave 
amplitude  was  depressed  in  V-  and  V(i.  The  three- 
month  tracing  remained  abnormal,  indicating  the  per- 
sistence of  ischemic  changes.  At  the  end  of  six 
months,  the  T wave  changes  were  profound.  There 
was  deep  inversion  in  V2,  V3,  and  V4  and  flattening 
in  V-  and  V,;.  At  the  end  of  one  year  there  was  slight 
improvement  in  the  T wave  patterns,  but  evidence  of 
considerable  damage  remained.  The  tracing  taken  at 
one  and  one-half  years  was  abnormal,  with  the  T 
changes  less  ischemic;  but  prominent  U waves  had 
appeared  in  right  precordial  leads.  The  electrocardio- 
gram was  slightly  improved  at  the  end  of  two  years, 
but  T wave  changes  persisted,  indicating  myocardial 
damage. 

Cases  6,  7,  and  8 (Fig.  7).  The  next  three  cases 
were  women  with  the  following  diagnoses:  Case  6,  age 
50,  adenocarcinoma  of  the  left  breast;  Case  7,  age  44, 
ductal  cell  carcinoma  of  the  left  breast;  Case  8,  age 
46,  an  undifferentiated  medullary  carcinoma  of  the 
left  breast.  All  three  were  subjected  to  left  radical 


Fig.  6.  Case  5.  Left  chest  postmastectomy 
irradiation  in  a 50-year-old  woman  with 
a normal  pretreatment  ECG.  Radiation 
damage  persists  for  two  years. 


mastectomies  and  were  treated  three  weeks  later  by 
the  modified  McWhirter  technique.  This  consisted  of 
the  routine  4,500  rads  to  the  left  supraclavicular  area 
and  3,850  rads  to  the  left  chest  wall,  for  a total  of 
15  treatments  over  a three-week  interval.  There  was 
no  clinical  evidence  of  heart  disease  at  the  onset  of 
therapy,  and  all  had  normal  ECG’s  and  x-rays  of  the 
chest.  None  of  these  patients  had  adverse  reactions 
to  the  therapy  or  significant  laboratory  study  altera- 
tions. 

In  each  instance,  the  classical  anticipated  T wave 
inversions  developed  in  the  precordial  leads  within 
the  first  month  after  the  start  of  therapy,  as  demon- 
strated in  Fig.  7.  The  ischemic  T wave  inversion  pat- 
terns became  progressively  worse  at  the  end  of  three 
months  and  there  was  definite  evidence  of  anterior 
wall  ischemia  by  the  sixth  month.  At  the  end  of  the 
first  year  there  was  some  slight  improvement  in  the 
tracings;  but  all  three  cases  showed  abnormal  pat- 
terns compatible  with  anterior  wall  ischemia. 

Case  9 (Fig.  8).  A 50-year-old  woman  had  primary 
excision  of  ductal  cell  carcinoma  of  the  left  breast  on 
Feb.  23,  1965.  Radical  mastectomy  was  not  per- 
formed. 

Three  weeks  later,  radiation  therapy  was  begun. 
Her  routine  treatment  consisted  of  4,500  rads  supra- 
clavicular and  4,000  rads  to  the  left  chest  wall, 
divided  into  15  treatments.  Preradiation  studies  were 
negative.  The  patient  had  normal  clinical  findings, 
negative  chest  x-ray,  and  normal  ECG. 

In  Fig.  8 there  is  a normal  control,  and  in  three 
months  post-therapy  there  were  minimal  T wave  in- 
versions in  V.,  and  V3  and  flattening  in  V4.  The  sixth 
month  follow-up  shows  only  slight  terminal  inversion 
of  the  T wave  in  V2  and  V3.  One  year  later,  the  elec- 
trocardiogram has  returned  to  its  basic  normal  pat- 
tern. In  this  instance,  the  breast  itself  served  as  a 
buffer,  absorbing  a considerable  amount  of  the  radia- 
tion and  thereby  protecting  the  myocardium  from 
damage.  The  electrocardiographic  evidence  of  anterior 


58 


TEXAS  MEDICINE 


/ 


Fig  7 Cases  6,  7 8 Three  women,  ages  50,  44,  and  46,  irradiated  to 
left  chest  after  radical  mastectomies.  One  week  after  completion  of  the 
three-week  therapy  program,  the  classical  ischemic  T wave  inversion  patterns 
were  present  in  V2,  Vs,  V,„  and  V 5.  Changes  progressed  for  six  months. 


wall  ischemia  was  therefore  not  as  severe  nor  as  pro- 
longed as  in  those  patients  treated  after  removal  of 
the  breast  with  direct  exposure  of  the  chest  wall  to 
radiation. 

Summary:  In  our  experience  with  16  cases,  a definite 
temporal  and  positional  relationship  occurred  between 
postmastectomy  radiation  therapy  to  the  left  chest 
and  the  production  of  profound  electrocardiographic 
changes.  There  is  consistent  uniformity  of  these  ECG 
changes.  In  all  cases  there  occurred  prompt  develop- 
ment of  deep  inversion  of  T waves  in  precordial  leads 
V2,  V3,  V4,  and  flattening  and  varying  inversion  of  the 
T waves  in  limb  lead  I,  AVL,  V-,  and  V,..  These  elec- 
trocardiographic abnormalities  suggest  definite  organic 
myocardial  effects  to  the  anterior  wall  of  the  heart. 

The  electrocardiographic  changes  appear  early  dur- 
ing radiation  treatment  and  progress  after  therapy 
reaching,  in  most  cases,  the  peak  of  inverted  T wave 
changes  by  the  sixth  month.  While  some  of  the  trac- 
ings improved  by  the  end  of  the  first  year,  none 
reached  their  normal  control  pretreatment  patterns  in 
the  two  to  three  year  follow-up  studies.  Three  of  the 
group  developed  positive  Master  “2-step”  exercise 
tests. 

The  dictum  that,  “the  aim  of  all  treatment  is  to 
eradicate  disease  with  the  least  possible  eventual  in- 
terference with  important  vital  function,”  must  be 
seriously  considered  before  deciding  the  optimum 
treatment  for  breast  cancer.  Therefore,  when  mega- 
voltage therapy  is  offered  postoperatively  as  the  only 
prophylactic  treatment  for  “left”  breast  cancer,  the 
likelihood  of  occult  disease  being  effectively  treated 
must  be  weighed  against  the  possibility  of  producing 
serious  myocardial  injury. 
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ELECTROCOAGULATION 
FOR  RECTAL  CANCER 


HARRY  B.  BURR,  M.D. 

Clinical  Medicine:  Radical  surgery  is  the 
preferred  treatment  for  cancer  of  the 
rectum,  but  electrocoagulation  can  be 
curative  in  many  cases  and  is  valuable 
when  the  patient  refuses  surgery  or  is  a 
poor  surgical  risk.  Usually  it  can  be  done 
in  the  office.  The  survival  rate  is  com- 
parable to  that  after  radical  surgery.  In 
animal  experiments,  electrocoagulation 
has  destroyed  induced  tumors  as  well  as 
the  metastases,  and  produced  immunity 
from  further  challenge  with  cancer  cells. 
It  has  been  suggested  that  human  immu- 
nity is  increased  by  absorption  of  dead 
cancer  cells  after  electrocoagulation. 

NEARLY  EVERYONE  AGREES  that  radical  surgery  of- 
fers the  patient  with  cancer  of  the  rectum  the  best 
chance  for  a cure.  This  usually  means  removal  of  the 
rectum  with  construction  of  a permanent  abdominal 
colostomy.  This  is  a frightful  experience  for  the  pa- 
tient, and  at  times  is  attended  by  complications  that 
require  further  surgery,  or  by  high  morbidity.  A patient 
in  reasonably  good  health  can  tolerate  such  a proce- 
dure. But  what  about  those  with  advanced  cardiovas- 
cular disease,  diabetes,  hypertension,  senility,  or  gen- 
eral debility?  What  about  the  occasional  patient  who 


refuses  radical  surgery?  We  can  treat  these  patients 
by  electrocoagulation.  The  procedure  requires  no  an- 
esthetic, there  is  no  mortality  rate,  and  the  results  at 
times  are  astounding.  It  is  considered  by  some  as  a 
palliative  procedure  but  is  curative  in  more  instances 
than  is  generally  appreciated.  As  a palliative  proce- 
dure in  hopeless  cases,  it  is  of  definite  value  in  pre- 
venting obstruction,  alleviating  rectal  bleeding  and 
malodorous  discharges,  and  improving  the  patient's 
morale.  He  feels  that  an  attempt  is  being  made  to 
help  him,  and  this  is  of  some  value. 


Fig.  1.  Bakelite  proctoscopes. 
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In  1910  Kolischer1  introduced  and  advocated  sur- 
gical diathermy  for  inoperable  cancer  of  the  rectum. 
Strauss  and  associates-- 3 began  using  this  method 
soon  thereafter,  and  in  1935  reported  42  cases  in 
which  the  results  for  32  patients  were  excellent.  In 
1956  Strauss  and  others  reported  that  they  had  used 
electrocoagulation  in  more  than  400  patients  with  car- 
cinoma of  the  rectum;  of  the  75  percent  who  survived 
five  years  without  recurrence,  almost  one-half  re- 
mained well  after  ten  years.  This  compares  favorably 
with  reported  results  in  a large  series  of  patients  treat- 
ed by  radical  surgery  after  which  50  to  55  percent 
survived  five  years  (quoted  by  Gilchrist l)-  The  opera- 
tive mortality  for  curative  operations  ranges  from  2.5 
to  5 percent. 

A number  of  authors5-8  have  reported  beneficial  ef- 
fects after  fulguration  of  rectal  carcinoma,  and  a few 
have  suggested  a carcinolytic  or  immune  response. 
Spontaneous  regression  of  cancers  without  treatment 
has  been  noted,  indicating  some  immunity  of  the 
host  against  his  own  cancer.  Strauss  and  associates 
believe  that  absorption  of  cancer  cells,  necrosed  by 
electrocoagulation  or  by  any  other  means,  acts  as  an 
antigen  and  increases  the  existing  immunity.  In  an 
effort  to  substantiate  this  view  experiments  were  con- 
ducted on  rabbits,  using  the  Brown-Pearce  carcinoma 
cells.  These  cancer  cells  were  implanted  into  the  testi- 
cles of  rabbits,  and  produced  generalized  metastases. 
Coagulation  of  the  primary  tumor  caused  it  and  the 
metastases  to  disappear.  These  animals  were  then 
immune  to  further  challenge  with  the  Brown-Pearce 
cancer  cells.  Also,  serum  from  these  immune  rabbits 
was  found  to  destroy  cancer  cells  grown  in  Petri 
dishes,  while  serum  from  normal  rabbits  allowed  the 
cancer  cells  to  grow  and  multiply. 


Fig.  2.  Electrocoagulating  snares  and  electrodes. 


Those  versed  in  the  use  of  electrocoagulating  equip- 
ment use  this  method  to  remove  or  destroy  benign 
tumors  of  the  rectum.  The  same  technical  situation 
applies  in  dealing  with  a carcinoma.  The  first  attack 
on  a carcinoma  3 to  5 cm.  in  diameter  or  larger 
should  be  vigorous;  it  should  be  a hospital  procedure 
and  the  patient  should  have  a saddleblock  spinal  an- 
esthetic. The  patient  is  mildly  sedated,  less  apprehen- 
sive, and  is  able  to  tolerate  this  30-  to  40-minute 
operation  without  difficulty.  Later  "touch  up"  treat- 
ments are  done  in  the  office.  Also,  bowel  preparation 
for  two  to  three  days  is  suggested  because  the  anti- 
bacterial agents  and  rectal  irrigations  reduce  the 
ever-present  infection  and  edema  in  the  growths  with 
consequent  slight  reduction  in  size.  The  patient  is  at 
least  somewhat  fortified  in  the  event  of  bowel  per- 
foration, which  can  occur. 

Technic:  The  equipment  consists  of  Bakelite  procto- 
scopes of  various  lengths  and  diameters,  and  elec- 
trodes that  differ  according  to  the  intended  use — 
needles,  snares,  balls  or  plates  (Figs.  1 and  2).  The 
first  attack  on  a large,  fungating  tumor  is  usually 
made  with  a snare  with  which  most  of  the  tumor  can 
be  excised  piece  by  piece.  Tumor  tissue  is  engaged 
in  a snare,  then  pulled  away  from  the  bowel  wall 
against  (or  into  the  end  of)  the  proctoscope  before 
the  snare  is  tightened  or  the  electric  current  applied, 
in  order  to  be  certain  that  the  bowel  wall  is  not  en- 
gaged in  the  snare.  The  rigid  right-angle  wire  loop  may 
be  used  to  “shave”  a tumor  as  the  urologist  resects 
a prostate  gland.  The  needle  is  a most  valuable  instru- 
ment. It  can  be  used  for  surface  fulguration  of  small 
tumors,  or  it  can  be  repeatedly  plunged  into  a large 
tumor  for  3 to  5 mm.  and  the  tissue  destroyed  several 
millimeters  around  each  puncture.  Proctoscopes  with 
a built-in  suction  for  removal  of  smoke  are  most 
valuable. 

Complications:  Penetration  of  the  bowel  wall  when 
treating  tumors  on  the  anterior  wall  or  those  above 
the  peritoneal  reflection  is  a possibility  and  can  be 
disastrous.  One  can  be  much  bolder  in  treating  those 
low-lying  tumors  on  the  posterior  wall  where  penetra- 
tion, if  it  occurred,  would  not  be  a serious  problem. 
Hemorrhage  may  occur  within  7 to  14  days  but  can 
be  controlled  with  further  electrocoagulation.  The  pro- 
duction of  scar  tissue  varies  tremendously  in  patients, 
at  times  contracting  to  such  an  extent  that  it  en- 
croaches upon  the  rectal  lumen.  The  lumen  may  then 
be  enlarged  by  making  radial  incisions  through  the 
scar. 

Case  Reports:  Some  years  ago  my  former  associate, 
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Dr.  Herbert  T.  Hayes  (retired),  and  I reported  ten  cases 
of  cancer  of  the  rectum  treated  by  electrocoagula- 
tion.9 Good  results  were  obtained  in  four  of  these. 
Following  is  a brief  report  of  six  additional  cases. 

Case  1:  A woman,  age  51,  had  a polyp  on  a thick 
pedicle  on  the  anterior  wall  of  the  rectum  at  10  cm. 
level.  This  was  removed  by  snare  and  the  base  ful- 
gurated. The  pathologist  reported  an  adenocarcinoma. 
Nothing  further  was  done  and  the  patient  has  re- 
mained well  for  25  years. 

Case  2:  A 53-year-old  man  had  a malignant  sessile 
tumor  1 cm.  in  diameter  on  the  second  rectal  valve. 
He  refused  radical  surgery.  The  growth  was  fulgurated 
and  he  is  living  and  well  after  22  years. 

Case  3:  A man,  55,  had  a large  tumor  on  the  right 
wall  of  the  rectum  4 inches  from  the  anus.  It  was 
snared  and  fulgurated,  and  the  pathologic  diagnosis 
was  adenocarcinoma.  The  patient  is  living  and  well 
after  19  years. 

Case  4:  A 77-year-old  man  had  a papillary  ade- 
nocarcinoma 2 cm.  in  diameter  on  the  posterior  wall. 
The  lesion  was  destroyed  by  two  electrocoagulation 
treatments,  and  the  patient  died  of  other  causes  six 
years  later. 

Case  5:  The  patient,  age  80,  had  an  adenocarci- 
noma 2 by  3 cm.  on  the  posterior  wall  8 cm.  from  the 
anus.  After  fulguration  of  the  polyp  on  three  occasions 
this  man  remained  well  until  his  death  four  years  later 
of  cardiovascular  disease. 

Case  6:  A 74-year-old  man  had  hypertension,  heart 
disease,  and  severe  emphysema.  An  adenocarcinoma 
1 by  2 cm.  at  the  5 cm.  level  was  fulgurated  three 
times  with  complete  healing.  The  patient  died  of  coro- 
nary thrombosis  two  years  later. 

Discussion:  It  is  not  proposed  that  electrocoagulation 
replace  radical  resection  for  cancer  of  the  rectum.  It 
is,  however,  a worthwhile  means  of  treating  cancer  in 
patients  who  are  poor  surgical  risks.  Malignant  polyps 
or  small  flat  cancers  that  are  movable,  indicating  non- 
penetration of  the  wall,  can  be  completely  destroyed 
by  fulguration.  Some  cancers  tend  to  grow  into  the 
lumen  and  metastasize  late,  while  others  penetrate 
and  metastasize  early.  Cancers  in  elderly  people  tend 
to  metastasize  late,  so  that  a cure  can  be  obtained  in 
some  of  these  patients  by  local  destruction  of  the 
tumor. 

If  absorption  of  dead  cancer  cells  resulting  from 
electrocoagulation  actually  increases  the  patient’s  im- 
munity, the  procedure  should  be  exceedingly  worth- 
while. Since  cancer  cells  are  said  to  circulate  in  the 


blood  stream  and  may  be  killed  by  the  patient’s  im- 
mune processes,  perhaps  this  immunity  is  actually  in- 
creased by  absorption  of  dead  cancer  cells  in  a way 
that  is  similar  to  production  of  immunity  by  absorp- 
tion of  dead  bacteria. 

There  have  been  numerous  reports  of  radical  sur- 
gery after  excision  of  a malignant  tumor  where  no 
cancer  cells  were  found  at  the  site  of  excision  and  no 
metastatic  lymph  nodes  were  found.  The  surgeon 
does  not  care  to  do  unnecessary  resections,  but,  at 
times,  he  fears  the  possible  consequences  of  failing 
to  resect  a lesion. 

Summary:  Radical  resection  is  considered  the  method 
of  choice  in  treating  patients  with  cancer  of  the 
rectum. 

Local  destruction  of  the  cancer  by  electrocoagula- 
tion is  a valuable  means  of  treating  patients  who  are 
considered  poor  surgical  risks  or  who  refuse  radical 
surgery. 

There  is  experimental  evidence  that  electrocoagu- 
lation of  cancer  in  rabbits  will  destroy  the  tumor  as 
well  as  the  metastases,  and  produce  immunity  from 
further  challenge  with  cancer  cells.  It  has  been  sug- 
gested that  the  patient’s  immunity  is  increased  after 
absorption  of  the  products  of  electrocoagulation. 

Electrocoagulation  is  usually  an  office  procedure. 
The  patient  still  has  his  rectum  and  no  colostomy, 
and  those  who  treat  cancer  exclusively  by  this  method 
have  reported  a survival  rate  comparable  to  that  after 
radical  surgery. 
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PRIMARY  BONE  TUMORS: 
SURVEY  OF  137  CASES 


LOUIS  W.  BALDWIN,  M.D.;  GARDNER  THOMAS,  JR.,  M.D.;  AND  E.  BURKE  EVANS,  M.D. 


Review  of  Cases:  Symptoms,  treatment, 
and  survival  data  for  137  cases  of  pri- 
mary bone  neoplasms  and  neoplasm-like 
conditions  are  reviewed.  Microscopic 
findings  are  given  where  pertinent.  Em- 
phasis is  given  to  the  potential  malig- 
nancy of  giant-cell  tumors  and  their  ten- 
dency to  recur.  Every  patient  with  a soli- 
tary or  localized  lung  metastasis  should 
be  considered  a candidate  for  surgical 
resection,  since  aggressive  treatment 
occasionally  brings  excellent  results. 

THIS  IS  A SURVEY  of  all  primary  bone  tumors  and 
related  tumorous  conditions  seen  at  The  University  of 
Texas  Medical  Branch  at  Galveston  during  12  years 
(1953-1965),  with  a review  of  giant-cell  tumors  seen 
during  the  21  years  between  1944  and  1965  (Ta- 
ble 1).  This  is  the  first  survey  reported  from  John 
Sealy  Hospital  since  a review  of  osteogenic  sarcoma 
by  Evans  and  Schreiber  in  1957. 1 

Several  cases  of  polyostotic  fibrous  dysplasia  and 
multiple  osteochondromatosis  were  diagnosed  only  on 
the  basis  of  roentgenographic  and  clinical  findings.  Re- 
sults of  laboratory  studies  and  bone  marrow  biopsies 
were  used  in  some  cases  of  multiple  myeloma.  All 
others  had  pathologic  verification  from  tissue  taken 
at  surgery  or  at  autopsy. 

This  work  was  done  from  July  1,  1964,  through  June  30, 
1965,  under  a fellowship  grant  of  the  American  Cancer  So- 
ciety, Texas  Division,  Inc. 


In  many  cases,  microscopic  review  necessitated  a 
change  in  diagnosis.  Where  pertinent,  microscopic  fea- 
tures are  discussed  in  the  appropriate  sections  of  this 
article. 

Of  the  137  tumors  reviewed,  70  were  malignant 
and  67  were  benign.  Although  fibrous  dysplasia  is  a 
developmental  defect  of  bone,  the  problem  of  differ- 
ential diagnosis,  especially  when  the  lesion  is  single, 
is  such  that  these  cases  are  included  in  this  review  as 
miscellaneous  neoplasms.  The  tumors  were  grouped 


Type 

Benign 

No. 

Malignant 

No. 

Osteogenic 

Osteoid  osteoma 

3 

Osteogenic  sarcoma 

27 

Chondrogenic 

Enchondroma 

2 

Chondrosarcoma 

4 

Osteochondroma 

25 

Chondroblastoma 

Chondromyxoid 

1 

fibroma 

1 

Fibrogenic 

Fibroma 

4 

Fibrosarcoma 

Undifferentiated 

7 

sarcoma 

2 

Unknown  origin 

Giant-cell  tumor 

14 

Giant-cell  tumor 

1 

Ewing's  tumor 

6 

Hematopoietic 

Myeloma 

20 

Reticulum  cell  sarcoma  3 

Vascular 

Hemangioma 

2 

Aneurysmal  bone 
cyst 

3 

Miscellaneous 

Fibrous  dysplasia 

11 

Eosinophilic 

granuloma 

1 

Totals 

67 

70 

Table  1.  Classification  of  137  bone 
neoplasms  and  related  conditions. 
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Case, 

Sex 

Age 

(Yr.) 

Site 

Presenting  Symptoms 

Duration  of 
Symptoms 

Treatment 

Comments 

1 (M) 

2 (F) 

21 

53 

Femur 

Temporal 

bone 

Pain,  relieved  by  aspirin 
Severe  headache 

18  mo. 

2 mo. 

Block  excision 
None 

Cured 

Autopsy  finding 
in  meningitis 
patient 

3 (F) 

32 

Proximal 

phalanx 

Pain 

3 yr. 

Excision 

No  follow-up 

Table  2.  Osteoid  osteoma. 

according  to  Dahlin’s  modification  of  Lichtenstein’s 
classification.2’  3 

Osteoid  Osteoma:  The  only  benign  osteogenic  neo- 
plasm was  osteoid  osteoma  (Table  2),  and  three  cases 
were  reviewed.  The  femur,  a phalanx,  and  the  tem- 
poral bone  were  involved  in  one  case  each.  Case  1, 
involving  the  femur,  showed  the  typical  pattern  of  se- 
vere localized  bone  pain  relieved  by  aspirin.  In  case 
2,  the  temporal  bone  tumor  may  not  have  been  re- 
lated to  the  symptoms  present,  and  may  represent  an 
incidental  autopsy  finding.  No  follow-up  is  available 
in  case  3. 

Osteogenic  Sarcoma:  The  27  patients  (15  females,  12 
males)  ranged  from  4 to  79  years  old,  with  an  average 
age  of  28.6  years  and  a median  age  of  15.5  years 
(Table  3). 

Location:  Sites  of  involvement  were:  femur  13, 
tibia  7,  humerus  3,  fibula  1,  mandible  2,  and  ster- 
num 1.  The  long  bones  tended  to  be  involved  at  their 
ends.  The  mid-shaft  was  a primary  site  in  only  one 
case,  involving  the  humerus.  The  most  common  sites 
were  the  distal  end  of  the  femur  and  the  proximal 
tibia.  Seventeen  tumors,  including  the  one  in  the 
proximal  fibula,  were  in  the  knee  region. 

Symptoms:  The  frequency  and  types  of  presenting 
symptoms  were  as  follows:  nine,  mass;  eight,  pain 
alone;  four,  both  a palpable  swelling  and  pain;  five, 
pathological  fracture;  one,  numbness  and  pain. 

Treatment  and  Survival:  Amputation  or  disarticula- 
tion was  the  primary  means  of  treatment  in  16  pa- 
tients; in  one  of  these  it  was  for  palliation  only.  One 
patient  had  subsequent  x-ray  therapy.  Forequarter 
amputation  or  hemipelvectomy  was  done  on  three 
occasions.  Block  excision  was  performed  in  two  cases 
involving  the  mandible  and  in  one  involving  the  ster- 
num. Palliative  radiation  alone  was  given  to  two  pa- 
tients who  had  far-advanced  disease.  One  patient  had 
stabilization  of  a pathological  fracture  which  was  not 
diagnosed  as  such  prior  to  surgery.  She  refused  fur- 


ther treatment.  In  two  patients,  no  treatment  was 
attempted. 

Of  the  27  patients  19  have  died;  two  of  the  deaths 
were  not  related  to  the  osteogenic  sarcoma.  Of  the  re- 
maining eight  cases,  three  are  terminal  with  lung  me- 
tastases.*  Five  patients  were  still  living  at  the  time  of 
last  contact,  with  a follow-up  of  from  35  months  to 
9.9  years  without  evidence  of  recurrence.  Excluding 
the  last  three  cases  in  which  follow-up  is  incomplete, 
the  average  survival  time  has  been  24.7  months  from 
the  onset  of  treatment,  with  a five-year  survival  of 
14  percent. 

There  was  one  recurrence  of  a sarcoma  in  a stump 
following  amputation. 

Microscopic  Findings:  Three  types  of  sarcomatous 
tissue  were  usually  identified.  In  all  of  them  there  was 
rather  pronounced  pleomorphism,  numerous  enlarged 
tumor  giant  cells  whose  chromatin  patterns  could  best 
be  described  as  “dirty,”  and  considerable  mitotic  ac- 
tivity. The  degree  of  differentiation  varied  from  one 
which  was  forming  almost  mature  bone  to  one  which 
could  barely  be  identified  as  osteogenic  by  the  pres- 
ence of  extremely  scanty  osteoid.  Component  areas 
of  osteosarcoma,  chondrosarcoma,  and  fibrosarcoma 
were  found.  The  presence  of  a large  amount  of  carti- 
laginous tissue  was  common.  Giant  cells  of  the  type 
seen  in  giant-cell  tumors  were  rare.  Where  present, 
they  were  related  to  either  bone  or  osteoid  tissue  and 
could  be  interpreted  as  reactive  osteoclasts  rather 
than  as  definite  neoplastic  components  of  the  pri- 
mary tumor. 

Coventry  and  Dahlin  determined  prognosis  accord- 
ing to  the  main  cell  types  in  their  series.4  We  made 
no  attempt  to  subdivide  cases  in  our  series  into 
osteoblastic,  chondroblastic,  or  fibroblastic  types  as 
the  series  is  too  small  for  valid  comparisons.  No  tumor 
of  the  parosteal  type  was  found  in  this  series. 

Comment:  Osteogenic  sarcoma  is  the  most  com- 

*At  this  writing  there  has  been  no  further  contact  with  the 
three  terminal  cases. 
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Case,  Age 


Sex 

(Vr.) 

Site 

Presenting  Symptoms 

1 (F) 

61 

Proximal  tibia 

Pain,  fracture 

2 (F) 

15 

Proximal  humerus 

; Pain 

3 (M) 

6 

Distal  femur 

Fracture 

4 (F) 

15 

Distal  femur 

Swelling 

5 (M) 

66 

Proximal  tibia 

Swelling,  pain 

6 (F) 

13 

Proximal  tibia 

Swelling 

7 (F) 

16 

Distal  femur 

Swelling 

8 (M> 

27 

Sternum 

Swelling 

9 (M) 

12 

Proximal  tibia 

Pain,  swelling 

10  (M) 

15 

Proximal  tibia 

Pain 

11  (F) 

51 

Proximal  femur 

Pain 

12  (F) 

14 

Distal  femur 

Swelling 

13  (F) 

43 

Distal  femur 

Swelling,  pain 

14  (F) 

40 

Proximal  femur 

Numbness,  pain 

15  (F) 

13 

Mandible 

Swelling 

16  (F) 

18 

Mandible 

Swelling 

17  (M) 

16 

Proximal  humerus 

Pain  (lung  me- 
tastases 

18  (M) 

50 

Proximal  femur 

Pain 

19  (F) 

15 

Proximal  fibula 

Pain 

20  (F) 

79 

Mid  humerus 

Fracture 

21  (F) 

5 

Proximal  tibia 

Swelling 

22  (M) 

50 

Distal  femur 

Pain,  swelling 

23  (F) 

17 

Proximal  tibia 

Swelling 

24  (M) 

12 

Distal  femur 

Pain 

25  (M) 

65 

Distal  femur 

Fracture,  swelling 

26  (M) 

51 

Distal  femur 

Pain 

27  (M) 

58 

Proximal  femur 

Fracture,  pain 

‘Died  of  unrelated  cause. 


Duration  of 
Symptoms 

Treatment 

From  Onset 

Survival: 

From  Treatment 

1 week 

Low  thigh  amputation 

3 weeks 

9 days* 

4 mo. 

Forequarter  amputation 

20  mo. 

16  mo. 

0 

High  thigh  amputation 

5 mo. 

4 mo. 

1 mo. 

None,  extensive  metastases 

6V2  mo. 

6V2  mo. 

6 mo. 

Mid-thigh  amputation, 
palliative  only 

7 mo. 

22  days 

1 week 

Disarticulation,  x-ray 

16  mo. 

9 mo. 

2 mo. 

High  thigh  amputation 

11  mo. 

9 mo. 

8 mo. 

Excision,  sternum  and 
clavicle 

16  mo. 

8 mo. 

3 mo. 

Low  thigh  amputation 

Alive,  9.9  yr 

1 yr. 

Hip  disarticulation 

Alive,  5 yr.-5  mo. 

19  mo. 

Hio  disarticulation  (two 
segmented  lung  resections) 

Alive,  5 yr.-5  mo. 

4 mo. 

Above-knee  amputation 

63  mo. 

59  mo. 

6 mo. 

High  thigh  amputation 

57  mo. 

51  mo. 

12  mo. 

Hemipelvectomy 

54  mo. 

42  mo.* 

2 mo. 

Hemimandibulectomy 

Alive,  35  mo. 

2 mo. 

Hemimandibulectomy 

16  mo. 

14  mo. 

2 mo. 

Palliative  radiation 

9 mo. 

7 mo. 

2 mo. 

Biopsy  (metastases) 

13  mo. 

No  treatment 

3 weeks 

High  thigh  amputation 

9 mo. 

8 mo. 

0 

Fixation  of  fracture 

1 mo. 

3 weeks.  Refused 
other  treatment 

6 mo. 

Mid-thigh  amputation 

17  mo. 

11  mo. 

4 mo. 

Radiation  (palliative) 

IOV2  mo. 

15  mo. 

3 mo. 

Mid-thigh  amputation 

16  mo. 

13  mo. 

5 days 

High  thigh  amputation 

16  mo. 

16.5  mo. 

5 mo. 

Subtrochanteric  amputation 

Terminal,  7 mo.t 

3V2  mo. 

Hip  disarticulation 

Terminal,  7 mo.t 

2 weeks 

Hemipelvectomy 

Terminal,  8 mo.t 

tOn  Nov.  22,  1967,  there  had  been  no  further  contact  with  the  terminal  cases. 


Table  3.  Osteogenic  sarcoma. 


Sex 

(Yr.) 

Site 

Presenting  Symptoms 

Treatment 

Comments 

1 (M) 

2 (M) 

17 

39 

Proximal  phalanx 

Distal  ohalanx 

Pathological  fracture 
Incidental  finding 

Curettage 

Excision 

1 week  follow-up 

No  recurrence,  1 yr. 

Table  4.  Enchondromas . 


mon  primary  malignant  tumor  of  bone.  Its  tendency 
to  affect  young  people  is  again  demonstrated  in  this 
series;  however,  11  patients  were  40  years  of  age  or 
older.  It  has  been  supposed  that  there  is  a secondary 
peak  in  the  incidence  of  osteogenic  sarcoma  in  later 
life  because  of  malignant  transformation  of  Paget’s 
disease  in  bone.  Pagetoid  changes  could  be  demon- 
strated microscopically,  however,  in  only  one  of  these 
patients. 

The  prognosis  need  not  be  hopeless,  as  there  are 
occasional  cases  of  long  survival.  Recent  emphasis 


has  been  placed  on  the  early  surgical  excision  of  soli- 
tary or  localized  pulmonary  metastases.5  Such  enthu- 
siastic treatment  can  sometimes  be  rewarding.  A 51- 
year-old  woman  has  continued  to  be  active  as  a 
housewife  following  the  original  amputation  and  two 
subsequent  segmental  lung  resections  (case  11). 

Benign  Chondrogenic  Tumors:  Enchondroma:  There 
are  only  two  histologically  verified  enchondromas  in 
this  series,  one  in  the  proximal  phalanx  and  the  other 
in  the  distal  phalanx.  Both  patients  were  men  (ages 
17  and  39)  and  their  cases  are  summarized  in  Table  4. 
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Single  Osteochondromas:  The  13  cases  of  single  os- 
teochondroma summarized  in  Table  5 represent  only 
the  surgically  treated  ones,  and  those  which  were  fol- 
lowed only  radiographically  are  excluded.  Although 
this  is  the  most  common  primary  bone  tumor,  a rela- 
tively small  number  is  seen  here.  The  knee  area,  either 
in  the  distal  femur  or  in  the  proximal  fibula  and  tibia, 
accounted  for  eight  of  the  surgical  cases.  Since  in 
cases  treated  by  adequate  surgical  excision  the  recur- 
rence rate  is  low  (1  out  of  13  in  this  series),  the  fol- 
low-up is  not  available  in  many  of  these  patients.  Sev- 
eral unusual  problems  were  encountered,  however. 

In  case  1 a draining  sinus  developed,  necessitating 
surgery  21  years  after  the  original  excision.  This  drain- 
age at  the  site  of  the  original  excision  was  assumed 
to  be  due  to  long-delayed  osteomyelitis. 

In  case  3,  the  patient  was  19  when  he  underwent 
excision  of  a large  osteochondroma  from  his  acetabu- 
lum. This  subsequently  recurred,  and  in  ensuing  years 
caused  degenerative  osteoarthritis  of  the  hip  joint  be- 
cause the  mass  caused  pressure  with  any  motion.  At 
age  32,  he  underwent  excision  and  hip  fusion. 

In  case  8,  an  osteochondroma  on  the  distal  ulna 
caused  painful  and  limited  motion,  and  necessitated 
resection  of  the  distal  ulna. 

A case  of  malignant  degeneration  in  a previously 
existing  osteochondroma  will  be  discussed  in  the  sec- 
tion on  chondrosarcomas. 

Symptoms:  In  seven  cases  the  primary  symptom 
was  pain  caused  by  local  pressure  on  adjacent  nerves 
or  tendons.  Cosmetic  deformity  was  the  other  com- 
mon symptom. 

Treatment:  Surgical  excision  was  the  only  treatment 
employed.  An  attempt  was  made  to  excise  a small 
block  of  bone  at  the  base  of  the  tumor  as  well  as  its 
periosteal  covering.  No  documentation  was  available 
as  to  the  presence  of  associated  bursae,  although  the 
practice  is  to  excise  these  when  they  are  found. 

Multiple  Osteochondromas:  There  are  12  cases  of 
multiple  osteochondromas  in  this  series  (Table  6),  in- 
cluding three  family  groups  with  more  than  one  af- 
fected member. 

Multiple  joint  deformities  were  a frequent  problem. 


The  wrist,  the  ankle,  and  the  knee  were  most  com- 
monly affected.  Interpositional  osteochondromatous 
growths  between  the  radius  and  ulna  or  between  the 
tibia  and  fibula  were  the  most  frequent  cause  of  mal- 
alignment of  the  nearby  joint  surfaces.  These  deform- 
ities have  been  well  documented  in  a recent  study.6 
Many  of  these  cases  were  treated  with  multiple  exci- 
sions, including  resection  of  the  distal  ulna,  staple 
fixation  for  radial  deviation  and  correctional  osteoto- 
mies. Malignant  transformation  was  not  observed  in 
this  series;  although,  as  noted  earlier,  one  chondro- 
sarcomatous  change  was  observed  in  a single  large 
osteochondroma. 

Microscopic  Findings:  All  of  these  cases  showed  a 
cartilaginous  cap  covering  a dome-shaped  lesion 
formed  mostly  of  mature,  bony  trabeculae. 

Chondroblastoma:  The  only  case  of  chondroblastoma 
in  this  series  was  in  the  distal  tibial  epiphysis  of  a 
15-year-old  girl  who  complained  of  ankle  pain  of  one 
year’s  duration.  The  lesion  was  curetted  and  the  walls 
resected.  No  follow-up  is  available. 

Chondromyxofibroma:  One  case  of  chondromyxofibro- 
ma  was  found  in  the  proximal  humerus  of  a 38-year- 
old  white  man  who  complained  of  intermittent  shoul- 
der pain  of  17  years’  duration.  It  was  treated  with 
excision.  No  follow-up  is  available. 

Chondrosarcoma:  There  are  four  cases  of  chondro- 
sarcoma in  this  series  (Table  7).  The  age  range  was 
from  29  to  75  years;  the  average  was  54.7  years  and 
the  median  age  was  51. 

Location:  The  neoplasms  originated  in  the  proximal 
femur  in  three  patients,  and  in  the  ischium  and  pubis 
in  one  patient. 

Symptoms:  One  patient  (case  2)  had  a chondro- 
sarcoma arising  in  a previous  osteochondroma  of  the 
femur.  She  had  known  of  the  osteochondroma  for 
five  years;  it  began  to  enlarge  suddenly  and  had  dou- 
bled its  size  in  five  months.  She  had  mild  pain  asso- 
ciated with  the  mass. 

Two  patients  with  lesions  of  the  femur  (cases  3 and 
4)  complained  of  hip  pain  for  six  and  ten  months 
respectively. 
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Case, 

Sex 

Age 

(Yr.) 

Site 

Presenting 

Symptoms 

1 (M) 

19 

Proximal  femur 

Mass 

2 (M) 

21 

Greater  trochanter 

Pain 

3 (M) 

19 

Acetabulum 

Pain 

4 (F) 

12 

Distal  femur 

Pain,  mass 

5 (F) 

31 

Proximal  tibia 

Pain,  mass 

6 (F) 

33 

Distal  femur 

Pain,  mass 

7 (F) 

13 

Distal  femur 

Pain 

8 (F) 

48 

Distal  ulna 

Painful  motion 

9 (M) 

18 

Distal  femur 

Mass 

10  (F) 

16 

4th  metatarsal 

Mass 

11  (F) 

14 

Proximal  tibia 

Mass 

12  (F) 

13 

Proximal  fibula 

Mass 

13  (M) 

15 

Proximal  fibula 

Mass 

Duration  of 

Symptoms  Treatment 


30  yr. 

Excision 

2-3  yr. 

Excision 

3 yr. 

Excision  X 2, 
fusion 

2 weeks 

Excision 

16  yr. 

Excision 

17  yr. 

Excision 

3 yr. 

Excision 

Uncertain 

Resection, 
distal  ulna 

17  mo. 

Excision 

4 yr. 

Excision 

4 yr. 

Excision 

4 yr. 

Excision 

4 yr. 

Excision 

Table  5.  Single  osteochondromas. 


Results 

Developed  draining  sinus, 
age  40 
Satisfactory 
Recurred  at  age  32, 
excised  and  hip  fused 
No  follow-up 
No  recurrence,  8 yr. 

No  follow-up 
No  recurrence,  4V2  yr. 
Doing  well,  3 mo. 

No  follow-up 
No  recurrence,  10  mo. 

No  recurrence,  26  mo. 

No  recurrence,  31  mo. 

No  recurrence,  9 mo. 


Case, 

Sex 

Age 

(Yr.) 

Site 

Presenting 

Symptoms 

Duration  of 
Symptoms 

1 (M) 

15 

Ulna,  radius,  tibiae 

Pain  on  walking 

Uncertain 

2*  (M) 

2 

Bilateral  femurs, 
radius,  tibia,  fibula 

Crooked  arm,  pain 
on  walking 

1 yr. 

3*  (M) 

4 

Bilateral  tibiae,  femurs, 
radius,  humerus 

Crooked  arms, 
crooked  feet 

2 yr. 

4 (F) 

4 

Ulna,  femur,  radius, 
clavicle,  tibia 

Growths 

Since  age 

7 mo. 

5 (F) 

8 

Humerus,  femurs, 
scapulae,  ulna,  radius 

Crooked  wrist 

Uncertain 

6*  (M) 

14 

Tibiae,  femurs,  fibulae, 
humerus 

Growths 

Since  age 

8 mo. 

7 (F) 

10 

Bilateral  humeri,  tibiae, 
fibulae,  femurs 

Growths 

Since  age 

19  mo. 

8 (F) 

11 

Humerus,  scapulae 

Growths 

Since  birth 

9 4 (M) 

9 

Humeri,  radius, 
tibiae,  femur 

Growths 

Since  age 

9 mo. 

10  (M) 

55 

Tibiae,  humeri, 
fibula,  & all 
bones  in  forearms 

Back  pain, 
hematuria 

Symptoms 

probably 

unrelated 

11s  (F) 

6 

Left  radius,  left  tibia 

Crooked  knee 

2 yr. 

12*  (M) 

38 

Ribs,  left  fibula, 
humerus 

Peroneal  nerve 
hypesthesia 

2 yr. 

'Familial  osteochondromatosis. 


Treatment 

Multiple  exicisions 

Resection  distal 
ulna;  multiple  local 
excisions 

Excision,  bracing 

Multiple  excisions 

Excision,  staple 
fixation  of  distal 
radius 

Multiple  excisions 


Results 

No  recurrence  of  excised 
tumors;  3-5  year  follow-up 
Bilateral  ankle  tilting  and 
forearm  bowing;  ambulates  well 

Normal  activities,  although  several 
marked  joint  deformities 
No  recurrence  of  excised  masses, 
17  yr.  total  follow-up 
Radial  deviation  persisted 
after  staple  fixation 

9 yr.  follow-up  satisfactory 


Excisions  from  fibula 
and  femur 
Excision 

Multiple  excisions 
None 


1 mo.  follow-up 

No  recurrence,  3 yr. 

Excised  tumors  probably  did 
not  recur;  10  yr.  follow-up 
Seen  primarily  for  malignant 
hypertension 


Excision  5 tumors; 

osteotomy  of  tibia 
Resection  of  head  of 
fibula  with  large  tumor 


Tumors  causing  bilateral  genu 
valgum;  satisfactory  result 
Recurrent  hypesthesia  and 
paresthesias  cured 


Table  6.  Multiple  osteochondromas. 


Case, 

Sex 

Age 

(Yr.) 

Site 

Presenting  Symptoms 

Duration  of 
Symptoms 

Treatment 

Survival 
From  Onset 

1 (F) 

2 (F) 

3 (M) 

4 (F) 

42 

29 

73 

75 

Pelvis 

Proximal  femur 
Proximal  femur 
Proximal  femur 

Abscess  in  labia 

Mass 

Pain 

Mass,  pain 

4 mo. 

5 mo. 

10  mo. 

6 mo. 

Local  resection, 
L-sarcolysin 
Excision 
Disarticulation 
Biopsy,  radiation 

12  mo. 

IIV2  mo. 

19  mo. 

8 mo. 

Alive,  49  mo. 

IV2  mo. 

13  mo. 

Table  7.  Chondrosarcoma. 
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The  patient  with  chondrosarcoma  of  the  ischium 
and  pubis  (case  1)  had  an  abscess  in  the  labia 
majora.  This  abscess  was  in  the  tumor  area  and  was 
treated  with  four  local  incision-and-drainage  proce- 
dures before  malignancy  was  diagnosed.  The  relation- 
ship of  the  abscess  to  the  sarcoma  possibly  is  that  of 
infection  arising  in  an  area  of  tumor  necrosis. 

Treatment  and  Survival:  The  patient  with  chondro- 
sarcoma arising  from  an  enchondroma  was  treated  by 
excision,  including  the  usual  cortical  block  excision  at 
the  base  of  the  enchondroma  stem.  She  has  survived 
four  years  without  recurrence  of  the  lesion. 

Ablative  surgery,  a hip  disarticulation,  was  per- 
formed in  only  one  patient,  a 73-year-old  man,  who 
survived  one  and  one-half  months. 

One  woman,  age  75,  received  a total  dose  of  6,400 
roentgens.  She  survived  13  months  after  initiation  of 
treatment. 

The  patient  who  had  a pelvic  lesion  was  treated 
with  palliative  local  resection  and  a course  of  L-sar- 
colysin.  She  survived  eight  months  after  initiation  of 
treatment. 

Excluding  the  patient  with  chondrosarcomatous 
change  in  the  enchondroma,  average  survival  time 
was  14.2  months  from  onset  of  symptoms  and  7.5 
months  from  initiation  of  treatment.  One  of  the  pa- 
tients died  from  pulmonary  metastases,  one  from  pul- 
monary and  brain  metastases.  No  information  as  to 
terminal  course  is  available  on  the  third  patient. 

Microscopic  Findings:  These  cases  of  chondrosar- 
coma were  characterized  histologically  by  a larger 
amount  of  cartilaginous  tissue  than  was  seen  in  the 
cases  of  osteogenic  sarcoma.  There  was  great  varia- 
tion of  this  cartilage  from  one  part  of  the  tumor  to  the 
others.  In  most  anaplastic  areas  the  tumor  could 
hardly  be  differentiated  from  a fibrosarcoma;  but  in 
immediately  adjacent  areas,  and  imperceptibly  merg- 
ing into  the  fibrosarcomatous  tissue,  was  tissue  defi- 
nitely resembling  cartilage.  This,  in  turn,  became  more 
mature  cartilage  and  had  frequently  become  ossified. 
The  anaplasia  and  bizarre  appearance  of  the  tumor 
became  less  prominent  as  the  cartilage  matured. 
Where  the  tumor  had  become  ossified,  the  malignant 


nature  of  the  cells  had  virtually  disappeared.  Where 
the  cartilage  was  more  mature,  the  only  indication 
that  the  tumor  was  malignant  was  the  presence  of 
multinucleated  or  bizarre  chondroblasts  within  the 
lacunae.  In  the  less  mature  cartilage  and  in  the  fibro- 
sarcomatous component,  the  cells  were  anaplastic 
and  obviously  malignant. 

Comment:  Though  this  series  is  too  small  for  any 
valid  comparisons,  it  does  not  show  the  more  char- 
acteristically benign  course  of  chondrosarcoma  as 
compared  with  osteogenic  sarcoma.  Henderson  and 
Dahlin  have  stated  that  the  average  prognosis  is  good 
provided  that  the  original  treatment  is  adequate.7 
They  believe  that  in  selected  cases,  adequate  local 
excision  is  a satisfactory  treatment.  Adequate  excision 
consists  of  an  operative  biopsy  following  which  the 
biopsy  point  should  be  sutured;  then  after  a change 
of  gowns,  gloves,  and  instruments,  a wide  block  exci- 
sion should  be  carried  out  without  cutting  into  the 
tumor  mass.  Its  frequent  location  in  the  hip  or  pelvis, 
however,  sometimes  makes  this  a formidable  task. 

Nonossifying  Fibroma:  Three  cases  of  nonossifying 
fibroma  are  reported  in  this  series.  This  represents 
probably  less  than  one-fourth  of  the  cases  seen  dur- 
ing the  same  period,  as  most  of  the  patients  did  not 
come  to  surgery.  The  nature  of  the  lesion  is  so  well 
known  and  the  radiographic  picture  is  usually  so  diag- 
nostic that  very  few  of  these  lesions  required  surgical 
excision.  The  patients  were  all  young  males,  averaging 
13.3  years  old  with  the  median  age  being  15. 

Location:  The  tibia  was  involved  in  two  cases,  the 
femur  in  one. 

Symptoms:  In  one  case  a pathological  fracture  was 
sustained  through  a lesion  of  the  femur.  The  two 
cases  involving  the  tibia  were  incidentally  detected 
on  knee  roentgenograms — one  following  a knee  sprain 
during  a football  scrimmage;  the  other  on  routine  films 
prior  to  removal  of  an  osteochondroma  of  a fibula  on 
the  same  side.  None  of  the  patients  had  symptoms 
prior  to  diagnosis. 

Treatment:  The  fibroma  involving  the  pathologic 
fracture  was  curetted  and  grafted,  with  subsequent 
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uneventful  healing.  One  of  the  other  lesions  was  treat- 
ed with  curettage,  without  complicating  sequelae.  The 
other  was  left  untreated,  and  disappeared  in  the 
course  of  the  succeeding  two  years. 

Fibrosarcoma:  Seven  cases  of  fibrosarcoma  were  in- 
cluded in  this  series  (Table  8).  There  were  four  males 
and  three  females.  The  average  age  at  onset  of  symp- 
toms was  33.7  years,  with  a median  age  of  45  years. 
Surprisingly  enough,  there  were  two  patients  in  their 
first  decade  of  life.  One  has  survived  for  more  than  12 
years;  all  the  other  patients  have  died. 

Location:  The  jaw  was  the  most  frequent  site,  with 
the  mandible  being  involved  in  two  cases  and  the 
maxilla  in  one.  Other  sites  are  listed  in  Table  8. 

Symptoms:  Fibrosarcoma  is  a relatively  slow-grow- 
ing tumor  and  is  late  in  metastasizing,  so  it  is  not 
surprising  that  a lump  or  swelling  was  the  presenting 
symptom  in  six  out  of  seven  patients.  Pain  was  a 
serious  initial  complaint  in  only  one  patient.  In  some 
instances  the  mass  was  quite  large  before  medical 
help  was  sought. 

Treatment  and  Survival:  Although  statistically  fibro- 
sarcoma has  a somewhat  more  favorable  prognosis 
than  other  sarcomas  involving  bone,  in  our  series 
there  is  only  one  long-term  survivor — a boy  who  has 
lived  12  years  following  excision  of  a lesion  in  the 
mandible.  Disarticulation  or  amputation  was  the  initial 
treatment  in  two  cases.  There  was  stump  recurrence 
of  sarcoma  following  a mid-thigh  amputation  in  case 
7.  Block  excision  was  attempted  in  four  patients.  A 
second  block  excision  was  attempted  in  one  of  these 


patients.  One  patient  had  such  widespread  involve- 
ment of  the  lungs  and  rib  cage  when  first  seen  that 
no  treatment  was  attempted.  Average  survival  in  the 
treated  cases  was  43  months  from  onset  of  symptoms 
and  39  months  from  the  date  of  first  treatment. 

Comment:  These  fibrosarcomas  were  fairly  typical, 
consisting  of  cellular  tumors  with  varying  pleomor- 
phism  and  anaplasia.  One  of  them  was  so  cellular  and 
anaplastic  that  almost  no  collagen  was  being  formed. 
The  most  mature  of  the  tumors  had  formed  abundant 
collagen  and  was  identified  as  malignant  only  by  the 
mild  hypercellularity  and  pleomorphism  with  infre- 
quent mitotic  figures.  The  behavior  of  this  tumor  was, 
however,  frankly  malignant. 

Undifferentiated  Sarcoma:  Two  cases  of  undifferenti- 
ated sarcoma  are  included.  One  involved  a distal 
femur,  and  the  other  involved  a hip  area.  The  clinical 
history  of  one  case  is  interesting  in  that  the  patient 
had  a fracture  of  the  distal  femur  which  did  not  heal 
following  internal  fixation.  Seven  months  later  reoper- 
ation was  performed,  and  a biopsy  revealed  undiffer- 
entiated sarcoma.  At  this  time  a hip  disarticulation 
was  performed.  The  patient  was  doing  well  15  months 
following  the  last  surgery,  with  no  sign  of  recurrence. 
The  other  patient  had  widespread,  undifferentiated 
carcinoma  of  the  hip  and  pelvic  area  when  first  seen; 
and  was  treated  with  palliative  x-ray  only.  He  refused 
chordotomy  for  pain  relief,  and  when  last  seen  he  was 
in  a terminal  condition  eight  months  following  the 
onset  of  symptoms  and  one  month  following  radiation 
therapy. 

Giant-Cell  Tumors:  Of  25  cases  of  giant-cell  tumor 


Case, 

Sex 

Age 

(Yr.) 

Site 

Presenting 

Symptoms 

Duration  of 
Symptoms 

Treatment 

Survival 

From  Onset  From  Treatment 

1 (M) 

21 

Maxilla 

Swelling 

1 mo. 

Block  excision 

4 mo. 

3 mo. 

2 (M) 

44 

Rib 

Couqh 

11  mo. 

Biopsy  only 

15  mo. 

3 (M) 

8 

Mandible 

Swelling 

18  mo. 

Excision 

Alive,  12  yr. 

4 (F) 

55 

Distal  femur 

Mass,  pain 

5 mo. 

Two  excisions 

22  mo. 

17  mo.” 

5 (F) 

7 

Ulna,  forearm 

Swelling 

6 mo. 

Disarticulation 

30  mo. 

25  mo. 

6 (M) 

54 

Mandible 

Swelling 

4 mo. 

Excision 

18  mo. 

14  mo. 

7 (F) 

47 

Patella,  knee 

Swelling 

6 mo. 

Mid-thigh  amputation 

18  mo. 

12  mo. 

’ Died  of  unrelated  cause. 


Table  8.  Fibrosarcoma. 
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reviewed,  10  were  rejected  on  the  basis  of  histological 
criteria,  leaving  15  cases  of  primary  giant-cell  tumor 
of  bone.  Eleven  patients  were  women  and  4 were 
men.  Their  average  age  at  onset  of  symptoms  was  44 
years,  with  a median  age  of  46  (Table  9). 

Location:  The  distal  femur  or  the  proximal  tibia 
was  involved  in  7 cases.  Other  sites  of  involvement 
were  proximal  humerus,  1;  proximal  femur,  1;  distal 
fibula,  1;  ilium,  1;  face  and  cranium,  1;  sacrum,  1; 
distal  radius,  2. 

Symptoms:  The  most  common  symptom  was  pain 
closely  followed  by  the  presence  of  a mass,  or  a com- 
bination of  the  two.  A pathological  fracture  was  the 
presenting  symptom  in  one  case. 

Histologic  Features:  These  tumors  were  reviewed  by 
us,  and  independently  by  Marshall  and  Jackson.8 


Even  in  this  series  of  comparatively  recent  cases 
(1944-1965),  ten  were  rejected  because  of  the  inclu- 
sion of  such  lesions  as  giant-cell  tumor  of  tendon 
sheath,  reparative  granuloma  of  the  jaw,  brown  tumor 
of  hyperparathyroidism,  aneurysmal  bone  cyst,  and 
nonossifying  fibroma.  Two  cases  originally  classified 
as  malignant  giant-cell  tumors  were  reinterpreted  as 
rhabdomyosarcoma  and  giant-cell  variant  of  osteo- 
genic carcinoma. 

Comments:  In  the  past  two  or  three  decades  there 
has  been  a considerable  change  in  the  concept  of  the 
giant-cell  tumor,  and  a greater  realization  of  its  po- 
tential malignancy.  The  first  important  step  was  the 
elimination  of  many  tumors  formerly  classified  as 
giant-cell  tumors  because  of  the  presence  of  multi- 
nucleated  giant  cells. 

Diagnosis  usually  is  not  difficult  if  the  lesion  is  the 


Case, 

Sex 

Age 

(Yr.) 

Site 

Presenting  Symptoms 

Duration  of 

Symptoms 

Treatment 

Results 

1 

(F) 

46 

Face,  cranium 

Nostril  congestion 

4 yr. 

Seven  excisions 

Died  9 yr.  after  1st  attempted 
excision 

2 

(F) 

62 

Distal  femur 

Pain 

5 mo. 

Excision 

Died,  CVA,  7 yr.  11  mo.  after 
therapy 

3 

(F) 

18 

Distal  femur 

Swelling 

1 yr. 

Excision,  repeat 

Alive,  no  recurrences,  9 yr. 

4 

(F) 

42 

Proximal  humerus 

Pain 

3 mo. 

Resection,  proximal 

Alive,  no  recurrence,  3 yr.  8 mo. 

humerus;  forequarter 
amputation 

5 

(F) 

34 

Distal  radius 

Swelling 

8 mo. 

Curettage  X 2;  radiation; 

Died  15  yr.;  lung  and  spinal 

below  elbow  amputation; 
above  elbow  amputation 

cord  metastases 

6 

(M) 

53 

Humerus,  scapula 

Pain,  mass 

15  mo. 

Forequarter  amputation 

Died  2 weeks  postsurgery, 
suicide 

7 

(M) 

62 

Distal  femur 

Pain 

6 weeks 

Curettage 

Recurrence  at  4 yr.;  died  of 
congestive  failure,  8 yr. 

8 

(F) 

32 

Proximal  tibia 

Pain 

2 mo. 

Excision  and  graft 

Probable  recurrence,  6 yr., 
no  further  follow-up 

9 

(F) 

37 

Pubis 

Pain 

21  mo. 

Excision 

Alive,  26  mo.,  no  recurrence 

10 

(M) 

73 

Sacrum 

Sciatica 

9 mo. 

Partial  excision. 

Died  2 mo.  after  therapy, 

2,500  R 

cause  unknown 

11 

(M) 

57 

Distal  femur 

Pain,  pathological 
fracture 

8 mo. 

Excision  and  graft 

Died,  6.3  yr.,  coronary 
occlusion 

12 

(F) 

56 

Distal  fibula 

Swelling 

2 yr. 

Partial  excision. 

Died,  carcinoma  of  breast, 

2,400  R 

7 yr. 

13 

(F) 

38 

Proximal  tibia 

Pain 

6 mo. 

Above-knee  amputation 

Doing  well,  25  mo. 

14 

(F) 

30 

Proximal  tibia 

Pain 

15  mo. 

Above-knee  amputation 

Alive,  4 yr.  10  mo.,  no 

recurrence 

15 

(F) 

20 

Distal  radius 

Swelling 

1 yr. 

Excision,  distal  radius; 

Alive,  2 yr.  2 mo.,  no 

reconstructive  surgery; 

recurrence 

wrist  fusion 

Table  9.  Giant-cell  tumors. 
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typical  radiolucent,  expansile  one  occurring  in  the  end 
of  a long,  tubular  bone  in  a patient  usually  between 
20  and  40  years  old.  Treatment  is  more  difficult,  espe- 
cially with  tumors  of  the  arm. 

Case  4 involved  the  proximal  humerus.  At  attempt- 
ed excision,  the  tumor  was  found  to  invade  the  sur- 
rounding soft  tissue  and  infiltrate  the  teres  minor.  A 
forequarter  amputation  was  performed  16  days  later. 

This  patient  tolerated  her  surgery  well,  but  in  case 
6 the  patient  committed  suicide  two  weeks  after  a 
forequarter  amputation. 

Case  5 illustrates  the  problem  one  faces  in  trying 
to  preserve  the  upper  extremity.  This  patient  under- 
went two  attempts  at  curettage,  followed  by  x-ray 
therapy,  and  then  two  progressively  higher  amputa- 
tions. Each  succeeding  stage  showed  increasing  ana- 
plasia and  mitotic  activity.  She  eventually  developed 
spine  and  lung  metastases,  and  died  15  years  after 
her  first  treatment.  The  effect  of  radiation  on  the  ma- 
lignant transformation  is  speculative;9  but  there  was 
a difference  already  noted  in  the  tumor,  with  some 
increased  anaplasia  at  the  time  of  the  second  curet- 
tage. 

Our  most  recent  case,  no.  15,  involves  the  distal 
radius  of  a 20-year-old  woman.  A block  excision  of  the 
distal  radius  was  performed  as  an  initial  procedure. 
An  attempt  was  made  to  preserve  wrist  function  by 
moving  the  distal  ulna  into  a slot  prepared  by  excising 
the  lunate  at  a second  operation.  This  was  unsatis- 
factory, and  a wrist  fusion  was  performed  as  a third 
procedure.  Strong  consideration  would  be  given  to  a 
high  amputation  at  any  sign  of  recurrence. 

Ewing’s  Sarcoma:  The  average  age  of  the  four  boys 
and  two  girls  was  12.6  years,  with  an  age  range  from 
5 to  16  (Table  10). 


Location:  Three  were  in  the  ilium,  one  in  the  femur, 
one  in  the  scapula,  and  one  in  a temporal  bone. 

Symptoms:  All  patients  complained  of  pain.  The 
average  duration  of  symptoms  was  five  months,  with 
a range  of  from  six  weeks  to  eight  months.  Three  pa- 
tients had  repeated  episodes  of  fever.  One  was  origi- 
nally admitted  with  a diagnosis  of  rheumatic  fever, 
and  showed  definite  but  temporary  improvement  with 
cortisone  and  aspirin  therapy  before  the  diagnosis 
was  made.  The  patient  who  had  a lesion  in  the  tem- 
poral bone  noticed  a swelling  in  addition  to  pain. 

Treatment  and  Survival:  Surgical  ablation  was  at- 
tempted in  three  patients.  A forequarter  amputation 
was  done  in  the  case  involving  the  scapula  and  the 
patient  survived  seven  months. 

In  the  case  of  involvement  of  the  temporal  bone, 
excision  was  done  by  the  patient's  local  physician; 
however,  the  patient  was  referred  here  for  x-ray  ther- 
apy.  He  survived  nine  months  following  surgery. 

A hemipelvectomy  was  performed  in  one  case  in- 
volving the  ilium.  Survival  was  for  seven  months  fol- 
lowing surgery. 

The  other  three  cases  were  treated  with  x-ray  ther- 
apy alone.  One  case  involving  an  ilium  showed  definite 
initial  response,  with  shrinking  of  the  mass  and  com- 
plete subsidence  of  symptoms.  One  showed  slight 
temporary  regression;  one  showed  no  effect.  All  three 
patients,  however,  died  within  seven  and  one-half 
months  of  treatment. 

The  average  duration  of  symptoms  until  death  was 
only  9.8  months.  The  average  survival  after  surgery 
or  x-ray  was  7.7  months  and  4.7  months,  respectively. 

Comment:  The  poor  prognosis  in  this  tumor  corre- 
sponds to  the  experience  of  others.  Tracey  and  asso- 


Case, 

Sex 

Age 

(Yr.) 

Site 

Presenting  Symptoms 

Duration  of 

Symptoms 

Treatment 

Survival 

From  Treatment 

7 mo. 

3.5  mo. 

3 mo. 

7 mo. 

7.5  mo. 

1 (M) 

2 (F) 

3 (M) 

4 (M) 

5 (F) 

6 (M) 

13 

12 

15 

16 

15 

5 

Scapula 

Sacrum 

Femur 

Ilium 

Ilium 

Temporal  bone 

Shoulder  pain 

Hip  pain 

Pain,  fever 

Pain,  fever 

Abdominal  mass,  fever 
Mass 

6 weeks 

2 mo. 

6 mo. 

8 mo. 

6 weeks 

3 mo. 

Scapulectomy 

Radiation 

Radiation 

Excision 

Radiation 

Excision,  x-ray 

8.5  mo. 

5.5  mo. 

9 mo. 

15  mo. 

9 mo. 

12  mo. 

Table  10.  Ewing’s  sarcoma. 
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Case,  Age 

Sex  (Yr.) 


1 

(F) 

43 

2 

(M) 

57 

3 

(M) 

45 

4 

(M) 

58 

5 

(M) 

71 

6 

(M) 

69 

7 

(F) 

42 

8 

(F) 

28 

9 

(F) 

71 

10 

(M) 

71 

11 

(M) 

22 

12 

(M) 

73 

13 

(M) 

50 

14 

(F) 

67 

15 

(M) 

48 

16 

(M) 

43 

17 

(M) 

49 

18 

(F) 

53 

19 

(F) 

60 

20 

(M) 

42 

Duration  of 

Survival 

Site 

Presenting  Symptoms 

Symptoms 

Treatment 

From  Onset 

From  Treatment 

Calvarium,  spine 

Back  pain 

3 mo. 

Decompression 

7 mo. 

3 weeks 

Spine 

Back  pain 

Unknown 

Decompression,  x-ray 

4 yr.+ 

4 yr. 

Spine,  ribs,  skull 

Pathologic  fracture,  clavicle 

1 mo. 

Urethane,  x-ray 

13  mo. 

1 mo. 

Femur 

Pain 

4 mo. 

19  mo. 

14  mo. 

Ribs 

Hip  pain 

15  mo. 

Urethane 

28  mo. 

73  mo. 

Spine,  ribs 

Back  pain 

5 mo. 

Urethane,  x-ray 

8 mo. 

3 mo. 

Skull,  spine 

Pathologic  fracture  T-12 

0 

X-ray 

11  mo. 

10  mo. 

Spine,  skull 

Sciatica 

6 weeks 

Urethane 

13.5  mo. 

12  mo. 

Sternum 

Right  upper  quadrant  pain 

12  mo. 

X-ray 

62  mo. 

50  mo. 

Diffuse 

Weakness,  pain 

4 mo. 

Urethane 

5 mo. 

1 mo. 

Spine 

Leg  weakness,  numbness 

1 mo. 

Decompression 

5 weeks 

1 week 

Femur 

Pathologic  fracture 

0 

Urethane 

9 weeks 

8 weeks 

Spine 

Difficulty  in  micturition, 
walking 

14  mo. 

X-ray 

22  mo.;  lost  to 
follow-up 

Spine 

Back  pain 

2 mo. 

Decompression,  x-ray 

12  mo. 

11  mo. 

Pelvis,  skull 

Sciatica 

3 weeks 

Decompression,  x-ray 

37  mo. 

36  mo. 

and  L-sarcolysin 

Humerus 

Pain 

3 mo. 

X-rav 

27  mo. 

24  mo. 

Spine,  skull 

Bone  pains 

13  mo. 

X-ray,  L-sarcolysin 

3 mo.,  terminal, 
no  follow-up 

Spine,  ribs,  skull 

Back  pain 

6 weeks 

X-ray 

37  mo. 

36  mo. 

Femur,  humerus 

Pathologic  fracture, 

7 mo. 

L-sarcolysin 

22  mo. 

14  mo. 

humerus 

Alive,  11  mo. 

Femur 

Pain 

6 mo. 

X-rav 

Table  11.  Multiple  myeloma. 


dates10  similarly  reported  no  five-year  survivors,  al- 
though Bhansali  and  Desai11  were  not  quite  as  pessi- 
mistic, reporting  an  8.7  percent  overall  five-year  sur- 
vival rate  in  a number  of  different  series. 

Multiple  Myeloma:  Multiple  myeloma  is  a diffuse  dis- 
ease process  involving  many  organ  systems.  However, 
this  report  includes  only  those  cases  which  had  symp- 
toms of  bone  pain,  cord  compression,  or  pathological 
fracture.  Many  patients  with  multiple  myeloma  have 
been  and  are  still  being  seen  on  the  Hematology  Ser- 
vice, but  unless  their  symptoms  met  the  foregoing 
criteria,  they  were  not  included  in  this  series.  There 
were  13  men  and  7 women,  only  two  of  whom  were 
younger  than  40. 

Location:  Multiple  bones  were  involved  in  almost 
all  of  these  patients.  The  most  common  sites  were  the 
spine,  ribs,  and  calvarium.  The  most  comon  long 
bone  which  presented  with  the  original  site  of  com- 
plaint was  the  femur. 

Symptoms:  Ten  patients  presented  with  complaints 
referable  to  their  backs.  Five  of  these  had  symptoms 
of  cord  compression,  varying  from  paraplegia  to  sci- 
atica. Four  patients  had  a pathological  fracture.  Dura- 
tion of  symptoms  was  variable,  from  almost  instant 
paraplegia  following  a pathological  fracture  of  T-12  in 
one  patient,  to  12  to  15  months  of  vague  bone  pain 
in  another  patient. 

Treatment  and  Survival:  Those  patients  with  symp- 
toms of  acute  cord  compression  were  treated  with  de- 


compression laminectomy.  Other  modalities  of  treat- 
ment included  radiation,  urethane,  and  L-sarcolysin. 
There  are  no  five-year  survivors  in  this  series,  the 
longest  survival  being  four  years  and  two  months  from 
onset  of  treatment.  The  current  treatment  of  choice  is 
localized  radiation  to  an  area  of  spot  involvement, 
plus  systemic  L-sarcolysin.  This  seems  to  show  much 
improvement,  over  earlier  therapy  with  urethane,  but 
more  time  will  be  needed  to  evaluate  future  results 
before  the  prognosis  can  be  more  favorable.12 

Reticulum  Cell  Sarcoma:  Three  cases  of  reticulum  cell 
sarcoma  are  represented  in  this  series  (Table  12).  As 
with  multiple  myeloma,  only  those  cases  were  selected 
which  were  brought  to  our  attention  primarily  because 
of  bone  involvement.  Two  cases  were  in  men,  one  in 
a woman.  The  average  age  was  61  years,  with  a 
median  age  of  67. 

Location:  The  thoracic  spine  was  involved  in  one 
case,  the  finger  in  a second  case,  and  a third  case 
involved  both  a humerus  and  a femur. 

Symptoms:  The  patient  with  sarcoma  in  the  tho- 
racic spine  presented  with  symptoms  of  cord  compres- 
sion manifested  by  lower  extremity  weakness,  progres- 
sive for  five  or  six  months.  Pain  and  a mass  in  the 
finger  were  presenting  symptoms  in  case  2.  The  case 
involving  the  femur  was  represented  by  a pathological 
fracture  through  the  involved  bone.  There  were  no 
preceding  symptoms  in  this  case. 

Treatment  and  Survival:  The  sarcoma  of  the  tho- 
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Case,  Age  Duration  of  Survival 

Sex (Yr.) Site  __  Presenting  Symptoms  Symptoms  Treatment  From  Onset  From  Treatment 

1 (M)  67  Thoracic  spine  Leg  weakness  6 mo.  Decompression  7 mo.  3 weeks 

laminectomy 

2 (M)  70  Finger  Ulcer  1 yr.  Metacarpophalangeal  19  mo.  7 mo.4 

disarticulation 

3 (F)  46  Humerus,  femur  Pain,  pathologic  6 weeks  Radiation  13  mo.  12  mo. 

fracture 

"Died  of  unrelated  cause. 

Table  12.  Reticulum  cell  sarcoma. 


racic  spine  was  treated  by  a decompression  laminec- 
tomy. There  was  little  return  of  neurological  function, 
and  the  patient  survived  only  three  weeks  following 
surgery. 

The  sarcoma  of  the  finger  was  treated  with  a meta- 
carpophalangeal disarticulation.  This  patient  died  of  a 
concomitant  malignant  melanoma  of  the  cheek  seven 
months  later. 

The  sarcoma  of  the  femur  was  treated  with  pallia- 
tive radiation  because  of  widespread  visceral  involve- 
ment at  the  time  of  diagnosis.  This  patient  survived 
12  months. 

Every  survival  from  the  time  of  diagnosis  was, 
therefore,  slightly  less  than  seven  months.  Average 
survival  from  the  time  of  onset  of  symptoms  was  ten 
months. 

Case  2 is  included  even  though  the  diagnosis  must 
be  qualified.  Interpretation  of  a small  amount  of  path- 
ologic material  in  a patient  with  this  unusual  site  of 
involvement  and  clinical  history  must  be  made  with 
reservation. 

These  reticulum  cell  sarcomas  were  extremely  cel- 
lular lesions  which  replaced  the  marrow  spaces  and 
destroyed  existing  bony  trabeculae  in  the  same  man- 
ner as  the  Ewing's  sarcoma.  The  only  differentiating 
feature  was  the  presence  of  a degree  of  pleomorphism 
that  was  not  seen  in  the  Ewing’s  sarcoma  and  an 
irregularity  of  the  nuclei  as  well.  These  nuclei  also 
frequently  had  prominent  nucleoli,  another  feature 
not  seen  in  Ewing’s  sarcoma.  In  a few  areas,  the  cells 
definitely  resembled  histiocytes. 

Hemangioma  of  Bone:  Two  hemangiomas  of  bone 
were  verified  surgically.  Three  other  probable  heman- 
giomas were  diagnosed  on  the  basis  of  their  charac- 
teristically striated  roentgenographic  appearance  in  a 
vertebra.  These  involved  L-l,  L-2  and  T-12  (one  case 
each),  but  are  not  included  in  this  general  series  ex- 
cept to  mention  them  in  this  context.  One  lesion  was 
in  the  skull  of  a 36-year-old  white  woman,  who  under- 
went biopsy  for  diagnosis  only.  The  other  lesion,  in  an 
18-year-old  Negro  woman,  occurred  in  the  ischium. 
This  was  an  incidental  finding  on  a roentgenogram 
taken  for  a swallowed  foreign  body.  It  was  treated 


with  subtotal  excision  and  curettage.  No  follow-up  is 
available  on  either  patient. 

Aneurysmal  Bone  Cyst:  All  three  cases  of  aneurysmal 
bone  cyst  were  in  young  women,  two  of  them  teen- 
agers. In  two  cases  the  symptoms  were  rather  sudden 
in  onset,  and  severe.  One  patient  had  sudden  onset 
of  paraplegia,  following  one  month  of  back  pain.  She 
underwent  decompression  thoracic  laminectomy  with 
the  excision  of  extradural  neoplasm,  followed  by  radi- 
ation therapy.  When  last  seen,  almost  40  months 
later,  she  was  completely  asymptomatic  and  remarked 
that  she  was  “dancing  every  Saturday  night.” 

The  second  patient  was  asymptomatic  until  she 
sustained  a pathologic  fracture  of  her  femur  through 
a large  lesion.  The  following  procedures  were  carried 
out:  biopsy,  excision,  and  massive  grafting  with  the 
application  of  a blade  plate.  She  has  been  seen  for 
follow-up  for  five  years  and  five  months. 

The  third  patient  was  a 30-year-old  woman  who 
complained  of  stiffness  and  dull  back  pain  for  one 
year.  Roentgenograms  revealed  a large  lesion  of  the 
wing  of  the  ilium.  The  iliac  wing  and  the  mass  were 
excised.  Contact  was  lost  after  five  months. 

Fibrous  Dysplasia:  Eleven  cases  of  fibrous  dysplasia 
included  eight  men  and  three  women  (Table  13).  The 
age  range  was  from  10  to  60.  In  eight  cases  lesions 
were  polyostotic.  In  only  three  the  lesions  were  mono- 
stotic. Three  cases  partially  fitted  the  picture  of  Al- 
bright’s syndrome,  with  unilateral  involvement  of  mul- 
tiple bones  and  cafe  au  lait  spots  on  the  skin.  The 
records  do  not  indicate  any  evidence  of  precocious 
sexual  puberty,  however. 

Location:  Although  many  bones  were  involved  in 
eight  of  the  cases,  the  most  frequent  involvement 
was  in  the  long  tubular  bones,  especially  the  tibia, 
femur,  and  humerus.  The  next  favorite  spots  were  the 
lumbar  vertebrae,  the  scapula,  the  ribs,  and  the  skull. 

Symptoms:  Six  patients  presented  with  pathologi- 
cal fractures,  which  healed  without  sequelae  and  with 
disappearance  of  fibrous  dysplasia  at  the  fracture  site. 
In  case  2,  there  were  four  different  pathological  frac- 
tures over  a seven-year  period.  Harris  and  associ- 
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Case, 

Age 

Duration  of 

Results 

Sex 

(Yr.) 

Site 

Presenting  Symptoms 

Symptoms 

Treatment 

1 (M) 

41 

Polyostotic 

Pathologic  fracture. 

None  prior  to 

Open  reduction,  graft 

2-year  follow-up;  healed 

femur 

fracture 

Eggers'  splint 

2 (M) 

10 

Polyostotic 

4 pathological  fractures 

2 yr. 

Multiple  surgical 

All  fractures  healed 

reductions 

3 (M) 

48 

Ribs 

Malaise 

1 yr. 

Biopsy 

Died  1 yr.;  renal  carcinoma 

4 (F) 

30 

Distal  humerus 

Pathological  fracture 

None  prior 

Periosteal  elevation 

No  follow-up 

5 (M) 

15 

Proximal  tibia 

Pathological  fracture 

None  prior 

Curettage  and  graft 

1-year  follow-up;  healed 

6 (F) 

24 

Polyostotic 

Crooked  leg 

20  yr. 

None 

Treatment  deferred  because 
of  psychosis 

7 (F) 

60 

Polyostotic 

Malaise  and  pathologic 

1 yr. 

None 

Healed  without  specific 

fracture  of  rib 

treatment 

8 (M) 

33 

Polyostotic 

Hip  pain 

10  yr. 

None 

2-year  follow-up;  healed 

9 (M) 

41 

Polyostotic 

Pathological  fracture 

None  prior 

Open  reduction,  graft, 

of  femur 

Eggers'  splint 

10  (M) 

55 

Polyostotic 

None 

Rib  resection 

Uremia;  hypertension;  no 
further  treatment 

11  (M) 

20 

Distal  femur 

Mass 

1 yr. 

Excision  and  massive 

7-month  follow-up;  progressive 

grafting 

healing;  ambulatory  in  ischial 
weight-bearing  brace 

Table  13.  Fibrous  dysplasia. 


ates,13  in  a review  of  90  patients,  mentioned  that  85 
percent  had  at  least  one  fracture.  One  patient  com- 
plained of  mild  to  moderate  pain  in  the  area  of  the 
involved  bones;  another  complained  only  of  stiffness 
and  tiredness.  The  diagnosis  of  one  patient  was  made 
incidentally  during  the  course  of  work-up  for  a carci- 
noma of  a kidney.  In  case  11  there  was  progressive 
swelling  of  the  knee  for  one  year. 

Treatment:  Treatment  was  almost  always  surgical, 
usually  with  internal  fixation  and  supplemental  graft- 
ing. Of  the  pathologic  fractures,  two  were  treated  with 
open  reduction  with  grafting  and  Eggers’  contact 
splints.  One  was  treated  with  curettage  and  grafting. 
One,  in  a rib,  was  treated  with  resection  of  the  in- 
volved rib  for  diagnosis.  All  healed  uneventfully.  One 
lesion  in  a humerus  was  treated  with  periosteal  eleva- 
tion. This  involved  a 30-year-old  woman,  and  the 
subsequent  course  is  unknown.  Patient  number  2 had 
four  osteotomies  for  deformities,  open  reduction  and 
internal  fixation  with  Austin  Moore  blade  plates  to 
both  hips,  and  open  reduction  with  bone  grafting 
once.  All  healed  without  sequelae. 

Eosinophilic  Granuloma:  The  single  case  of  eosino- 
philic granuloma  occurred  in  the  right  femur  and  was 
originally  interpreted  as  an  osteomyelitis.  It  was 
treated  with  windowing  and  drilling,  but  because  pain 
continued,  it  was  curetted  seven  months  later.  The 
patient  was  then  lost  to  contact,  still  complaining  of 
pain. 

Although  not  a neoplasm,  this  lesion  is  often  con- 
fused with  other  solitary  radiolucent  lesions  of  bone. 


Cases  fitting  the  general  picture  of  “histiocytosis  X” 
were  not  reviewed  in  this  series.14 
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CARCINOMA 
OF  THE  CYSTIC  DUCT 


BURT  B.  SMITH,  M.D.;  MANUEL  HUERGO,  M.D.;  and  PAUL  S.  CULLEN,  M.D. 


Case  Report:  A rare  case  of  primary  car- 
cinoma of  the  cystic  duct  in  a 48-year- 
old  Negro  woman  is  presented,  including 
the  patient’s  progress  after  conservative 
excision.  A recent  review  by  Dr.  Gerald 
Klatskin  of  similar  tumors  in  the  extra- 
hepatic  ducts  is  included.  Dr.  Klatskin’s 
findings  suggest  a good  prognosis  for 
some  of  these  tumors. 

A LESION  similar  to  the  one  found  in  the  patient 
under  study  had  never  been  seen  by  the  authors. 
Stewart,  Lieber,  and  Morgan1  found  27  cases  reported 
when  they  reviewed  the  literature  in  1940;  however, 
after  a critical  study,  they  stated  that  the  cases  were 
not  “indisputable  incidences  of  primary  carcinoma  of 
the  cystic  duct.” 

Farrar2  reported  a case  in  1951  which  he  stated 
was  the  fifth  case  reported  that  satisfied  the  following 
criteria  for  diagnosis  of  primary  carcinoma  of  the 
cystic  duct:  (1)  the  growth  must  be  restricted  to  the 
cystic  duct;  (2)  there  must  be  no  neoplastic  process 
in  the  gallbladder,  common  or  hepatic  duct;  and  (3)  a 
histologic  examination  of  the  growth  must  confirm  the 
presence  of  carcinoma  cells.  The  diagnosis  in  our  case 
report  conforms  to  these  criteria. 

Case  Report:  This  patient,  a 48-year-old  Negro  wo- 
man, was  seen  by  Dr.  Felix  McGivney  at  Memorial 
Baptist  Hospital  on  July  15,  1963.  Her  chief  com- 
plaint was  pain  in  the  upper  right  quadrant  of  the 
abdomen  which  began  six  to  eight  weeks  before  ad- 
mission and  had  become  more  severe  and  continuous 
for  the  past  two  weeks.  She  had  been  treated  by  her 


doctor  for  intermittent  symptoms  which  included  epi- 
gastric pain.  For  a year  and  a half  this  pain  had  often 
awakened  her  at  night.  These  symptoms  were  usually 
relieved  by  medical  treatment  and  were  different  from 
the  right  upper  quadrant  pain  for  which  she  was  ad- 
mitted to  the  hospital  for  further  examination  and 
treatment. 

Physical  examination  revealed  a slender  Negro  wo- 
man who  was  uncomfortable  because  of  upper  right 
quadrant  pain.  Specific  data  included:  height,  5 ft.  4 
inches;  weight,  121  lb.;  blood  pressure,  110/70  mm. 
of  mercury;  temperature,  97.6  F;  pulse,  76  beats  per 
minute;  respirations,  20  per  minute.  Sclerae  and  skin 
were  not  icteric.  Positive  findings  were  limited  to  the 
abdomen.  There  was  definite  tenderness  with  muscle 
spasm  over  the  upper  right  quadrant;  however,  a defi- 
nite mass  could  not  be  outlined. 

Complete  blood  count  and  urinalysis  were  normal. 
The  blood  chemistry  was  reported  as  follows:  fasting 
blood  sugar,  100  mg./lOO  cc.;  blood  urea  nitrogen 
(BUN),  12  mg./lOO  cc.;  cholesterol,  150  mg./lOO  cc.; 
bilirubin,  0.3  mg./lOO  cc.;  thymol  turbidity,  1.7  units; 
bromsulphalein  retention,  4 percent;  cephalin  floccu- 
lation, negative  (24-48  hours);  and  protein-bound 
iodine,  5.2  pg/100  cc. 

X-ray  examination  of  the  chest,  upper  gastrointesti- 
nal tract,  and  gallbladder  was  made  July  13,  1963. 
Results  were  as  follows;  chest,  normal;  cholecysto- 
gram,  nonvisualization  of  the  gallbladder;  upper  gas- 
trointestinal tract,  deformed  duodenal  bulb,  ulcer  cra- 
ter not  demonstrated;  and  cholecystogram  (repeat 
July  16),  nonvisualization  of  the  gallbladder. 

Preoperative  diagnosis  of  subacute  cholecystitis 
with  cholelithiasis  was  made  and  cholecystectomy 
with  exploration  was  advised  and  accepted  by  the 
patient. 
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Fig.  1 . The  primary  tumor,  the  metastatic 
node,  and  technique  of  surgical  procedure 
in  carcinoma  of  the  cystic  duct. 


Fig.  2.  A small-cell  undifferentiated 
carcinoma  with  a prominent  collagenous 
stroma.  No  glandular  formations  were 
noted.  X66. 


The  operation  was  carried  out  on  July  18,  1963. 
Abnormalities  were  found  in  the  gallbladder,  cystic 
duct,  and  common  duct.  The  gallbladder  was  greatly 
enlarged,  lighter  in  color  than  normal,  and  extremely 
tense  to  palpation.  However,  no  stones  were  palpated. 

The  cystic  duct  was  elongated,  dilated,  and  tor- 
tuous. A small  firm  mass  which  was  approximately 
8 mm.  in  diameter  could  be  felt  apparently  in  the  lu- 
men of  the  cystic  duct  just  proximal  to  the  junction 
with  the  common  duct.  The  hepatic  duct  appeared 
dilated  proximal  to  this  junction  (10-12  mm.),  while 
the  common  duct  appeared  smaller  (6-8  mm.)  distal 
to  the  junction.  The  small  mass  could  be  displaced 
away  from  the  common  duct,  indicating  the  limitations 
of  its  involvement  with  the  cystic  duct.  It  was  thought 
to  be  a stone  impacted  in  the  cystic  duct  because  of 
its  ovoid  shape  and  firmness.  Also,  stones  frequently 
cause  biliary  duct  obstruction. 

However,  a more  careful  examination  raised  some 


Fig.  3.  Metastatic  carcinoma  in  perichole- 
dochal  node  (See  Fig.  1).  The  tumor  forms 
solid  masses  in  contrast  to  the  more  diffuse 
infiltration  seen  in  Fig.  2.  X66. 
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doubts  about  this  diagnosis.  A small  incisional  biopsy 
was  done,  and  the  frozen  section  was  reported  as 

portion  of  cystic  duct,  scirrhous  carcinoma,  probably 
primary.”  The  cystic  duct  was  then  excised  from  the 
common  duct.  A portion  of  the  lateral  and  anterior 
walls  of  the  common  duct  were  taken  in  order  to  en- 
compass the  tumor  in  the  cystic  duct  by  a wider  mar- 
gin of  normal  tissue.  After  exploring  the  common  duct 
and  passing  a 3 mm.  Bakes  dilator  through  the  am- 
pulla of  Vater,  a No.  10  T tube  was  placed  in  the 
common  duct  and  brought  out  at  the  anterior  extrem- 
ity of  the  incision.  The  closure  was  made  so  that  the 
tube  emerged  from  the  anterior  aspect  of  the  common 
duct  (Fig.  1).  The  long  cystic  duct  with  the  tumor  and 
the  gallbladder  were  then  removed  and  the  gallbladder 
bed  was  reperitonealized.  Some  fatty  tissue  with  a 
lymph  node  was  removed  from  near  the  common  duct 
below  the  junction  of  the  cystic  and  common  hepatic 
ducts.  The  T tube  and  Penrose  drain  were  brought 
out  through  the  incision. 

The  final  diagnoses  were  (1)  carcinoma,  undifferen- 
tiated, scirrhous,  probably  primary,  in  the  cystic  duct 
(Fig.  2);  (2)  gallbladder,  cholecystitis,  chronic,  and 
hydrops;  (3)  lymph  node,  metastatic,  undifferentiated 
carcinoma  (Fig.  3). 

The  patient’s  convalescence  following  surgery  was 
smooth  and  uneventful.  She  was  discharged  from  the 
hospital  on  the  tenth  postoperative  day  with  T tube 
in  place.  A T tube  cholangiogram  was  done  six  weeks 
postoperatively  and  reported  as  follows:  "Filling  defect 
of  the  common  hepatic  and  common  bile  duct  in  the 
region  of  the  resection  of  the  cystic  duct.  Minimal 
bulbous  dilation  of  the  common  hepatic  duct  consis- 
tent with  low-grade,  incomplete  obstruction  at  the  site 
of  previous  excision  of  the  cystic  duct.” 

The  T tube  was  removed  four  months  later.  Several 
days  prior  to  removal  it  was  clamped  and  no  symp- 
toms developed. 

The  patient  was  last  seen  on  Nov.  22,  1967,  52 
months  following  removal  of  her  tumor.  At  this  time 
she  was  asymptomatic,  had  gained  38  lb.,  and  physi- 
cal examination  revealed  no  evidence  of  recurrence 
of  the  tumor. 

Discussion:  A review  of  the  surgical  literature  con- 
vinced us  that  primary  carcinoma  of  the  cystic  duct 
is  indeed  a rare  lesion.  Cases  of  primary  carcinomas 
of  the  cystic  duct  which  meet  the  aforementioned  re- 
quirements for  diagnosis  have  been  reported  by  the 
following  persons:  Stewart,  Lieber,  and  Morgan, 
19401;  Brunschwig  and  Clark,  19413;  Weimershaus, 
19414;  Oppenheimer,  19425;  Ciocatto,  19456;  Farrar, 
19512;  Irons,  19558;  Rabinovitch,  I9609;  Edelmann, 
196310;  Parker,  196511;  Hoerr  and  Hazard,  1966. 12 


We  decided  to  treat  this  patient  by  conservative 
resection,  since  the  lesion  appeared  so  localized 
and  also  since  the  complication  rate  of  radical  exci- 
sional  surgery  is  high.  It  might  also  be  mentioned  that 
at  the  time  the  surgery  was  performed,  the  authors 
were  under  the  impression  that  the  prognosis  for  an 
undifferentiated  carcinoma  of  the  bile  ducts  was  ex- 
tremely poor.  However,  a recent  review  by  Klatskin13 
of  tumors  occurring  at  other  sites  along  the  extra- 
hepatic  duct  system,  suggests  a better  prognosis  for 
this  tumor. 

The  tumors  discussed  by  Klatskin  occurred  at  the 
bifurcation  of  the  hepatic  duct  within  the  porta  hepa- 
tis.  The  histology  of  this  tumor  and  also  the  behavior 
following  conservative  excisional  surgery  strongly  sug- 
gest the  similarity  of  this  tumor  to  the  ones  reported 
by  Klatskin.  Certainly  our  experience  with  this  patient 
who  had  a regional  metastatic  node  demonstrated 
and  who  is  now  alive  and  well  44  months  after  con- 
servative surgical  excision  also  supports  the  possibility 
of  a better  outlook. 

Acknowledgments:  The  authors  wish  to  express  grati- 
tude to  Dr.  Felix  McGivney  for  referring  this  case  for 
surgical  treatment  and  to  Dr.  Harlan  J.  Spjut  for  re- 
viewing the  gross  and  microscopic  pathology  in  this 
case.  Dr.  Spjut  studied  the  microscopic  slides  and  con- 
curred that  he  regarded  the  case  as  a primary  carci- 
noma of  the  cystic  duct. 
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MANAGEMENT  OF 


PATIENTS  WITH 
WILMS'  TUMOR 


JUSTIN  J.  STEIN,  M.D. 

Review  Article:  Effective  treatment  may 
be  surprisingly  successful  in  patients 
with  Wilms’  tumor,  and  excellent  cure 
rates  have  been  reported  when  combina- 
tions of  surgery,  radiation  therapy,  and 
chemotherapy  are  used.  Even  when  all 
indications  are  that  only  one  kidney  is  in- 
volved, the  “normal”  kidney  should  be 
examined  carefully  at  surgery. 

THE  COMBINATIONS  OF  SURGERY,  chemotherapy, 
and  radiation  therapy,  plus  a high  degree  of  optimism 
has  not  only  caused  a renewed  interest  in  the  treat- 
ment of  patients  with  Wilms’  tumor  but  also  has  im- 
proved the  end  results.  Although  many  urologists  will 
not  see  many  patients  with  Wilms’  tumors,  the  recog- 
nition and  adequate  treatment  of  patients  with  this 
disease  can  produce  a high  percentage  of  excellent 
results. 

The  most  common  solid  tumors  in  infants  and  chil- 
dren are  embryoma  of  the  kidney  (Wilms’  tumor)  and 
neuroblastoma.  Although  accidents  cause  the  most 
deaths  in  children,  the  number  one  cause  of  death 
due  to  disease  is  cancer.  The  predominant  forms  of 


cancer  which  occur  in  adults  are  uncommon  in  chil- 
dren. For  example,  cancer  of  the  lung,  stomach,  colon, 
breast,  and  prostate  are  common  in  adults  but  are 
infrequently  diagnosed  in  children.  The  most  common 
types  of  malignant  disease  in  children  up  to  age  15 
are  leukemia,  lymphoma,  neuroblastoma,  and  tumors 
involving  the  brain,  spinal  cord,  eye,  kidney  and  bone. 

Wilms’  tumor  has  been  described  by  many  different 
names  such  as  nephroblastoma,  adenomyosarcoma, 
carcinosarcoma,  embryonal  adenomyosarcoma  and 
embryoma  of  the  kidney.  The  reason  for  the  variety 
of  designations  is  because  the  tumor  may  be  com- 
posed of  the  malignant  components  of  smooth  and 
striated  muscle,  epithelial  tissues,  bone  and  cartilage. 

Etiology,  Incidence:  These  tumors  originate  within  the 
renal  parenchyma,  growing  by  expansion  and  com- 
pression of  the  adjacent  renal  tissues  into  a pseudo- 
capsule. They  may  extend  into  the  pelvis  and  the 
ureter.  The  adjacent  lymph  nodes  may  be  involved 
and  should  be  removed  when  nephrectomy  is  done. 
The  capsule  may  not  be  penetrated  until  the  tumor 
has  been  present  for  some  time.  The  principal  method 
of  metastasis  is  via  the  blood  stream,  and  metastases 
in  the  lungs  are  common  in  a high  percentage  of  un- 
cured patients.  The  pressure  produced  by  hemorrhag- 
es within  the  encapsulated  tumor  may  force  emboli  of 
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tumor  cells  into  the  blood  vessels.  The  liver  and  brain 
are  less  commonly  involved.  Bone  metastases  infre- 
quently occur  and  when  they  are  present  it  is  usually 
late  in  the  course  of  the  disease. 

The  tumor  may  be  present  at  birth;  rarely  they  have 
been  large  enough  in  newborns  to  cause  dystocia. 
Both  sexes  and  either  kidney  may  be  equally  affected. 
Approximately  90  percent  of  the  tumors  occur  before 
the  age  of  six,  and  the  average  age  at  onset  is  about 
three  years.  The  incidence  in  various  hospitals  will 
vary  considerably  depending  upon  the  type  of  practice 
of  the  hospital  staff,  and  whether  it  is  a pediatric  or 
a general  hospital.  At  one  large  institution  with  pa- 
tients of  all  ages,  the  incidence  was  1 per  20,000 
admissions.1  Snyder  and  associates  estimated  the  av- 
erage incidence  in  pediatric  hospitals  to  be  1 per 
2,000  to  3,000  admissions.2  Of  811  cases  of  malig- 
nant disease  in  children  recorded  at  the  Manchester 
Children’s  Tumor  Registry  between  1953  and  1961, 
44  were  Wilms’  tumors.3 

Differential  Diagnosis:  In  the  differential  diagnosis  the 
following  conditions  must  be  suspected:  hydronephro- 
sis due  to  pelvic-ureteric  obstruction,  congenital  poly- 
cystic disease,  neuroblastoma  originating  in  the  adre- 
nals or  the  sympathetic  chain,  retroperitoneal  lymph 
node  enlargement  due  to  lymphosarcoma,  Hodgkin’s 
disease,  leukemia,  metastatic  disease  and  hepatoma. 

Reported  Cure  Rates:  Farber4  has  commented  upon 
the  great  variation  in  the  percentage  of  cures  of  pa- 
tients with  Wilms'  tumors  in  different  institutions.  He 
pointed  out  also  that  between  1931  and  1939  Ladd 
increased  the  cure  rate  to  32  percent  using  improved 
surgical  techniques  alone,  and  that  from  1948 
through  1956  Gross,  using  the  thoracico-abdominal 
approach,  produced  cure  rates  as  high  as  47  percent. 

Farber4  reported  the  results  of  surgery,  locally  ad- 
ministered radiation  therapy,  and  actinomycin  D in 
treatment  of  53  patients  who  had  no  demonstrable 
metastases  on  admission;  47  or  89  percent  were  alive 
with  no  evidence  of  tumor  from  two  years  to  nine 
years  and  eight  months.  Sixteen  of  the  53  patients  de- 
veloped metastases  some  time  after  admission  and 
were  treated  with  additional  chemotherapy  and  radia- 
tion therapy.  Ten  of  these  16  (53  percent)  were  alive 
and  tumor-free  for  two  or  more  years.  Farber  com- 


pares this  89  percent  cure  rate  to  that  of  40  percent 
in  several  institutions,  including  his  own,  when  sur- 
gery and  radiation  alone  were  used.  The  comparison 
may  not  be  entirely  valid  since  the  cases  in  the  series 
may  not  be  completely  comparable  to  earlier  cases. 
Also,  no  one  institution  has  a sufficient  volume  of  pa- 
tients with  Wilms'  tumors  to  do  a double-blind  study. 
One  interesting  series  reported  by  Farber  was  a group 
of  15  patients  who  had  metastases  present  at  the 
time  of  admission  and  at  the  time  the  primary  kidney 
tumor  was  recognized.  These  patients  were  treated  by 
nephrectomy,  locally  administered  irradiation  and  ac- 
tinomycin D given  intravenously,  and  with  radiation 
given  to  both  lungs.  Eight  of  the  15  patients  in  this 
group  (53  percent)  were  alive  with  no  evidence  of  the 
tumor  in  the  lungs  or  anywhere  in  the  body  for  from 
two  years  to  nine  years  and  eight  months.  He  believes 
that  when  Wilms’  tumors  are  diagnosed  before  they 
metastasize,  and  when  actinomycin  D is  administered 
routinely  at  the  time  of  nephrectomy,  followed  by  lo- 
cal radiation,  that  metastases  can  be  prevented  in 
almost  all  patients. 

Maier  and  Harshaw5  reported  a two-year  survival 
rate  of  44  percent  and  a three-year  survival  rate  of 
42  percent  in  a series  of  51  patients  treated  at  Walter 
Reed  General  Hospital.  They  found  that  the  immediate 
use  of  actinomycin  D in  the  postoperative  period, 
along  with  radiation  therapy,  did  not  prolong  survival. 
They  concluded  that  when  actinomycin  D was  re- 
served for  use  for  metastases  or  recurrent  tumors  that 
there  appeared  to  be  a definite  increase  in  survival 
time. 

Bodian  and  Rigby6  reported  three  patients  who  had 
solitary  metastases  in  the  lung  who  were  treated  and 
who  have  survived  for  from  two  and  one-half  to  six 
and  one-half  years.  Two  of  the  patients  had  lobectomy 
for  the  lung  metastases.  The  primary  Wilms’  tumors 
had  been  treated  by  nephrectomy  followed  by  post- 
operative radiation  therapy.  The  third  patient  had  soli- 
tary pulmonary  metastases  when  first  seen.  The  lesion 
disappeared  following  radiation  therapy.  The  kidney 
tumor  was  removed  and  the  kidney  bed  radiated. 
Later,  the  lung  tumor  reappeared  and  was  surgically 
removed.  This  patient  has  remained  well  for  two  and 
one-half  years. 
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Treatment:  Patients  with  Wilms’  tumor  must  be  con- 
sidered as  emergency  cases  and  a treatment  program 
promptly  instituted.  In  the  past,  there  has  been  no 
unanimity  of  opinion  as  to  whether  radiation  therapy 
should  be  given  preoperatively  or  postoperatively.  To 
this  question  has  been  added  the  problem  of  chemo- 
therapy. Should  it  be  given  routinely  in  all  patients? 

If  so,  for  how  long?  Should  chemotherapy  be  given 
prior  to,  during,  or  following  radiation  therapy?  It  has 
been  agreed  generally  that  actinomycin  D is  the  chem- 
otherapeutic agent  of  choice  for  this  tumor. 

Goldberg  and  his  associates7  believe  that  actinomy- 
cin D becomes  attached  to  the  quanine  radical  of  the 
DNA.  As  a result,  the  protein  synthesis  may  be  inhib- 
ited and  the  cells  may  be  arrested  in  a certain  stage 
of  their  growth.  Kaplan  and  Zavarine8  have  found  that 
the  sensitivity  to  the  radiation  of  bacteria  depends 
upon  the  amount  of  quanine  content  of  their  DNA. 

Ranniger  and  Griem9  have  found  as  a result  of 
laboratory  experiments  on  animals  that  the  variation 
of  the  time  interval  between  actinomycin  D injection 
and  the  administration  of  ionizing  radiation  modifies 
the  radiation  response  of  the  cells. 

One  of  the  major  difficulties  in  attempting  to  find 
the  best  time  to  coordinate  radiation  therapy  with  the 
chemotherapy  in  humans  is  that  the  growth  rate  of 
cells  of  the  different  types  of  malignancies  varies  so 
much,  and  it  even  varies  in  a single  tumor. 

When  patients  are  given  radiation  therapy  using 
conventional  equipment  and  are  also  given  actino- 
mycin D,  erythema  develops  which  is  out  of  propor- 
tion to  the  dose  of  radiation  therapy.  The  erythema 
persists  for  a longer  time  than  usual.  It  is  difficult  to 
say  whether  the  effect  of  the  combined  therapy  is 
additive  or  synergistic,  or  whether  there  is  any  opti- 
mal time. 

Some  of  the  best  results  have  been  achieved  by 
combinations  of  preoperative  and  postoperative  radia- 
tion therapy.  At  the  University  of  California,  53.5  per- 
cent of  the  patients  with  Wilms’  tumors  treated  with 
preoperative  radiation,  nephrectomy,  and  postopera- 
tive radiation  therapy  survived  five  years.  Thirteen,  or 
76.4  percent,  of  17  patients  less  than  two  years  of  age 
survived  five  years.  Of  the  patients  who  had  invasion 
of  capsule,  37  percent  survived  for  five  or  more 
years.10 


If  a patient  survives  two  years  after  treatment  with- 
out any  evidence  of  recurrent  or  metastatic  disease, 
for  all  practical  purposes  he  is  considered  to  be  cured. 

It  is  fully  realized  that  a few  patients  in  this  category 
will  have  metastatic  disease  which  may  occur  years 
later.  A study  of  the  89  patients  with  Wilms’  tumors 
in  the  California  Tumor  Registry  by  Platt  and  Linden11 
has  confirmed  Collins12  hypothesis  of  survival.  Collins 
postulated  that  there  would  be  a risk  of  recurrence  of 
Wilms’  tumor  for  a period  equal  to  the  patient’s  age 
at  the  time  of  diagnosis  plus  nine  months  (period  of 
gestation). 

Kinzel  and  associates1  reported  that  12  (57  per- 
cent) of  21  patients  who  received  preoperative  radia- 
tion, nephrectomy  and  postoperative  radiation  sur- 
vived three  or  more  years.  They  also  considered  the 
excretory  urographic  examination  to  be  an  adequate 
diagnostic  tool  in  the  majority  of  cases.  Nine  out  of 
15  patients  (67  percent)  under  two  years  of  age,  and 
only  4 of  32  (13  percent)  of  patients  two  years  of  age 
or  older,  survived  five  or  more  years.  Patients  diag- 
nosed and  treated  prior  to  one  year  of  age  are  con- 
sidered to  have  an  excellent  prognosis.  Lattimer  and 
associates13  found  that  90  percent  of  those  patients 
operated  upon  before  the  age  of  one  year  survived 
three  years. 

Bilateral  Involvement:  In  about  5 percent  of  cases 
both  kidneys  are  involved.  The  incidence  may  be 
much  higher  if  a search  for  bilateral  involvement  is 
made  in  all  cases  at  the  time  of  surgery  in  spite  of 
the  lack  of  clinical  and  radiographic  findings.  A dis- 
cussion with  urologists  has  confirmed  the  fact  that 
the  second  kidney  has  been  found  to  be  involved  in  a 
number  of  instances  in  which  there  was  no  preopera- 
tive clinical  evidence.  If  the  second  kidney  tumor  is 
small,  a partial  nephrectomy  can  be  done  for  this 
lesion  and  a nephrectomy  for  the  large  kidney  tumor. 
Whether  or  not  postoperative  radiation  therapy  or 
chemotherapy,  or  both,  would  be  given  would  have  to 
be  determined  for  each  patient. 

Five  of  89  children  with  pathologically  confirmed 
Wilms'  tumors  with  bilateral  involvement  were  report- 
ed to  the  California  Tumor  Registry  between  1942  and 
1957.  This  represents  an  incidence  of  bilateral  involve- 
ment of  5.6  percent.11  In  a series  of  51  cases  reported 
by  Maier  and  Harshaw,5  the  incidence  of  bilateral 
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involvement  was  10  percent.  One  of  the  patients  is 
alive  and  well  three  years  after  unilateral  nephrectomy 
and  3,000  roentgens  to  the  tumor  in  the  contra- 
lateral kidney.  Although  metastases  to  the  opposite 
kidney  may  occur  when  bilateral  involvement  is  pres- 
ent, it  most  probably  represents  a simultaneous  de- 
velopment similar  to  that  noted  in  about  2 to  3 per- 
cent of  women  who  have  bilateral  involvement  when 
cancer  is  first  diagnosed  in  one  breast. 

An  increasing  number  of  cases  of  bilateral  Wilms’ 
tumors  are  being  reported  in  which  therapy  brings 
favorable  results.  If  the  tumors  can  be  resected,  post- 
operative radiation  therapy  can  be  given  when  indi- 
cated. One  must  be  careful  not  to  radiate  the  entire 
normal  kidney  with  tissue  doses  above  2,000  rads. 
If  radiation  nephritis  is  produced  it  may  be  irreversi- 
ble, and  hypertension  and  death  may  result.  Even  if 
the  tumors  cannot  be  resected,  radiation  therapy  can 
be  attempted.  The  combination  of  surgery,  radiation 
therapy,  and  chemotherapy  can  produce  some  sur- 
prisingly good  results. 

Stein  and  Goodwin14  have  reported  a patient  who 
is  alive  and  well  over  11  years  after  a nephrectomy 
plus  postoperative  radiation  therapy  and  radiation 
therapy  to  the  tumor  in  the  remaining  kidney.  Baert 
and  others15  reported  an  incidence  of  12  percent  of 
bilateral  involvement  in  a series  of  57  patients.  They 
recommended  a thorough  examination  of  the  opposite 
kidney  at  operation  in  spite  of  negative  clinical  and 
excretory  urography  findings.  One  of  their  patients 
had  a Wilms’  tumor  diagnosed  at  birth.  Nephrectomy 
followed  by  radiation  therapy  was  done,  and  the  child 
was  alive  and  well  three  years  later.  Six  of  seven  chil- 
dren in  whom  the  tumor  was  diagnosed  before  they 
were  one  year  of  age  and  who  had  immediate  ne- 
phrectomy and  postoperative  radiation  therapy  were 
alive  after  more  than  three  years.  The  majority  of  their 
patients  who  had  recurrences  had  them  during  the 
first  nine  months  following  treatment. 

Conclusions:  The  most  common  solid  tumors  in  in- 
fants and  children  are  the  embryoma  of  the  kidney 
(Wilms’  tumor)  and  neuroblastoma. 

The  tumor  may  be  present  at  birth  and  occurs  with 
equal  frequency  in  both  sexes  and  in  either  kidney. 

Bilateral  involvement  occurs  in  from  5 to  10  per- 


cent of  the  cases.  Patients  who  have  had  bilateral 
involvement  and  also  patients  who  have  had  pulmo- 
nary metastases  have  been  cured.  In  spite  of  negative 
clinical  and  excretory  urography  findings,  the  "normal 
kidney’’  should  also  be  investigated  at  the  time  of 
surgery. 

Excellent  cure  rates  have  been  reported  when  pa- 
tients have  been  treated  using  combinations  of  sur- 
gery, radiation  therapy  and  chemotherapy. 

No  matter  how  hopeless  the  case  appears  to  be, 
effective  treatment  will  often  produce  a surprisingly 
good  result. 
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MIXED  TUMORS 

in  ectopic  sins 


BEN  M.  NAIL,  JR.,  M.D. 

Case  Reports:  The  author  describes  three 
cases  of  ectopic  mixed  tumor  and  gives 
suggestions  for  management  of  such 
cases.  He  also  gives  a review  of  the  litera- 
ture, with  definitions  and  descriptions  of 
mixed  tumors. 

MIXED  TUMOR  WAS  first  described  by  Minssen  in 
Ahlbohm’s  Monograph1  in  1874.  The  term  “mixed  tu- 
mor” designates  the  most  common  group  of  major 
salivary  gland  tumors  which  characteristically  show 
combined  traits  of  epithelial  and  connective  tissue- 
like growth. 

Ash,2  in  a review  of  589  mixed  tumors  of  the  sali- 
vary gland  type,  reported  503  in  the  parotid  gland, 
55  in  the  submaxillary  gland,  2 in  the  sublingual 
gland,  and  29  centrally  located  in  the  maxilla  or 
mandible. 

In  addition,  mixed  tumors  may  also  be  found  in 
the  nose,  sinuses,  pharynx,  trachea,  bronchi,  skin, 
external  ear  canal,  and  breast. 

A ten-year  review  of  patients  admitted  to  the  Jef- 
ferson Davis-Ben  Taub  Hospital  from  1953  through 
1963  revealed  25  cases  of  mixed  tumors.  Two  of 
these  tumors  were  of  the  hard  palate,  but  none  of 
the  nasal  septum  or  external  ear  canal  was  report- 
ed. The  remaining  23  were  of  the  salivary  glands. 

This  article  is  concerned  with  mixed  tumors  which 
occurred  at  unusual  sites:  the  hard  palate,  external 
ear  canal,  and  nasal  septum. 


Case  Reports:  Case  1:  A 27-year-old  white  woman  was 
first  examined  on  Aug.  19,  1963.  She  had  a large 
mass  on  the  roof  of  her  mouth,  which  had  been  pres- 
ent for  eight  years  and  had  been  observed  by  her 
physician.  It  had  gradually  increased  in  size  over  the 
past  year  and  interfered  with  chewing.  Examination 
showed  a 5 by  4 cm.  smooth  submucous  mass  on  the 
left  hard  palate.  It  was  dull  pink,  and  firm  but  slightly 
cystic  to  palpation  (Fig.l).  Physical  examination  was 
unremarkable  otherwise. 

The  patient  was  given  general  endotracheal  anes- 
thesia, and  the  tumor  was  removed  by  sharp  dis- 
section. The  mass  was  adherent  to  the  periosteum. 
The  periosteum  of  the  hard  palate  and  adequate  mar- 
gins of  normal  tissue  around  the  tumor  were  removed. 
From  one  area  where  the  tumor  seemed  to  impinge 
on  the  soft  palate,  a frozen  section  was  made  for 
pathologic  study.  It  was  reported  as  benign  mixed  tu- 
mor, with  adequate  normal  mucous  membrane 
(Fig. 2).  Hemostasis  was  obtained  by  electrocoagula- 
tion and  pressure.  It  required  approximately  six  weeks 
for  the  hard  palate  to  cover.  The  patient  has  been 
seen  at  monthly  intervals  for  one  year.  At  six  months 
after  operation  one  small  area  had  not  healed,  but 
examination  of  a biopsy  specimen  showed  it  to  be 
granulation  tissue.  Since  that  time  the  area  has  com- 
pletely healed. 

Case  2:  A white  woman  70  years  old  was  seen  on 
June  26,  1961,  with  chief  complaints  of  pain,  head 
noise,  and  drainage  from  the  right  ear  for  eight 
months.  The  condition  did  not  respond  to  conserva- 
tive treatment  consisting  of  oral  antibiotics  and  ear 
drops.  Examination  of  the  right  ear  revealed  a large, 
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firm,  pink  tumor  in  the  right  ear  canal  which  almost 
completely  blocked  the  ear.  Purulent  drainage  which 
had  an  offensive  odor  was  noted  around  the  tumor. 
Roentgenograms  of  the  mastoid  revealed  a destructive 
lesion  of  the  right  bony  external  ear  canal  and  right 
mastoid  process.  Pure  tone  audiogram  revealed  a se- 
vere mixed  hearing  loss  in  the  right  ear  and  a sen- 
sorineural hearing  loss  in  the  left  ear. 

Surgery  was  performed  through  an  endaural  inci- 
sion. The  tumor  arose  on  the  posterior  canal  wall.  A 
posterior  skin  flap,  including  the  tumor  with  normal 
skin  around  it,  was  elevated  anteriorly  and  medially. 
The  mastoid  was  entered  by  means  of  cutting  burrs. 
The  cortex  was  thin  and  the  mastoid  was  sclerotic. 
A large  cholesteatoma  filled  the  mastoid  and  middle 
ear  and  had  destroyed  the  ossicles.  Radical  mas- 
toidectomy was  completed  in  the  usual  manner  and 
the  cholesteatoma  matrix  was  left  intact.  The  skin 
flap,  including  the  tumor,  was  removed.  Frozen  sec- 
tion submitted  for  pathologic  examination  was  report- 
ed as  mixed  tumor  (Fig.  3).  The  wound  healed  without 


Fig.  1 . Mixed  tumor  of  hard  palate. 


Fig.  2.  Mixed  tumor  of  hard  palate  shows 
irregular  sheets  of  large  cells  with  eccentric 
nuclei,  strips  of  osteoid-appearing  tissue,  and 
essentially  no  mitotic  activity. 


Fig.  3.  Mixed  tumor  of  the  ear  canal  shows 
two  distinct  types  of  tissue:  ( 1 ) epithelial 
tissue  with  well  formed  acini  and  cylindro- 
matous masses  of  tumor  cells,  and  (2) 
hyalinized  fibrous  connective  tissue  with 
cartilaginous  metaplasia. 
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difficulty,  and  for  six  years  there  has  been  no  evi- 
dence of  recurrence. 

The  patient  was  fitted  with  an  air-conduction  hear- 
ing aid  in  the  left  ear  and  has  been  fairly  well  re- 
habilitated. 

Case  3:  A 50-year-old  white  man  was  examined  in 
June,  1963.  Three  weeks  prior  to  admission  he  devel- 
oped a severe  left  frontal  headache  accompanied  by 
naso-orbital  edema  and  purulent  nasal  discharge.  The 
infection  was  controlled  with  large  doses  of  penicil- 
lin. Examination  of  the  nose  revealed  a smooth,  large, 
rounded,  vascular  mass  arising  from  the  left  side  of 
the  septum  and  almost  completely  blocking  the  left 
nostril.  The  septum  was  deviated  to  the  right,  with 
the  turbinate  displaced  downward  and  laterally. 

At  surgery  a left  lateral  rhinotomy  exposed  the  left 
nasal  chamber,  and  a large  submucosal  mass  was 
seen  on  the  septum.  A biopsy  specimen  was  taken 
and  frozen  section  was  reported  to  be  Schneiderian 
carcinoma.  The  tumor  was  completely  excised  by 
means  of  sharp  dissection,  leaving  bare  septal  carti- 
lage. Normal  mucous  membrane  was  reported  on  all 
sides.  The  nasal  bones  and  nasal  process  of  the 
maxilla  were  thinned,  and  these  were  removed  by 


Fig.  4.  Mixed  tumor  of  the  nasal  septum 
shows  dense  connective  tissue  with  isolated 
lobules  of  glands,  and  islands  of  cartilaginous 
material  with  nests  of  stellate  cells. 


rongeurs  to  give  better  access  to  the  tumor.  Follow- 
ing removal  of  the  septal  tumor,  polyps  were  noted 
in  the  middle  meatus.  These  were  removed  by  snare 
and  punch.  Bleeding  was  controlled  by  electrocoagu- 
lation and  an  anterior  and  posterior  nasal  pack.  Study 
of  permanent  sections  showed  the  polyps  to  be  Schnei- 
derian papilloma  and  the  large  tumor  of  the  septum 
to  be  a mixed  tumor  of  salivary  gland  type  (Figs.  4 
and  5).  Normal  mucous  membrane  was  reported 
around  the  tumor. 

The  patient  has  been  followed  for  four  years,  and 
there  has  been  no  evidence  of  recurrence.  One  small 
perforation  developed  anteriorly  and  interiorly,  and 
measured  5 mm.  in  diameter.  Eight  months  after  sur- 
gery, biopsies  were  taken  at  the  operative  site  in  sev- 
eral areas.  These  tissues  were  reported  to  have  ciliated 
columnar  epithelial  covering.  It  required  three  months 
for  membrane  to  cover  the  bare  septal  cartilage. 

Discussion:  This  tumor  commonly  comes  to  attention 
in  middle  life  as  a slowly  enlarging  mass,  generally 
well  encapsulated.  It  is  comparatively  benign.  If  the 
entire  capsule  can  be  removed  the  prognosis  is  favor- 
able, otherwise  metastasis  may  occasionally  occur.2 

“It  is  a tumor  about  which  much  controversy  has 
raged  through  the  years.  The  argument  has  been 
over  the  histopathogenesis  of  this  peculiar  combina- 
tion of  tissues.  The  variety  of  the  cellular  picture  is 


Fig.  5.  Benign  Schneiderian  nasal  polyp. 


84 


TEXAS  MEDICINE 


legion.  The  epithelial  elements  range  from  the  well  dif- 
ferentiated, orderly,  glandular  type  to  the  primitive, 
undifferentiated,  basiloid  type.”2 

It  has  been  the  experience  of  the  Armed  Forces 
Registry  that  mixed  tumors  of  the  palate  have  a more 
unfavorable  prognosis  than  those  of  the  salivary 
glands.  Palatal  tumors  are  not  well  encapsulated  and 
are  more  invasive. 

Coates  and  associates3  stated  that  mixed  tumors 
of  the  palate  were  uncommon.  They  were  described 
as  poorly  encapsulated,  smooth,  grayish,  sessile 
growths  which  increased  in  size  and  eroded  the  bony 
palate  to  perforation.  Lederer4  stated  that  though  le- 
sions have  recurred  very  few  have  metastasized  after 
recurrence. 

Mixed  tumors  of  the  skin  of  the  external  auditory 
canal  are  rare.  Rothberg5  reported  the  first  case  in 
1951:  the  lesion  was  small,  nonobstructive,  freely 
movable  and  had  not  eroded  bone.  Morehead6  re- 
ported several  cases  from  the  breast,  tip  of  the  nose, 
and  superior  surface  of  the  auricle. 

Four  mixed  tumors  of  the  nasal  septum  have  been 
reported.  Sooy7  described  primary  tumors  of  the 
nasal  septum  and  listed  mixed  tumors  among  the 
differential  diagnoses  (Table  1).  He  described  them 
as  smooth,  encapsulated,  slow-growing  tumors  com- 
posed of  several  tissue  elements,  and  having  a defi- 
nite tendency  to  recur.  He  reported  no  case  of  his 
own.  Stevenson8  described  and  reported  one  case  in 
1932.  He  described  it  as  a fleshy  growth  blocking  the 
right  side  of  the  nose.  He  removed  the  tumor  with 
a snare.  Following  this  he  removed  the  mucous  mem- 
brane and  cartilage  of  the  septum  on  either  side  for 


1. 

Hemangioma 

11. 

Giant-cell  tumor 

2. 

Endothelioma 

12. 

Papilloma 

3. 

Mixed  tumor 

13. 

Epidermoid  carcinoma 

4. 

Adenoma 

14. 

Lymphoepithelioma 

5. 

Fibroma 

15. 

Malignant  melanoma 

6. 

Neurilemmoma 

16. 

Hypernephroma 

7. 

Dermoid  cyst 

17. 

Sarcoid 

8. 

Plasma  cell  tumor 

18. 

Tuberculosis 

9. 

Chondroma 

19. 

Polyp 

10. 

Chondrosarcoma 

20. 

Glioma 

Table  1 . Differential  diagnosis  of  primary  tumors 
of  the  nasal  septum." 


5 mm.  around  the  tumor.  This  resulted  in  a large  per- 
foration of  the  septum.  Weidlein9  reported  a case  of 
mixed  tumor  of  the  nasal  septum  in  1936.  Gabriel10 
reported  a case  in  1942.  This  tumor  was  operated 
upon  through  an  extended  Denker  incision  and  re- 
moved with  a diathermy  knife.  Ersner11  reported  a 
mixed  tumor  of  the  nasal  septum  in  1944.  There  was 
no  follow-up  reported  on  any  of  these  patients. 

Summary  and  Suggested  Management:  A definition 
and  description  of  mixed  tumor  occurring  in  ectopic 
sites  has  been  discussed,  with  a review  of  the  litera- 
ture. The  three  cases  reported  were  treated  surgically; 
two  show  no  evidence  of  recurrence  after  four  years, 
and  one  has  been  followed  for  six  years  with  no  evi- 
dence of  recurrence  or  metastasis. 

Suggestions  for  management  of  these  tumors  are 
(1)  adequate  exposure  of  tumor,  (2)  wide  surgical  ex- 
cision with  adequate  margins  of  normal  tissue,  (3) 
frozen  section  diagnosis,  (4)  electrocoagulation  to 
control  bleeding  and  seal  wound  edges,  and  (5)  fre- 
quent postoperative  examination  during  long-term 
follow-up. 
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CHEMOTHERAPY  IN  MANAGEMENT 
OF  BRONCHOGENIC  CARCINOMA 


M.  L.  SAMUELS,  M.D.;  W.  V.  LEARY,  M.D.;  and  C.  D.  HOWE,  M.D. 


Review  Article:  Though  irradiation  is  pre- 
ferred for  treatment  of  the  superior  vena 
caval  syndrome,  metastatic  bone  dis- 
ease, and  airway  obstruction,  chemo- 
therapy is  indicated  for  intrathoracic  dis- 
ease that  cannot  be  encompassed  by  a 
radiation  field,  visceral  metastases,  and 
pleural  effusion.  Three  specific  drugs 
are  reviewed  by  the  authors  and  evalu- 
ated as  to  possible  use  in  the  treatment 
of  bronchogenic  carcinoma. 

IN  THE  MANAGEMENT  of  bronchogenic  carcinoma, 
chemotherapy  must  be  considered  secondary  to  ir- 
radiation, which  has  no  peer  in  the  treatment  of  the 
superior  vena  caval  syndrome,  metastatic  bone  dis- 
ease, and  airway  obstruction  with  its  attendant  cough 
and  secondary  infection.  Chemotherapy  is  indicated 
for  intrathoracic  disease  that  cannot  be  encompassed 
by  a radiation  field,  visceral  metastases,  and  pleural 
effusion. 

It  now  appears  that  the  conventional  histological 
classification  of  bronchogenic  carcinoma  is  a useful 
guide  to  the  choice  of  agent  most  likely  to  give  a 
response.  Small-cell  undifferentiated  carcinoma  (oat- 
cell carcinoma)  responds  well  to  alkylating  agents. 
Cytoxan  is  the  preferred  drug  because  it  can  be  given 
orally  as  well  as  parenterally  and,  even  though  it  is 


leukotoxic,  it  spares  platelet  formation  unless  used  in 
excessive  dosage.  Squamous  and  large-cell  undifferen- 
tiated bronchogenic  carcinoma  have  been  shown  to 
be  responsive  to  methotrexate.  Adenocarcinoma,  re- 
garded as  quite  resistant,  will  respond  to  a new  agent, 
procarbazine.  Currently  under  investigation  is  a com- 
bination of  procarbazine  with  5-fluorouracil  to  extend 
the  antitumor  effect.  Finally,  corticosteroids  are  use- 
ful in  the  management  of  metastatic  brain  disease  of 
any  histology  by  virtue  of  ability  to  control  the  peri- 
neoplastic  edema  which  can  assume  major  propor- 
tions with  even  minute  tumor  metastases. 

Cyclophosphamide  has  been  in  clinical  use  for  ten 
years  and,  although  an  alkylating  agent,  it  has  several 
unique  properties.  It  is  inert  in  vitro  and  must  be  acti- 
vated by  tissue  enzymes,  presumably  phosphamidas- 
es,  in  either  tumor1-3  or  the  liver.4  Doses  which  pro- 
duce leukopenia  generally  do  not  produce  thrombocy- 
topenia, unless  the  leukopenia  is  severe  (below 
1,000/cu.  mm.).5  In  man,  it  has  a serum  half-life  of 
three  to  six  hours  (Table  1),  which  is  considerably 
longer  than  other  species,6  and  is  totally  excreted  in 
72  hours.7 

Cyclophosphamide  is  active  in  both  experimental 
rodent  leukemia8  and  human  leukemia,9  and  in  ro- 
dents the  activity  has  been  shown  to  be  schedule- 
dependent.  In  children,  the  incidence  of  chemical 
cystitis  may  be  as  high  as  35  percent,9  but  we  have 
found  this  to  be  unusual  in  adults.  In  the  larger 
studies,10- 11  alopecia  is  present  in  about  30  percent 
and  will  increase  to  about  45  percent  with  weekly 
cyclophosphamide  dosage  over  15  mg. /kg.  of  body 
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weight.1-  As  with  all  alkylating  agents,  vomiting  may 
be  encountered;  such  reaction  is  unusual  initially  but 
usually  becomes  troublesome  with  increasing  cumu- 
lative dosage.13 

A review  of  the  literature,  including  over  400  pa- 
tients, reveals  a response  rate  of  30  percent  of  the 
treated  cases  of  bronchogenic  carcinoma.11* 12*  14-10 
In  most  instances  the  histological  types  have  been  in- 
completely documented,  but  from  present  experience 
it  appears  that  most  of  these  were  probably  of  the 
small-cell  undifferentiated  type.  Although  dosage 
schedules  used  were  quite  variable,  we  feel  it  is  im- 
portant to  give  therapy  to  tolerance  in  order  to  ob- 
tain maximum  therapeutic  benefit.  It  is  our  practice 
to  give  5.0  mg. /kg.  daily  by  mouth  until  the  leukocyte 
count  falls  below  3,000/cu.  mm.  This  will  generally 
occur  about  the  tenth  treatment  day.  Therapy  is  then 
withheld,  the  nadir  occurring  usually  between  days 
12  and  14;  recovery  rapidly  ensues  over  the  next  3 
to  5 days.  Maintenance  therapy  of  150-200  mg.  per 
day  can  then  be  initiated  and  given  for  prolonged 
periods  without  producing  leukopenia.11 

Experience  with  tumors  that  are  very  sensitive 
to  chemotherapy,  such  as  choriocarcinoma  in  wom- 


Species 

Dose: 

mg./kg.  of 
body  weight 

Route 

Half-Life 

(minutes) 

BDF,  Mouse 

200 

Intraperitoneally 

23 

Hamster 

100 

Intraperitoneally 

15 

Dog 

50 

Intravenously 

29 

Rat 

100 

Intraperitoneally 

41 

Monkey 

50 

Intravenously 

46 

Man 

15  ’ 

Intravenously 

>184 

*Mean  of  four  patients. 


Table  1.  Summary  of  estimated  serum  half-life  of 
unchanged  cytoxan-labeled  Clh  after  parenteral 
administration  in  various  species.6 


en17’ 18  and  Burkitt’s  lymphoma,13  has  shown  that 
massive  short-course  therapy  is  superior  to  daily 
small-dose  therapy  given  to  the  same  degree  of  tox- 
icity. McLean1  ' has  shown  that  remission  induction 
and  duration  of  remissions  can  be  increased  in  small- 
cell bronchogenic  carcinoma  by  using  repetitive  cours- 
es of  5.0  mg./kg.  intravenously  for  ten  days  and  with 
small  daily  oral  maintenance  doses  between  courses. 
He  has  noted  an  80  percent  response  rate,  with  par- 
tial objective  and  subjective  improvement  for  periods 
ranging  from  1 to  18  months,  with  a mean  of  6 
months.  Generally,  patients  with  brain  or  liver  involve- 
ment will  not  survive  this  long,  but  striking  reductions 
in  tumor  mass  can  be  obtained  with  regularity. 
Green20  has  reported  a significant  improvement  in  sur- 
vival when  Cytoxan  was  compared  with  an  inert  com- 
pound; but,  as  expected,  this  improvement  occurred 
only  for  the  small-cell  undifferentiated  type. 

Methotrexate  (4-amino-N10-methyl  pteroyl  glutamic 
acid)  will  produce  temporary  remissions  in  acute  leu- 
kemia in  children21*  22  and  adults,23  may  produce 
cures  in  trophoblastic  tumors  of  women;18  and  will 
palliate  advanced  carcinoma  of  the  head  and  neck 
when  given  by  intra-arterial  infusion.24  This  drug  has 
also  been  found  to  be  effective  in  Burkitt’s  lympho- 
ma,10 possibly  producing  some  cures.  Its  ultimate 
antitumor  action  is  by  interference  with  the  biosyn- 
thesis of  nucleic  acids.  This  is  partially  accomplished 
through  competitive  inhibition  of  the  enzyme  dihy- 
drofolic  folate  reductase  which  is  necessary  for  the 
activation  of  folic  acid. 

Ross  and  Selawry2®  recently  reported  an  important 
study  utilizing  three  dosage  schedules  of  methotrexate 
in  the  treatment  of  lung  cancer.  These  schedules  con- 
sisted of  0.4  mg./kg.  intravenously  daily  for  four 
consecutive  days,  0.8  mg./kg.  intravenously  twice 
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No.  courses 


Patient  Age 

Sex 

Cell  type 

chemotherapy 

" XRT  dosef 

Toxicity 

Response 

1 

59 

M 

Undifferentiated 

1 

3,500/36  d. 

Stomatitis,  anemia  (-3.8  gm.) 

Partial,  four  months 

2 

38 

M 

Undifferentiated 

2 

3,000/18  d 

Diarrhea,  stomatitis,  anemia 
(-2  gm.),  moist  desquamation 

Complete  response  S.V.C.t  Died 
from  brain  metastases  at  more  than 
four  months 

3 

63 

F 

Squamous 

1 

4,000/29  d. 

Leukopenia  1,000  d.  17, 
thrombopenia  46,000  d.  12, 
moist  desquamation 

Partial  response.  Radiation  pneumonitis 
with  death  at  four  months 

4 

66 

M 

Undifferentiated 

3 

2,500/14  d. 

Stomatitis,  leukopenia 

2,800  d.  7 

Progression 

5 

62 

M 

Undifferentiated 

4 

2,000/14  d. 

Mild  stomatitis,  moist 
desquamation 

Complete  response  S.V.C.J 

Alive  at  12  months,  skeletal 
metastases 

6 

48 

M 

Undifferentiated 

1 

2,000/12  d. 

Leukopenia  800  d.  8, 
thrombopenia  36,000  d.  8 

Progression 

‘Methotrexate  2.5  mg.  q.i.d.  for  five  days. 
•(•Radiation  quality,  250  kv. 

^Superior  vena  caval  syndrome. 


Table  2.  Results  of  radiation  and  oral  methotrexate  in  bronchogenic  carcinoma. 


weekly,  and  a single  massive  dose  of  10  mg./kg.  in- 
travenously. The  twice  weekly  dose  was  the  best  toler- 
ated and  gave  the  best  response  rate  (5  of  12  treat- 
ed). Interestingly,  only  squamous  and  anaplastic  his- 
tological types  showed  objective  responses. 

Taking  advantage  of  an  apparent  better  therapeu- 
tic index  with  the  twice-weekly  intravenous  dosage,  the 
same  authors  then  devised  a series  of  three  different 
schedules,  all  being  given  twice  weekly  intravenously.27 
Schedule  1 consisted  of  0.8  mg./kg.;  schedule  2 of 
0.4  mg./kg.;  and  schedule  3 consisted  of  0.8  mg./kg. 
to  toxicity,  followed  by  0.4  mg./kg.  upon  recovery. 
Schedule  2 proved  to  be  superior  with  a 40  percent 
response  rate  and  a median  survival  of  144  days.  Also, 
toxicity  appeared  to  be  less  than  with  the  other  two 
schedules. 

Selawry  also  reported  that  massive  intramuscular 
doses  of  methotrexate  twice  weekly  were  superior  to 
daily  oral  doses  for  the  maintenance  of  remission  in 
acute  leukemia  in  the  pediatric  age  groups.28  Hence, 
it  would  appear  that  for  lung  cancer  of  squamous 
and  large-cell  undifferentiated  types,  0.4  mg.  of  meth- 
otrexate should  be  given  intravenously  twice  weekly 
to  toxicity.  Less  toxicity  may  be  encountered  by  skip- 


ping every  fourth  dose.  It  is  important  to  check  renal 
function  prior  to  the  initiation  of  therapy,  as  60-70 
percent  of  the  drug  is  excreted  unchanged  in  the 
urine,29  and  severe  toxicity  can  result  from  renal  in- 
sufficiency. A normal  blood  urea  nitrogen  (BUN)  alone 
is  not  adequate,  and  serum  creatinine  with  urea  and 
creatinine  clearances  are  considered  essential.  Toxic 
manifestations  consist  of  ulcerations  of  the  lips  and 
buccal  mucosa,  which  are  followed  by  ulcerations  of 
the  intestinal  mucosa  if  there  is  continuation  of  ther- 
apy. Depression  of  the  bone  marrow  with  reticulocy- 
topenia,  leukopenia,  and  thrombopenia  can  be  expect- 
ed with  persistent  therapy.  Alopecia  and  hepatic  toxic- 
ity may  be  encountered  on  occasion,  but  these  are 
generally  associated  with  marked  toxicity. 

The  combination  of  methotrexate  plus  irradiation 
has  been  championed  by  various  authors  as  treatment 
for  advanced  head  and  neck  cancer.30-32  The  clinical 
impression  of  these  investigators  suggests  enhance- 
ment of  the  irradiation  effect.  Table  2 shows  the  re- 
sults of  a small  pilot  study  that  we  have  conducted  in 
lung  cancer  using  methotrexate  as  in  the  Huguley 
regimen  for  acute  leukemia,23  2.5  mg.  every  six  hours 
orally  for  five  days  with  irradiation  following  on  the 
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sixth  day.  Intensification  of  irradiation  effect  was 
again  suggested  by  moist  desquamation  of  the  skin 
with  comparatively  low  doses  of  irradiation,  and  this 
was  observed  in  three  patients.  Further,  patient  no.  3 
died  from  radiation  pneumonitis,  which  was  entirely 
unexpected  with  a tumor  dose  of  4,000  rads  delivered 
principally  to  the  mediastinum  and  tumor-bearing 
right  lung  field.  While  there  were  four  responses,  only 
one  was  prolonged  beyond  four  months.  These  re- 
sults are  similar  to  those  previously  reported  by  Foley 
and  others33  in  lung  cancer  using  methotrexate  twice 
weekly  intramuscularly  in  combination  with  radiother- 
apy. In  both  studies,  survival  time  does  not  appear  to 
be  improved  beyond  expected  time  in  the  untreated 
population.34 

Procarbazine  (N-isopropyl-«-(2-methylhydrazino)-p- 
toluamide  hydrochloride)  represents  a new  class  of 
antitumor  agents  which  are  derivatives  of  methylhy- 
drazine  (Fig.  1).  Laboratory  studies33-  34  have  demon- 
strated striking  activity  in  rodent  tumor  screens,  and 
initial  clinical  studies  were  impressive  in  Hodgkin’s 
disease.35-37  Further,  these  remissions  were  induced 
in  patients  whose  conditions  were  considered  refrac- 
tory to  alkylating  agents  and  periwinkle  alkaloids,  sug- 
gesting a different  mechanism  of  action.  Studies  which 
we  have  recently  reported38  confirm  the  effectiveness 
of  this  drug  in  stage  3 and  stage  4 Hodgkin’s  disease, 
with  an  observed  response  rate  of  75  percent.  How- 
ever, these  remissions,  even  though  maintained,  had  a 
median  duration  of  only  16  weeks. 

The  mode  of  action  of  hydrazines,  having  the  gen- 
eral formula  R-CH^-NH-NH-C^,  is  unknown.  Hydra- 
zines, like  x-rays,  lead  to  the  fragmentation  of  deoxy- 
ribonucleic acid  (DNA)  in  vitro,39  but  they  do  this  only 
in  the  presence  of  oxygen.  In  this  regard,  it  has  been 
suggested  that  as  a result  of  oxidation  to  the  azo  de- 
rivative, hydrogen  peroxide  is  formed;  and  the  latter, 
through  the  intermediary  of  hydroxyl  radicals,  acts  on 
deoxyribonucleic  acid.34-  39>  40  Procarbazine  is  also  a 
monamine  oxidase  inhibitor41  and  probably  a pyri- 
doxine  antagonist,  as  are  other  hydrazines.42  Whether 


these  actions  play  any  role  contributory  to  its  anti- 
tumor properties  is  unknown. 

Procarbazine  is  administered  orally  in  50  mg.  cap- 
sules. Initially  it  is  preferable  to  give  only  50  mg.  daily 
with  food  because  of  severe  nausea  and  vomiting  at 
higher  dosage.  After  three  days,  50  mg.  is  given  with 
each  meal  for  an  additional  three  days.  If  this  is  toler- 
ated, the  full  dosage  can  then  be  given.  For  solid 
tumors,  full  dosage  should  be  between  150  and  200 
mg.  per  square  meter  of  body  surface  area,  or,  for  the 
average  person,  250  to  350  mg.  daily.  Serious  gas- 
trointestinal toxicity  will  still  be  encountered  in  about 
33  percent  of  patients,  and  this  remains  one  of  the 
major  disadvantages  of  procarbazine.  Antiemetics  and 
brief  rest  periods  will  often  be  beneficial. 

Persistence  is  rewarding  as  early  gastrointestinal 
toxicity  frequently  will  become  manageable.  Procar- 
bazine is  also  myelosuppressive,  which  is  dose  re- 
lated.38 Leukocyte  and  platelet  counts  should  be  done 
at  least  twice  weekly.  Generally,  in  previously  untreat- 
ed patients  thrombopenia  will  precede  leukopenia  by 
several  days  and  occur  between  treatment  days  30 
and  40.  When  the  platelet  count  falls  below  150,- 
000/cu.  mm.  and/or  the  leukocyte  count  below 


CH3-  NH-  NH-  CH2- 


1 - methyl  - 2 - benzyl  - hydrazine 


ch3-nh-nh-ch2 


HCL 


N - isopropyl  -a-  ( 2 - methyl  hydrazine)  - P - toluamide  hydrochloride 

Fig.  7.  New  class  of  antitumor  agents.  Derivatives 
of  metliylhydrazine  represented  by  first  struc- 
tural formula;  procarbazine  represented  by 
second  structural  formula. 
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Fig.  2a  and  2b.  Chest  x-rays  before  and  after  60  days  of  combination  chemotherapy  with 
procarbazine  and  5-fluorouracil.  Note  unusual  almost  complete  lung  response. 


Fig.  3a  and  3b.  Right  femur  x-rays 
before  and  after  60  days 
of  chemotherapy. 
Note  marked  recalcification 
of  lytic  bone  lesion. 


3a 


3b 
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Average  dose  to 
response: 

Patient  Age  Sex  Cell  type  mg./IVF/day 


1 

59 

M 

Small-cell 

150 

2 

56 

M 

Small-cell 

230 

3 

63 

M 

Small-cell 

230 

4 

58 

M 

Small-cell 

200 

5 

55 

M 

Small-cell 

200 

6 

63 

M 

Small-cell 

125 

7 

49 

M 

Poorly  differen- 
tiated 

200 

8 

62 

M 

Adenocarcinoma 

230 

9 

44 

F 

Adenocarcinoma 

175 

Response 

day 

Degree  of 
response 
<%) 

Duration 
of  remission 
(months) 

22 

> 50 

2 

37 

> 50 

IVz 

34 

>100 

4 

28 

> 50 

2 

26 

> 50 

1 

14 

> 50 

2 

24 

> 50 

6 

41 

> 50 

9 

33 

> 50 

2 

Table  3.  Clinical  data  of  patients  with  objective  response  to  procarbazine. 


3,500/cu.  mm.,  therapy  should  be  temporarily  dis- 
continued. 

After  recovery,  maintenance  therapy  of  50  mg.  t.i.d. 
with  meals  can  be  given  with  usually  little  fear  of 
myelosuppression.  Since  peripheral  neuritis  is  noted 
in  about  20  percent,  pyridoxine,  50  mg.  daily,  is  also 
administered.  In  some  patients  who  are  tolerating  the 
drug  well  and  showing  some  evidence  of  antitumor 
effect  after  at  least  30  days  of  therapy,  it  may  be  wise 
to  resume  full  dosage  after  recovery  from  myelosup- 
pression. With  this  regimen  we  have  treated  30  pa- 
tients with  bronchogenic  carcinoma  and  have  noted 
objective  responses  in  9 of  these  patients  (Table  3). 
However,  as  in  Hodgkin's  disease,  these  responses  are 
brief  but  impressive  since  adenocarcinoma  appears 
to  be  susceptible. 

There  now  appear  to  be  two  approaches  to  lengthen 
the  duration  of  remissions,  as  well  as  possibly  to  im- 
prove remission  induction.  With  disseminated  adeno- 
carcinoma in  mind,  we  have  initiated  a pilot  study  of 
combination  chemotherapy,  using  procarbazine  with 
5-fluorouracil. 

Figs.  2 and  3 show  an  unusual  response.  This  pa- 
tient presented  with  a peripheral  right  lung  mass  and 
a pathological  fracture  of  the  right  femur,  which  had 
been  biopsied  in  another  hospital  prior  to  the  insertion 
of  an  intramedullary  rod.  The  histological  diagnosis 
was  well-differentiated  adenocarcinoma  consistent  with 
bronchogenic  carcinoma.  After  two  months  of  continu- 
ous treatment,  note  almost  complete  disappearance 
of  the  lung  mass  and  the  recalcification  of  the  area  of 
bone  destruction.  Of  five  patients  with  adenocarcinoma 


thus  far  studied,  there  have  been  two  responses,  but 
further  study  is  clearly  needed. 

Since  procarbazine  is  a potent  radiation  sensi- 
tizer,43-45 the  second  approach  readily  suggests  itself, 
but  the  disease  must  be  localized  to  the  chest.  Im- 
pressive tumor  regressions  with  low  radiation  dosage 
(1,500-2,000  rads  tumor  dose)  and  simultaneous  pro- 
carbazine, have  been  noted  in  our  early  trials;  but  it 
remains  to  be  proved  if  survival  time  can  be  length- 
ened with  acceptable  toxicity. 


Supported  in  part  by  Grant  CA-06444  from  the  US  Public 
Health  Service. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


For  the  ambulant  patient  with  hemorrh 


METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 


Relieves  strain 

Metamucil  produces  soft,  well-formed  stools  that  mini- 
mize pain  and  strain  and  reduce  the  chance  of  throm- 
bosis in  hemorrhoidal  veins. 

Softens  stools 

Metamucil,  a highly  purified  vegetable  colloid,  absorbs 
water,  hydrates  the  intestinal  contents  and  produces  a 
demulcent  "smoothage”  that  aids  healing  of  hemor- 
rhoids and  anal  fissures. 

Reduces  pain 

Metamucil  reduces  pain  by  eliminating  the  abrasive  ir- 
ritation of  hard,  dry  stools. 

Restores  bowel  function 

Metamucil  produces  a gentle  distention  of  the  intestinal 
wall  that  stimulates  natural  peristalsis  and  helps  reestab- 
lish normal,  rhythmic  bowel  function. 

And  in  constipation  ♦♦  ♦ 

Metamucil  furnishes,  as  it  has  for  more  than  30  years, 
the  simple  physiologic  corrective  to  constipation,  elim- 
inating both  hard  stools  and  the  need  for  harsh  laxatives. 

Usual  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  powder  in  a 
glass  of  cool  liquid,  or  one  packet  of  Instant  Mix  Meta- 
mucil in  a glass  of  water.  An  additional  glass  of  liquid 
is  helpful. 


SEARLE 


Research  in  the  Service  of  Medicine 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 
Streptococci 


V-Cillin  K provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-CiUin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever;  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful). 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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JAMES  W.  MC  BEE,  M.D.;  REFAIL  R.  KOHEN,  M.D.- 
ERWIN  R.  RABIN,  M.D.;  AND  HERBERT  L.  FRED,  M.D. 


A man,  48,  had  abdominal  pains  and  fev- 
er beginning  about  two  weeks  before  he 
was  hospitalized.  Throughout  the  18 
hospital  days  prior  to  his  death  chills  and 
fever  were  the  only  persistent  symptoms. 
Transient  findings  included  dyspnea,  cya- 
nosis and  jaundice,  and  anemia  devel- 
oped late  in  the  course  of  the  illness. 

CLINICAL  PROTOCOL:  A 48-year-old  Caucasian  man 
was  admitted  to  the  Ben  Taub  General  Hospital  be- 
cause of  abdominal  pain,  anorexia,  and  anemia.  He 
had  been  in  good  health  until  about  two  weeks  pre- 
viously when  he  experienced  diffuse  abdominal  pain, 
fever,  and  possibly  chills.  His  stools  became  light 
brown,  but  the  color  of  his  urine  remained  unchanged. 
A private  physician  administered  Combiotic  intramus- 
cularly. One  week  before  admission,  the  patient’s 
sclerae  became  yellow.  Five  days  before  admission, 
he  was  admitted  to  another  hospital  because  of  an 
episode  of  dyspnea  and  cyanosis.  There  he  had  a tem- 
perature of  101  F.  and  "moderate  enlargement  of  a 
smooth-surfaced  liver.”  He  smoked  about  11/2  pack- 
ages of  cigarettes  per  day,  consumed  approximately 
a pint  of  whiskey  per  week,  and  had  syphilis  in  1934. 
He  had  not  been  out  of  Houston  for  the  past  year. 

Laboratory  studies  at  the  private  hospital  disclosed 
the  following  values:  hematocrit  40  percent;  total  leu- 
kocyte count  14,000/cu.  mm.  with  78  percent  poly- 
morphonuclear neutrophils,  21  percent  lymphocytes, 
and  1 percent  monocytes.  A smear  of  the  peripheral 


blood  showed  target  cells  and  toxic  granulation  of  the 
leukocytes.  Urinalysis  revealed  a specific  gravity  of 
1.006,  pH  5.0,  no  protein  or  sugar,  and  6-8  leukocytes 
and  0-2  erythrocytes  per  high  power  field.  Urine  uro- 
bilinogen was  present  in  a dilution  of  1:50.  The  serum 
glutamic  oxaloacetic  transaminase  (SGOT)  and  serum 
glutamic  pyruvic  transaminase  (SGPT)  were  55  and 
120  units,  respectively.  The  blood  urea  nitrogen  (BUN) 
was  19.6  mg./lOO  ml.;  total  serum  bilirubin  5.2  mg./ 
100  ml.  (direct  reacting  fraction,  2.1);  alkaline  phos- 
phatase 8.4  Bodansky  units/100  ml.;  prothrombin 
time  20/14  seconds  (patient/control);  total  serum  pro- 
tein 6.5  gm./lOO  ml.;  (albumin  5.1  and  globulin  1.4); 
thymol  turbidity  6 units;  serum  amylase  102  units/100 
ml.;  and  leucine  aminopeptidase  255  (normal  70- 
200).  A thick  malarial  smear  of  the  blood  showed  no 
parasites.  An  electrocardiogram  was  within  normal 
limits. 

On  the  day  of  admission  to  the  private  hospital, 
the  patient  received  Combiotic.  The  next  day  he  re- 
ceived Mephyton,  erythromycin,  and  aspirin.  Four 
days  after  admission,  the  erythromycin  therapy  was 
discontinued  and  tetracycline  therapy  was  begun.  At 
that  time,  the  hematocrit  value  was  29  percent.  Im- 
feron  was  administered  intramuscularly.  He  also  was 
treated  with  oxygen  and  intermittent  positive-pressure 
breathing  for  several  bouts  of  cyanosis  and  tachyp- 
nea. He  was  then  transferred  to  the  Ben  Taub 
General  Hospital. 

On  physical  examination  the  patient  had  a tem- 
perature of  99.6  F.,  a pulse  rate  of  90  regular  beats 
per  minute,  a respiratory  rate  of  24  per  minute,  and  a 
blood  pressure  of  180/90  mm.  Hg.  He  was  thin, 
jaundiced,  and  appeared  chronically  ill.  His  conjunc- 
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tivae  were  pale.  The  anteroposterior  diameter  of  the 
chest  was  increased.  The  heart  was  normal  in  size;  a 
grade  2/6  ejection  systolic  murmur  was  heard  at  the 
apex.  The  abdomen  was  soft  and  flat.  A smooth, 
firm,  and  slightly  tender  hepatic  edge  was  felt  8 cm. 
below  the  right  costal  margin.  A firm,  nontender 
spleen  was  felt  2 cm.  below  the  left  costal  margin. 
No  ascites,  intra-abdominal  bruit,  hepatic  friction  rub, 
or  other  abnormality  was  detected. 

The  hematocrit  value  was  25  percent;  total  leuko- 
cyte count,  16,250/cu.  mm.  with  64  percent  polymor- 
phonuclear neutrophils,  1 percent  eosinophils,  1 per- 
cent basophils,  31  percent  lymphocytes,  and  3 per- 
cent monocytes.  A smear  of  the  peripheral  blood  re- 
vealed normochromic  erythrocytes,  anisocytosis  and 
poikilocytosis,  and  a moderate  number  of  target  cells. 
The  platelets  appeared  adequate  in  number.  The  stool 
was  brown  and  guaiac-negative.  Urinalysis  disclosed 
a specific  gravity  of  1.017,  pH  5.5,  no  sugar  or  pro- 
tein, a positive  ictotest  for  bilirubin,  and  25-30  leuko- 
cytes and  a few  granular  casts  per  high  power  field. 
Urine  culture  disclosed  E.coli  less  than  104/cc.  The 
BUN  was  8 mg./lOO  ml.;  serum  creatinine  0.8 
mg./lOO  ml.;  serum  fibrinogen  level  84  mg./lOO  ml. 
(normal  200-450);  reticulocyte  count,  7 percent;  and 
SGOT  and  SGPT,  24  and  12  units,  respectively.  The 
serum  iron  was  630  ng./lOO  ml.  and  the  total  iron 
binding  capacity,  324  pg./lOO  ml.  The  prothrombin 
time  was  11.6/11.4  seconds  (patient/control);  serum 
uric  acid  4.2  mg./lOO  ml.;  total  serum  bilirubin  3.6 
mg./lOO  ml.  (direct  reacting  fraction,  2.6);  serum 
alkaline  phosphatase  29.4  King-Armstrong  units;  and 
bromsulphalein  retention  13  percent  in  45  minutes. 
The  blood  VDRL  was  reactive  in  a dilution  of  1:2.  The 
cerebrospinal  fluid  showed  a reactive  VDRL,  protein 
content  of  42  mg./lOO  ml.,  glucose  concentration  of 
58  mg./lOO  ml.  (simultaneous  blood  sugar  not  ob- 
tained) and  no  growth  on  routine  culture.  Leptospira 
agglutinins  were  negative;  the  heterophil  was  positive 
in  a dilution  of  1:28,  and  Brucella  agglutinins  were  pos- 
itive in  a dilution  of  1:40.  A stool  culture  revealed  no 
Salmonella  or  Shigella  organisms.  Multiple  peripheral 
blood  smears  for  malarial  parasites,  including  a thick 
smear  and  also  following  intramuscular  injection  of 
epinephrine,  were  interpreted  as  showing  no  para- 
sites. The  direct  and  indirect  Coombs’  tests  gave  posi- 


tive results.  Plasma  hemoglobin  concentration  was  35 
mg./lOO  ml.  (normal  1-4).  Bone  marrow  aspirate  re- 
vealed normoblastic  hyperplasia,  increased  number  of 
plasma  cells,  and  stainable  iron.  Roentgenogram  of 
the  chest  was  unremarkable.  A liver  scan  using  gold 
Au.  198  revealed  hepatomegaly  with  decreased  patchy 
uptake  throughout  the  liver;  the  spleen  also  was 
enlarged. 

Two  hours  after  his  admission,  the  patient  experi- 
enced shaking  chills  followed  by  a rise  in  his  temper- 
ature to  102.6  F.  Three  days  later,  blood  culture 
obtained  on  admission  revealed  E.  coli.  At  that  time 
kanamycin  therapy  was  initiated  and  continued  for 


Fig.  1.  The  biliary  system  is  not  visualized 
on  the  cholecystogram. 
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the  remainder  of  the  patient’s  life.  Blood  cultures  on 
the  third  and  fourth  hospital  days  grew  no  organisms. 
On  the  second  hospital  day  a percutaneous  needle 
biopsy  of  the  liver  revealed  distinct  central  veins, 
prominent  Kupffer  cells,  severe  acute  inflammation  in 
the  portal  areas,  and  scattered  foci  of  cell  necrosis 
without  significant  fibrosis  or  fatty  change.  On  the 
third  day  after  admission,  an  oral  cholecystogram 
disclosed  contrast  material  in  the  stomach  but  none 
in  the  biliary  tree  or  small  bowel.  On  the  tenth  hospi- 
tal day,  a report  from  the  private  hospital  disclosed 
that  gram-negative  rod-shaped  microorganisms  had 
been  isolated  from  the  patient’s  blood  during  his  stay 
there.  An  intravenous  pyelogram  on  the  17th  hospital 
day  showed  poor  visualization  of  both  kidneys  but  no 
other  abnormality.  On  the  18th  hospital  day,  the  pa- 
tient suddenly  had  a severe  shaking  chill,  urinated  in 
bed,  and  died  one-half  hour  later. 

During  his  stay  at  Ben  Taub  General  Hospital,  the 
patient  experienced  shaking  chills  and  fever  every 
day,  but  complained  of  no  abdominal  pain.  His  blood 
pressure  was  normal  throughout  and  he  did  not  have 
cyanosis,  dyspnea,  or  tachypnea.  His  liver  and  spleen 
remained  as  they  were  at  the  time  of  admission.  His 
hematocrit  value  ranged  between  22  and  25  percent 
and  his  total  leukocyte  counts  varied  from  11,000  to 
17,000/cu.  mm.  Toward  the  latter  part  of  the  hospi- 
talization, the  differential  white  blood  cell  counts 
showed  90-95  percent  polymorphonuclear  neutrophils, 
3-5  percent  lymphocytes,  and  no  eosinophils  or  baso- 
phils. Just  before  the  patient  died  his  total  serum 
bilirubin  was  1.2  mg./lOO  ml.  and  his  serum  alkaline 
phosphatase  was  29  King-Armstrong  units. 

Clinical  Discussion:  Dr.  James  W.  McBee:  This  rela- 
tively young  man  died  after  an  illness  lasting  about 
one  month.  The  onset  of  the  disease  was  heralded  by 


abdominal  pain  and  fever,  and  chills  and  fever  were 
the  only  signs  and  symptoms  to  persist  throughout 
the  entire  clinical  course.  Dyspnea,  cyanosis  and  jaun- 
dice were  transient  findings  and  anemia  developed 
terminally.  Could  we  review  the  roentgenograms? 

Dr.  Refail  R.  Kohen:  The  chest  roentgenogram  ob- 
tained on  the  day  of  admission  showed  a few  fibro- 
linear  densities  in  the  right  suprahilar  region  suggest- 
ing previous  inflammatory  disease.  Otherwise,  the  ex- 
amination was  unremarkable. 

At  the  oral  cholecystographic  examination  (Fig.l) 
performed  eight  days  after  admission  there  was  no 
visualization  of  any  segment  of  the  biliary  system; 
this  was  apparently  due  to  failure  of  evacuation  of  the 
stomach,  as  suggested  by  the  outlining  of  the  antrum 
and  duodenal  bulb  by  the  retained  contrast  medium. 
No  unusual  gas  or  calcific  density  was  seen  in  the 
right  upper  quadrant.  An  abdominal  film  obtained  the 
same  day  revealed  gas  in  a distribution  suggesting 
mild  paralytic  ileus.  The  liver  was  enlarged.  The  lower 
pole  of  the  spleen  appeared  lower  than  usual;  how- 
ever, the  upper  border  was  not  outlined.  This  appear- 
ance is  consistent  with  splenomegaly,  but  it  could 
have  represented  downward  displacement  of  the  organ. 

Intravenous  pyelography  performed  two  days  be- 
fore death  showed  faintly  outlined  kidneys  of  normal 
size,  contour  and  position.  The  visualization  of  the 
collecting  systems  was  faint  and  incomplete  but  the 
general  appearance  suggested  no  gross  distortion.  The 
ureters  and  bladder  were  not  satisfactorily  visualized. 

Dr.  McBee:  In  attempting  to  unravel  this  compli- 
cated clinical  problem,  a graphic  representation  of  the 
clinical  course  might  be  helpful  (Fig.  2).  The  one 
thread  found  woven  throughout  the  pattern  is  fever. 
The  fever  occurred  early,  appeared  daily,  was  associat- 
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ed  with  chills,  and  apparently  was  not  influenced  by 
the  antibiotic  therapy  which  the  patient  received.  It 
would  be  entirely  appropriate  to  begin  the  discussion 
from  the  standpoint  of  obscure  causes  of  fever  alone, 
but  since  this  approach  was  utilized  in  our  last  CPC, 

I would  like  to  look  at  the  problem  from  some  different 
aspects,  after  first  emphasizing  that  fever  and  chills 
remain  the  most  clinically  significant  findings  in  this 
case. 

If  attention  is  first  directed  to  the  terminal  events, 
two  clinical  features  are  outstanding:  anemia  and 
fever.  The  anemia  occurred  suddenly  during  a period 
of  hospitalization  without  evidence  of  bleeding,  was 
associated  with  positive  Coombs’  tests,  hepatospleno- 
megaly,  reticulocytosis  and  increased  plasma  hemo- 
globinemia — all  suggesting  the  possibility  of  acquired 
autoimmune  hemolytic  process.  Table  1 lists  some  of 
the  diseases  associated  with  hemolytic  anemia  and 
fever  (in  most,  but  not  all,  of  these  anemias  the  re- 
action to  Coombs’  test  is  usually  positive).  In  general 
the  viral  infections  listed  would  not  account  for  the 
patient’s  symptoms  and  clinical  course.  Syphilis  is 
considered  because  of  positive  blood  and  spinal  fluid 
VDRL  reactions,  but  there  is  no  real  evidence  that 
typical  paroxysmal  cold  hemoglobinuria  is  the  explan- 
ation of  the  anemia.  The  absence  of  neurological  signs 
and  the  findings  of  normal  protein  concentration  and 
normal  cell  count  in  the  spinal  fluid  would  lead  me  to 
believe  that  the  patient  had  asymptomatic  neuro- 
syphilis. Clostridium  welchii  may  cause  significant  in- 


I.  Infection 

A.  Virus 

1.  Viral  pneumonia 

2.  Infectious  mononucleosis 

3.  Other  (influenza  A,  coxsackie  A,  measles, 
varicella,  encephalitis,  herpes  simplex) 

B.  Bacterial 

1.  Syphilis  (PCH) 

2.  Clostridium  welchii 

II.  Collagen  diseases 

1.  Disseminated  lupus  erythematosus 

2.  Periarteritis  nodosa 

III.  Neoplastic 

1 Chronic  lymphocytic  leukemia 

2.  Hodgkin's  disease  and  other  ''lymphomas'' 

3.  Carcinoma 

Table  1.  Hemolytic  anemias  and  fever. 


travascular  hemolysis  but  here  we  have  no  evidence 
of  gas  gangrene  or  bacteriological  evidence  for  the 
presence  of  this  organism.  Malaria  was  considered 
independently  at  two  hospitals.  Failure  to  demonstrate 
the  parasite  plus  the  fact  that  the  patient  had  not 
been  out  of  the  country  is  strong  evidence  against 
malaria.  Systemic  lupus  erythematosus  and  periar- 
teritis nodosa  are  two  collagen  diseases  that  may 
cause  a Coombs’-positive  hemolytic  anemia  and  fever. 
The  absence  of  skin  lesions,  arthritis,  renal  dysfunc- 
tion, lupus  erythematosus  cells  or  eosinophilia  again 
is  evidence  against  either  of  these  diseases.  Lym- 
phatic leukemia  is  eliminated  by  hematological  study. 
Hodgkin’s  disease,  particularly  the  "abdominal  Hodg- 
kin’s” variety,  is  a tempting  possibility,  and  could  ac- 
count for  many  features  of  this  case.  It  could  account 
for  the  initial  pain.  Many  patients  have  been  operated 
upon  because  of  symptoms  of  appendicitis  or  other 
acute  abdominal  emergency  and  were  found  to  have 
Hodgkin’s  disease  as  the  sole  cause  of  their  symp- 
toms. Fever  is  common,  but  the  Pel-Ebstein  type  oc- 
curs in  no  more  than  16  percent  of  the  cases.  The 
anemia  may  occasionally  be  hemolytic  but  the 
Coombs’  reaction  is  usually  negative.  The  associated 
jaundice  may  be  of  several  causes  but  frequently  is 
related  to  intrahepatic  tumor,  and  the  jaundice,  once 
present,  rarely  subsides  unless  specific  therapy  is  ini- 
tiated. The  episodes  of  dyspnea  and  cyanosis  are  dif- 
ficult to  explain  on  the  basis  of  Hodgkin's  disease  in 
the  abdomen.  Carcinoma,  particularly  carcinoma  of 
the  pancreas,  is  an  interesting  and  exotic  possibility. 
Abdominal  pain,  once  appearing  in  the  clinical  course 
of  pancreatic  carcinoma,  is  usually  relentless,  as  is 
the  jaundice.  Both  of  these  features  would  be  best 
explained  on  the  basis  of  superimposed  pancreatitis 
with  the  assumption  that  the  inflammation  subsided, 
leaving  an  "occult”  malignancy  to  account  for  the 
fever  and  anemia.  Certainly  fever  can  occur  with  any 
malignant  tumor  but  chills  are  not  common.  Hemoly- 
sis is  not  common  but  may  occur.  Fifteen  cases  of 
carcinoma  with  hemolysis  have  been  reviewed  in  one 
study;1  of  these,  12  involved  the  gastrointestinal 
tract  (pancreas  included).  In  one  case  (carcinoma  of 
stomach),  there  was  a positive  direct  and  indirect 
Coombs’  reaction.  Carcinoma  of  the  breast  has  been 
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associated  with  a significant  Coombs’-positive  hemoly- 
tic anemia2  and  it  is  not  inconceivable  that  this  type 
of  hemolysis  could  be  related  to  other  tumors. 

It  would  be  tempting  to  attribute  the  dyspnea  and 
cyanosis  to  thromboembolic  events  which  certainly 
occur  in  increased  frequency  in  patients  with  malig- 
nant tumors  and  might  even  explain  the  rather  sud- 
den death.  Hypofibrinogenemia  has  been  associated 
with  certain  carcinomas,  including  those  of  the  pan- 
creas. None  of  these  possible  disease  processes  ade- 
quately explains  the  patient's  clinical  course.  The 
daily  chills  and  picket-fence  type  of  fever  suggest  a 
septic  more  than  a neoplastic  process. 

Perhaps  it  would  be  best  to  abandon  the  auto- 
immune mechanism  approach.  The  positive  Coombs’ 
reaction  remains  a disturbing  feature,  but  it  may  be 
entirely  misleading.  Coombs’-positive  hemolytic  ane- 
mia has  recently  been  reported  following  prolonged 
treatment  with  huge  doses  of  penicillin.3 

If  one  approaches  the  clinical  problem  not  from  the 
terminal  events  of  fever  and  anemia,  but  rather  from 
the  initial  events  of  abdominal  pain  and  fever  closely 
followed  by  jaundice,  attention  is  then  focused  upon 
the  abdomen,  and  particularly  upon  the  hepatobiliary 
system.  Specifically  the  triad  brings  to  mind  the  pos- 
sibility of  hepatic  abscess,  and  I believe  this  is  what 
the  patient  had. 

There  are  a number  of  routes  through  which  infec- 
tion of  the  liver  eventuating  in  abscess  formation  may 
take  place.  They  include  infection  by  way  of  (1)  the 
portal  vein,  (2)  the  bile  ducts,  (3)  the  hepatic  vein, 
(4)  the  hepatic  artery,  (5)  extension  from  nearby 
structures  or  via  lymphatics,  and  (6)  trauma.  Of 
these,  the  most  common  routes  are  portal  vein  and 
biliary  channels.  Suppurative  appendicitis  with  pyle- 
phlebitis, once  the  most  common  single  cause  of 
hepatic  abscess,  seems  to  be  decreasing  in  frequency 
since  the  advent  of  antibiotics.  Other  similar  causes 
include  pelvic  disease,  colonic  diverticulitis,  infected 
thrombotic  hemorrhoids  and  suppurative  pancreatitis. 
The  most  common  source  of  pyogenic  abscess  report- 
ed more  recently  has  been  an  ascending  cholangitis.4 
The  primary  disease  is  usually  cholecystitis,  chole- 
lithiasis, or  choledocholithiasis.  Of  the  three  initial 


symptoms — pain,  fever  and  subsequent  jaundice — 
interpreting  the  significance  of  "diffuse  abdominal 
pain”  is  a most  difficult  task.  There  is  no  additional 
description  of  it  and  it  was  not  observed  during  the 
patient  s final  hospitalization.  This  would  be  unusual 
if  the  pain  were  directly  related  to  liver  abscess.  One 
might,  speculate  that  the  pain  in  the  present  case 
represented  a manifestation  of  the  disease  process 
which  led  to  hepatic  abscess  rather  than  the  abscess 
per  se.  More  specifically,  the  pain  might  have  been 
due  to  ruptured  appendix  or  ruptured  colonic  divertic- 
ulum and  the  sequence  of  events  that  followed  includ- 
ed pylephlebitis  and  liver  abscess.  Daily  chills  and 
fever  are  the  expected  symptoms.  The  cause  of  the 
jaundice  is  not  readily  explained  but  McKenzie5  re- 
ported its  occurrence  in  four  out  of  nine  patients  with 
pylephlebitis  and  liver  abscess  and  the  jaundice  was 
transient  in  every  case.  An  alternative  explanation  of 
the  sequence  of  events  would  be  that  the  patient  had 
biliary  disease  (cholecystitis  or  choledocholithiasis) 
with  ascending  cholangitis  and  subsequent  liver  ab- 
scess, and  that  the  transient  jaundice  represented 
transient  extrahepatic  obstruction.  The  end  result  in 
either  case  would  be  pyogenic  liver  abscess. 

The  anemia  would  best  be  explained  as  resulting 
from  sepsis.  The  bacterial  organism  most  commonly 
found  is  E.  coli,  and  this  organism  was  cultured  from 
both  blood  and  urine  of  this  patient.  The  persistently 
elevated  serum  alkaline  phosphatase  is  characteristic 
of  the  disease  and  the  nonspecific  histological  find- 
ings at  biopsy  are  compatible.  Sudden  death  follow- 
ing chills  and  high  fever  suggests  rupture  of  an 
abscess  into  the  peritoneum. 

One  clinical  feature  remains  obscure — dyspnea 
and  cyanosis  occurring  early  in  the  course  of  the  dis- 
ease and  observed  only  during  a five-day  period  in 
another  hospital.  The  possibility  of  a thromboembolic 
process  occurring  early  and  perhaps  recurring  termi- 
nally must  be  considered,  though  there  is  no  reported 
increase  in  frequency  of  this  occurrence  associated 
with  liver  abscess,  and  one  would  anticipate  cough 
and  hemoptysis.  In  view  of  such  a paucity  of  cardio- 
respiratory findings,  one  wonders  about  a transient 
methemoglobinemia  or  sulfhemoglobinemia.  In  the 
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Fig.  3.  Gross  photograph,  of  liver 
shows  numerous  large  abscesses. 


absence  of  a history  of  exposure  to  any  of  the  ma- 
terials usually  responsible  plus  lack  of  confirmatory 
laboratory  findings,  these  rather  rare  causes  of  cya- 
nosis cannot  be  established. 

Two  diseases  most  difficult  to  differentiate  from 
pyogenic  liver  abscess  are  (1)  subphrenic  abscess, 
and  (2)  amebic  abscess.  Failure  to  demonstrate  eleva- 
tion or  immobility  of  the  right  hemidiaphragm  detracts 
from  the  former  diagnosis  and  jaundice  would  be  dif- 
ficult to  explain  on  the  basis  of  subphrenic  abscess. 
The  difficulties  in  differentiating  amebic  from  pyogenic 
liver  abscess  have  recently  been  reviewed.6  Absence 
of  a history  of  pleuritic  chest  pain  or  diarrhea  and  the 
presence  of  clinical  jaundice  favor  pyogenic  abscess 
over  amebic  abscess.  The  need  for  early  surgical  inter- 
vention to  establish  the  diagnosis,  to  obtain  material 
for  bacteriological  study,  and  to  carry  out  drainage 
of  larger  abscesses  when  possible  was  emphasized. 

On  the  grounds  of  abdominal  pain  and  jaundice, 

I believe  that  the  patient  suffered  an  intra-abdominal 
disease.  The  daily  chills  and  spiking  fever  suggest  a 
pyogenic  rather  than  neoplastic  process,  though  the 
latter  is  not  ruled  out  entirely.  If  these  premises  are 
correct,  surgical  exploration  should  have  been  under- 
taken without  undue  delay.  If  amebic  abscess  of  the 
liver  is  seriously  considered  in  such  a case,  two  or 
three  days’  trial  of  amebicidal  therapy  is  justified  and 
if  there  is  no  response,  prompt  surgical  intervention 
is  recommended. 

My  final  clinical  impressions  are:  (1)  hepatic  ab- 
scesses, pyogenic,  multiple;  (2)  ascending  cholan- 
gitis; (3)  cholecystitis  with  cholelithiasis  and/or  cho- 
ledocholithiasis;  (4)  E.  coli  bacteremia;  (5)  possible 
focal  pyelonephritis  (E.  coli)',  (6)  anemia,  secondary 


to  sepsis;  (7)  asymptomatic  neurosyphilis;  and  (8) 
possible  peripheral  venous  thrombosis  with  pulmonary 
embolism. 

Dr.  Harold  Brown:  Malaria  is  uncommonly  associa- 
ted with  leukocytosis. 

Dr.  Clarence  P.  Alfrey:  I would  wonder  whether  or 
not  there  was  something  wrong  with  this  patient’s 
peripheral  microcirculation,  such  as  one  sees  in  pa- 
tients with  microangiopathic  hemolytic  anemia.  There 
is  much  in  this  case  that  suggests  lymphoma  to  me; 
shaking  chills  are  common  in  that  disease. 

Dr.  Montague  Lane:  The  chills  would  not  deter  me 
from  considering  a diagnosis  of  lymphoma.  Also, 
thrombotic  thrombocytopenic  purpura  should  be  in- 
cluded in  any  list  of  diagnoses  pertaining  to  fever  and 
hemolytic  anemia.  I do  not  believe  that  the  patient 
had  lymphoma  or  thrombotic  thrombocytopenic  pur- 
pura. The  rather  severe  hemolytic  anemia  in  this 
febrile  patient  suggests  the  possibility  of  a gangrenous 
infectious  process. 

Pathologic  Findings:  Dr.  Erwin  R.  Rabin:  At  autopsy 
the  main  findings  were  in  the  liver,  which  weighed 
2,400  gm.  and  contained  multiple,  widely  scattered 
abscesses  (Fig.  3).  The  largest  abscess  (6  by  5 by 
4 cm.)  was  in  the  right  lobe.  Microscopically,  the  walls 
of  many  abscesses  were  composed  of  early  granula- 
tion tissue.  The  main  portal  vein  contained  an  adher- 
ent mural  thrombus.  Histologically,  the  wall  of  this 
vessel  was  densely  infiltrated  with  mononuclear  cells 
and  neutrophils.  The  walls  of  some  intrahepatic 
branches  of  the  portal  vein  appeared  necrotic  and 
densely  infiltrated  with  mononuclear  cells  and  neu- 
trophils (Fig.  4).  The  spleen  was  enlarged  (590  gm.) 


Fig.  4.  Photomicrograph  of  a large  intrahepatic 
portal  zone  shows  the  wall  of  the  portal  vein 
to  be  necrotic  and  densely  infiltrated  by 
mononuclear  cells  and  neutrophils.  Exudate 
also  appears  in  the  lumen  of  the  vessel. 
About  X 75  (hematoxylin  and  eosin  stain). 
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and  numerous  neutrophils  were  seen  within  its  sinus- 
oids. The  heart  weighed  410  gm.;  a healed  myocardial 
infarct  (4  by  3 cm.)  was  present  in  the  interventricular 
septum.  The  lungs  were  congested  and  contained  a 
large  amount  of  pink  frothy  material;  a healed  case- 
ous granuloma  was  present  in  the  apex  of  the  right 
upper  lobe.  The  brain  was  unremarkable. 

The  source  of  the  liver  abscesses  in  this  case  re- 
mained unexplained.  The  gallbladder  was  grossly  un- 
remarkable. The  appendix,  a common  source  of  pyle- 
phlebitic  abscesses  of  the  liver,7  was  also  grossly 
unremarkable. 

The  final  anatomic  diagnoses  were  as  follows: 

1.  Pylephlebitis  with  multiple  liver  abscesses  (prob- 
able E.  coli  septicemia;  E.  coli  cultured  from  the 
blood  antemortem  and  postmortem  and  from  liver 
abscess  postmortem). 

2.  Splenomegaly  (590  gm.),  acute  splenitis. 

3.  Coronary  atherosclerosis,  marked;  healed  infarct 
of  interventricular  septum. 

4.  Myocardial  hypertrophy  (410  gm.). 

5.  Ascites  (2,000  cc.),  serous. 

6.  Bilateral  hydrothorax  (100  cc.  in  each  pleural 
space). 

7.  Healed  caseous  granuloma  in  apex  of  right  up- 
per lobe. 

Dr.  McBee:  Why  did  this  patient  have  a Coombs’- 
positive  hemolytic  anemia? 

Dr.  Robert  A.  Hettig:  I am  not  aware  of  it  in  pa- 
tients with  liver  abscess,  but  many  disorders  are  ac- 
companied by  Coombs'-positive  hemolytic  anemia. 

Dr.  Alfrey:  As  suggested  by  Dr.  McBee,  the 


Coombs’-positive  anemia  might  have  been  related  to 
the  patient’s  penicillin  therapy. 

Dr.  Herbert  L.  Fred:  Today’s  case  illustrates  several 
important  clinical  points.  First,  a palpable  spleen  is 
uncommon  in  patients  with  hepatic  abscess,4  and  one 
weighing  more  than  500  gm.  is  rare.8  Second,  a nor- 
mal liver  scan  does  not  exclude  hepatic  abscess,  espe- 
cially multiple  small  abscesses.  Indeed,  May  and  col- 
leagues6 found  normal  liver  scans  in  three  of  ten  pa- 
tients with  proved  hepatic  abscess.  Third,  the  patho- 
genesis of  pyogenic  liver  abscess  is  obscure  in  10  to 
50  percent  of  the  cases.  Finally,  the  focal  areas  of 
necrosis  and  inflammation  in  the  patient’s  hepatic 
biopsy  specimen  were  clues  to  the  possibility  of  infec- 
tion within  the  liver  itself. 
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Science  Reaches  Through  Space 
To  Bring  Abundance  from  Earth 


WERNHER  VON  BRAUN,  PH.D. 

MEDICINE  IS  AN  ANCIENT  and  honorable  profession, 
invaluable  to  the  well-being  of  mankind,  and  constant 
in  its  pursuit  of  excellence. 

While  medicine  reaches  back  beyond  recorded  his- 
tory, my  profession — the  exploration  of  space — is  rel- 
atively new. 

Surgery  was  performed  in  some  of  the  ancient  civ- 
ilizations, and  I imagine  that  even  prehistoric  man 
sometimes  had  to  sharpen  his  flints  and  perform 
crude,  minor  operations.  I also  like  to  believe  that  he 
sometimes  looked  at  the  moon  shining  above,  and 
wished  that  he  could  go  there.  To  that  Neolithic  man 
your  science  was  real;  mine  was  yet  a dream. 

Today,  space  exploration  is  no  longer  a dream,  it 
is  the  new  challenge  that  has  rekindled  pioneering 
fires  within  this  nation.  It  has  provided  an  unlimited 
new  frontier  where  the  tireless  energies  and  creativity 
of  man  can  be  applied  in  the  name  of  peace,  and  for 
the  benefit  of  all  mankind. 

Space  is  a challenge  to  the  curiosity,  imagination, 
vision,  and  determination  of  mankind.  We  are  already 
photographing  the  moon  and  examining  its  composi- 
tion through  intricate  mechanisms  landed  on  its  sur- 
face. We  have  photographed  the  planet  Mars  and 
flown  spacecraft  near  Venus.  Our  astronauts  have  re- 
mained in  orbit  up  to  two  weeks;  they  have  left  their 
craft  and  stepped  out  into  space,  and  returned  to 
earth  in  precision  landings.  We  are  also  taking  a new 
look  at  earth  from  the  vantage  point  of  orbiting  sat- 
ellites. 

Despite  the  miraculous  achievements  made  thus 
far,  however,  the  Space  Age  is  still  in  its  infancy.  We 
are  still  sharpening  our  flintstones  on  the  fringes  of 


great  advances  that  are  yet  to  come.  We  are  just 
now  beginning  to  realize  the  first  returns  from  our 
huge  investment  in  space  exploration.  During  a meet- 
ing on  the  Commercial  Utilization  of  Space  held  in 
Dallas  in  May,  1967,  we  discussed  the  application  of 
space  technology  to  economic  and  social  problems  of 
this  nation  and  other  countries. 

Unlimited  Potential:  In  the  publicity  of  dramatic  flights 
by  the  astronauts,  soft  landings  on  the  lunar  surface, 
or  the  general  broadening  of  scientific  knowledge,  we 
sometimes  forget  that  the  down-to-earth  benefits 
flowing  from  our  space  program  will  change  our  lives 
and  enrich  them  with  new  knowledge  and  its  utili- 
zation. 

In  itself,  a chunk  of  metal  orbiting  the  earth  is 
worthless  to  most  Americans.  But  when  we  put  sensors 
and  other  electronic  equipment  on  our  chunk  of 
metal,  it  becomes  useful.  It  can  detect  hurricanes 
and  plot  their  paths,  help  meteorologists  predict 
weather  on  a global  scale,  and  aid  in  the  navigation 
of  ships  and  planes.  It  can  even  detect  unhealthy 
crops  and  trees  in  the  forest.  Its  potential  is  unlimited. 

When  we  put  a man  inside  that  chunk  of  metal  it 
comes  alive.  It  can  think,  make  decisions,  and  act  as 
a trained  observer.  When  a man  goes  into  orbit,  sci- 
ence itself  enters  space. 

The  primary  purpose  of  Projects  Mercury,  Gemini, 
and  Apollo  is  simply  to  develop  the  capability  of 
manned  space  flight — man’s  ability  to  travel  into 
space  wherever  he  needs  to  go,  and  to  live  and  work 
there  for  extended  periods  of  time.  Man’s  usefulness 
in  space  for  scientific  and  utilitarian  purposes  will 
blossom  in  the  post-Apollo  projects. 
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Let  us  explore  space  prospects  beyond  the  first 
lunar  landing  and  some  of  the  experiments  and  mis- 
sions that  are  being  planned  for  Apollo  Applications 
missions. 

Apollo  Applications,  briefly,  is  our  program  to  make 
use  immediately  of  the  hardware,  facilities,  people, 
and  knowledge  that  have  been  developed  to  support 
the  Project  Apollo  moon  trip. 

Creature  Comforts  Will  Help:  One  project  is  to  pro- 
vide our  astronauts  and  our  astronaut-scientists  with 
some  orbital  “leg  room.”  Physicians  have  probably 
cringed  at  the  thought  of  spending  days  in  space  with 
barely  enough  room  for  a good  muscle  stretch,  and 
without  a shave  or  a bath. 

Knowing  the  needs  of  healthy  human  bodies,  you 
probably  have  been  skeptical  that  meaningful  mis- 
sions could  be  pursued  without  better  spatial  facil- 
ities. 

We  are  building  a space  motel.  Rather,  we  are  pro- 
viding the  astronauts  with  a motel  that  has  already 
been  built.  All  it  needs  is  some  doors  and  windows 
and  a little  interior  decoration. 

We  call  it  our  Orbital  Workshop,  and  we  will  build 
it  from  the  spent  stage  of  a rocket,  or  launch  vehicle. 

Both  our  Saturn  vehicles  use  basically  the  same 
upper  stage  that  is  built  by  Douglas  Aircraft  Com- 
pany in  California.  While  it  is  the  second  stage  of  our 
smaller  Uprated  Saturn  I,  it  is  the  third  stage  of  the 
larger  Saturn  V.  The  payloads  are  attached  to  this 
upper  stage  which,  in  placing  the  payload  into  earth 
orbit,  naturally  places  itself  into  earth  orbit  also.  We 
will  convert  this  orbiting  stage  into  a motel  for  the 
astronauts. 

All  good  motels  have  plenty  of  parking  space,  and 
in  our  Orbital  Workshop  we  call  it  the  multiple  dock- 
ing adapter.  It  has  parking  slots,  or  docking  parts, 
for  five  separate  spacecraft  or  payload  packages. 

All  good  motels  have  a nice  entranceway  and 
foyer.  In  our  Orbital  Workshop  we  call  it  the  airlock. 
The  airlock  connects  the  docking  port  to  the  top  of 
the  stage’s  upper  tank,  or  fuel  tank. 

Our  Guests  Arrive:  The  astronauts  dock  the  pointed 
end  of  their  spacecraft  with  one  of  the  docking  ports 
in  the  multiple  docking  adapter.  They  crawl  through 
access  tunnels  into  the  airlock,  or  foyer,  and  then 
they  are  ready  to  register.  If  the  clerk  tells  them  that 
the  rooms  are  all  taken,  they  have  quite  a long  trip 
to  get  back  home. 

Actually,  the  airlock  leads  into  the  liquid  hydrogen 
tank  of  the  Saturn  I second  stage. 


Now  that  our  astronaut  has  his  space  buggy 
parked  and  is  registering  for  a room,  we  shall  tour  the 
stage  and  its  fuel  tank.  Until  the  Orbital  Workshop 
idea  was  approved,  this  Saturn  I stage  was  to  be 
just  a huge  piece  of  useless  metal  after  performing 
its  primary  mission  of  placing  itself  and  its  payload 
into  earth  orbit.  By  using  it  for  this  secondary  mission 
we  are  reducing  waste  and  tremendously  reducing 
costs. 

The  stage  itself  is  58  ft.  long  and  21 V2  ft-  'n 
diameter.  It  is  powered  by  a single  J-2  engine  that 
operates  on  liquid  hydrogen  as  fuel  and  liquid  oxygen 
as  oxidizer.  The  propellant  tanks  will  be  virtually 
emptied  during  the  launch  and  flight.  Since  these  are 
cryogenic  propellants,  any  residues  will  be  vented 
into  the  vacuum  of  outer  space.  Liquid  hydrogen  is 
both  odorless  and  colorless,  so  it  will  not  be  a 
problem. 

The  liquid  hydrogen,  or  upper,  tank  of  the  stage 
will  be  converted  into  the  living  and  working  area  of 
approximately  10,000  cu.  ft.  With  the  proper  environ- 
mental equipment,  men  may  work  and  live  inside  the 
tank  in  shirt-sleeve  comfort. 

Douglas  Aircraft  is  working  on  modifications  which 
will  let  the  crew  convert  the  tank  into  the  Orbital 
Workshop  quickly  and  with  relative  ease.  These  in- 
clude a quick-opening  exit  hatch,  rigid  floor  partitions 
and  curtains,  and  astronaut  aids  such  as  nets,  han- 
dles, hand-holds,  and  ladders. 

Now,  back  to  our  astronauts  who  are  registering  for 
rooms;  they  have  suddenly  discovered  that  they  for- 
got their  wallets.  The  desk  clerk  is  a kindly  soul,  and 
offers  to  let  them  work  for  their  keep. 

The  astronauts  (there  will  be  three  using  the  Apollo 
spacecraft)  begin  converting  the  tank  into  their  future 
home.  Equipment  must  be  unfolded  and  tied  down, 
partitions  must  be  put  up,  and  other  tasks  performed 
that  Project  Gemini  astronauts  have  shown  can  be  ac- 
complished during  weightlessness. 

The  completed  workshop  can  be  closed  down  for 
months  or  even  years  at  a time  and  reactivated  with 
new  supplies  of  food  and  oxygen  when  needed  by 
different  space  teams. 

This  Orbital  Workshop  is  not  a dream  idea  or  some- 
thing we  have  out  on  a study  contract.  It  is  a sched- 
uled and  funded  mission.  We  are  building  it  and  we 
are  going  to  fly  it,  perhaps  even  as  early  as  1969. 

Planned  Missions:  In  the  first  series  of  missions,  the 
Orbital  Workshop  will  be  used  in  a flight  that  could 
extend  to  28  days.  Afterward,  another  crew  of  astro- 
nauts will  be  using  an  Apollo  telescope  mount  to  per- 
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form  a variety  of  solar  scientific  experiments  above 
the  “dirty  basement  window’’  of  the  earth’s  atmos- 
phere. This  crew  will  remain  in  the  Workshop  for  as 
long  as  56  days. 

The  important  thing  is  freeing  the  astronauts  and 
astronaut-scientists  to  perform  in  comfort  the  really 
useful  tasks  for  which  they  were  intended.  With  this 
“cabin  in  the  sky’’  they  can  work,  exercise,  sleep,  and 
even  have  some  privacy.  They  can  begin  to  follow  a 
more  normal  life  cycle. 

Why  do  we  need  so  much  room  out  in  space?  The 
medical  profession  is  aware  of  the  world’s  population 
problem.  The  simple  fact  is  that  if  something  isn’t 
done  to  alleviate  the  problem,  mankind  faces  a “bee- 
hive’’ existence  in  the  future.  There  are  three  billion 
people  on  Earth  today,  and  now  the  population  is 
doubling  every  35  years.  This  can  be  projected  to  an 
Earth  population  of  from  12  to  13  billion  people  by 
the  year  2033. 

We  do  not  need  more  room  out  in  space  so  that 
we  can  fill  it  with  excess  population.  We  do  need 
more  operating  room  for  our  astronauts  so  that  some 
sort  of  control  can  be  maintained  over  certain  aspects 
of  the  increased  activity  below. 

One  of  the  first  areas  of  study  is  in  communication 
and  navigation.  We  want  to  look  at  possibilities  of 
control  and  coordination  of  air  traffic  over  the  ocean; 
at  the  development  of  position-fixing  data  to  provide 
all-weather  global  navigation  by  sea  and  air;  and  at 
the  development  of  improved  air-sea  emergency, 
search,  and  rescue  aids.  We  will  develop  techniques 
to  broadcast  voice  and  television  directly  to  home 
receivers,  on  a global  basis. 

Second,  we  want  to  extend  the  meteorological  ex- 
periments already  carried  out.  We  want  to  continue 
the  basic  scientific  pursuit  of  understanding  the  na- 
ture and  behavior  of  the  atmosphere  and,  of  course, 
we  want  to  further  develop  weather  forecasting  as  an 
aid  to  the  daily  operations  and  economy  of  nations 
on  earth. 

Third,  and  very  important,  we  want  to  develop  cer- 
tain natural  resources  experiments,  especially  in  agri- 
culture and  forestry,  geology  and  hydrology,  oceanog- 
raphy and  marine  technology,  and  geography. 

From  our  “cabins  in  the  sky”  we  want  to  determine 
the  amounts  of  useful  data  that  can  be  obtained. 

We  will  use  more  sophisticated  cameras  and 
sensors  to  conduct  continuous,  never-ending  surveys 
of  our  earth  resources.  We  hope  to  be  able  to  tell  rye 
from  barley,  and  rice  from  soybeans.  We  hope  to  tell 
how  these  crops  are  coming  along,  and  to  predict 


their  yield  and  their  progress  through  the  growing 
season. 

Being  able  to  identify  "what”  and  “where”  and 
“how  much”  is  going  to  be  harvested  in  various  loca- 
tions of  the  earth  is  only  half  of  the  problem  of  earth 
resources  management,  namely,  the  supply  of  food 
available. 

The  other  half  is  the  demand,  and  this  is  measured 
in  numbers  of  people.  The  same  system  that  enables 
us  to  distinguish  between  types  and  qualities  of 
crops  can  also  give  us  the  pattern  of  population 
growth.  If  we  keep  track  of  the  places  where  man  is 
multiplying  most  rapidly,  we  can  know  how  many  eat- 
ers there  are  and  where  they  live. 

We  would  feed  this  information  into  a computer, 
which  would  tell  us  many  weeks  ahead  of  time  that 
Calcutta,  for  example,  faced  famine.  Steps  might 
then  be  taken  to  alleviate  possible  disaster. 

These  same  systems  can  do  more  than  just  look 
at  crops  and  people:  They  can  prospect  for  ore  depos- 
its and  update  maps.  They  can  determine  things  like 
sea  state  and  water  temperature,  and  perhaps  help 
in  locating  sources  of  fish  for  food.  The  list  of  things 
that  might  be  accomplished  through  these  sensor 
systems  grows  almost  weekly. 

Today's  Challenge,  Tomorrow’s  Tool:  I don’t  want  to 
mislead  you.  We  are  not  in  a position  to  start  a com- 
plete world-wide  resources  control  program  any  time 
soon.  This  is  a major  research  and  development  prop- 
osition. Much  work  has  to  be  done,  but  this  is  an  ex- 
ample of  space  as  a useful  tool  to  man  on  Earth. 

When  we  orbit  the  Earth,  we  see  it  from  a new 
perspective.  Our  Earth  is  a beautiful  blue  and  white 
globe.  City  limits,  state  lines,  and  national  bounda- 
ries merge  into  a single  entity. 

Call  me  a dreamer  if  you  like,  but  man’s  ability 
to  live  and  work  in  space  and  to  look  down  on  earth 
with  a new  perspective  may  someday  erase  the  petty 
problems  that  develop  from  national  origin  and  am- 
bition. 

Our  “cabin  in  the  sky”  holds  great  promise.  If  we 
will  but  persist  in  extending  our  reach  into  space, 
with  the  proper  motives  and  objectives,  we  can  reach 
down  from  our  space  position  to  make  Earth  a more 
beautiful,  more  prosperous,  and  more  peaceful  place 
to  live. 

Dr.  Von  Braun,  Director,  Marshall  Space  Flight  Cen- 
ter, Huntsville,  Ala. 

Presented  at  the  100th  Annual  Session  of  the  Texas  Medical 
Association  in  Dallas,  May  5,  1967. 
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1968  TMA  Annual  Session  in  Houston 
Should  Draw  Largest  Crowd,  Statistics  Say 


Houston  physicians  should  be  well 
represented  at  the  1968  Annual  Ses- 
sion if  tradition  holds.  A recent  sur- 
vey, conducted  by  Mr.  Donald  Ander- 
son and  Mr.  Dale  Werner  of  the 
Texas  Medical  Association,  Assistant 
Executive  Secretary  and  exhibits 
manager  respectively,  disclosed  that 
the  host  city’s  physicians  are  invari- 
ably the  largest  group  attending  the 
session.  At  Houston’s  last  Annual 
Session  in  1964,  33.9  percent  of  the 
delegates  were  from  the  Houston 
area.  In  Dallas  this  year,  29.2  per- 
cent were  from  the  Dallas  area. 

Dallas  County  Medical  Society 
also  boasted  the  third  largest  per- 
centage of  members  in  attendance 
at  the  1967  meeting,  668  physicians 
comprising  42.6  percent  of  its  mem- 
bership participated.  This  record  was 
exceeded  only  by  Gonzales  County 
Medical  Society  with  42.8  percent, 
three  of  seven  members,  and  Up- 
shur County  Medical  Society  with 
66.6  percent,  two  of  three  members. 

The  survey  also  showed  that  al- 
though TMA  membership  has  in- 
creased by  33.9  percent  in  the  last 
11  years,  attendance  has  held  fairly 
steady  at  20.9  percent  on  the  aver- 
age. If  the  1968  Annual  Session  fol- 
lows the  pattern,  then  attendance  at 
that  meeting  should  be  the  largest 
in  TMA’s  history. 

General  Arrangements:  The  General 
Arrangements  Committee,  composed 
of  Dr.  Bobby  Jones,  Dr.  0.  A.  Fly, 
Jr.,  and  Mr.  Bill  Robertson,  all  of 
Houston,  has  planned  a smorgas- 
bord of  events  for  the  guests  at  the 
1968  Annual  Session  to  sample. 
Their  scheme  includes  an  art  show, 
tennis  and  golf  tournaments,  scien- 
tific and  technical  exhibits,  and  a 
myriad  of  other  activities. 

Alumni  and  Fraternity  Functions:  Dr. 

C.  D.  Reece,  serving  as  chairman 
for  all  alumni  and  fraternity  func- 
tions, has  arranged  several  class  re- 
unions, seven  fraternity  parties,  and 
four  alumni  gatherings.  Class  re- 
unions will  be  held  Thursday,  May  2; 
fraternity  parties,  May  3;  and  alumni 
meetings,  May  4.  All  these  gather- 
ings will  be  at  6:30  p.m.  in  the 
Shamrock  Hilton  Hotel. 


The  alumni  groups  and  their  re- 
spective chairmen  are:  The  Univer- 
sity of  Texas  Alumni  Association,  Dr. 
John  A.  Wall;  Baylor  University  Col- 
lege of  Medicine  Alumni  Association, 
Dr.  Thane  T.  Sponsel;  Tulane  Medi- 
cal Alumni  Association,  Dr.  W.  Tryon 
Robinson;  and  Southwestern  Medi- 
cal School  Alumni  Association,  Dr. 
Stanley  J.  Zimmerman.  Representing 
the  seven  fraternities  are  Dr.  Luke 
Able,  Alpha  Kappa  Psi;  Dr.  Joe  R. 
Gandy,  Nu  Sigma  Nu;  Dr.  John  C. 
Kennedy,  Phi  Beta  Pi;  Dr.  Edward  L. 
Wall,  Phi  Chi;  Dr.  John  T.  Armstrong, 
Phi  Rho  Chi;  Dr.  Randolph  L.  Schaf- 
fer, Phi  Delta  Epsilon;  and  Dr.  W. 
Tom  Arnold,  Theta  Kappa  Psi. 

Memorial  Service:  A memorial  serv- 
ice for  deceased  members  of  TMA 
and  the  Woman’s  Auxiliary  to  TMA 
will  take  place  from  11:15  to  11:45 
a.m.,  Sunday,  May  5,  in  the  Grecian 
Rcom  of  the  Shamrock  Hilton  Hotel. 
Dr.  John  K.  Glen  is  local  chairman 
for  the  service;  Mrs.  Henry  K.  May 
of  Lake  Jackson  is  Auxiliary  State 
Chairman. 

Sports:  The  tennis  committee  has 
planned  a one-and-a-half-day  tourna- 
ment at  Memorial  Park  Tennis  Cen- 
ter for  Wednesday  afternoon  and  all 
day  Thursday.  The  events  will  in- 
clude men’s  singles,  men’s  doubles, 
mixed  doubles,  ladies’  singles  and 
ladies’  doubles.  In  order  to  have 
adequate  time  to  complete  the  play 
off,  the  men  will  be  allowed  to  enter 
only  two  events.  Entry  fees  will  be 
$5  per  person  regardless  of  the 
number  of  events  entered. 

Dr.  Homer  A.  Taylor,  Jr.,  chair- 
man of  the  sports  events,  has  also 
arranged  a golf  tournament  for 
either  Thursday  or  Friday. 

Other  Local  Chairmen:  Other  local 
arrangements  chairmen  are:  Dr.  Wil- 
liam M.  Sherrill,  entertainment;  Dr. 
Herbert  C.  Allen,  information;  Dr.  C. 
C.  Shullenberger,  public  lectures;  Dr. 
Joseph  T.  Ainsworth,  publicity;  Dr. 
Jasper  H.  Arnold,  scientific  exhibits; 
Dr.  Edward  T.  Wolf,  technical  exhib- 
its; and  Dr.  Elizabeth  D.  Talley,  wom- 
en physicians. 

Guest  Speakers:  Five  additional  out- 


of-state  speakers,  whose  names 
have  not  been  previously  published, 
have  been  secured  for  the  1968 
Annual  Session.  They  are:  Dr.  Alex- 
ander Gottschalk,  Chicago,  guest  of 
the  Committee  on  Nuclear  Medicine; 
Dr.  Morton  H.  Maxwell,  Los  Angeles, 
guest  of  the  Committee  on  Cardio- 
vascular Diseases;  Dr.  John  Turner 
Sessions,  Jr.,  Chapel  Hill,  N.C., 
guest  of  the  section  on  Digestive 
Diseases;  Dr.  Peter  V.  Siegel,  Wash- 
inton,  D.C.,  guest  of  the  Texas  Air- 
Medics  Association  and  the  Texas 
Chapter  of  the  Flying  Physicians 
Association;  and  Mr.  Ken  Wells,  New 
Brunswick,  N.J.,  guest  of  the  Section 
on  Nervous  and  Mental  Diseases 
and  the  Texas  district  branch  of  the 
American  Psychiatric  Association. 

Television  Presentations:  Three 
closed-circuit  color  television  pro- 
grams will  be  highlights  of  the  An- 
nual Session.  The  programs,  made 
possible  through  the  sponsorship  of 
Smith,  Kline  & French  Laboratories 
of  Philadelphia,  will  originate  from 
a studio  set  up  in  the  auditorium  of 
Hermann  Hospital  and  will  be 
viewed  on  a large  screen  in  the  Em- 
erald Room  of  the  Shamrock  Hilton. 

Dr.  0.  A.  Fly,  Jr.,  of  Houston,  tele- 
vision chairman  for  the  1968  Annual 
Session,  has  selected  topics  of  in- 
terest to  a large  number  of  physi- 
cians. Three  Houston  physicians 
have  agreed  to  serve  as  moderators 
and  are  compiling  data  for  the  pro- 
grams. 

Television  presentations  are 
scheduled  as  follows: 

(1)  “Coronary  Care  Units  for  the 
Community  Hospital”  will  be  pre- 
sented Thursday,  May  2,  3:30-5  p.m. 
Dr.  Robert  B.  Crouch  will  moderate 
the  program,  jointly  sponsored  by 
the  Committee  on  Nursing  and  the 
Committee  on  Cardiovascular  Dis- 
eases. 

(2)  A presentation  on  proper 
management  of  facial  laceration  and 
other  cosmetic  areas  primarily  util- 
izing office  procedures  will  be  dem- 
onstrated Friday,  May  3,  10-11  a.m. 
Dr.  Robert  J.  Wise  will  serve  as  mod- 
erator. 

(3)  Demonstrations  and  discus- 
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sions  on  the  use  of  respiratory  aids 
and  instruments  which  are  available 
in  inhalation  therapy  will  be  shown 
Saturday,  May  4,  2-3  p.m.  This  pro- 
gram will  be  moderated  by  Dr.  John 
Q.  Durfey. 

Housing  Accommodations:  Most  of 
the  scientific  meetings,  all  business 
sessions,  and  all  scientific  and  tech- 
nical exhibits  will  be  held  in  the 
Shamrock  Hilton  Hotel.  Several  sci- 
entific sessions  are  scheduled  for 
the  nearby  Towers  Hotel. 

Headquarters  for  the  Woman's 
Auxiliary  program  will  be  the  War- 
wick Hotel. 

The  Shamrock  Hilton  Hotel  will 
serve  as  the  central  housing  bureau 
for  the  meeting;  all  requests  for 
hotel  and  motel  rooms  should  be  di- 
rected there,  where  they  will  be  pro- 
cessed on  the  basis  of  the  individ- 
ual’s preference  and  the  availability 
of  rooms.  In  addition  to  the  head- 
quarters hotels,  room  commitments 
have  been  made  by  the  Hotel  Plaza, 
the  Holiday  Inn — Central,  the  Ra- 
mada  Inn — Domed  Stadium,  the 
Sheriton  Oaks  Motel,  the  Tidelands 
Motor  Inn,  and  the  White  House  Inn. 

Housing  information  will  be 
mailed  to  all  TMA  members  early  in 
January. 

UT  MEDICAL  BRANCH 
PLANS  LECTURESHIP 

A lectureship  on  “Medicine  and 
the  Humanities”  will  be  established 
at  The  University  of  Texas  Medical 
Branch  in  memory  of  Dr.  Sam  G. 
Dunn,  vice-chairman  of  the  Medical 
Branch  Advisory  Council  and  Texas 
surgeon. 

Dr.  Dunn  died  in  Lubbock  on  Oct. 
20,  1967.  It  had  long  been  his 
dream  to  establish  a lectureship  for 
senior  students  at  the  medical 
school.  He  said,  “Many  recent  grad- 
uates that  I have  come  in  contact 
with  have  often  been  sadly  deficient 
in  ethics  and  the  humanities.” 

Dr.  Dunn  also  felt  that  too  much 
attention  is  given  to  specialization 
by  the  medical  schools  themselves. 
"Students  should  be  taught  the  ad- 
vantages of  going  to  smaller  places 
where  the  monetary  return  is  quick- 
er and  the  appreciation  of  one’s 
service  greater.” 

The  lectureship  will  bring  out- 
standing physicians  to  lecture  to  the 
graduating  class  each  year  on  some 
aspect  of  medicine  and  the  human- 
ities. 


HEART,  CANCER,  STROKE 
TASK  FORCES  APPOINTED 

Three  task  forces  have  been  ap- 
pointed as  a part  of  the  develop- 
ment of  a statewide  plan  of  the  Re- 
gional Medical  Program  on  Heart 
Disease,  Cancer,  and  Stroke  in 
Texas. 

These  task  forces  are  made  up  of 
knowledgeable  and  interested  indi- 
viduals who  are  willing  to  devote 
some  of  their  time  to  cooperative 
planning  with  regard  to  the  regional 
program.  The  task  forces  are  to 
serve  as  “think”  groups  and  are 
charged  with  developing  new  ideas 
and  suggestions  for  the  Regional 
Medical  Program  of  Texas. 

The  Task  Force  on  Heart  Disease 
is  composed  of  members  according 
to  specialty  as  follows:  Dr.  Grover 
L.  Bynum  of  Austin,  chairman;  Dr. 
Thomas  K.  Burnap  of  Dallas,  anes- 
thesiology; Dr.  William  J.  Block  of 
San  Antonio,  cardiology;  Dr.  E.  Stan- 
ley Crawford  of  Houston,  cardiovas- 
cular surgery;  Dr.  Sterling  Fly  of 
Uvalde,  general  practice;  Dr.  Sam 
Edwards  (Ph.D.)  of  San  Antonio, 
hospital  administration;  Dr.  James 
Alexander  of  Houston,  internal  medi- 
cine; Mrs.  Chloe  Floyd,  R.N.,  of  Aus- 
tin, nursing;  Dr.  Dan  G.  McNamara 
of  Houston,  pediatrics;  Dr.  Robert  N. 
Cooley  of  Galveston,  radiology;  Dr. 
David  J.  Turell  of  Houston,  rehabili- 
tation; and  Dr.  William  H.  Gordon  of 
Lubbock,  volunteer  health  agency. 

Members  of  the  Task  Force  on 
Cancer  and  their  respective  special- 
ties are  Dr.  B.  L.  Aronoff  of  Dallas 
and  Dr.  Robert  D.  Moreton  of  Hous- 
ton, co-chairmen;  Dr.  Dan  W.  Bacon 
of  Kerrville,  general  practice;  Dr. 
John  Boldt  of  San  Antonio,  gynecol- 
ogy; Mr.  George  Pearson  of  Tyler, 
hospital  administration;  Dr.  John  J. 
Whitaker  of  Austin,  internal  medi- 
cine; Mrs.  Cloace  McGill  of  San  An- 
tonio, nursing;  Dr.  Eugene  C.  John- 
son (D.D.S.)  of  Abilene,  oral  surgery; 
Dr.  John  W.  Griffin  of  Corsicana, 
pediatrics;  Dr.  A.  O.  Severance  of 
San  Antonio,  pathology;  Dr.  Oscar 
L.  Morphis  of  Fort  Worth,  radiology; 
Dr.  Lewis  A.  Leavitt  of  Houston,  re- 
habilitation; Dr.  Richard  H.  Jesse  of 
Houston,  surgery;  and  Dr.  George  J. 
Race  of  Dallas,  volunteer  health 
agency. 

The  Task  Force  on  Stroke  mem- 
bers and  their  representative  spe- 
cialties are  Dr.  William  S.  Fields  of 
Dallas,  chairman;  Dr.  Silas  W.  Grant 
of  Hillsboro,  general  practice;  Mr. 
John  W.  Gill  of  Temple,  hospital  ad- 
ministration; Dr.  Per  H.  Langsjoen 


of  Temple,  internal  medicine;  Dr. 
John  R.  Calverley  of  Galveston,  neu- 
rology; Mrs.  Dorothy  Moira  Mansell 
of  Dallas,  nursing;  Dr.  Robert  A. 
Evans  of  Houston,  radiology;  Dr.  Ar- 
thur E.  Grant  of  San  Antonio,  reha- 
bilitation; Dr.  Jesse  E.  Thompson  of 
Dallas,  vascular  surgery;  and  Dr. 
Harry  Van  Slycke  of  Houston,  volun- 
teer health  agency. 

TENTH  DISTRICT  SOCIETY 
MEETS,  REORGANIZES 

The  Tenth  District  Medical  So- 
ciety held  a reorganization  meeting 
in  Woodville  on  Nov.  2.  Plans  for 
the  coming  year  were  discussed  in- 
cluding future  meetings,  one  to  oc- 
cur during  the  1968  TMA  Annual 
Session  in  Houston. 

Society  officers  for  1968  were 
elected.  They  are:  Dr.  Frank  C.  Chap- 
man of  Beaumont,  president;  Dr. 
Gordon  Jones  of  Lufkin,  president- 
elect; Dr.  O.  L.  Echols  of  Port 
Neches,  secretary-treasurer;  Dr.  Paul 
Meyer  of  Port  Arthur,  councilor;  and 
Dr.  George  Thannisch  of  Lufkin, 
vice-councilor.  Mr.  E.  Mittendorf  of 
Beaumont,  executive  secretary  of 
the  Jefferson  County  Medical  Soci- 
ety, will  serve  as  executive  secretary 
for  the  Tenth  District  Medical  So- 
ciety. 

BEXAR  COUNTY  HOLDS 
‘CLEAN  AIR'  MEETING 

The  Bexar  County  Medical  So- 
ciety’s recently  formed  Clean  Air 
Committee  hosted  about  200  city, 
county,  state,  and  industrial  leaders 
at  a dinner  meeting  Nov.  13.  Their 
purpose  was  to  discuss  problems  re- 
lated to  providing  clean  air  for  the 
community. 

The  principal  speaker  for  the  oc- 
casion was  Dr.  Edward  T.  Blomquist, 
associate  director  of  the  National 
Center  for  Air  Pollution  Control. 

Dr.  William  B.  Brendel,  chairman 
of  the  committee,  noted,  “Polluted 
air  in  most  sections  of  San  Antonio 
is  minimal  at  this  time,  but  unless 
we  get  started  with  an  effective  pro- 
gram for  prevention,  we’ll  be  as 
smog-ridden  as  other  heavily  popu- 
lated and  polluted  areas  of  the  na- 
tion. From  the  physician’s  view- 
point, polluted  air  poses  one  of  the 
most  serious  threats  to  public  health 
in  the  world  today.” 
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University  of  Texas  Makes  Plans 


For  Expansion  of 

UT  Medical  Branch:  A $4,900,000 
construction  contract  for  a new 
Basic  Sciences  Building  and  a new 
Animal  Building  at  The  University  of 
Texas  Medical  Branch  in  Galveston 
has  been  awarded  by  The  UT  Sys- 
tem Board  of  Regents. 

The  Basic  Sciences  Building  will 
cover  approximately  one-half  block. 
Its  five  stories  with  mechanical  pent- 
house and  ground  floor  will  contain 
130,000  square  feet  of  floor  area. 
Housed  within  the  building  will  be 
the  Departments  of  Physiology,  Bio- 
chemistry, Medical  Electronics,  Med- 
ical Photography,  Medical  Illustra- 
tion, Audio  Visual  Service,  and  the 
print  shop. 

Also  included  will  be  a large  lec- 
ture hall  and  teaching  laboratories 
for  biochemistry,  physiology,  and 
pharmacology,  as  well  as  a com- 
pletely equipped  closed-circuit 
teaching  television  studio. 

Many  of  the  teaching  facilities 
will  be  made  available  by  a $731,- 
000  National  Institutes  of  Health 
grant. 

The  new  Animal  Building,  which 
will  replace  an  antiquated  barracks 
type  shelter,  will  be  located  at  the 
corner  of  Avenue  A and  12th  Street. 

The  building,  which  is  being  par- 
tially funded  by  two  National  Insti- 
tutes of  Health  grants  totaling 
$288,942,  will  include  27,000 
square  feet  of  floor  space.  It  will 
house  an  operating  suite,  a dietary 
kitchen,  various  research  laborator- 
ies, several  administrative  offices, 
and  new  and  complete  quarters  for 
the  City  of  Galveston  animal  pound. 
Also  included  in  the  elevated  struc- 
ture will  be  several  runs  for  the 
larger  animals.  These  covered  and 
partially  enclosed  areas  will  pro- 
vide year-round  shelter. 

UT  Southwestern  Medical  School: 

Regents  of  The  University  of  Texas 
System  meeting  here  Saturday  have 
committed  an  additional  $3,000,000 
from  the  Permanent  University  Fund 
for  physical  plant  expansion  at  UT’s 
Southwestern  Medical  School  at 
Dallas. 

UT  Vice-Chancellors  Charles  A.  Le- 
Maistre  and  E.  D.  Walker  have  been 
working  with  Dean  Charles  C. 
Sprague  of  Southwestern  Medical 
School  in  regard  to  readjustments 
in  the  Regents'  commitment  for 
buildings  on  the  Dallas  campus. 

Dr.  Sprague  said  the  Dallas  medi- 


Medical  Facilities 

cal  facility  currently  has  a total  of 
188,000  net  square  feet  of  space, 
“less  than  two-thirds  of  the  space 
in  schools  of  comparable  size.” 

“This  will  just  help  us  to  catch 
up,”  Dr.  Sprague  noted,  pointing 
out  that  Southwestern  Medical 
School  at  the  present  has  only  three 
lecture  rooms,  no  auditorium  and 
no  meeting  place  where  the  entire 
student  body  and  faculty  can  con- 
vene at  one  time. 

There  also  are  no  dining  facilities 
except  in  Parkland  Hospital. 

UT  Medical  School  at  San  Antonio: 

The  University  of  Texas  Board  of 
Regents  have  approved  an  affilia- 
tion between  The  UT  Medical  School 
at  San  Antonio  and  Wilford  Hall  US 
Air  Force  Hospital  at  Lackland  Air 
Force  Base. 

The  affiliation  agreement,  made 
for  the  purpose  of  expanding  the 
teaching,  patient  care,  and  research 
capabilities  of  the  two  institutions, 
must  also  be  approved  by  Brig.  Gen. 
Thomas  Crouch,  commander  of  the 
hospital. 

“This  represents  the  first  official 
action  affiliating  The  University  with 
one  of  the  fine  government  health 
facilities  in  San  Antonio,”  said  Dean 
F.  Carter  Pannill  of  the  medical 
school. 

“It  provides  an  example  of  our 
teaching  potential  which  can  be  in- 
creased as  the  needs  of  faculty  and 
students  are  defined,”  he  explained. 
“Also,  we  are  very  appreciative  of 
the  cooperative  attitude  of  the  mili- 
tary agency  involved.” 

The  agreement  calls  for  an  inter- 
change of  medical  staffs  of  con- 


sultants and  teachers.  Also,  interns 
and  residents  will  be  interchanged 
for  training  purposes. 

No  compensation  of  any  kind  is 
to  be  given  by  either  institution.  The 
agreement  also  states  that  interns 
and  residents  may  use  training  fa- 
cilities, observe  clinical  procedures, 
and  perform  assigned  training  duties 
at  the  hospital. 

Administration  of  the  program  will 
be  under  the  direction  of  the  dean 
of  the  medical  school  and  the  direc- 
tor of  medical  education  at  the  hos- 
pital. 

Training  facilities  and  talents  of 
the  hospital  teaching  staff  will  be 
available  to  UT  medical  students  to 
the  maximum  extent  permitted  by 
Air  Force  regulations. 

UT  MEDICAL  FACILITIES 
AVAILABLE  TO  ATHLETES 

Dr.  Norman  Hackerman,  Vice- 
Chancellor  for  Academic  Affairs,  an- 
nounced plans  for  a pilot  program 
at  The  University  of  Texas  at  Austin 
which  will  make  available  to  athletes 
the  personnel  and  facilities  of  the 
UT  System's  medical  and  dental 
branches. 

Dr.  Charles  S.  Sprague,  dean  of 
The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  will 
serve  as  chairman  of  the  Medical 
Athletic  Advisory  Council  appointed 
to  implement  the  program.  Dr.  Stan- 
ley Burnham,  assistant  professor  of 
physical  education  and  consultant  in 
physical  training  rehabilitation  at  the 
Austin  campus,  will  be  the  vice- 
chairman.  Other  members  include 
Dr.  Truman  G.  Blocker,  Jr.,  presi- 
dent of  The  UT  Medical  Branch  at 
Galveston;  Dr.  J.  V.  Olson,  dean  of 
The  UT  Dental  Branch  at  Houston, 
and  Dr.  F.  Carter  Pannill,  dean  of 
The  UT  Medical  School  at  San  An- 
tonio. 

Dr.  Hackerman  said  that  medical 
problems  of  athletes  are  representa- 
tive of  the  most  immediate  health 
concerns  on  a university  campus, 
and  for  this  reason  the  pilot  pro- 
gram covering  athletes  will  give  the 
administration  and  the  Regents  a 
basis  for  decisions  on  possible  ex- 
pansion of  the  program  later. 

The  Medical  Athletic  Advisory 
Council  will  review  medical  problems 
referred  to  it  at  the  request  of  Inter- 
collegiate Athletics  physicians  and 
will  then  recommend  steps  in  the 
solution  of  medical  problems  such 
as  further  diagnosis,  treatment,  or 
consultation. 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1 2 For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."3 
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"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  ( methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
LA.:  GP  33.-91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.21 9,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14-. 23, 1963.  (6).  Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


Robaxirf-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 
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'EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning- May  be  habit  forming), 

Phenacetin  gr.  2 Vi,  Aspirin  gr.  31/2,  Caffeine  gr.  Vi. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 
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Turn  page  for  contraindications,  precautions  and  side  effects. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  &re  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep- 
tives; nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
ph  thalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
PBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 
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Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


ISi 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Acailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.0 1 % — 15,45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.012  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  1 5 and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 

0.0252)  Cream  - 5,  I 5 and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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GENERAL  NEWS 


’66  NEW  MED  STUDENTS: 
TEXAS  RANKED  EIGHTH 

Texas  ranked  eighth  among  the 
states  in  total  number  of  medical 
students  entering  medical  school  in 
September,  1966,  according  to  the 
67th  annual  report  of  the  American 
Medical  Association’s  Council  on 
Medical  Education,  published  in  the 
Nov.  20,  1967,  issue  of  the  Journal 
of  the  American  Medical  Association. 

Texas  had  344  students  entering 
medical  school  somewhere  in  Sept- 
tember,  1966.  States  with  more  stu- 
dents entering  were  (1)  New  York, 
1,353;  (2)  Pennsylvania,  588;  (3) 
California,  582;  (4)  Illinois,  476-  (5) 
New  Jersey,  435;  (6)  Ohio,  406;’  and 
(7)  Michigan,  367. 

When  the  ratio  of  the  number  of 
medical  students  per  100,000  popu- 
lation is  considered,  New  York  is 
again  ranked  first  with  7.5,  followed 
by  North  Dakota,  7.3;  Nebraska, 
7.1;  Utah,  7.0;  District  of  Columbia, 
6.9;  and  New  Jersey,  6.4.  New  Mex- 
ico, Missouri,  Arizona  and  Texas  all 
have  3.2  entering  medical  students 
per  100,000  population.  California 
has  3.1  entering  medical  students 
per  100,000  population. 

Of  the  344  entering  Texas  medi- 
cal students  in  1966,  288  were  stu- 
dents in  Texas  schools  and  56  were 
students  in  medical  schools  in  other 
states. 

Total  number  of  entering  students 
in  Texas  medical  schools  was  353 
Of  these  students,  65  were  nonresi- 
dents. Texas  ranked  fifth  in  the 
country  in  total  matriculations  of 
medical  students.  The  first  four 
ranked  states  were  New  York,  1,120' 
Pennsylvania,  722;  Illinois,  575;  and 
California,  497. 

As  to  number  of  graduates  of 
medical  schools  in  1967,  Texas  was 
again  fifth  with  the  other  same  four 
states  having  larger  numbers  of 
graduates.  The  number  of  graduates 
were  as  follows:  (1)  New  York,  994; 
(2)  Pennsylvania,  635;  (3)  Illinois,’ 
528;  (4)  California,  463;  and  (5) 
Texas,  325. 

The  September,  1966,  entering 
class  of  medical  students  nationally 
was  the  largest  in  history  at  that 
time.  There  were  approximately 
9,280  freshman  medical  students  in 
the  United  States.  Part  of  the  in- 
crease was  due  to  137  students  ad- 
mitted to  five  new  medical  schools 
opening  for  the  first  time.  Total  en- 


rollment, 32,835,  was  also  an  all- 
time  record. 

DALLAS  PHYSICIANS  GIVE 
HEALTH  CAREER  SEMINAR 

The  Dallas  County  Medical  So- 
ciety, in  cooperation  with  the  South- 
western Medical  School,  presented 
a Future  Physicians  Day  Seminar  to 
over  65  selected  high  school  stu- 
dents Oct.  21,  1967. 

The  Health  Careers  Committee  of 
the  society  developed  a full  day’s 
orientation  program,  which  included 
an  introduction  to  the  opportunities 
in  medicine  now  and  in  the  future, 
an  understanding  of  the  academic 
demands  of  medicine,  and  a look  at 
what  a medical  education  costs,  as 
well  as  pointers  in  selecting  a uni- 
versity or  college. 

Almost  every  high  school  in  the 
county  sent  two  interested  students. 
Enrollment  was  kept  less  than  80  to 
insure  intimacy.  Fifteen  physicians 
were  on  hand  most  of  the  day  to 
meet  the  students  and  to  allow  them 
to  have  direct  conversation  with  a 
doctor. 

DALLAS  COUNTY  GIVES 
MEDICAL  SCHOLARSHIPS 

Twelve  scholarships  to  paramedi- 
cal students  have  recently  been 
awarded  by  the  Dallas  County  Medi- 
cal Society,  bringing  to  107  the 
number  of  students  to  receive  aid 
from  trust  fund  earnings  made  pos- 
sible from  the  surplus  money  given 
during  the  polio  drives.  Winners 
from  the  Baylor  University  Medical 
Center  are  Howard  Joseph  Blanchet, 
physical  therapy;  Edward  Wayne 
Kaiser,  radiologic  technology;  and 
Miss  Robbie  Mae  Dickson,  post 
graduate  practical  nursing.  The 
three  winners  from  Methodist  Hos- 
pital of  Dallas  are  Miss  Mary  Anne 
Lee,  nursing;  Miss  Brenda  Kay 
Townsend,  nursing;  and  Roy  L. 
Clemmons,  Jr.,  X-ray  technology. 
Winners  at  Parkland  Hospital  are 
Miss  Sherry  Fisher,  radiologic  tech- 
nology; Mrs.  Cynthia  Gilman  Dasho, 
cytotechnology;  and  Miss  Linda  Jean 
Schultz,  nursing.  St.  Paul  Hospital 
winners  are  Miss  Mary  E»  Hesse, 
Miss  Leona  Pauline  Colopietra  and 
Miss  Karon  Loerwald,  all  in  the 
school  of  nursing. 


PUBLIC  HEALTH  SCHOOL 
COMMITTEE  APPOINTED 

Members  of  the  Advisory  Com- 
mittee to  The  University  of  Texas 
School  of  Public  Health  have  been 
named  by  the  Board  of  Regents  of 
The  University  of  Texas  System,  and 
a faculty  member  has  been  ap- 
pointed. 

Appointed  to  the  committee  from 
Houston  were  Drs.  Valliant  C.  Baird, 
Howard  Barkley,  Mylie  Durham,  Lee 
E.  Farr,  Charles  Pigford,  Raymond 
D.  Pruitt,  Hampton  Robinson,  and 
Grant  Taylor.  Also  appointed  were 
Drs.  Sam  A.  Nixon  of  Floresville  and 
James  Peavy  of  Austin. 

Other  appointees  are  Dr.  Sumter 
S.  Arnim  of  Houston,  Dr.  Richard 
Eastwood  of  Houston,  and  Dr.  Ken- 
neth Pitzer  of  Houston. 

The  Advisory  Committee  was  es- 
tablished to  provide  continuity  and 
further  support  for  the  establish- 
ment of  the  newly  founded  School 
of  Public  Health. 

Dr.  James  H.  Sterner,  of  Roches- 
ter, N.Y.,  medical  director  of  the 
Eastman  Kodak  Company  and  clini- 
cal professor  of  preventive  medicine 
and  community  health  at  the  Uni- 
versity of  Rochester  School  of  Medi- 
cine and  Dentistry,  was  named  pro- 
fessor of  environmental  health  at 
the  new  School  of  Public  Health.  Dr. 
Sterner  will  assume  his  duties  in  his 
new  capacity  on  March  1,  1968. 

Dr.  John  R.  Hall  of  Houston  was 
named  acting  dean  of  the  school  in 
July. 

BLOOD  BANK  ASSOCIATION 
GETS  WORKSHOP  GRANT 

The  American  Association  of 
Blood  Banks  (AABB)  disclosed  in 
October  that  it  had  been  granted 
$633,044  for  workshops  in  blood 
and  blood  component  therapy  for 
physicians  and  medical  personnel 
servicing  cancer  patients.  The  grant 
comes  from  the  US  Department  of 
Health,  Education,  and  Welfare. 

Dr.  George  J.  Hummer  of  Santa 
Monica,  Calif.,  association  president, 
and  Dr.  John  A.  Shively  of  Houston, 
president,  will  be  co-directors  of  the 
project. 

The  AABB  plans  to  conduct  a se- 
ries of  workshops  throughout  the 
coming  year  in  each  of  five  regions 
of  the  United  States.  Topics  to  be 
presented  will  be  plasma  techniques, 
plasmapheresis  procedures,  packed 
red  cells,  platelet  and  other  compon- 
ent preparations. 
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TEXAS  MEDICINE 


PERSONALS 


Col.  Leonard  J.  Bisaccia  has  been 
appointed  chief  of  radiology  service 
at  the  US  Army’s  Brooke  General 
Hospital  in  Fort  Sam  Houston.  Dr. 
Bisaccia  has  recently  returned  from 
a three-year  tour  in  West  Germany 
where  he  had  held  the  position  of 
chief  of  radiology  service  at  the  97th 
General  Hospital  in  Frankfort. 

Dr.  William  D.  Seybold,  chief  of 
surgery  at  St.  Luke’s  Episcopal  Hos- 
pital in  Houston,  has  been  elected 
to  the  board  of  directors  of  the  Na- 
tional Multiple  Sclerosis  Society.  Dr. 
Seybold  has  been  chairman  of  the 
Houston  area  Multiple  Sclerosis  So- 
ciety. 

Dr.  James  R.  Maxfield,  Jr.,  of  Dal- 
las has  been  appointed  to  the 
Atomic  Energy  Commission  Advisory 
Committee  on  Isotopes  and  Radia- 
tion Development. 

Dr.  Richard  W.  Repert  of  Austin 
will  become  director  of  the  The  Uni- 
versity of  Texas  at  Austin  Student 
Health  Center  on  Sept.  1,  1968,  fol- 
lowing the  retirement  of  the  present 
director  Dr.  Paul  L.  White.  Dr.  White 
has  been  director  of  the  Health  Cen- 
ter since  1951. 

The  late  Dr.  W.  0.  Padgett  of 
Graham,  Tex.,  was  presented  post- 
humously with  the  first  outstanding 
alumnus  award  of  Graham  High 
School.  Dr.  Padgett  had  not  missed 
a homecoming  football  game  since 
his  graduation  in  1910. 

Dr.  Raymond  A.  Gardea  of  El  Paso 
was  honored  as  Outstanding  Bowie 
High  School  Ex  at  the  36th  annual 
Bowie  High  School  Exes  Reunion  in 
October.  Dr.  Gardea  is  a member  of 
the  National  Advisory  Council  to  the 
Surgeon  General  on  Medical,  Dental, 
Optometric,  and  Pediatric  Education. 

Dr.  Archie  M.  Connolly  of  Rusk 
became  superintendent  of  the  Rusk 
State  Hospital  on  Oct.  23.  He  had 
served  as  clinical  director  at  the  hos- 
pital prior  to  his  appointment  as 
superintendent. 

Dr.  Raymond  D.  Pruitt  of  Hous- 
ton, the  vice-president  for  medical 


affairs  and  chief  executive  officer  of 
Baylor  University  College  of  Medi- 
cine, has  announced  his  resignation. 
He  will  become  director  of  the  Mayo 
Graduate  School  of  Medicine,  and 
director  of  education  of  the  Mayo 
Foundation. 

Dr.  Edward  A.  Sheldon  of  Beau- 
mont was  elected  president  of  the 
Louisiana-Texas  Gulf  Coast  Radio- 
logical Society  at  its  September 
meeting.  Dr.  Winston  C.  Holman  of 
St.  Mary’s  Hospital  in  Port  Arthur  is 
the  society’s  new  secretary-treas- 
urer. 

The  University  of  Texas  Dads’ 
Association  has  elected  Dr.  G.  V. 
Brindley,  Jr.,  of  Temple  one  of  its 
five  new  vice-presidents.  Dr.  Brind- 
ley is  President-Elect  of  Texas  Medi- 
cal Association. 

Dr.  Hanes  H.  Brindley  of  Temple 
was  elected  president-elect  of  the 
Texas  Division  of  the  American  Can- 
cer Society  at  its  22nd  annual  meet- 
ing in  Houston.  Dr.  Brindley  is  past 
president  of  the  Bell  County  unit 
of  ACS  and  was  elected  district  di- 
rector in  1963. 

Dr.  Asher  R.  McComb,  San  An- 
tonio surgeon,  was  elected  presi- 
dent of  the  Texas  Surgical  Society 
during  the  society’s  October  meet- 
ing in  Waco. 

Dr.  John  A.  Shively  of  Houston 
became  president  of  the  American 


Jean  Walsh,  1962  winner  of  the 
Anson  Jones  Award  of  the  Texas 
Medical  Society  for  outstanding 
medical  writing  and  a medical  writer 
for  the  Houston  Post,  died  in  Hous- 
ton in  September.  In  a Post  editorial 
the  paper  paid  the  following  tribute: 
“She  covered  the  Harris  County 
Medical  Society  and  the  developing 
Texas  Medical  Center  for  nine  years 
in  the  late  1950’s  and  early  1960's 
— offering  buoyant  friendliness  to 
her  associates,  bringing  accuracy, 
understanding,  responsibility  and 
compassion  to  her  work.’’ 


Association  of  Blood  Banks  at  the 
association’s  20th  annual  meeting 
in  New  York,  Oct.  21-25. 

Dr.  John  A.  Bradley,  administrator 
of  Santa  Rosa  Medical  Center  in 
San  Antonio,  was  appointed  a mem- 
ber of  the  Department  of  Health, 
Education  and  Welfare  Health  Re- 
search Study  Section  for  a four  year 
term  ending  June  31,  1971.  As  a 
member  of  the  Study  Section,  Dr. 
Bradley  will  serve  as  an  advisor  to 
the  pertinent  National  Advisory 
Councils  of  the  Public  Health  Serv- 
ice on  matters  relating  to  the  health 
services  research  affairs  of  the 
United  States. 

Dr.  Leonides  G.  Cigarroa  of  La- 
redo has  been  appointed  by  Presi- 
dent Lyndon  Johnson  to  the  Nation- 
al Advisory  Commission  on  Health 
Facilities.  The  Commission  is  to  re- 
port to  the  President  in  about  one 
year  its  findings  on  problems  and 
needs  pertaining  to  health  facilities. 

Dr.  F.  Carter  Pannill,  dean  of  The 
University  of  Texas  Medical  School 
at  San  Antonio,  has  announced  that 
Drs.  Joseph  Seitchik  and  Carl  J. 
Pauerstein,  both  of  Baltimore:  and 
Dr.  Howard  L.  Zauder  of  New  York 
will  join  the  school’s  faculty  in  1968. 
Dr.  Seitchik  will  be  professor  and 
chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology;  Dr.  Zauder, 
professor  and  chairman  of  the  De- 
partment of  Pharmacology  and  Anes- 
thesiology; and  Dr.  Pauerstein,  as- 
sociate professor  of  obstetrics  and 
gynecology. 

Dr.  Denton  A.  Cooley  of  Baylor 
University  College  of  Medicine  has 
been  awarded  the  highest  civilian 
medal  given  by  the  Republic  of 
Panama.  The  medal  was  given  in 
recognition  of  the  heart  surgeon’s 
treatment  of  many  indigent  patients 
from  Panama.  Dr.  Cooley  was  also 
elected  to  The  University  of  Texas 
Longhorn  Hall  of  Honor  on  Nov.  17. 
He  lettered  in  basketball  at  The  Uni- 
versity of  Texas  in  1939,  '40,  and 
’41. 

Dr.  George  W.  Stephenson  of 
Dallas  was  recently  inducted  as  a 
fellow  of  the  American  College  of 
Surgeons.  His  name  was  inadvert- 
ently omitted  from  the  list  of  induc- 
tees published  in  the  November  is- 
sue of  Texas  Medicine. 
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San  Angelo  Medical  & Surgical  Clinic 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

Genera]  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery: 

C.  A.  Kunath,  M.D..  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Ill  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology: 
J.  L.  Read,  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Administration : 

W.  V.  Smith,  Administrator 
Fred  Wills,  Business  Manager 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


Southern  Clinic 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkamas-Texas 


Surgery 


Walter  C.  Barnet,  Jr.,  M.D.' 
Robert  M.  Brantford,  M.D.* 
Donald  C.  Spencer,  M.D.* 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D.* 

Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.*' 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bronsford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jonet,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 


•Diplomate  of  The  American  board  of  his  specialty 

••Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A Specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 


James  Rountree,  M.  D. 


Co-Owners 


F.  E.  Seale,  M.  D. 
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TEXAS  MEDICAL  ASSOCIATION 
CONFERENCE  ON  MEDICAL  SERVICE 
AND  LEGISLATION 

The  1968  Texas  Medical  Association  Conference  on  Medical 
Sex  vice  and  Legislation  will  feature  five  prominent  main  speak- 
ex  s in  Austin,  Jan.  20,  1068,  at  the  TMA  Headquarters  Building-. 
Heading  the  list  of  speakers  and  presenting  the  keynote  address 
will  be  Mr.  Allan  Shivers  of  Austin,  president,  Chamber  of  Com- 
merce of  the  United  States,  and  former  governor  of  Texas.  His 
speech  topic  will  be  “The  Challenges  and  Opportunities  of  1968.” 

The  other  four  speakers  and  their  topics  will  be  Dr.  Russell  B. 
Roth,  Erie,  Pa.,  \ ice-Speaker  of  the  Amei'ican  Medical  Associa- 
tion House  of  Delegates,  “Changing  Patterns  of  Medical  Serv- 
ice”; Dr.  Rex  Kenyon,  Oklahoma  City,  past  president  of  the 
Oklahoma  State  Medical  Association,  “Health  Care  Costs— 
Today  and  Tomorrow”;  the  Hon.  Olin  E.  Teague,  College  Sta- 
tion, Representative,  Sixth  Congressional  District  of  Texas, 
The  Future  of  America  in  Space”;  and  Mr.  Newt  Hielscher, 
Shreveport,  La.,  humorist  and  frequent  speakex-  at  banquets  and 
meetings,  “The  Contagious  Cure.” 

Two  panel  discussions  will  also  be  features  of  the  meeting  pro- 
gram: “Forecast  1968:  Legislation,  Medical  Education,  and 
Political  Action”  and  “A  Current  Report  on  Major  Federal  and 
State  Medical  Programs.”  Speakers  on  the  panels  will  include  Dr. 
A.  Rex  Kirkley  of  Washington,  D.C.;  the  Hon.  R.  H.  “Dick” 
Cory  of  Victoria;  Dr.  G.  V.  Brindley,  Jr.,  of  Temple;  Dr.  John 
M.  Smith,  Jr.,  of  San  Antonio;  Mr.  Walter  Richter,  Dr.  David 
Wade,  and  Mr.  Teri'ell  Blodgett,  all  of  Austin;  Dr.  Doyle  Fer- 
guson of  Dallas;  and  Dr.  Spencer  Thompson  of  Galveston. 

Other  Confex-ence  features  will  include  an  Orientation  Pro- 
gram for  new  and  transfer  TMA  members;  meetings  of  commit- 
tees, councils,  and  boards;  a luncheon;  and  a hospitality  hour. 

Further  details  of  the  Conference  appear  on  p.  41,  and  an 
advance  program  is  on  pp.  42a  and  42b. 


TEXAS  RADIOLOGICAL  SOCIETY 

The  1968  meeting  of  the  Texas  Radiological  Society  will  take 
place  at  the  Hilton  Inn,  El  Paso,  and  the  Camino  Real,  Juarez, 
Jan.  26-27.  Out  of  state  speakers  will  be:  Dr.  Theodore  E.  Keats, 
Charlottesville,  Va.;  Dr.  Robert  G.  Parker,  Seattle,  Wash.;  Dr. 
Henry  L.  Jaffe,  Los  Angeles;  Dr.  Manuel  Viamonte,  Miami, 
Fla.;  and  Dr.  Clyde  A.  Stevenson,  Spokane,  Wash.  Each  physi- 
cian will  present  two  or  three  papers.  In  addition  there  will  be 
a paper  by  one  of  the  residents  from  Galveston  and  one  from 
Dallas. 

Subjects  to  be  covered  will  include  nephrocalcinosis;  mesenteric 
circulation;  x-i-ay  reports;  scanning  for  placenta  praevia;  neo- 
natal respiratory  distx-ess;  pulmonary  syndromes;  malignant  tu- 
mors of  the  upper  airway;  hyperthyroidism  and  thyroid  carci- 
noma; hyperbaric  oxygen-cobalt  therapy;  colon  examination; 
experimental  visceral  trauma;  and  mediastinal  vascular  rings. 

Mr.  C.  Lincoln  Williston  of  Austin,  Executive  Secretary  of  the 
Texas  Medical  Association,  will  make  a special  presentation  en- 
titled, “Federal-State  Medical  Service  Programs:  Their  Impact 
Upon  the  Practice  of  Medicine.” 

Contact:  Dr.  Herman  C.  Sehested,  Room  100,  Medical  Tower 
Building,  1550  W.  Rosedale  St.,  Fort  Worth  76104,  Sec. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


INTERNATIONAL  MEDICAL  ASSEM- 
BLY OF  SOUTHWEST  TEXAS  will  hold 
its  32nd  annual  meeting  Jan.  29-30,  1968, 
in  San  Antonio’s  Convention  Center  adja- 
cent to  HemisFair  ’68.  The  program,  ac- 
ceptable for  15  elective  hours  by  the  Amer- 
ican Academy  of  General  Practice,  will 
cover  a wide  variety  of  topics.  Out-of-state 
speakers  and  topics  include  Dr.  George  E. 
Burket,  Jr.,  Kingman,  Kan.,  general  prac- 
tice ; Drs.  Matthew  H.  Block  and  Samuel 
G.  Blount,  J r.,  both  of  Denver,  Colo. ; Dr. 
Jose  M.  de  la  Vega.  Mexico  City,  Mexico, 
and  Dr.  Charles  W.  Lloyd,  Shrewsbury, 
Mass.,  all  internal  medicine;  Dr.  Douglas 
M.  Haynes,  Louisville,  Ky.,  obstetrics  and 
gynecology ; Dr.  Leslie  Bernstein,  Iowa 
City,  Iowa,  otolaryngology ; Dr.  John  T. 
Ellis,  Atlanta,  Ga.,  pathology;  Dr.  Mar- 
shall B.  Kreidberg,  Boston,  pediatrics;  Dr. 
George  E.  Moore,  Buffalo,  N.Y. ; Dr.  John 
F.  Mullan,  Chicago;  and  Dr.  Lyman  Smith, 
Elgin,  111.,  all  surgery;  and  Dr.  John  A. 
Hutch,  Pleasant  Hill,  Calif.,  urology.  Dr. 
John  R.  Lynn  of  Dallas  will  speak  on  oph- 
thalmology. In  addition  to  the  scientific 
program,  a full  social  calendar  is  planned 
for  physicians  and  their  wives.  The  guests 
can  enjoy  golf,  tennis  or  skeet  tournaments, 
cocktail  buffet  and  dinner  dance,  tours  of 
HemisFair  ’68,  and  a post-convention  trip 
to  Mexico  City  and  Acapulco.  Contact:  Mr. 
S.  E.  Cockrell,  Jr.,  Executive  Director,  In- 
ternational Medical  Assembly  of  Southwest 
Texas,  202  W.  French  PI.,  San  Antonio 
78212. 


AMERICAN  MEDICAL  ASSOCIATION 
will  sponsor  a conference  on  “The  Com- 
munity and  Emergency  Medical  Services,” 
Jan.  18-20,  1968,  at  the  San  Francisco  Hil- 
ton, San  Francisco.  During  the  two  and  a 
half  day  program  all  aspects  of  a commun- 
ity’s emergency  medical  services  system  will 
be  discussed  in  terms  of  identification,  co- 
ordination, and  implementation.  This  sys- 
tem includes  : first  aid  and  emergency  care, 
transportation  of  the  ill  and  injured,  emer- 
gency communications,  and  emergency  fa- 
cilities. Special  emphasis  will  be  placed 
upon  the  development  of  Community  Coun- 
cils on  Emergency  Medical  Services  and 
ways  of  financing  the  community’s  emer- 
gency medical  services  system.  An  added 
highlight  will  be  industrial  and  organiza- 
tional exhibits  related  to  the  various  as- 
pects of  the  emergency  medical  services 
system.  Contact : American  Medical  Asso- 
ciation, Department  of  Hospitals  and  Medi- 
cal Facilities,  535  N.  Dearborn  St.,  Chica- 
go 60610. 
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AMERICAN  RHEUMATISM  ASSOCIA- 
TION will  hold  its  13th  interim  scientific 
session  in  the  Sheraton-Belvedere  Hotel, 
Baltimore,  on  Jan.  19-20,  1968.  At  the 
meeting,  sponsored  by  the  Arthritis  Found- 
ation, 501  papers  on  recent  developments 
in  arthritis  and  rheumatism  research  will 
be  presented.  Contact:  Miss  Margaret  M. 
Walsh,  1212  Avenue  of  the  Americas,  New 
York  10036,  Exec.  Sec. 


SOCIETY  FOR  CRYO-OPHTHALMOLO- 
GY  will  meet  in  Miami  Beach,  Fla.,  Jan. 
14-18,  1968,  at  the  Statler  Hilton  Plaza 
Hotel.  The  meeting  will  feature  outstanding 
cryosurgeons  from  Europe,  South  America 
and  the  United  States.  Dr.  Jose  Barraquer 
from  Bogota,  Colombia,  president,  will 
speak  on  keratophakia,  and  Dr.  Giam- 
battista Bietti  from  Rome,  Italy,  president- 
elect, will  lead  the  discussion  on  retinal 
detachment.  Other  subjects  to  be  discussed 
include  the  application  of  cryogenic  tech- 
niques in  the  therapy  of  herpetic  keratitis, 
epithelial  downgrowth,  glaucoma,  ptery- 
gium, trachoma,  vernal  conjunctivitis  and 
tumors.  Contact:  Dr.  John  Bellows,  30  N. 
Michigan  Ave.,  Chicago  60602,  Sec. 


AMERICAN  CANCER  SOCIETY,  COLO- 
RADO DIVISION,  will  sponsor  its  second 
annual  midwinter  cancer  seminar,  Jan.  25- 
27,  1968,  at  the  Lodge  in  Vail,  Colo.  Topics 
to  be  discussed  at  the  seminar  are  “The 
Critically  111  Patient”  and  “Clinical  Ge- 
netics.” Guest  speakers  will  be  Dr.  Leonard 
Larson,  past  president  of  the  American 
Cancer  Society,  and  Dr.  John  Kinney,  both 
of  New  York  City.  Registration  will  be 
Jan.  25.  Doctors  who  receive  invitations 
may  preregister.  Contact : Connie  White, 
777  Lincoln  Tower  Building,  1860  Lincoln 
St.,  Denver  80203. 


AMERICAN  MEDICAL  ASSOCIATION 
FIRST  INTERNATIONAL  CONFERENCE 
ON  PREMATURITY,  Fort  Lauderdale, 
Fla.,  Jan.  11-13,  1968.  Mr.  Wesley  J.  Dui- 
ker, Committee  on  Maternal  and  Child 
Care,  American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago  60610,  Sec. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


JANUARY 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg..  San 
Antonio  78212,  Sec.-Treas. 

UNITED  CEREBRAL  PALSY  ASSOCIATION  OF  TEX- 
AS, Dallas,  Jan.  13-14,  1968.  United  Cerebral  Palsy  As- 
sociation of  Texas,  1010  Lavaca,  Room  305,  Austin  78701. 


MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix.  Ariz.,  85013. 
Sec. 


FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco.  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76601. 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  5192, 
Austin  78703,  Sec.-Treas. 

TEXAS  UROLOGICAL  SOCIETY,  Dallas,  Feb.  19,  1968. 
Dr.  Joseph  Rappeport,  621  N.  Fourth,  Longview  75601, 
Sec.-Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso. 
Feb.  8-10,  1968.  Bob  Reid,  723  Mills  Building,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Boston,  Feb. 
3-7,  1968.  James  O.  Kelley,  756  N.  Milwaukee  St.,  Mil- 
waukee, Wis.,  53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago, 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS  (Sectional 
Meeting),  Dallas,  Feb.  19-21,  1968.  Communications  Di- 
vision, American  College  of  Surgeons,  55  E.  Erie  St., 
Chicago  60611. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Guadalajara,  Mexico.  Feb.  7-10,  1968.  Dr. 

James  Nauman,  1603  N.  Tucson  Blvd.,  Tucson,  Ariz. 
85716,  Pres.-Elect. 


128 


TEXAS  MEDICINE 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr  H W 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77521,  Sec.- 


TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  March  9,  1968.  Dr.  J.  L. 
Jinkins,  Jr.,  200  N.  Blvd.,  Galveston,  77550,  Sec.-Trea^ 


DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas 
March  18-20,  1968.  Millard  J.  Heath.  433  Medical  Arts 
Bld^. , Dallas  75201,  Exec.  Officer. 


SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE, 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof! 
Bldg.,  Houston  77025,  Sec.-Treas. 


NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Atlanta,  Ga., 
March  18-20,  1968.  Dr.  R.  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.,  Exec.  Dir. 


AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  RURAL  HEALTH,  Seattle,  March  29-30,  1968.  Coun- 
cil on  Rural  Health,  American  Medical  Association,  536 
N.  Dearborn  St.,  Chicago  60610. 


INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreux,  Switzerland,  May  4-9,  1968.  Dr.  Alfred  j! 
Cantor,  147-41  Sanford  Ave.,  Flushing,  N.Y.,  11355,  Sec. 


JUNE 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim Meeting),  Sausalito,  Calif.,  June  20-22,  1968.  Mrs. 
Gertrude  F.  Conroy,  1740  Broadway,  New  York  10019 
Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Seattle, 
Wash.,  June  14-15,  1968.  Miss  Margaret  M.  Walsh,  1212 
Avenue  of  the  Americas,  New  York  10036,  Exec.  Sec. 


SEPTEMBER 

TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  26-28 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  7870l’ 
Adm.  Sec.  ’ 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.,  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 


APRIL 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS 
Dallas,  April  4-6,  1968.  Mrs.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Sec 


AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.  SW,  Rochester 
Minn.  55901,  Sec. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-5,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd 
Austin  78722,  Exec.  Dir. 


OCTOBER 


AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  III  60431 
Exec.  Sec. 


AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  60th  St  ' 
New  York  10023,  Exec.  Dir. 


AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS 
Washington,  D.  C„  Oct.  19-23,  1968.  John  W.  Andis,  515 
Busse  Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 


AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS  Amer- 
icana, N.  Y„  Oct.  11-19,  1968.  Dr.  William  D.  Dolan, 
Arlington  Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 


AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611,  Sec. 
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MEDICINE  AND  THE  LAW 


Texas  Court  Adds  Prenatal 
As  New  Liability  for  State's 


A recent  court  opinion  has  served 
to  greatly  expand  the  area  of  legal 
liability  of  physicians  whose  medical 
practice  includes  prenatal  care. 

On  Oct.  4,  1967,  the  Supreme 
Court  of  Texas  reversed  its  long- 
standing rules  of  law  concerning  the 
Wrongful  Death  Statute.  The  court 
held  that  under  certain  circum- 
stances a right  of  action  for  pre- 
natal injuries  accrues  to  the  unborn 
child  and  may  pass  to  its  benefi- 
ciaries. 

Prior  to  this  decision,  only  Texas 
and  two  other  states  held  to  the  rule 
that  there  could  be  no  recovery  by 
either  the  injured  child  if  it  is  born 
or  by  its  beneficiaries  in  the  event 
of  its  death  from  injury  when  the 
child  suffered  a prenatal  injury.  The 
previous  Texas  rule  was  an  almost 
unanimous  one  among  the  states 
of  the  US  prior  to  1946,  when  a 
District  of  Columbia  court  overruled 
the  "no  recovery”  rule.  Since  that 
date,  there  has  been  an  almost 
spectacularly  abrupt  reversal  of  the 
old  rule.  As  the  Texas  court  opinion 
points  out,  “Since  this  counter  trend 
became  evident,  no  court  has  de- 
nied a right  of  action  for  prenatal 
injuries  to  a viable  infant  born  alive 
where  the  problem  has  been  given 
re-examination.” 

The  Texas  Supreme  Court  ruling 
came  in  the  case,  Santiago  M.  Leal, 
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et  ux  v.  C.  C.  Pitts  Sand  and  Gravel, 
Inc.,  et  al.  In  that  case,  the  plain- 
tiffs were  the  parents  of  a child  born 
alive  who  died  two  days  after  birth. 
They  alleged  that  the  death  resulted 
from  prenatal  injuries  suffered  when 
the  mother  was  involved  in  a colli- 
sion between  the  family’s  automo- 
bile and  a truck  owned  and  operated 
by  the  defendant.  The  child  was  al- 
leged to  have  been  viable  since  the 
mother  was  advanced  to  six  or 
seven  months  pregnancy  at  the 
time.  The  cause  of  action  alleged  by 
plaintiffs  for  automobile  damage  and 
for  injuries  to  the  mother  were  sev- 
ered from  the  case  decided  by  the 
Supreme  Court  in  order  that  the 
court  might  make  a clear-cut  find- 
ing on  the  question  of  prenatal  in- 
jury alone. 

As  stated  by  the  Supreme  Court, 
the  question  is  "whether  this  viable 
infant  born  alive  would  have  had  a 
cause  of  action  against  respondents 
(defendants)  had  she  survived.  We 
hold  in  the  affirmative  and  so  re- 
verse the  judgment  below  and  re- 
mand the  cause.” 

As  indicated,  the  court  ruling  here 
applies  to  fact  situations  where  the 
infant  is  born  alive.  The  court  spe- 
cifically noted  that  "some  authori- 
ties do  not  recognize  a cause  of 
action  for  prenatal  injuries  unless 
the  fetus  is  viable  at  the  time  of  the 
injury,  and  other  authorities  do  not 
do  so  unless  the  child  is  born  alive.” 
The  court  chose  not  to  discuss  this 
distinction;  and  the  opinion  notes, 
"These  questions  are  not  before  us 
and  are  reserved.” 

The  importance  of  this  court  de- 
cision to  the  field  of  medical-legal 
law  is  evident.  Texas  is  now  in  line 
with  courts  of  other  jurisdictions 
which  held  physicians  liable  for  pre- 
natal injury  or  damage  to  a fetus. 

One  of  the  more  far-reaching  de- 
cisions by  a Rhode  Island  court  in 
the  case  of  Sylvia  v.  Gobeille  found 
it  "fitting  and  proper  to  protect  a 
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child’s  right  to  commence  life  un- 
hampered and  unimpaired  by  dam- 
age negligently  caused  to  his  body 
or  mind  by  another.”  (Emphasis 
added)  Further,  the  Rhode  Island 
court  discussed  at  length  the  ques- 
tion of  whether  the  child’s  "right  to 
sue  should  turn  on  its  viability  at 
the  time  the  injury  occurred.”  The 
court  held  that: 

In  our  judgment  there  is  no 
sound  reason  for  drawing  a line 
at  the  precise  moment  of  the 
fetal  development  when  the 
child  obtains  the  capability  of 
an  independent  existence,  and 
we  reject  viability  as  a decisive 
criterion. 

One  would  be  foolish  to  speculate 
as  to  what  rule  the  Texas  Supreme 
Court  will  adopt  when  finally  faced 
with  the  question  of  at  what  point 
in  time  the  right  to  sue  accrues  to 
the  unborn  infant,  or  of  whether  the 
child  must  be  born  alive.  However, 
it  would  be  unrealistic  not  to  note 
that  the  trend  is  in  the  direction  of 
liberalization  of  such  rules  and  to 
the  recognition  of  a right  to  sue. 

This  being  the  case,  the  Leal  de- 
cision by  the  Texas  court  presents 
yet  another  potential  problem  to 
physicians  who  render  obstetrical 
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care.  Certainly  the  language  of  the 
Supreme  Court  in  its  opinion  would 
apply  to  negligent  physicians  just  as 
it  did  to  a negligent  truck  driver.  In 
fact,  the  Sylvia  case  was  based  on 
allegations  by  the  father  of  an  in- 
fant born  with  physical  defects.  The 
physician,  the  father  alleges,  had 
failed  to  prescribe  gamma  globulin 
for  the  mother  despite  the  fact  that 
he  was  aware  that  she  had  been  ex- 
posed to  German  measles.  The  stan- 
dard test  for  malpractice  has  been 
whether  the  physician  in  question 
exercised  the  degree  of  skill  and 
care  which  would  have  been  exer- 
cised by  other  physicians  in  the 
community  under  the  same  or  simi- 
lar circumstances.  The  Leal  decision 
does  not  imply  a change  in  this  test, 
but  it  does  serve  to  leave  the  physi- 
cian and  hospital  open  to  another 
area  of  liability  previously  unrecog- 
nized in  Texas. 

Also,  the  trend  exemplified  by 
the  Sylvia  and  Leal  cases  presents 
another  strong  argument  for  en- 
couraging physicians  and  hospitals 
to  maintain  careful,  detailed,  and 
complete  medical  records.  Such  rec- 
ords often  provide  the  doctor’s  best 
defense  against  malpractice  allega- 
tions of  patients.  Since  the  statute 
of  limitations  on  malpractice  actions 
in  prenatal  injury  cases  may  not 
theoretically  bar  such  a lawsuit  until 
23  years  and  9 months  after  the  al- 
leged injury,  medical  records  may 
well  be  the  only  real  evidence  avail- 
able to  the  defendant  at  trial.  This 
extended  period  of  time  is,  of 
course,  the  result  of  the  rule  that 
malpractice  actions  are  not  barred 
until  two  years  after  the  patient's 
21st  birthday  and  may  accrue  im- 
mediately after  conception  if  Texas 
courts  adopt  the  thinking  of  some 
other  jurisdictions. 

In  summary,  those  who  provide 
prenatal  medical  and  hospital  care 
may  expect  sooner  or  later  to  be 
charged  with  being  the  “proximate 
cause’’  of  a prenatal  injury.  Not  to 
be  prepared  with  good  records  and 
scientific  evidence  would  be  foolish 
indeed. 

—PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin,  j 


POSTGRADUATE  COURSES 

Allergy 

An  intensive  course  in  the  Rinkel 
Technique  of  Allergy  will  be  spon- 
sored by  The  University  of  Texas 
Southwestern  Medical  School,  Divi- 
sion of  Otolaryngology,  Feb.  21-23, 
1968.  The  course  will  take  place  at 
the  Cabana  Motor  Hotel  in  Dallas. 

The  course  will  include  the  clini- 
cal pattern  of  allergic  reaction  and 
syndromes,  the  nature  and  types  of 
etiologic  factors,  titration — serial  di- 
lution technique,  clinical  application 
of  serial  dilution  titration  technique, 
demonstration  of  inhalant  technique, 
food  allergy,  demonstration  of  pro- 
vocative food  testing,  and  nonspe- 
cific therapy. 

Course  faculty  will  include  Drs. 
Claude  D.  Winborn  of  Dallas;  Leo  H. 
Criep  of  Pittsburgh,  Pa.;  Edward  L. 
Binkley,  Jr.,  of  Denver,  Colo.;  French 
K.  Hansel  of  St.  Louis;  J.  G.  MacLen- 
nan  of  Hamilton,  Ontario,  Canada; 
T.  M.  Lunceford  of  Lubbock;  James 
C.  Whittington  of  Fort  Worth;  and 
Dor  W.  Brown,  Jr.,  of  Fredericksburg. 

Advance  registration  is  necessary. 
Enrollment  is  limited  to  the  first  100 
physicians  and  to  the  first  50  nurses 
and  technicians  to  enroll.  The  regis- 
tration fee  is  $100  for  physicians 
and  $50  for  technicians.  Interns  and 
residents  of  Texas  hospitals  are  not 
required  to  pay  registration  fees. 
Limited  scholarships  for  tuition 
alone  will  be  available  for  out-of- 
state  ear,  nose,  and  throat  residents 
and  interns  if  applied  for  in  advance. 

Address  all  correspondence  re- 
garding the  course  to  the  Course  Di- 
rector, Dr.  Dor  W.  Brown,  109  S. 
Adams  St.,  Fredericksburg,  Tex. 
78624. 

General  Practice 

The  University  of  Colorado  School 
of  Medicine  will  present  the  14th 
annual  “General  Practice  Review’’ 
on  Jan.  14-21,  1968,  in  Denver.  The 
course  will  feature  one  day  devoted 
to  each  of  six  major  fields  of  prac- 
tice: medicine,  pediatrics,  dermatolo- 
gy, surgery,  obstetrics  and  gynecolo- 
gy, and  trauma.  Physicians  who  do 
not  wish  to  attend  the  entire  course 
may  register  for  selected  days. 

The  registration  fee  is  $10.  Tui- 
tion fee  for  the  entire  course  is  $75 
or  $15  a day.  A detailed  program  for 
the  review  may  be  obtained  by  writ- 
ing to  The  Office  of  Postgraduate 
Medical  Education,  University  of  Col- 
orado School  of  Medicine,  4200  E. 
Ninth  Ave.,  Denver  80220. 

Nuclear  Medicine 

The  Washington  University  School 


of  Medicine  in  St.  Louis  is  holding  a 
"Post  Graduate  Symposium  in  Nu- 
clear Medicine’’  with  the  faculty 
comprised  of  staff  of  the  Mallinck- 
rodt  Institute  of  Radiology,  and  15 
visiting  lecturers.  The  seminar  will 
be  composed  of  two  parts:  introduc- 
tion to  nuclear  medicine  on  Jan.  17, 
1968;  and  progress  in  nuclear  med- 
cine  on  Jan.  18  and  19,  1968. 

For  further  information  write  Dr. 
E.  James  Potchen,  Director,  Nuclear 
Medicine,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis 
Mo.  63110. 

Psychiatry 

The  Medical  College  of  Georgia 
will  present  a course  on  “Psychiatry 
in  Clinical  Practice’’  on  Jan.  9-10, 
1968,  in  Augusta,  Ga.  There  will  be 
sessions  on  general  considerations, 
types  of  psychiatric  problems,  appli- 
cation, and  management  of  chronic 
psychiatric  patients.  The  program  is 
acceptable  for  14  accredited  hours 
by  the  American  Academy  of  Gen- 
eral Practice. 

Advance  registration  is  requested 
for  the  course.  Complementary  en- 
rollment is  granted  to  interns  and 
residents.  Registration  fee  is  $30. 
Checks  should  be  made  payable  to 
the  Medical  College  of  Georgia.  Ad- 
dress all  communications  to  the  Di- 
vision of  Continuing  Education,  Med- 
ical College  of  Georgia,  Augusta, 
Ga.  30902. 

Surgery 

The  University  of  Colorado  School 
of  Medicine  will  present  a four-day 
course  on  “Surgery  of  the  Hand," 
Feb.  20-23,  1968,  in  Denver.  The 
course  will  cover  specific  subjects 
in  the  field  of  trauma  of  the  hand 
with  consideration  given  to  immedi- 
ate and  delayed  management  of 
these  injuries. 

For  further  information  and  a de- 
tailed program,  write  to  The  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver 80220. 

Pediatric  Radiology 

The  “Annual  Postgraduate  Course 
in  Pediatrics”  will  be  held  on  March 
8-9,  1968,  at  the  Scott  and  White 
Memorial  Hospital  in  Temple.  It  will 
be  a combined  pediatric-radiology 
conference.  One  of  the  guest  speak- 
ers will  be  Dr.  Charles  W.  Daesch- 
ner  of  Galveston,  chairman,  Depart- 
ment of  Pediatrics,  The  University 
of  Texas  Medical  Branch. 

For  further  information  write  the 
Scott  and  White  Clinic,  Temple 
76501. 
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Obstetrical  References  Discuss  Prematurity, 
High-risk  Pregnancy,  Analgesia,  and  Anesthesia 


Obstetric  Analgesia  and  Anesthesia, 

Charles  E.  Flowers,  Jr.,  240  pp., 
Ulus.,  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publish- 
ers, 1967,  $8. 

DR.  FLOWERS,  an  obstetrician  who 
has  maintained  a long  interest  in 
the  field  of  obstetrical  anesthesia, 
has  prepared  his  book  with  the  help 
of  other  medical  specialists  for 
those  doing  obstetrics,  specialists 
or  not.  Pertinent  research  material 
is  presented,  yet  kept  to  a mini- 
mum, in  an  easily  readable  form. 

In  addition  to  the  expected  “how  to” 
chapters,  other  important  topics  in- 
clude: factors  which  make  obstetri- 
cal anesthesia  different,  effects  of 
anesthesia  on  the  fetus,  resuscita- 
tion of  the  newborn,  and  an  inter- 
esting discussion  of  the  paucity  of 
obstetric  anesthesia  coverage  in 
various  locales. 

The  author  places  considerable 
emphasis  on  the  use  of  pudendal 
block  and  presents  a technique,  uti- 
lizing a needle  guide,  which  makes 
this  formerly  difficult  block  much 
easier  to  do  and  increases  the  suc- 
cess rate.  Dr.  Flowers  also  empha- 
sizes that  all  anesthesia  techniques 
presented  should  be  learned  first- 
hand from  someone  with  experience 
before  being  attempted  by  the  read- 
er. 

This  reviewer  would  like  to  see 
more  importance  attached  to  simple 
analgesia  techniques  (for  example, 
nitrous  oxide),  either  with  or  with- 
out pudendal  block.  Attention  has 
been  given  to  the  hazards  of  vomit- 
ing and  aspirating.  Dr.  Flowers 
states  that  no  patient  should  re- 
ceive a general  anesthetic  who  has 
eaten  within  two  hours  prior  to  the 
onset  of  labor. 

There  is  a particularly  excellent 
discussion  of  the  use  of  vasopres- 
sors in  conduction  anesthesia  (for 
example,  spinal)  which  is  especially 
applicable  to  cesarean  sections  and 
stresses  the  hazards  to  the  fetus  of 
the  administration  of  too  much,  as 
well  as  too  little,  vasopressor. 

The  chapter  on  resuscitation  of 


the  newborn  is  a refreshing  im- 
provement over  older  general  text- 
books. Respiratory  stimulants  are 
mentioned  only  to  be  condemned 
and  it  is  pointed  out  that,  “the  fail- 
ure to  provide  an  adequate  airway 
is  the  most  common  error  commit- 
ted in  infant  resuscitation.” 

This  book  is  particularly  valuable 
to  those  doing  obstetrics  in  areas 
where  obstetrical  coverage  by  anes- 
thesiologists is  not  available. 

— SHERWOOD  R.  KAIP,  M.D., 

El  Paso. 

Primer  on  Prematurity  and  High-Risk 
Pregnancy,  S.  Gorham  Babson 
and  Ralph  C.  Benson,  194  pp., 
illus.,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1966,  $10.50. 

THIS  BOOK  considers  the  important 
complications  of  pregnancy  which 
lead  to  premature  delivery,  current 
methods  of  diagnosis  and  treatment, 
and  the  care  of  the  newborn  when 
preventive  measures  fail  to  delay 
untimely  birth.  The  likely  prognosis 
and  accepted  means  of  prevention 
of  complications  of  the  neonate  have 
also  been  included. 

Ciba  Foundation  Study  Group  No. 
24,  Histones,  Their  Role  in  the 
Transfer  of  Genetic  Information, 

A.  V.  S.  deReuck  and  Julie  Knight, 
eds.,  115  pp.,  illus.,  Boston,  Little 
Brown  and  Co.,  1966,  $3.50. 

ALBERT  KOSSEL  first  isolated  his- 
tones from  the  red  cells  of  goose 
blood,  and  why  he  called  the  sub- 
stance “histones”  remains  a mys- 
tery. In  the  paper  describing  the 
isolation  (1884)  he  merely  says,  “I 
recommend  the  term  histone.” 

In  1910  he  was  awarded  the  No- 
bel prize. 

In  his  monograph,  Kossel  gave 
his  reasons  for  studying  histones. 
If  one  looks  back  on  his  work,  one 
might  suppose  that  he  did  it  large- 
ly from  a chemical  point  of  view, 
but  he  says  exactly  the  opposite, 
that  he  studied  histones  mainly 
from  a biological  point  of  view.  Kos- 


sel said  that  he  was  particularly  in- 
terested in  this  developmental 
change  of  the  tissue  proteins. 

The  first  experimental  demonstra- 
tion that  histones  act  as  inhibitors 
of  RNA  synthesis  in  the  nucleus 
(and,  thus,  as  inhibitors  of  gene 
action)  was  published  by  Professor 
Allfrey  in  1963. 

This  small  book  contains  articles 
by  several  authors  of  a Ciba  Foun- 
dation study  group.  These  articles 
cover  such  areas  as  “Complexity 
and  Specificity  of  Histones,”  “His- 
tones and  Reliable  Control  of  Pro- 
tein Synthesis,”  and  “Effects  of  His- 
tones and  Other  Inhibitors  on  Em- 
bryonic Development”;  and  contri- 
bute to  the  history  of  histones, 
which  was  begun  by  Kossel  and  is 
still  in  the  making. 

NEW  BOOKS 
IN  IMA  LIBRARY 

Beacham,  D.  W.,  and  Beacham,  W. 
D.:  Synopsis  of  Gynecology,  ed. 
7,  St.  Louis,  The  C.  V.  Mosby  Co., 
1967. 

Brahams,  J.,  and  Billroth,  T.:  Letters 
from  a Musical  Friendship,  H.  Bar- 
kan (trans.  ed.),  Norman,  Okla., 
University  of  Oklahoma  Press, 
1957. 

Brown,  C.  H.,  ed.:  Diagnostic  Proced- 
ures in  Gastroenterology,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1967. 
Cotton,  H.:  Medical  Practice  Manage- 
ment, Oradell,  N.  J.,  Medical  Eco- 
nomics Book  Division,  1967. 
Fields,  W.  S.,  and  Spencer,  W.  A.: 
Stroke  Rehabilitation,  Basic  Con- 
cepts and  Research  Trends,  St. 
Louis,  Warren  H.  Green,  Inc., 
1967. 

Lyght,  C.  E.,  ed.:  Reflections  on  Re- 
search and  the  Future  of  Medi- 
cine, A Symposium  and  Other  Ad- 
dresses, New  York,  McGraw-Hill 
Book  Co.,  1967. 

Sackner,  M.  A.:  Scleroderma,  New 
York,  Grune  & Stratton,  1966. 
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Sagher,  F„  and  Even-Paz,  Z.:  Mas- 
tocytosis ami  the  Mast  Cell,  Chica- 
go, Year  Book  Medical  Publishers, 
Inc.,  1967. 

Taran,  L.  M.:  Collected  Works  'on 
Rheumatic  Fever,  Flushing,  N.Y., 
International  Professional  Publica- 
tions, Inc.,  1967. 

Teplick,  J.  G.,  Haskin,  M.  E.,  and 
Schimert,  A.  P.:  Roentgenologic 
Diagnosis,  A Complement  in  Ra- 
diology to  the  Beeson  and  Mc- 
Dermott Textbook,  2 vols.,  Phila- 
delphia, W.  B.  Saunders  Co., 
1967. 

Vanderbilt,  A.:  Amy  Vanderbilt’s  New 
Complete  Book  of  Etiquette,  Gar- 
den City,  N.Y.,  Doubleday  & Co., 
Inc.,  1963. 

Rob,  C„  and  Smith,  R.:  Head  and 
Neck,  vol.  9 in  the  series  Clinical 
Surgery,  Washington,  D.C.,  Butter- 
worths,  1965. 

Rosenberg,  E.  B.,  and  Warner,  S.  L.: 
A Doctor  Discusses  the  Pre-school 
Child's  Learning  Process  and  How 
Parents  Can  Help,  Chicago,  Bud 
long  Press  Co.,  1967. 

Salerni,  R.  S.:  The  School  of  Saler- 
num,  English  Version  by  Sir  John 
Harington,  Salerno,  Ente  Provin- 
ciale  Per  II  Turismo,  1966. 

Shands,  A.  R.,  and  Raney,  H.  R.: 
Handbook  of  Orthopaedic  Surgery, 
ed.  7,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1967. 

Taveras,  J.  M.,  and  Ernest,  H.  W.: 
Diagnostic  Neuroradiology,  Balti- 
more, The  Williams  & Wilkins  Co., 
1964. 

Osol,  A.,  Pratt,  R.,  and  Altschule,  M. 
D.,  eds.:  US  Dispensatory  & Physi- 
cians’ Pharmacology,  ed.  26,  Phil 
adelphia,  J.  B.  Lippincott  Co., 
1967. 

Van  De  Veld,  T.  H.:  Ideal  Marriage: 
Its  Physiology  and  Techniques, 
New  York,  Random  House,  1965. 
Wolberg,  L.  R.:  The  Technique  of 
Psychotherapy,  ed.  2,  2 vols.,  New 
York,  Grune  & Stratton,  1967. 
Wyeth  Laboratories,  The  Sinister  Gar- 
den. A Guide  to  the  Most  Common 
Poisonous  Plants,  New  York,  Wyeth 
Laboratories,  Division  of  American 
Home  Products  Corp.,  1966. 

Zarate,  E.  C.:  Social  Aspect  of  Ob- 
stetrical Practices,  F.  H.  Engel, 
(trans.),  Buenos  Aires,  Argentina, 

E.  C.  Zarate,  1966. 


DR.  W.  R.  CAZER 

Dr.  William  R.  Cazer,  34,  Wichit? 
Falls  radiologist,  died  Oct.  8,  1967 
in  a Wichita  Falls  hospital  after  a 
brief  illness.  Dr.  Cazer  had  begur 
his  practice  in  Wichita  Falls  in  1966 
Born  on  May  16,  1933,  in  Carlisle, 
Ark.,  the  son  of  Louis  W.  and  Mary 
Housley  Cazer,  Dr.  Cazer  attended 
schools  in  Carlisle  and  received  an 
A.B.  degree  from  Hendrix  College  in 
Conway,  Ark.,  in  1955.  He  received 
an  M.D.  degree  in  1959  from  the 


DR.  CAZER 


University  of  Arkansas  School  of 
Medicine  in  Little  Rock.  He  served 
an  internship  and  two  residencies, 
one  in  internal  medicine  and  one  in 
radiology,  at  the  University  of  Ar- 
kansas Medical  Center  in  Little  Rock. 
He  also  served  in  general  practice  in 
the  US  Navy  from  July,  1961,  to 
June,  1963. 

Dr.  Cazer  was  a member  of  Wich- 
ita-Young-Archer  Counties  Medical 
Society,  Texas  Medical  Association, 
American  Medical  Association,  and 
Alpha  Omega  Alpha  honorary  medi- 
cal fraternity. 

In  Wichita  Falls  Dr.  Cazer  was  a 
member  of  the  First  Methodist 
Church  where  he  sang  in  the  chan- 
cel choir.  He  enjoyed  the  hobbies 
of  fishing,  bowling,  and  horseback 
riding. 

On  Oct.  17,  1961,  Dr.  Cazer  mar- 
ried Maxine  Fowler  of  Malvern,  Ark., 
in  Malvern.  Mrs.  Cazer  survives,  as 
do  a son,  William  Keith  Cazer;  and 
a daughter,  Cara  Beth  Cazer,  all  of 
Wichita  Falls;  Dr.  Cazer’s  parents, 
Mr.  and  Mrs.  Louis  W.  Cazer  of  Car- 
lisle, Ark.;  a brother,  Ralph  L.  Cazer, 
also  of  Carlisle;  and  a sister,  Mrs. 
Roy  Hurn  of  Sandston,  Va. 


DR.  B.  H.  BRITTON 

El  Paso  ophthalmologist,  Dr. 
Bloyce  Hill  Britton,  65,  died  on  Aug. 
25,  1967,  there.  Outside  of  military 
service,  he  had  practiced  in  El  Paso 
since  1930. 

The  son  of  William  R.  and  Dolly 
McCain  Britton,  he  was  born  July  28, 
1902,  in  Lineville,  Ala.  He  attended 
school  in  Mountain  Park,  Okla.,  re- 
ceived a B.S.  degree  from  the  Uni- 
versity of  Oklahoma  in  Norman, 
Okla.,  in  1926,  and  received  an  M.D. 
degree  from  the  University  of  Okla- 
homa Medical  School  in  Oklahoma 
City  in  1928.  He  interned  at  St. 
Luke’s  Hospital  in  Kansas  City,  Mo., 
and  did  postgraduate  work  at  New 
York  Eye  and  Ear  Infirmary  and 
Bellevue  General  Hospital,  also  in 
New  York.  He  was  a retired  colonel 
in  the  US  Air  Force. 

A member  of  Texas  Medical  Asso- 
ciation through  El  Paso  County  Med- 
ical Society,  he  had  belonged  to 
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Southwestern  Medical  Association, 
American  Medical  Association,  Aero 
Medical  Association,  and  Western 
Association  of  Railway  Surgeons. 

He  was  a member  of  the  El  Paso 
Chamber  of  Commerce. 

Survivors  include  his  wife,  Mrs. 
Marjorie  Sweet  Britton;  two  sons, 
Dr.  Bloyce  Hill  Britton,  Jr.,  of  Los 
Angeles,  Calif.;  and  Ronald  A.  Brit- 
ton of  Midland;  a sister,  Mrs.  Pearl 
Bowman  of  Ames,  Okla.;  and  four 
grandchildren. 

DR.  B.  HYMAN 

Dr.  Bernard  Hyman,  60,  died  on 
Oct.  17,  1967,  after  a short  illness. 
He  specialized  in  diseases  of  the 
eye,  ear,  nose,  and  throat,  and  had 
resided  in  Lufkin,  Tex.,  since  1947. 

A former  chief  of  staff  of  Wood- 
land Heights  General  Hospital  in 
Lufkin,  he  was  also  a member  of  the 
Angelina  County  Medical  Society,  the 
Texas  Medical  Association,  the  In- 
diana State  Medical  Association,  and 
the  Texas  Ophthalmological  Associa- 
tion. He  belonged  to  Temple  Beth 
El  in  Tyler. 

Born  Feb.  12,  1907,  in  Brazil, 
Ind.,  he  was  the  son  of  Louis  and 
Eda  Goldman  Hyman.  He  graduated 
from  the  Indiana  University  School 
of  Medicine  in  Bloomington,  Ind.,  in 
June  of  1930,  and  served  his  in- 
ternship and  residency  at  Indianap- 
olis County  Hospital. 

In  1942  after  practicing  medicine 
in  Indianapolis  for  ten  years,  Dr. 
Hyman  spent  four  and  a half  years 
in  the  US  Army  Medical  Corps.  Seek- 
ing a warmer  climate,  he  set  up 
practice  in  Lufkin  in  1947  and  has 
remained  there  ever  since. 

He  is  survived  by  his  wife,  Mrs. 
Ruth  Hyman  of  Lufkin,  and  by  two 
brothers,  Joseph  B.  Hyman  of  Los 
Angeles,  and  Philip  N.  Hyman  of 
Highland  Park,  III. 

DR.  S.  J.  FERTITTA 

Dr.  Samuel  Joseph  Fertitta,  47, 
died  on  Aug.  22,  1967,  in  St.  Eliza- 
beth Hospital  in  Beaumont  where  he 
had  been  hospitalized  after  suffering 
a stroke  one  week  before.  He  had 


practiced  in  Beaumont  since  1945. 

A life-long  resident  of  Beaumont, 
Dr.  Fertitta  was  a graduate  of  St. 
Anthony  High  School,  and  he  at- 
tended Texas  A & M University.  He 
received  his  medical  training  at  Tu- 
lane  University  School  of  Medicine. 
He  interned  at  Charity  Hospital  in 
New  Orleans  and  served  a residency 
at  St.  Joseph’s  in  Houston.  During 
World  War  II  and  the  Korean  War,  he 
was  a captain  in  the  US  Army  Medi- 
cal Corps. 

Dr.  Fertitta  was  a member  of 
Jefferson  County  Medical  Society, 
Texas  Medical  Association,  American 
Medical  Association,  and  Texas  Mili- 
tary Surgeons.  He  also  belonged  to 
the  One  in  One  Hundred  Gun  Club, 
Beaumont  Club,  Beaumont  Country 
Club,  Alpha  Tau  Omega  social  fra- 
ternity, and  Theta  Kappa  Psi  medi- 
cal fraternity. 

He  is  survived  by  his  wife,  Mrs. 
Patricia  Fertitta;  one  daughter,  Miss 
Debra  Fertitta;  a son,  Randall  Fer- 
titta; a stepson,  Jay  Garth;  three 
stepdaughters,  Gayle,  Karrie,  and  Ce- 
cile  Garth;  a brother,  Dr.  Julian  Fer- 
titta; and  a sister,  Mrs.  J.  P.  Serafino 
of  New  Orleans.  All  except  Mrs.  Sera- 
fino are  from  Beaumont. 

DR.  A.  NEUMAN 

Dallas  general  practitioner,  Dr.  Al- 
bert Neuman,  died  on  Sept.  22, 
1967,  in  Dallas.  He  was  79. 

A native  of  Austria-Hungary,  he 
was  born  on  Jan.  20,  1888,  the  son 
of  Adolph  and  Bennie  Neuman.  He 
attended  high  school  in  Pennsyl- 
vania and  received  his  medical  edu- 
cation at  Baylor  University  College 
of  Medicine,  then  located  in  Dallas. 
Internship  was  served  at  Texas  Bap- 
tist Memorial  Sanitarium,  now  Bay- 
lor Memorial  Hospital,  in  Dallas.  He 
began  practice  in  Dallas  in  1916. 
For  more  than  50  years,  Dr.  Neu- 
man was  on  the  staff  of  St.  Paul 
Hospital  in  Dallas. 

Dr.  Neuman  was  a member  of 
Dallas  County  Medical  Society,  Tex- 
as Medical  Association,  and  Ameri- 
can Medical  Association. 

His  wife,  the  former  Minna  Mann 
of  Baltimore,  Md.,  whom  he  married 


on  Jan.  20,  1931,  in  New  Haven, 
Conn.,  survives  him.  He  is  also  sur- 
vived by  a daughter,  Mrs.  Grace  N. 
Cowan  of  Houston,  and  three  grand- 
children. 

DR.  C.  F.  HAYES 

Fort  Worth  general  practitioner, 
Dr.  Charles  Franklin  Hayes,  95,  died 
Sept.  20,  1967,  in  a Fort  Worth  hos- 
pital. 

Born  Oct.  12,  1871,  near  Fayette- 
ville, Ark.,  the  son  of  John  Lewis 
and  Clarissa  Hayes,  Dr.  Hayes’  fam- 
ily soon  moved  to  Hickory,  N.C.,  by 
covered  wagon.  After  spending  most 
of  his  youth  in  North  Carolina,  the 
family  moved  to  Texas,  settling  in 
Farmersville. 

Dr.  Hayes  attended  Tulane  Uni- 
versity and  received  his  medical  de- 
gree from  Memphis  Hospital  Medical 
College  in  1893.  He  began  his  med- 
ical practice  in  Climax,  Tex.,  and 
Farmersville  in  1893,  visiting  his 
patients  on  horseback  or  in  a buggy. 
He  married  Sarah  Katherine  Perry 
on  Oct.  24,  1900,  in  Farmersville. 
His  wife  preceded  him  in  death  on 
March  4,  1965. 

In  1909,  Dr.  Hayes  moved  to  Fort 
Worth.  He  served  on  the  Selective 
Service  Board  there  in  both  World 
Wars  I and  II.  He  also  served  in  the 
US  Army  Medical  Corps,  serving  at 
Camp  John  Wise  and  retiring  as  a 
lieutenant  colonel.  In  1926  he  be- 
came school  physician  for  the  Fort 
Worth  Public  Schools,  and  he  served 
in  this  position  until  he  retired  in 
1946  from  the  school  system.  He 
continued  to  practice  medicine  until 
1960,  when  he  retired  after  spend- 
ing 67  years  in  the  medical  profes- 
sion. 

Dr.  Hayes  was  a member  of  the 
Tarrant  County  Medical  Society  and 
had  previously  belonged  to  Collin 
County  Medical  Society.  He  was  also 
a member  of  Texas  Medical  Associa- 
tion and  American  Medical  Associa- 
tion. He  was  elected  to  honorary 
TMA  membership  in  1949.  He  was 
on  the  honorary  staff  of  Harris  Hos- 
pital in  Fort  Worth. 

A member  of  the  Boulevard  Meth- 
odist Church,  he  had  long  served 
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on  the  Official  Board.  He  was  also 
a Mason. 

Survivors  of  Dr.  Hayes  include 
four  daughters,  Mrs.  Clara  Marshall 
of  Reseda,  Calif.;  Mrs.  Mildred  Swit- 
zer and  Mrs.  Dorothy  Hendricks, 
both  of  Fort  Worth,  and  Mrs.  Edith 
Eypper  of  Bethel,  Main;  nine  grand- 
children; and  17  great  grandchildren. 

DR.  L.  W.  KUEBLER 

Houston  urologist,  Dr.  Luke  W. 
Kuebler,  died  on  July  4,  1967,  in 
Houston.  He  was  79. 

A native  of  Jasper,  Ind.,  he  was 
a graduate  of  Indiana  University 
School  of  Medicine.  Internship  was 
served  at  St.  Anthony  Hospital  in 
Terre  Haute,  Ind.,  and  residency  at 
Tulane  University  School  of  Medicine 
Postgraduate  School.  He  practiced 
in  Indianapolis  from  1910  to  1917. 
From  1917  to  1919  he  served  in  the 
US  Navy.  In  1920  he  began  practice 
in  Houston. 

The  son  of  Edward  J.  and  Jose- 
phine Kuebler,  he  was  born  Aug.  7 
1887.  On  April  9,  1928,  he  married 
Thelma  V.  Hicks  in  Galveston. 

Dr.  Kuebler  was  a member  of 
Harris  County  Medical  Society  and 
American  Medical  Association.  He 
was  elected  to  honorary  member- 
ship in  Texas  Medical  Association  in 
1965. 

He  belonged  to  Benevolent  and 
Protective  Order  of  Elks,  Houston 
Turnverein,  Grand  Lodge  of  the  Or- 
der of  the  Sons  of  Hermann,  and 
was  a Roman  Catholic. 

Dr.  Kuebler  is  survived  by  his  wife 
and  a son,  Edward  J.  Kuebler,  both 
of  Houston. 

DR.  R.  E.  L.  MEWSHAW 

Medical  emeritus  missionary,  Dr. 
Robert  Edward  Lee  Mewshaw,  83, 
died  on  Aug.  12,  1967,  in  Waco  from 
arteriosclerosis  and  complications 
of  diabetes.  In  1916  he  had  been  ap- 
pointed a medical  missionary  and 
was  assigned  to  Kweilin,  Kwangsi 
Chuang  Province,  China,  to  establish 
a hospital.  Kweilin  was  then  an  iso- 
lated city  that  could  be  reached  only 
by  a two-week  trip  upriver  from 
Canton  through  bandit-infested  terri- 


tory. His  years  there  were  full  of 
danger  bandits,  sieges,  bombings, 
antiforeign  agitation.  In  1925  he  re- 
turned to  the  United  States  and  be- 
gan private  practice  in  Lockney,  and 
later  in  San  Benito,  Tex.  In  1934  he 
was  reappointed  a missionary  and 
sent  to  Yangchow,  Kiangsu  Province, 
to  reopen  a Baptist  hospital  that  had 
been  closed  for  eight  years.  He  was 
transferred  back  to  Kweilin  in  1938, 
and  saw  the  hospital  he  had  helped 
build  burned  to  the  ground  by  in- 
cendiary bombs.  The  patients  were 
safely  evacuated,  and  he  set  up 
medical  facilities  in  makeshift  quar- 
ters. He  returned  to  the  US  in  1940 
when  he  set  up  practice  in  Waco.  In 
1948  he  retired. 

Born  on  Nov.  13,  1883,  in  Duck 
Creek  Community,  now  Gar- 
land, Tex.,  he  was  the  son  of  Joseph 
Trout  and  Annie  Sauermann  Mew- 
shaw. He  attended  Garland  schools, 
and  was  graduated  from  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston  in  1908.  Before  going  to 
China,  he  practiced  in  Winters,  Tex., 
and  Fate,  Tex. 

Elected  to  honorary  membership 
in  Texas  Medical  Association  in 
1959,  he  belonged  to  McLennan 
County  Medical  Society  and  Ameri- 
can Medical  Association.  While  in 
San  Benito,  he  served  as  president 
of  the  Cameron  County  Medical 
Society. 

He  was  a Mason,  a member  of 
the  Order  of  Eastern  Star,  and  of 
Kiwanis  International.  He  was  a dea- 
con in  the  Baptist  church. 

On  July  3,  1907,  Dr.  Mewshaw 
married  Miss  Dell  Spencer  in  Gar- 
land. She  preceded  him  in  death  in 
1964. 

Survivors  include  three  daughters, 
Mrs.  Nell  Dunn  of  Waco,  Miss  Ruth 
Mewshaw  of  Lee’s  Summit,  Mo.,  and 
Dr.  Mary  H.  Williams  of  Avon  Park, 
Fla.;  a son,  Joe  S.  Mewshaw  of  Dal- 
las; two  sisters,  Mrs.  J.  L.  Johnson 
of  Thalia,  Tex.,  and  Mrs.  J.  W.  Tarl- 
ton  of  Lubbock;  seven  grandchildren; 
and  two  great  grandchildren. 

DR.  C.  F.  NEUVILLE 

Dr.  Carroll  Francis  Neuville,  75, 
died  on  Sept.  30,  1967,  in  a Nacog- 


doches hospital.  He  had  practiced 
medicine  there  since  1938,  special- 
izing in  diseases  of  the  eye,  ear, 
nose,  and  throat. 

Born  on  Dec.  3,  1891,  in  Neu- 
ville, Shelby  County,  Tex.,  he  was 
the  son  of  Stephen  Germain  and 
Nora  Belle  O’Banion  Neuville.  He 
was  a graduate  of  North  Texas  State 
Teachers  College,  now  North  Texas 
State  University,  in  Denton,  and 
taught  at  the  Union  Cross  School  in 
Nacogdoches  County.  He  was  grad- 
uated from  Baylor  University  College 
of  Medicine,  then  located  at  Dallas, 
in  1919,  and  interned  at  Harris  Hos- 
pital in  Fort  Worth. 

After  doing  general  practice  at 
Plano,  Dr.  Neuville  went  to  New  Or- 
leans to  take  postgraduate  courses 
at  the  Eye,  Ear,  Nose,  and  Throat 
Hospital  there.  He  began  practice  in 
his  special  field  in  Commerce,  Tex., 
in  1921  and  remained  there  until 
1938. 

A past  president  of  both  the  Huat- 
Rockwall-Rains  County  Medical  So- 
ciety and  Nacogdoches  County  Med- 
ical Society,  he  belonged  to  Texas 
Medical  Association  and  American 
Medical  Association. 

He  was  a member  of  the  First 
Methodist  Church  and  was  a Mason. 

Dr.  Neuville  and  the  former  Rob- 
bie Lura  Woodard  were  married  on 
Dec.  24,  1919,  in  Dallas.  She  sur- 
vives him,  as  do  a brother,  Price 
Neuville  of  Center,  Tex.;  and  two  sis- 
ters, Mrs.  Roy  Wilson  of  Tyler,  Tex., 
and  Mrs.  Charles  Uebele  of  Hoff- 
meister,  N.Y. 

DR.  W.  0.  PADGETT 

Dr.  William  O.  Padgett,  retired 
Graham,  Tex.,  physician,  died  on 
Oct.  23,  1967.  He  suffered  from 
acute  leukemia. 

Born  in  Bearden,  Ark.,  on  June  3, 
1883,  he  and  his  family  moved  to 
Graham  in  1885.  He  attended  a one- 
teacher  country  school  for  five  years, 
dropping  out  at  the  age  of  12  to 
support  his  widowed  mother. 

At  the  age  of  23  he  enrolled  in 
the  sixth  grade  of  Graham  Public 
School  and  was  graduated  from  high 
school  in  the  class  of  1910  four 
years  later.  The  superintendent  of 
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Graham  Schools  urged  him  to  en- 
roll in  Baylor  Medical  School  in 
Dallas.  Working  his  way  through 
school  by  selling  eggs,  he  received 
his  medical  license  in  1914.  Next  he 
spent  a year  of  internship  as  house 
doctor  at  Baylor  Hospital  in  Dallas, 
then  Texas  Baptist  Memorial  Hos- 
pital. 

Dr.  Padgett  married  Mary  Lena 
Blacet  in  Hereford,  Tex.,  in  July, 
1915,  and  moved  to  Graham  with 
his  bride.  With  the  exception  of  two 
years  in  the  US  Army  as  a first  lieu- 
tenant during  World  War  I,  he  had 
practiced  there  his  entire  life.  He 
retired  in  1964  but  continued  to 
be  active  in  the  community  until  a 
few  weeks  before  his  death.  He  was 
84  years  old  and  had  practiced  med- 
icine for  45  years. 

Dr.  Padgett  was  a member  of  the 
First  Baptist  Church  in  Graham,  of 
the  American  Legion,  and  of  the 

Palo-Pinto-Parker-Young- Jack -Archer 

Counties  Medical  Society.  He  was  an 
honorary  member  of  the  Texas  Med- 
ical Association  and  of  the  American 
Medical  Association.  He  founded  the 
Graham  Clinic,  in  which  he  delivered 
three  generations  of  Graham  resi- 
dents. 

He  is  survived  by  his  wife;  a 
brother,  Dan  Padgett  of  Graham;  a 
son,  Dr.  H.  O.  Padgett  of  Marshall; 
and  four  grandchildren.  His  daugh- 
ter died  several  years  ago. 


DR.  D.  SHAPIRO 

Dr.  David  Shapiro,  56,  Port  Arthur 
general  practitioner,  died  on  Sept. 
16,  1967,  in  St.  Mary’s  Hospital 
there.  He  had  been  ill  for  three 
months. 

Born  on  Nov.  1,  1910,  in  New 
York,  N.Y.,  he  was  the  son  of  Louis 
and  Anna  Hudis  Shapiro.  He  attend- 
ed school  there  at  Long  Island  Uni- 
versity in  Brooklyn,  N.Y.  His  medical 
education  was  received  from  the 
Medienische  Akademie  in  Dussel- 
dorf,  Germany.  Internship  was 
served  at  Unity  Hospital  in  Brooklyn, 
N.Y.,  and  residency  at  Welfare  Hos- 
pital in  Manhattan,  N.Y. 

Dr.  Shapiro  entered  the  US  Army 
during  World  War  II  and  served  as 


a captain.  Later  he  was  in  the  US 
Air  Force  Reserve,  serving  as  a lieu- 
tenant colonel. 

In  1946  Dr.  Shapiro  became  as- 
sociated with  the  Newton  Clinic  in 
Cameron,  Tex.  He  practiced  in  Cam- 
eron until  he  moved  to  Port  Arthur 
in  1962.  He  was  on  the  staffs  of  St. 
Mary’s,  Park  Place,  and  Mid-Jeffer- 
son County  hospitals  in  Port  Arthur. 
At  the  time  of  his  death  he  was 
chief  medical  officer  at  the  US  Pub- 
lic Health  Service  Clinic  in  Port 
Arthur. 

A member  of  Jefferson  County 
Medical  Society,  he  belonged  to  Tex- 
as Medical  Association,  American 
Medical  Association,  and  the  Ameri- 
can Academy  of  General  Practice. 

He  belonged  to  the  Little  Flower 
of  Jesus  Catholic  Church  in  Port 
Arthur. 

On  June  15,  1939,  he  married  the 
former  Margaret  M.  Sheehan  of 
Sharon,  Pa.,  in  Brooklyn. 

She  survives,  as  do  a son,  Thomas 
David  Shapiro  of  Port  Arthur;  a 
daughter,  Mrs.  William  P.  Goldstein 
of  Brookhaven,  N.Y.;  two  brothers, 
Morris  Shapiro  and  Louis  Shapiro, 
both  of  Brooklyn;  and  a sister,  Mrs. 
Henry  Imowitz  of  Queens,  N.Y. 


DR.  L.  J.  STAHL 

Dr.  Louis  Julius  Stahl,  73,  Gon- 
zales, Tex.,  obstetrician-gynecolo- 
gist, died  Oct.  15,  1967,  in  Austin’s 
Brackenridge  Hospital  following  a 
brief  illness.  He  had  practiced  in 
Gonzales  for  50  years. 

Born  May  26,  1894,  in  Gonzales, 
the  son  of  Soloman  and  Henrietta 
Joseph  Stahl,  he  attended  public 
schools  in  Gonzales.  He  attended 
Texas  A & M College  in  College 
Station,  Tulane  University,  and  Van- 
derbilt University  College  of  Medi- 
cine in  Memphis,  Tenn.,  receiving 
his  doctor  of  medicine  degree  from 
the  University  of  Tennessee  College 
of  Medicine  in  1916.  He  served  an 
internship  at  Flushing  Hospital  and 
Dispensary  in  Flushing,  N.Y.,  in 
1916-17.  During  World  Wars  I and 
II  Dr.  Stahl  served  in  the  United 
States  Army  Medical  Corps. 

Dr.  Stahl  was  a member  of  the 
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Gonzales  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  South- 
ern Medical  Association.  He  was 
serving  as  medical  director  of  the 
Gonzales  County  Migrant  Health 
Project  at  the  time  of  his  death.  He 
was  a member  of  Ancient  and  Ac- 
cepted Order  of  Nobles  of  the  Mys- 
tic Shrine,  and  was  a Scottish  Rite 
Mason.  He  belonged  to  Temple  Beth 
Israel  in  Austin. 

On  Aug.  9,  1917,  Dr.  Stahl  mar- 
ried Florence  B.  Picard  in  Memphis, 
Tenn.  He  is  survived  by  his  wife  of 
Gonzales;  a daughter,  Mrs.  Saul 
Gellman  of  Austin;  two  sons,  Henri 
Edward  Stahl  of  La  Marque,  Tex., 
and  Dr.  Marion  Stahl  of  Austin;  and 
one  sister,  Mrs.  Leo  Brisker  of  To- 
ledo, Ohio. 


DR.  B.  A.  SWINNEY 

Honorary  member  of  the  Texas 
Medical  Association,  Dr.  Blu- 
ford  Alonzo  Swinney,  died  on  Sept. 
5,  1967,  in  a Longview  hospital  after 
a brief  illness.  He  was  77. 

His  father,  Dr.  Bluford  Alonzo 
Swinney,  Sr.,  practiced  medicine  in 
Newton,  Tex.,  and  Dr.  Swinney,  Jr., 
began  his  medical  practice  there 
with  him.  He  had  also  practiced  in 
Port  Neches  and  Breckenridge,  be- 
fore moving  to  Longview  in  1931. 
He  practiced  in  Longview  the  rest 
of  his  life. 

He  was  born  in  Newton  on  June 
20,  1890,  and  attended  public 
schools  there  and  William  H.  Ford 
College,  also  located  in  Newton.  In 
1914  he  was  graduated  from  Van- 
derbilt University  School  of  Medicine 
in  Nashville,  Tenn.  During  World  War 
I he  served  in  the  US  Army  Medical 
Corps. 

Dr.  Swinney  belonged  to  Gregg 
County  Medical  Society,  American 
Medical  Association,  and  the  Moslah 
Temple  Shrine  of  Fort  Worth. 

On  Dec.  23,  1922,  he  married 
Ruby  Bell  Alford  of  Beaumont.  She 
survives  him  as  do  a daughter,  Mrs. 
Janie  Morgan  of  Fairfield,  Iowa;  one 
sister,  Mrs.  Ernest  Powell  of  Newton; 
and  three  grandchildren. 
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TEXAS  MEDICINE 


Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 


All  Established  Methods  of  Diagnosis  and  Treatment  Utilized, 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

Traudl  E.  Jordan-Diener,  Ph.D 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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Make  a note  to  attend  the 
Texas  Medical  Association 

Conference  on 
Medical  Service 
and 

Legislation 

January  20,  1968 
Austin 

5 guest  speakers  • 2 panels 
Orientation  Program 
Hospitality  Hour 


; * 
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PRESENT  A 

SCIENTIFIC  EXHIBIT 


1961  ANNUAL  SESSION 

HOUSTON,  TEXAS 
MAY  2-5,  1968 


APPLICATION  DEADLINE  JANUARY  14 


For  Information  and  Application  write: 

Scientific  Exhibits 
Texas  Medical  Association 
1801  N.  Lamar  Blvd. 
Austin,  Texas  78701 


A MATTER  OF  LIFE 
AND  BREATH 


CHRISTMAS  1967 -U- 

oooooooooooooo 


This  space  contributed  by  the  publisher  as  a public  service 


DORSEY  "FLU-GRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 

COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln,  Nebraska  68501 


j 


clip  and  file  under  “flu” 

For  relief  of  "flu-like"  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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Indications:  Hypertension  and 
many  types  of  edema  involving 
retention  of  salt  and  water. 
Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibil- 
ity of  small  bowel  lesions  (obstruc- 
tion, hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery 


for  these  lesions  has  frequently 
been  required  and  deaths  have  oc- 
curred. Discontinue  enteric-coated 
potassium  supplements  immedi- 
ately if  abdominal  pain,  distention, 
nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross 
the  placental  barrier  and  adverse 
reactions  which  may  occur  in  the 
adult  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate 
metabolism,  etc.)  are  potential 


problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always 
be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  pa- 
tients receiving  ganglionic  block- 
ing agents  or  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Barbiturates,  narcotics  or 
alcohol  may  potentiate  hypoten- 
sion. Because  of  the  possibility  of 
progression  of  renal  damage,  peri- 


odic determination  of  the  BUN  is 
indicated.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Hepatic  coma  may  be  pre- 
cipitated. 

Electrolyte  imbalance,  sodium  and / 
or  potassium  depletion  may  occur. 
If  potassium  depletion  should  oc- 
cur during  therapy,  Hygroton 
should  be  discontinued  and  potas- 
sium supplements  given,  provided 
the  patient  does  not  have  marked 
oliguria. 

Take  special  care  in  cirrhosis  or 


For  the 

cardiac  patient 
on  2 pillows 
a night, 
consider  one 
Hygroton  a day. 


Hygroton 

chlorthalidone 

new  50  mg.  tablet 
or  100  mg.  tablet 


severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 
tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 


caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  com- 
pounds include:  jaundice,  xanthop- 
sia, paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 


of  50  mg., in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
HY-5405S 


She  was  the  picture 
of  arteriosclerotic 
heart  disease  in 
failure. 

She  couldn’t  sleep 
a wink  without  an 
extra  pillow. 

Then  her  doctor 
prescribed  digitalis 
and  Hygroton. 

First,  her  cardiac 
output  improved. 
Then  her  breathing 
improved  — 
along  with  her 
urinary  output. 

Nights  could  be 
a lot  more  pleasant 
for  patients 
like  this  in 
your  practice. 

Try  it  and  see. 

Hygroton  therapy  may 
also  mean  trouble- 
some side  effects  for 
certain  patients. 

A summary  of 
essential  prescribing 
information  is 
shown  below. 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  ond  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2S06  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  W A 6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Oscar  L.  Morphis,  M.D.,  F.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  T1 


FORT  WORTH 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 

3 AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg.  — ED  6-8681 


Offices : 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare.  M.D. 

R.  K.  Willms.  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  MX). 

Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr„  M.D. 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 


Obstetrics  and  Gynecology  : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey  . . 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  FA.C.S.* 
OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0 
EAR.  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 


OBSTETRICS  & GYNECOLOGY  DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.*  ROBERT  A.  LANG,  D.D.S. 

*Diplomate  of  the  American  Board 
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ANNOUNCING 

THE  THIRTY-FIRST  ANNUAL  MEETING 

of 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
Conference  Headquarters — Roosevelt  Hotel 
March  4,  5,  6,  7,  1968 
GUEST  SPEAKERS 


Morris  J.  Nicholson,  M.  D.,  Boston  Mass. 
Anesthesiology 

J.  P.  Nesselrod,  M.  D.,  Santa  Barbara,  Calif. 

Colon  and  Rectal  Surgery 
Robert  W.  Goltz,  M.  D.,  Denver,  Colo. 
Dermatology 

Charles  H.  Brown,  M.  D.,  Cleveland,  Ohio 
Gastroenterology 

George  E.  Burket,  Jr.,  M.  D„  Kingman,  Kan. 
General  Practice 

J.  George  Moore,  M.  D.,  New  York,  N.  Y. 
Gynecology 

William  Dameshek,  M.  D , New  York,  N.  Y. 
Internal  Medicine 

Oglesby  Paul,  M.  D„  Chicago,  III. 

Internal  Medicine 

John  A.  Aita,  M.  D.,  Omaha,  Neb. 

Neurology 


Robert  B.  Wilson,  M.  D.,  Rochester,  Minn 
Obstetrics 

Macl k L.  Clayton,  M.  D , Denver,  Colo. 

Orthopedic  Surgery 

William  H.  Saunders,  M.  D.,  Columbus,  Ohio 
Otorhinolaryngology 

Jon  V.  Straumfjord,  Jr.,  M.  D.,  Birmingham,  Ala 
Pathology 

Sydney  S.  Gellis,  M.  D„  Boston,  Mass. 

Pediatrics 

E.  H Schultz,  Jr.,  M.  D.,  Chapel  Hill,  N.  C. 
Radiology 

Richard  T.  Shackelford,  M.  D.,  Baltimore,  Md 
Surgery 

Kenneth  W.  Warren,  M.  D.,  Boston,  Mass 
Surgery 

Laurence  F.  Greene,  M.  D.,  Rochester,  Minn. 
Urology 


Additional  speaker  to  be  announced. 

faerCtyisftingyXSsa'  ^"^P^ologic  conference,  round-table  luncheons,  medical  motion  pictures,  technical  exhibits,  and  entertainment 

(All-inclusive  registration  fee — $30  00) 

This  program  is  acceptable  for  thirty-two  (32)  elective  hours  by  the  American  Academy  of  General  Practice 

Aye  nu  e° ' N e w°  0 He  a n s,r " Lou  i s*i  a n aA  You  2 ' ^ mee''n9  The  New  0rleans  Medical  Assembly,  Room  1538,  1430  Tulane 

Pre-Assembly  Special  Symposium-Sunday,  March  3— "Sexual  Problems  in  Clinical  Practice." 


in  the  treatment  of 

IMBATPlin  1 

_ iiihm 

r 

ImruTENu 

k j 

..  1 Is  ii  i i ‘M 

1.  SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*“ Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID ) a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  Is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 

Android 


Android 

(thyroid-androgen)  tablets 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 

chemotherapy 


® 


cannot  be  disputed 

of  reproductive  organs  in 
hypertension  unless  the 


Android-HP  Android-X 

EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  . .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  . . .30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg, 
Thyroid  Ext.  (1  gr.)  ...64  mg, 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available : 

Bottles  of  60,  500. 


REFER  TO 

PDR 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  (V4  gr.)  .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android /estrogen 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg 

Ethinyl  Estradiol  0 02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA  INDICATIONS:  See 
Android  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc 
five  organs  or  mammary  glands 


JUL- 
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“ When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity — physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


NOVAHISTINE'  LP 


PITMAIVI-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  1.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Eaton  Agent 


If  there’s  a broader 
susceptibility 
pattern  of  organisms, 
we’ve  yet  to  see  it. 

DECLOMYCIN  has  always  belonged  in  the  foremost  rank 
of  the  broad-spectrum,  general-purpose  antibiotics. 

Indeed,  no  antibiotic  has  yet  appeared  which  controls  a 
wider  range  of  pathogens  responsible  for  the 
' clinical  infections  seen  in  the  day-to-day 
practice  of  busy  medical  men. 


You  can  depend  on  DECLOMYCIN. 

A twice-daily  dose  of  300  mg  is  a sensible 
schedule  that  will  cover  the  patient  day 
and  night,  without  risk  of  blood 
concentrations  dropping  below  therapeutic 
levels.  This  is  because  of  high  serum  binding 
and  slow  renal  clearance. 

And  there  is  no  need  to  give  higher  daily 
dosage  than  300  mg  b.i.d.,  except  in 
venereal  diseases  and  Eaton  Agent 
pneumonia. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


Endamoeba  histolytica 


Hemophilus  influenzae 


Pneumococcus 


Escherichia  coli 


Gonococcus 


Shigella 


Staphylococcus 


Streptococcus 


Rickettsia 


Treponema 


Eaton  Agent 


Endamoeba  histolytica 


Hemophilus  influenzae 


Pneumococcus 


Escherichia  coli 


Gonococcus 


Shigella 


Staphylococcus 


Streptococcus 


Rickettsia 


Treponema 


If  there’s  a broader 
susceptibility  pattern 
of  organisms, 
we’ve  yet  to  see  it. 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm.  given 
in  equally  divided  doses  over  a period  of  10  to  15  days  should  be  followed.  Close 
follow-up  observation  of  the  patient  is  recommended,  including  appropriate 
laboratory  tests,  since  demethylchlortetracycline  has  not  had  adequate  evalu- 
ation in  all  stages  of  syphilis.  Spinal  fluid  examination  should  be  included  as 
part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively  with  a 
single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetracycline.  Indi- 
viduals unable  to  tolerate  large  single  doses  due  to  gastrointestinal  side  effects 
may  be  treated  with  150  mg.  every  6 hours  for  a minimum  of  4 doses  or  300  mg. 
every  12  hours  for  a minimum  of  2 doses.  Females  should  be  treated  with  a 
dosage  of  150  mg.  every  6 hours  or  300  mg.  every  12  hours  until  a cure  is  affected. 
Primary  Atypical  Pneumonia  (Eaton  Agent)  : The  average  adult  daily  dosage  is 
900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

486-7— 5993A 
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MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

Allergy 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  MD 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  MD 

WADE  M.  BRANNAN,  M.D. 

P*”1*?  American  Board  of  Pathology 

1tV  ii  ®1S^°P  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein.^M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 
American  Academy  of  Allergy  Sub-Board' Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7.6331 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  O.  Box  1118  Fort  Worth,  Texas  76101 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

M'D"  RIf a‘cRa  H'  jackson-  m.d., 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

156,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025 

JA  6-3281 

PILCHER  LABORATORY 
PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  p.  o.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Pa^°l0g^’  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olm  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diploma tes  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 
"‘[Mailing  Containers  on  Request” 

Office  Pickup  Service  in  Houston” 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

£oh?,iP,J^9overn>  MD-  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591  | 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street  Port  Arthur,  Texas 

HOUSTON 

EEG  LABORATORY 

PA<!41ifm a 1326  Medical  Arts  Building 

EEC  T A ROR  A Tm? v Houston  2,  Texas  SOUTHWEST 

EEG  LABORATORY  CA  5-4139  EEG  LABORATORY 

S-  TS,ter  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27.  Texas 

LiK  Z-bo Z6  g|j  1-1251 

Alternate  phone  for  all  Laboratories,  CA  5-6473 

Limited  to  ELECTROENCEPHALOGRAMS 
John  E.  Skogland,  M.D.,  Ph.D.,  Director 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 


109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5"5297 

Mailing  Containers  on  Request 


Clinics 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 


PATHOLOGISTS 


BIO-MEDICAL  LABORATORIES 


Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 


George  J.  Race,  M.D.,  M.S. 
Gwendolyn  Crass,  M.D. 
Wm.  M.  Nickey,  M.D. 
Marie  L.  Shaw,  M.D. 


Wm.  B.  Kingsley,  M.D. 

Donald  D.  Van  Fossan,  Ph.D., 
M.D. 

Norman  G.  P.  Helgeson,  M.D. 


Mailing  Containers  on  Request 


300  Medical  Tower  Building- 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in : 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1501 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 


1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 


FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  I^ing,  Tex¥r  o 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


John  M.  Church,  M.D. 

T.  J.  Coleman,  M.D. 

O.  M.  Phillips,  M.D. 

Wm.  L. 


Robert  L.  Sewell,  M.D. 
John  H.  Sewell,  M.D. 
C.  K.  Holsapple,  M.D. 
Asper,  Bus.  Mgr. 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D..  F.A.C.S. 

Marvin  J.  Leshikar.  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 

Fort  Worth,  Texas 


TEXAS  MEDICAL  LABORATORIES 
1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-3000/ED  6-1195 

Mailers.  Office  pickup  service. 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow,  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases. 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke.  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 


OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 


GENERAL  & 
SURGERY 


THORACIC 


William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D.. 
F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce.  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 
DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 
Ophthalmology 
Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D. 

F.C.A.P. 


OBSTETRICS  & GYNECOLOGY  SPECIAL 


Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 


PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


FACILITIES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


THOMAS-SPANN  CLINIC  & HOSPITAL 

1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 

Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 
NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 
BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

•T,ohn  B-  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R Miller,  M.D.,  Cardiovascular  Diseases 

Eugene  T Monahan,  M.D.,  Obstetrics  & Gynecology 

Ralph  C.  D.sch  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

S'  FJ?sdick-  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E- Moore-  B.S.,  M.D.,  Infants  and  Children 

ft-  P-  L?,r,son'  B s - M.S..  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerald  Noteblom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

L.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

General  Practice 
J.  H.  Cochrane.  M.D. 

J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S 

Complete  X-ray,  Physical  Therapy  and 


Laboratory  Facilities 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA.  6-2051 

Internal  Medicine  and  Diagnosis 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 


Cardiovascular  Disease 
Charles  D.  Keece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold.  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 

CONSULTATION 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 

BY  APPOINTMENT 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Business  Manager 


Mrs.  Evelyn  Farr, 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg. San  Antonio,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


MALONE  and  HOGAN  CLINIC 
901  Main  Street 

AND  THE 


WM.  E.  FLOOD,  M.D. 


MALONE  and  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Big  Spring,  Texas 

Obstetrics  & Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D., 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Hospital  Administrator 

D.  S.  Riley 


Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 
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J.  GILMORE  BRAU,  M.D. 

DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  DaIlas>  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

„ „ Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 


Medical  Center,  1501  Arizona 


El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 
3801  19th  St.,  Suite  500  Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 


Phone  JA  6-3733 


Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Derma  tology 

Treatment  of  Skin  Malignancies 

QifxrNo^h^e-S1t,Plaza  Drive  Dallas  25>  Texas 
315  North  Shiloh  Road  Garland  40,  Texas 


Eye,  Ear,  Nose,  Throat 


M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 
Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 
8215  Westchester 
Suite  135 
Dallas,  Texas 


Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye.  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 
«■  T-  Canon.  M.D.,  M.  D.  Watkins.  M.D., 

Wm  P a „„„  F.A.C.S.,  A.I.C.S. 

n i nFAAu  deSi0.nV,  Ernest  Nolle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C  S 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock.  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 


Gastroenterology  and 
Proctology 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

„ . „ . Dallas,  Texas 

Off.  Tel.  TA  4-2573  Res.  Xe]  EM 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

MILFORD  O.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 
1412  Medical  Arts  Building 
Dallas,  Texas 
RI  2-6144 
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CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

1220  Memorial  Professional  Bldg. 

Phone  CA  7-4490  Houston,  Texas  77002 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

General  Surgery 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

Internal  Medicine 

JOHN  ROBERTS  PHILLIPS,  M.D. 

M.S.  in  Surgery 

Diplomate  American  Board  of  Surgery,  F.I.C.S. 

L407  Medical  Arts  Building  Houston,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

154 


TEXAS  MEDICINE 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

♦Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

♦Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

‘Diplomate  American  Board  of  Psychiatry  and  Neurology 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston,  Texas 

THE  GREER  CLINIC 

ALVIS  E.  GREER,  M.D.,  F.A.C.P.,  M.C.C.P. 
Internal  Medicine  and  Diseases  of  the  Chest 

H.  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 
Internal  Medicine  and  Cardiology 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

X-ray  and  Clinical  R.  L.  Weir,  B.S. 

Laboratory  Chemist 

1506  Memorial  Professional  Building 

Telephone  CA  4-2726  Houston,  Texas 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology/Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

I000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

‘Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M D 

‘Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  (5.5459 

Fort  Worth,  Texas  76104 

‘Diplomates  American  Board  of  Psychiatry  and  Neurology 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

SWift  5-4023 
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JEAN  M.  B.  SMITH  MOURE,  M.D. 

Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Obstetrics/Gynecology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  75060 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

Ophthalmology 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 
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HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

„ , A RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 


ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  ri  8-2712 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 

L.  FERNANDO  SCHWEITZER,  M.D. 

Diplomate  American  Board  of  Ophthalmology 

1403  St.  Joseph  Prof.  Bldg.  AND  7812-A  Fulton 

5'5217  OX  2-6363 

Houston,  Texas 


Orthopedic  Surgery 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 

ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N,  Stanton  St.  Tel.  --.83-7465  El  Paso.  Texas  79902 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 
Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


H.  H.  Beckenng,  M.D.  George  Truett  Janies,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 


W.  B.  CARRELL  MEMORIAL  CLINIC 


2828  Lemmon  Ave. 


Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 


Cuvier  P.  Lipscomb,  M.D. 
Fred  W.  Sanders,  M.D. 


Drive 

Defensively. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 


1133  N.  19th  St. 


Abilene,  Texas 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  The  National  Safety  Council. 
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Otolaryngology 

Plastic  Surgery 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Bronc-ho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-47-51 

Directory  of 

Professional  and  Lay 

Medical  Films 

Now  Available! 

Write:  Librarian 

Memorial  Library 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street.  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch : LY  4-9301 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D..  F.A.C.R. 

CAPRES  HATCHETT,  JR.,  M.D.,  D.A.B.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph : WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate : American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 
302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

newton  f.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 


EDWARD  WHITE,  M.D.,  F.A.C.S. 
Diplomate  of  the  American  Board  of  Urology 
UROLOGICAL  SURGERY 
523-5  Medical  Arts  Bldg.  Dallas,  Texas 


ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd. Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 
875  New  Journals  Each  Month 
Extensive  Reprint  Collection 
Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
AC  512  447-6704 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,600.  Interested  physicians  please 
contact  Gariand  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group. 
New  mdlion-dollar  clinic,  city  36.000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic.  Big  Spring 
1 exas. 


TOTr™iECT.ONE  GENERAL  PRACTITIONER  AND  ONE 
u m Nib  I to  join  8 man  group  in  progressive  Texas  Pan- 

Texas6  C'ty  °f  12,000-  Write  or  0811  c-  E-  Kush,  M.D..  Hereford. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  ^UbUshed  troup 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 

or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 

depending:  on  training:.  Partnership  in  two  years.  Group 

d y accredited  hospital.  Anyone  interested,  apply  to 

Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
lexas  78701.  Full  details  concerning:  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring:. 


WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist;  to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000;  would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 

danualY  1*  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


OPPORTUNITY ; Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 

GENERAL  PRACTITIONER.  Practice  on  the  beautiful  Gulf 
Coast.  Located  just  outside  the  city  limits  of  Corpus  Christi  and 
Robstown.  Become  associated  with  a five  man  clinic  group,  each 
m private  practice  but  taking  call  as  group.  New  offices  ad- 
joining 85-bed  modern  hospital  just  two  years  old.  Choice  of 
practice,  either  private  or  partnership  on  salary,  no  investment 
necessary.  Liberal  assistance  in  getting  started.  Income  limited 
only  by  ambition.  Write  to  Doyne  Hamilton,  M.D.,  Rt.  4,  Box 
46,  Robstown,  Texas. 


INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

PEDIATRICIAN:  Medical  center  located  in  upper  income 
suburban  area,  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


MOI  orT<?T)  otolaryngologist  and/or  ophthal- 

muluwm.  Excellent  opportunity  in  new  clinic  with  group. 

„^aw'ni?  area-  Accredited  open  staff  hospital. 
Town  of  15.000,  20  minutes  from  Dallas.  Unlimited  potential. 

jie  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment.  No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
su'T1e  ?ra5:^":a  of  43  year  °M  general  practitioner  who  died 
suddenly  $1  600  per  month  guaranteed  plus  percentage  of  income 
aaove  J1’500-  Office  expenses,  nurses,  aids,  etc.  paid.  20-bed 
three  doctor,  clinic-hospital  in  Nocona,  Texas.  Deceased  doctors 
net  income  above  $2,500  per  month.  Nocona  is  city  of  4,000  with 
good  schools,  industry,  all  white  population,  nice  lake  and  golf 
wUr?v  auntlnK  and  fishing,  90  minutes  from  Dallas  and  Fort 
Worth.  Contact  A.  D.  Major,  M.D.,  or  K.  J.  Wharram,  M.D., 
Major  Clinic- Hospital,  Nocona,  Texas.  Phone  area  code  817,  825- 
oo7 1 . 


WANTED:  TWO  GENERAL  PRACTITIONERS  to  associate 
wrth  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
state  College.  City  of  seven  hills  in  the  piney  woods  of  East 
Texas,  population  17,000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention: Dr.  E.  M.  Addison. 


ASSOCIATE  WANTED— Ear,  Nose  & Throat.  Board  eligible 
for  two-man,  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
mg  opportunities.  Interviewing  expense  paid.  Please  reply  to 

m lfi80'„ATexas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
1 exas  78701. 


ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eight-man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Sox  1®®c  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
lexas  78701. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESI- 
w-v.i  3'yeaF’  integrated  with  Baylor  College  of  Medicine 
attmated  hosmtals.  Non-career  $4,610-$6,440.  Career  $9,221- 
$12,873  ; (license  in  any  one  of  states  required).  Nondiserimina- 
tion  in  employment.  Contact  William  P.  Blocker,  Jr.,  M.D.. 
VA  Hospital,  Houston,  Texas. 


INTERESTED  IN  PSYCHIATRY?  Austin  State  Hospital  has 
a well  planned,  completely  approved,  three  year  residency  in 
psychiatry  with  special  provisions  for  physicians  who  have  been 
in  general  practice  four  years  or  more.  Contact:  C.  J.  Ruilmann 
M.D.,  4110  Guadalupe,  Austin,  Texas  78751. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment  required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd,,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER:  West  Texas  city  of  110  000 
with  a dry  climate  and  rapid  growth  rate.  Forty  hour  week 
paid  vacation  plus  about  12  holidays  a year.  Progressive  school 
tor  the  mentally  retarded  with  five  full  time  physicians  on  staff. 

, °APltal  's  aew>  modern  and  completely  air  conditioned.  Salary 
to  $18,000.  Must  give  outline  of  training  and  experience.  L W 
Cain,  Superintendent,  P.  O,  Box  451,  Abilene,  Texas  79604. 

PHYSICIAN  WANTED : GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals 
in  neighborhood.  Office  and  equipment  available  No  cash  needed. 
Ideal  for  GP  internist,  pediatrician  or  OB/GYN.  Please  reply 

Box  158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
lexas  78701. 

WANTED  GENERAL  PRACTITIONER,  Gulf  Coast-45  min- 

utes to  downtown  Houston.  4%  day  week,  on  call  two  nights  a 
week  and  one  weekend  a month.  $18,000-$20,000  to  start.  Per- 
that.  Partnership  in  second  year  to  a producer. 
Should  be  above  $30,000  at  end  of  second  year.  Contact  Box  171 
■Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EXCELLENT  OPPORTUNITY  in  Austin  for  a physician  with 
private  practice  experience.  Administrative  assignment  in  execu- 
C;;PaC1^'  4‘^<^r  week,  retirement  and  other  professional 
staff  benefits  Write  Box  172,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

NEED  b OR .ALL  SPECIALTIES  in  Dallas,  Texas.  Northlake 
Doctors  Building : X-ray,  pharmacy,  laboratory  in  building. 
Need  tor  all  specialties,  especially  internists,  ENT  men.  family 
physicians,  urologists.  Now  has  15  physicians,  10  dentists  and 
dental  specialists.  Interested  parties  may  lease  or  participate  in 
ownership.  Contact  Edwin  Burstyn,  10405  East  Northwest  High- 
way, Dallas,  Texas  75238. 
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185  N.  WABASH 

ANN  WOODWARD  CHICAGO,  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  a century. 
TELEPHONE;  (Area  Code  3 1 2)  726-5682 


SITUATIONS  AVAILABLE  AND  WANTED  IN  TEXAS 
SITUATIONS  OPEN 

DERM:  (a)  Chief;  new  post;  priv  indep  grp  pract;  new  facils  & own 
hsp;  guar  $24,000  if  well  qual;  coll  twn. 

GEN  PRACT:  (m)  Assn  w/long  est  7-man  grp;  own  cl  & hsp;  $24,000 
1st  yr,  then  % basis;  servs  area  50,000. 

INT  MED:  (k)  Assn  w/6  dipl,  IM;  impor  diag  grp  w/  compl  facils; 
exc  sal  2 yrs;  prtnrshp  3rd  w/oppty  buy  corp  stock;  Ige  cty. 

OB-GYN:  (a)  Qual  as  chief;  grp  estab  25  yrs;  new  cl  bldg;  $24,000; 
early  prtnr;  college  twn. 

ORTHO:  (c)  Assn  w/5  dipl,  OS;  req  cert  or  elig;  sal  1st  yr  w/early 
prtnrshp  nettng  area  $40,000;  W-Texas. 

PED:  (a)  Sp-grp,  all  cert,  PD;  referral  type  pract;  2 offc,  in  new 
suburb,  Ige  cty;  sal  or  % basis;  recommended. 

RAD:  (a)  Chief;  cover  2 JCAH  hsps;  shld  gross  area  $55,000  on  fee- 
for-serv  basis;  area  serving  60,000  unopposed. 

UROL:  (a)  Assn  w/15  spec,  most  cert;  only  spec  grp  in  area  300,000; 
if  cert,  $25,000;  intervu  exp  pd. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 

IN  TEXAS  & ELSEWHERE 
SITUATIONS  WANTED 

OB-GYN:  34;  MD,  Wayne  St;  married  (3);  passed  Pt  I;  3 yrs  trng, 
univ  affil  hsp;  past  yr,  assoc  obg;  seeks  oppty  w/grp  cl;  twn  to 
25,000;  min  $20,000;  avail  30  days. 

RADIOLOGIST:  MD,  U of  Minn;  cert  both  w/nucl  med;  9 yrs  GP; 
trnd,  univ  hsp;  2 yrs  assoc  R,  JCAH  hsps;  seeks  oppty,  chief  R, 
hsp  or  grp  assn;  twn  25-100,000;  can  invest. 

SURGEON:  31;  MD,  Northwestern;  married  (3);  tkng  Pt  II;  4 yrs 
trng,  very  Ige  med  sch  affil  hsp;  currently  w/USAF  hsp;  seeks 
oppty,  assn,  S or  w/grp  cl;  cty  to  100,000;  avail  Jul  '68. 

SURGEON  (thoracic):  33;  MD,  U of  Mexico;  married  (3);  cert  GS, 
bd  elia,  TS;  4 yrs  GS  trng — 2 w/impor  univ  hsp;  1 yr  trng,  TS 
w/lge  “med  sch  affil  hsp;  seeks  oppty  hsp  chfshp,  T and  cardio  S 
or  assn  w/grp  cl  w/poss  tchng;  speaks  fluent  Spanish;  lie  Texas; 
can  invest;  avail  1/68. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to 
join  two  physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital. 
Guarantee  $18,000  net.  Rotate  weekends,  holidays,  etc.  James  C. 
Price,  M.D.,  or  W.  A.  Sievers,  M.D.,  Gonzales,  Texas. 

PSYCHIATRISTS  ! GENERALISTS ! Psychiatrists  to  $21,000, 
generalists  to  $18,000,  depending  on  qualifications.  Opportuni- 
ties to  plan,  inaugurate  new  programs  including  Federal  grants, 
under  fresh,  new  administration.  Picturesque  area  with  lakes, 
golf,  hunting  year  round.  Excellent  schools  and  colleges  near. 
1%  hours  to  Shreveport  or  Dallas.  Excellent  fringe  benefits  in- 
cluding Social  Security,  state  retirement,  vacation,  sick  leave, 
holidays.  Can  also  use  E.C.F.M.G.  diplomates,  $9,600.  Arch  M. 
Connolly,  M.D.,  Superintendent,  Rusk  State  Hospital,  Box  318, 
Rusk,  Texas. 

GENERAL  PRACTITIONER  WANTED— either  full  time  or 
part  time  for  infirmary  at  Southwest  Texas  State  College,  San 
Marcos,  Texas.  Salary  open  depending  on  qualifications  and  ex- 
perience. For  additional  information  contact  Dean  Floyd  Martine, 
Southwest  Texas  State  College,  San  Marcos,  Texas  78666. 

UNUSUAL  OPPORTUNITY  for  ophthalmologist,  otolaryn- 
gologist, or  combination  to  occupy  deceased  EENT  man’s  suite. 
New  clinic  in  Lufkin,  Texas  (growing  industrial  community 
with  two  excellent  hospitals).  No  other  ENT  specialist  within 
50  miles.  Contact  Mrs.  Bernard  Hyman,  1017  Ellis  Avenue,  or 
phone  634-4141. 

Situations  Wanted 


GENERAL  PRACTITIONER:  Being  discharged  from  Army, 
age  27,  married,  Texas  license.  University  of  Texas  Medical 
Branch,  Alpha  Omega  Alpha,  rotating  city-county  hospital  in- 
ternship Memorial  Hospital,  Corpus  Christi,  Texas.  Desire  salary 
initially  with  opportunity  for  association  or  partnership  after 
one  year.  Desire  location  in  East  Texas  or  Gulf  Coast  area. 
Please  reply  to  C.  A.  Jones,  M.D.,  Qts.  2439-B,  Ft.  Lewis, 
Washington  98433. 

LOCUM  TENENS.  General  practitioner,  single  age  27,  foreign 
medical  graduate,  Texas  license.  Completing  military  obligation 
December  1967.  Planning  to  start  residency  July  1968.  Seeking 
a locum  tenens  somewhere  in  Texas  from  January  to  June  1968. 
Contact  Luis  A.  Garza,  M.D.,  Medical  Department,  Marine  Corps 
Air  Station,  Yuma,  Arizona  85364. 

GENERAL  PRACTICE : 1965  Southwestern  graduate  completes 
service  duty  July  1968.  Major  interests  OB  and  pediatrics. 
Prefer  smaller  Panhandle  or  West  Texas  town.  Please  reply  to 
Larry  J.  Cooper,  M.D.,  4713  Tarpon  Trail,  Chattanooga,  Tennes- 
see 37416. 


LOCUM  TENENS  work  wanted  in  Texas  by  board  eligible 
roentgenologist  after  December  10,  1967.  Will  also  provide 

coverage  for  any  area  temporarily  without  a radiologist.  Please 
reply  to  Box  174.  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

For  Sale  or  For  Rent 


FOR  SALE:  Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  The 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 

IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic,  P.  O.  Box  2005,  Laredo,  Texas. 

FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interested 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 

FOR  SALE  OR  FOR  LEASE:  Your  greatest  opportunity.  Two 
story  clinic,  brick  building,  completely  equipped  and  furnished. 
X-ray,  Ekg,  etc.  Year  round  heating  and  air  condition.  Put  your 
jacket  on  and  see  30  to  60  patients  daily.  Collections  are  good. 
$250,000  value  for  $75,000.  12  lower  rooms,  plus  3 bath  rooms 
and  6 upper  rooms  plus  2 bath  rooms.  Same  location  35  years. 
Desire  immediate  reply.  R.  J.  Van  Sickle,  M.D.,  100  East  Me th- 
vin  Street,  Longview,  Texas,  PLaza  8-4416  and  PLaza  3-4177. 

FOR  SALE:  Half  interest  in  a 30-bed,  Medicare  approved 
hospital  and  clinic  in  Central  Texas.  $25,000  to  $35,000  income 
can  be  expected.  Will  sell  with  downpayment  and  terms.  Im- 
mediate occupancy.  Has  been  running  continuously  for  50  years. 
For  details  write  Dr.  Neil  Buie,  11922  Cobblestone  Drive,  Hous- 
ton, Texas  77024.  

WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today!  Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe.  8511  Bluebonnet  Road,  Dallas,  Texas  75209.^ 

FOR  SALE — Large  stock  of  refinished  hospital  equipment 
consisting  of:  Adjustable  hospital  beds,  $35  to  $95;  metal  bed- 
side cabinets,  $25  ; overbed  feeding  tables,  $25  ; collapsible  aluim- 
num  wheel  chairs,  $37.50  ; food  warmers,  $195  to  $225.  Write 
Coffield  Lumber  Company,  Box  1211,  Rockdale,  Texas  76567. 
Phone  HI  6-5866,  nites  HI  6-3378. 

FOR  SALE — y2  interest  in  practice,  two  year  old  30-bed  hos- 
pital, home  and  cabin  cruiser  in  resort  community  on  Gulf 
Coast.  Unopposed.  Town  of  8,000  with  surrounding  area  24,000. 
Grossing  $450,000  yearly— netting  $100,000.  Large  volume  in- 
dustrial, family  and  government  contract  work.  Pay  out  monthly 
and  still  net  $35,000  first  year.  Taking  residency.  Write  Box  173, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78(01. 

MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR 

PEDIATRICIAN,  reasonable  rent,  available  on  or  before  reb- 
ruarv  1 1968,  in  Ford  Village,  southwest  Austin.  Occupant  re- 
tiring on  or  before  February  1,  1968.  Equipment  optional. 

Dentist  next  door — across  street  from  school.  Contact  Bert  hord, 
2405  Bowman  Avenue,  Austin,  Texas  78703.  Telephone  GR  2- 

5502. 

UNIQUE  OPPORTUNITY  TO  LEASE  WITH  OPTION  TO 
BUY  at  fixed  price  after  5 years,  office  space  exclusively  for 

professional  use.  . , 

Town  and  Country  Professional  Center,  now  nearing  comple- 
tion, is  desirably  located  for  clientele  in  Corpus  Christi  s best 

residential  sections.  , „ 

This  Center  is  designed  to  provide  the  finest  modern  facilities 
for  physicians  and  dentists.  It  includes  four  2-story  units  tied 
together  by  an  air-conditioned  concourse  under  a common  root. 
Each  unit  has  individual  climate  control.  , 

Second  floor  units,  not  yet  leased,  are  reached  by  high-speed 
elevator  and  will  be  custom-designed  to  your  needs. 

Ample  parking  space  surrounds  the  complex  which  is  beauti- 
fully landscaped  outside,  and  in  the  concourse. 

The  central  concourse  area  features  a decorative  fountain 
under  a large  skylight,  viewed  from  the  second  floor  through  a 

circular  opening.  , _ , T 

For  further  information,  contact  Town  and  Country  Leasing 
Agents:  Property  Management  Associates,  Area  Lode  ol4 

883-1711,  401  North  Shoreline,  Corpus  Christi  78401. 


Miscellaneous 


MEDICAL  ILLUSTRATIONS— of  any  type,  custom-made  to 
your  requirements,  for  teaching  or  training  aids,  for  publication 
or  presentation.  All  media,  black  and  white  or  color,  factual  or 
graphic.  Long  paramedical  experience.  Also  illuminated  scrolls, 
heraldic  designs,  etc.  Write  Pan  Art,  214  Charles  Road,  San 
Antonio,  Texas  78209. 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  VS  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “ dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  et  al.:  A System  tor  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC. .Milwaukee, Wisconsin  53201 
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American  College 

of  Physicians 

March 

139 

Nov. 

135 

American  College 

of  Radiology 

Jan. 

101 

American  College 

of  Surgeons 

Jan. 

101 

Nov. 

118 

George  W.  Stephenson  listed  in 

error  in  "Personals."  Should  be 

D.  M.  Moore,  M.D.,  Dallas  Dec. 

125 

South  Texas  Chapter 

April 

127 

American  Congress  of 

Rehabilitation  Medicine 

July 

99 

American  Dermatological 

Association 

. May 

113 

American  Dietetic 

Association 

Aug. 

99 

American  Gastroenterological 

Association 

April 

128 

May 

113 

American  Heart 

Association 

Oct. 

106 

American  Medical 

Association 

Feb. 

113 

Annual  Convention, 

Installation 

May 

113 

July 

81 

Auxiliary  

July 

98 

Clinical  Convention 

Oct. 

105 

Nov. 

37,  135 

Committee  on  Disaster 

Medical  Care  __ 

Oct. 

105 

Conference,  Emergency 

Dec. 

127 

Conference  on  Medical  Aspects 

of  Sports 

Oct. 

105 

Nov. 

135 

Conference  on 

Rural  Health 

Feb. 

113 

Convention 

July 

39 

Councils  and  Committees  Jan. 

119 

Council  on  Environmental  & 

Public  Health 

March 

139 

Delegates  to  AMA 

Feb. 

106 

Disability  Insurance 

Program 

-July 

40 

First  International  Conference 

on  Prematurity 

Dec. 

128 

Medicolegal  Symposium 

Feb. 

113 

President,  Texan  Named 

July 

81 

American  National 

Red  Cross 

Sept. 

101 

American  Proctologic 

Society 

March 

140 

American  Public  Health 

Association 

Oct. 

106 

American  Rheumatism 

Association  

May 

114 

Dec. 

128 

American  Society  of 

Anesthesiologists 

Aug. 

100 

Sept. 

115 

American  Society  of  Clinical 

Pathologists  _ 

Jan. 

103 

Aug. 

100 

Sept. 

115 

American  Society  of 

Cytology 

Oct. 

106 

American  Thoracic  Society 

April 

128 

May 

113 

AMPAC 

45 

Anemia,  Congenital 

Hypoplastic  _ 

Feb. 

63 

Anesthesiology 

Feb. 

41 

History  I 

March 

61 

Armed  Services,  Draft  1 

March 

132 

Month 

Page 

Asthma,  Allergy 

April 

62 

Oct. 

58 

Correction 

Nov. 

123 

Atrioventricular  Conductio 

n, 

Disassociation 

May 

40 

Attending  Physicians 
Statement 

Aug. 

103 

Nov. 

165 

Autopsy  . 

35 

Awards 

Anson  Jones 

Feb. 

126 

Nov. 

44 

Distinguished  Service 

Oct. 

44 

Science  Fair,  AMA 

June 

89 

Texas  Medicine 

. _May 

54 

Aug. 

51,  94 

Oct. 

44,  79 

Nov. 

84 

B 


Battered  Child 


(Medicine  and  the  Law) 
Baylor  University 

May 

120 

College  of  Medicine  - 

May 

114 

Birth  Defects 

Blackford  Memorial 

Nov. 

39 

Lectures  

Aug. 

100 

Blindness 

Blue  Cross-Blue  Shield 

Oct. 

38 

of  Texas 

Nov. 

133 

Books 

Jan. 

121 

March 

148 

April 

132 

May 

121 

June 

105 

July 

103 

Aug. 

109 

Sept. 

125 

Oct. 

119 

Nov. 

149 

Dec. 

132 

Breast,  Cancer  

Dec. 

48,  52 

Brindley,  G.  V.,  Sr. 

. Oct. 

44 

Burns  ...... 

Dec. 

35 

c 


Cancer 


Breast  Radiation 

Dec. 

52 

Breast  Radiology 

Dec. 

48 

Bronchogenic 

Dec. 

86 

Chemotherapy 

Dec. 

86 

Cystic  Duct 

Dec. 

75 

Detection 

May 

38 

Electrocoagulation, 

Rectal  - 

Dec. 

60 

Genetics  . _ 

July 

57 

Pancreas 

May 

69 

Rectal  

Dec. 

60 

Research,  Symposium 

Jan. 

99 

Cardiac  Pacemakers, 

Radiologic  Appearance. 

_Sept. 

72 

Cardiovascular  Disease 

May 

40 

Careers  Conference 

El  Paso 

Feb 

113 

Celiac  Steal  Syndrome  __ 

May 

63 

Cell  Fusion 

June 

33 

Cerebral  Ischemia  (Texas  Medicine 

Award  Entry) 

Nov. 

84 

Children’s  Hospital  Research 

and  Education  Foundation 

in  San  Antonio 

Ian. 

101 

Civil  War,  Medicine 

March 

53 

Colitis  

May 

60 

College  of  American 

Pathologists 

Jan. 

103 

Community 

Health  Services 

Oct. 

91,  96 

Health  Week 

Sept. 

46 

Planning 

. Dec. 

37 

Service 

May 

52 

Colorado  Medical  Society 

Feb. 

111 

Compulsory  Testing  Laws- 

June 

87 

Contact  Lenses,  Fitting 

(Medicine  and  the  Law) 

Feb. 

115 

Contrast  Media 

Aug. 

36 

Copeland,  J.  B. 

July 

83 

Cystic  Duct,  Cancer 

Dec. 

75 

Cystic  Fibrosis 

July 

52 

Month  Page 

D 


Dallas  Birth  Defects  Center  Nov. 

39 

Dallas  Southern  Clinical 

Society 

Feb. 

111 

Data  Processing 

Oct. 

70 

Death  Certificate 

Aug. 

66 

Dermatology,  History 

March 

64 

Lesions 

July 

39 

Nov. 

79 

Direct  Billing 

Aug. 

41 

Disaster  Medical  Care 

Oct. 

98 

Hurricane  Beulah 

Nov. 

124,  130 

Texas  Plan 

April 

40 

Drugs,  Antidepressant 

Agents  

Jan. 

104 

Depression  Diagnosis 

Nov. 

64 

Drugs: 

Aldoril 

May 

72 

Correction 

Sept. 

101 

Amitriptyline 

Jan. 

104 

Desipramine 

Jan. 

104 

Dimethyl  Sulfoxide 

Jan. 

69 

Eutron  

May 

72 

Correction 

Sept. 

101 

Perphenazine 

Jan. 

104 

Dudgeon,  Howard  R.,  Jr. 

May 

111 

Duffield,  P. 

March 

46 

Dysacromelia 

Feb. 

50 

DEATHS 


A 


Alexander,  H.  E.  

Oct. 

122 

Alexander,  J.  E.,  Jr. 

Sept. 

130 

Allin,  F.  A. 

April 

136 

Anderson,  J.  S. 

May 

122 

Ashby,  J.  E. 

Jan. 

122 

B 

Barr,  H.  B 

May 

123 

Barrier,  C.  W. 

luly 

106 

Bausman,  C.  H.,  Jr. 

Aug. 

113 

Correction 

Oct. 

122 

Bean,  G.  W. 

Aug. 

113 

Bennett,  A.  C. 

Sept. 

128 

Bertram,  H.  F. 

Oct. 

124 

Black,  F.  R. 

March 

150 

Block,  H.  M, 

Jan. 

125 

Britton,  B.  H 

Dec. 

133 

Brown,  H.  L. 

Feb. 

127 

Burton,  G.  L. 

Feb. 

127 

C 

Cariker,  F.  H. 

Cayo,  E.  P. 

Cazer,  W.  R.  _ 
Champion,  A.  N. 
Chatman,  J.  A. 

Clark,  V.  V. 

Corbett,  L.  B. 
Covington,  C,  M 


D 


Daly,  J.  E. 

Aug 

113 

Dixon,  C.  D 

Aug. 

114 

Duncan,  R.  A. 

Feb. 

128 

F 

Fertitta,  S.  J.  

Dec. 

134 

Forde,  G.  P.  A. 

May 

123 

Foster,  R P. 



-Sept. 

128 

Furman,  J.  M. 

Sept. 

130 

G 

Garcia,  R.  _ 

July 

105 

Gaston,  J.  Z.,  Jr. 

May 

123 

Grata,  B.  G.,  Jr. 

Feb. 

128 

Grossman,  D.  N. 

— 

June 

107 

H 

Haggard,  C.  N. 

- Oct. 

122 

Haley,  S.  W. 

Nov. 

150 

Hammond,  D.  S. 

Jan. 

122 

Hay,  E.  B. 

June 

107 

Hayes,  C.  F. 

Dec. 

134 

Heard,  J.  G.  

Oct. 

123 

Hejduk,  B.  F. 

Sept. 

129 

July  105 

-July  106 

Dec.  133 

_Jan.  124 

April  136 

Nov.  150 

Oct.  123 

April  136 


I N DEX  — c on  t i n u ed 


Hilliard,  G.  M.,  Jr. 
Howell,  B.  E. 
Hyman,  B.  — 


Month 

April 

Ian. 

_Dec. 


King,  T.  C. 


Kuebler,  L. 


La  pat,  W. 
Lyday,  V.  I. 


Major,  J.  W. 
Makins,  J. 
Mann,  R.  E. 


N 

Neuman,  A.  _ - Dec. 

Neuville,  C.  F.  ___  Dec. 

Nichols,  C. Oct. 


O'Reilly,  J.  J. 


Sept. 


P 

Padgett,  W.  O.  __  -Dec. 

Page,  J.  H.  Oct. 

Parsons,  J.  C.  luly 

Pendleton,  R.  E.,  Jr.  __  March 

Pope,  I.,  Jr.  ---  March 

Powell,  W.  R.  - -_Nov. 

R 

Richardson,  S.  C.  — Sept. 

Roberson,  J.  F. April 

Roy,  H.  L.,  Jr.  April 

Royce,  T.  L.  . . March 

S 

Schroeder,  C.  F.  Sept. 

Shands,  P.  C.  Jan. 

Shapiro,  D. Dec. 

Smith,  W.  A.  April 

Snyder,  E.  H.  Oct. 

Spencer,  S.  C.  Aug. 

Stahl,  L.  J.  Dec. 

Stanley,  R.  W.  April 

Steger,  J.  H.  April 

Stewart,  G.  A.  _ April 

Swinney,  B.  A. Dec. 

Sykes,  C.  S.  _ Sept. 


Taylor,  O.,  Jr.  _ 
Trevino,  S.  S. 
Thornton,  W.  R. 
Turner,  C.  K.  _ 


March 

April 

Aug. 

Nov. 


W 

White,  H.  A.  Jan. 

Wilkerson,  B.  J. J Ian. 

Wilson,  N.  J.  April 

Winsett,  A.  E.  Ian. 

Wyche,  G.  G.,  Sr.  Jan. 


Page 

137 

123 

134 


June 

108 

.,  Sr.  . 

Nov. 

150 

May 

124 

K 

E.  - 

Oct. 

123 

July 

105 

B.  A. 

Feb. 

127 

R.  H. 

Nov. 

150 

E. 

March 

150 

W.  - 

Dec. 

135 

L 

3. 

Feb. 

128 

Oct. 

121 

Oct. 

121 

July 

106 

M 

C.  - - 

Jan. 

123 

C.  - 

April 

138 

G.  B. 

Jan. 

123 

April 

137 

Sept. 

129 

April 

137 

T E.  L. 

Dec. 

135 

June 

108 

May 

124 

P.,  Jr. 

April 

138 

1. 

Ian. 

123 

April 

138 

i. 

March 

149 

134 

135 
124 


129 


135 

124 

105 

149 

150 
149 


128 

138 

138 

149 


129 
124 
136 
139 
122 
114 
136 
139 

139 

140 
136 

130 


149 

140 

114 

149 


125 

125 

140 

122 

124 


Ear,  Burns  

Education,  Medical 
Emergency  Medical 

Service 

Emergency  Room  Care 


Month 


April 

Sept. 


Requirements 
(Medicine  and  the  Law)- 
Emotional  Growth 
Encephalitis,  St.  Louis 

(CPC)  

Epidermolysis  Bullosa 
Fetalis,  Study  __ 
Epilepsy  Foundation 

Ethics 

Drug  Ownership 


Films 


March 

June 

July 

Aug. 

Oct. 

June 

April 


May 

June 

Feb. 

Sept. 

April 


May 

Aug. 


Food  Preservation 

Radiation  

Football  Injuries 


Sept. 
Oct. 
Nov. 

See  also  Sports  Medicine 
and  Heat  Injuries 
Funnel  Chest - • Feb. 


Genetics July 

General  Practice,  History  March 
Glomerulonephritis,  Chronic 

(CPC)  Ja" 

Government,  Liaison  -Feb. 


H 


Hand,  Reconstructive  Surgery 

for  Arthritis lune 

Health  Care  July 

Heart,  Cancer,  Stroke Dec. 

Heart 

Congenital  Malformation 

(CPC)  - Feb. 

Diagnosis  of  Failure  __  _Sept. 

Disease,  Infancy Nov. 

Disease,  Pulmonary  Jan. 

Failure,  Clues  Sept. 

Treatment  __Sept. 

Heat  Injuries,  Athletes  _ Aug. 

Oct. 

Hemorrhoids,  Ligation  May 

Hepatitis,  Chronic  (CPC)  April 
Fibrinogen  Administered 

(CPC)  — luly 

Hip,  Surgery  --  -Feb. 

Hurricane  Beulah  -------  Oct. 

Nov. 

Hypertension  May 

Correction  Sept. 

Hyperthyroidism,  Apathetic- Feb. 
Hyponatremia  (Texas 

Medicine  Award  Entry)  Oct. 


Page 


58 

91 

132 

93 

99 

87 

47 

101 

73 

86 

87 

113 

98 

52 


122 

110 

54 
37,  67 
40 


39 


57 

68 

81 

105 


42 
35,  87 
113 


88 

65 

71 
49 
65 

58 
44 
37 
56 
98 

62 

70 

98 

124,  130 

72 
101 

59 

79 


I 


Immunization 

Diphtheria  Aug.  93 

Measles  __  - Aug.  93 

Polio  Aug.  93 

Rubella  Test  - -May  107 

Rubeola  March  38 

Tetanus  -Aug.  93 

Whooping  Cough  Aug.  93 

Implied  Consent  Law  _ April  37 

Individual  Responsibility 

Program  •une  44 

Aug.  35 

(President’s  Page)  Nov.  45 

Dec.  46 

Forms,  Available  __  Feb.  Ill 

Forms,  Sample  _ Aug.  103 

Nov.  165 

Informed  Consent 

(Medicine  and  the  Law)  April  122 

Sept.  105 

Oct.  117 


Month 

Page 

njuries.  Burned  Ear 

April 

58 

nsect  Control 

Oct. 

39 

nsurance  Forms,  Styling 

March 

39 

nternal  Medicine, 

History 

March 

74 

nternational  College  of 

Surgeons  __  

April 

128 

International  Medical  Assembly 

127 

of  Southwest  Texas 

Dec. 

Intestinal  Angina 

May 

63 

Intoxication,  Ethylene 

Glycol  (CPC) 

. June 

/b 

K 

Keogh  Act 

Kidney  Transplantation, 
Complications  (CPC) 


April 

May 

Nov. 


Laboratory,  Clinical  Oct. 

Laryngeal  Nerve, 

Undescended  - June 

Laser  Coagulation  Oct. 

Leadership  luly 

Legislation  --Feb. 

March 
April 
May 
June 
Sept. 

Mission  July 

Legislature,  Issues  Feb. 

Library,  Medical  - April 

Liver,  Abscess  (CPC) Dec. 

Rupture  in  Newborns-  Sept. 
Loa  Loa  Worm  . — - - Aug. 

M 


Malabsorption,  Physiologic 

Abnormalities  

Malpractice  Insurance 
(Medicine  and  the  Law) 
Median  Nerve,  Surgery 
Medicaid 

See:  Title  XIX 
Medical  Education 
Facilities 

Medical-Legal  History 

of  Texas  

Medical  Malpractice 

(Medicine  and  the  Law) 
Medical  Schools 

Students  

Medicare  


See  also  Legislation 
Medicine  and  the  Law 


41 

43 

91 


70 

53 
48 
30 
37.  99 
45 
51 
102 
43 
39 
85,  93 
102 
38 
99 
80 
38 


Mental  Health 

(and  Retardation) 


Medical  Responsibility 
Mesenteric  Vascular  Synd 

Surgery  

Military  Dependents’  Met 

Care  

Minimum  Wage 
Myocardial  Infarction 


N 

Narcotics,  Thefts  — March  132 

Neck,  Surgery  - __ June  50 

New  Orleans  Graduate  Medical 

Assembly Feb-  111 


Sept. 

Ill 

Aug. 

48 

Nov. 

145 

Feb. 

75 

April 

116 

March 

117 

Aug. 

105 

Aug. 

39 

Dec. 

123 

Jan 

37 

June 

90 

Sept. 

39 

Jan. 

115 

Feb. 

115 

April 

122 

May 

120 

June 

101 

July 

93 

Aug. 

105 

Sept. 

105 

Oct. 

117 

Nov. 

145 

Dec. 

130 

Feb. 

111 

April 

117 

Nov. 

46 

Nov. 

58 

Nov. 

52 

Nov. 

46 

ome, 

Jan. 

34 

lical 

Aug. 

41 

Feb. 

42 

Jan. 

54 

Sept. 

58 

INDEX  — c o n t i n u e d 


Nursing 

Education 

Workshops 


Month 

Jan. 

May 

Aug. 


o 

Obstetrics  and  Gynecology, 

History  March 

Office  Management  Jan 

Keogh  April 

May 

Minimum  Hourly  Wage  Feb. 
Partnerships  Sept. 

Underwriting  Form  June 

Ophthalmology,  History  March 
Survey  June 

Orthopedic,  Surgery  ___  -_Feb. 
Treatment  for  Tumors  Dec. 

Orthoptics  Oct. 

Osteoa  rth  ropathy. 

Hypertrophic  . Feb. 

Otolaryngology,  History  March 


P 

Pamphlets  Oct. 

Pancreas,  Cancer  __May 

Partnerships  _ Sept. 

Pathology,  History  --March 

Pectus  Excavatum  Feb. 

Pediatrics.  History  _ March 

Pesticides,  Parathion  Oct. 

Philosophy,  Medical  --June 

. Oct. 

Physician  Population  __  Aug. 

Plastics June 

Poison,  Ethion June 

Postgraduate  Courses Ian. 

Feb. 

March 

April 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

_ Dec. 

Postgraduate  Medical  Assembly 
of  South  Texas  June 

Prenatal  Injuries 

(Medicine  and  the  Law)__Dec. 
Prosthesis,  Plastic  . June 

Pseudomonas,  Aeruginosa, 

Infection  (CPC)  Feb. 

Psychiatric  Care  Aug. 

Nov. 

Psychiatry  April  73, 

History  March 

Public  Health 

Officers  . March 

History  March 

Public  Relations 

Medical  Society  July 

Personal  Image  __  --July 


Queen,  Charles  R. 


Nov. 


Page 

40 

37 

91 


78 

74 

41 
43 

42 
41 
39 
82 
67 
38 
63 
54 

50 

86 


102 

69 

41 

90 
39 
93 
39 

42 

91 

93 
38 
71 

119 

125 

137 

118 

107 

90 

98 

94 
106 
104 
147 
131 

93 

130 

38 

88 
37 
64 
83,  91 
98 

44 

101 

32 

29 


130 


Preservation 

Sept. 

54 

Radiology,  History 

March 

104 

Radium 

35 

Ramirez,  Mario 

Nov. 

130 

Randall,  Edward 

March 

112 

Rectum,  Cancer 

Dec. 

60 

Rehabilitation  Program 

June 

90 

Respiratory  Disease 

June 

36 

Failure 

58 

Correction 

123 

Reticuloendothelial  System 

Proliferative  Disorders. 

Classification 

Feb. 

56 

Retina,  Treatment 

Oct. 

48 

Retirement  Funds 

April 

41 

Rhinoplasty,  Cosmetic 

May 

43 

June 

63 

Rocky  Mountain  Cancer 

Conference 

93 

Rouse,  Milford 
Rubeola 

Runge,  Elisabeth  D. 


s 

Sarcoidosis  - May 

Scott  and  White  Clinic  - Jan. 

Separate  Billing  _ ___  Feb. 

Smallpox  Certificate  Jan. 

_ Aug. 

Smith,  Ashbel  March 

Social  Security  Amendments  of 
1967  (H.R.  12080) 

See  Medicare,  Title  XIX, 
Legislation 

Socioeconomics,  Conference  July 

Solvent  Sniffing  June 

South  Central  Association  of 

Blood  Banks  March 

Southern  Medical 

Association  Nov. 

Southern  Psychiatric 

Association  Sept. 

Southwestern  Surgical 

Congress  March 

Space,  Flight  Dec. 

Spider,  Brown  Recluse  _ May 

Spinal  Cord,  Degeneration luly 

_ Aug. 

Sports  Medicine  __  Oct. 

Nov. 

State  Board  of  Vocational  Nurse 

Examiners  _Sept. 

Statute  of  Limitations 

(Medicine  and  the  Law)__Jan. 

Steroids  --April 

Subclavian  Steal  Syndrome_Jan. 

Suicide,  Children  _ Nov. 

Surgery,  History  --March 


Texas  Academy  of 

General  Practice  May 

Texas  Academy  of 

Internal  Medicine  Nov. 

Texas  Air-Medics  Association, 

History --March 

Texas  Air  National  Guard  May 
Texas  Chapter,  American  College 
of  Chest  Physicians, 

History  March 

Texas  College  and  University  Sys- 
tem, Coordinating  Board-April 
Texas  Association  of  Obstetricians 

and  Gynecologists  Feb. 

Texas  Heart  Association  __  Aug. 
Texas  Hospital  Association_April 
Conference  on  Emergency 

Room  Care lune 

July 

Aug. 

Texas  Legislature  _ March 

(Medicine  and  the  Law) luly 

See  also  Legislation 
Texas  Medical  Assistants 
Association  


Month 

Page 

July 

81 

Aug. 

91 

March 

38 

Sept. 

99 

80 

99 

40 

103 

91 

112 


35,  87 
87 

140 

136 

113 

140 
109 
107 
45 
44 
37,  67 
40 

99 

115 

62 

56 

58 

106 


113 

135 

59 

107 


111 

116 

111 

99 

127 

93 

99 

87 

45 

93 


April  127 

Aug.  93 

Texas  Medical  Association 
Annual  Session, 

Centennial  Ian.  97 

Feb.  118 

March  37,  40,  48, 
128,  139,  P-1 
April  36,  50,  110,  127 
May  108 

Sept.  97 

Oct.  43 

Nov.  43,  123 
Dec.  112 

Auxiliary  Feb.  106 

July  83 

Aug.  91,99 
Sept.  98 

Nov.  130,  133 

Bexar  County 

Medical  Society  Feb.  99 

Dec.  113 

Constitutional  Changes  -_Feb.  121 

June  44 

Dallas  County 

Medical  Society Dec.  123 

Eighth  District  Society  March  139 


Executive  Board 
House  of  Delegates 


January  Conference 

Library,  Reference 

Requests 

Navarro  County 

Medical  Society  _ March 
Panhandle  District 

Medical  Society Sept. 

Oct. 

Public  Relations 

Conference Aug. 

Sept. 

_ Nov. 

Related  Specialty 

Societies -April 

June 

Resolutions  _ Feb. 

Retirement  Program, 

Insurance  Nov. 

Smith  County 

Medical  Society  April 

Tarrant  County 

Heart  Association  Ian. 

Tenth  District  Society Dec. 

Texas  Medicine,  Cover  - April 
Thirteenth  District 

Society _ March 

Texas  Nursing  Home 

Association  March 

_ Nov. 

Texas  Ophthalmological 

Association,  History March 

Texas  Pediatric  Society  __Sept. 
Texas  Proctologic  Society, 

History March 

Texas  Radiological  Society  Dec. 
Texas  Rehabilitation 

Association |Une 

Texas  Rheumatism 

Association  Nov. 

Texas  Society  of  Athletic  Team 
Physicians,  History  _ -March 
Texas  Society  of  Ophthalmology 

and  Otolaryngology  Nov. 

Texas  State  Board  of  Examiners 
in  the  Basic  Sciences  _Feb. 
_ Sept. 

Texas  State  Board  of 

Medical  Examiners  Feb. 

March 
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